#21-018

ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project Identification

Facility Name: ___AMITA Health Saint Mary Hospital Chicago modernization project .

Street Address: 2233 West Division Street .
" City and Zip Code: Chicago, IL 60622 B ,
. County: Cook ____Health Service Area: _ V Health Planning Area: A-02 |
Applicant{s) [Provide for each applicant (refer to Part 1130.220)]

Exact Legal Name: Presence Chicago Hospitals Network

d/b/a AMITA Health Saints Mary and Elizabeth Medical Center

Street Address: 200 South Wacker Drive, 11" Floor

City and Zip Code: Chicago, IL 60606

Name of Registered Agent: CT Corporation System

Registered Agent Street Address: 208 South LaSalle Street, Suite 814

Registered Agent City and Zip Code: Chicago, IL 60604

Name of Chief Executive Officer: G. Thor Thordarson »

| CEQ Street Address: 2601 Navistar Drive

| CEO City and Zip Code: - Lisle, IL 60532 )

CEO Telephone Number: 224/273-3388

Type of Ownership of Applicants

X Non-profit Corporation ] Partnership

O For-profit Corporation ] Governmental

] Limited Liability Company ] Sole Proprietorship O
Other

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

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

APPEND DOCUMENTATION AS ATTACHMENT 1 IN NUMERIC SEQUENTIAL ORDER AFI'ER THE LAST PAGE OF THE
APPLICATION FORM. ; i

Primary Contact [Person to receive ALL correspondence or inquiries]

Name: Jacob M. Axel

Title: President

Company Name: Axel & Associates, Inc.

Address: 675 North Court, Suite 210 Palatine, IL 80067
Telephone Number: 847/776-7101

E-mail Address: jacobmaxel@msh.com

Fax Number:

Additional Contact [Person who is also authorized to discuss the application for
exemption]
[ Mame: none




#21-018

ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project ldentification

Facility Name, AMITA Health Saint Mary Hospital Chicage modernization project

Street Address: 2233 West Division Street

City and Zip Code: Chicago, IL. 60622

County: Cook Health Service Area:. V Health Planning Area. A-02
Applicant(s) [Provide for each applicant (refer to Part 1130.220)]

Exact Legal Name: Ascension Health

Street Address: 4600 Edmunson Road

City and Zip Code: St. Louis, MO 63134

Name of Registered Agent: Illinois Corporation Service Company

Registered Agent Street Address: 801 Adlai Stevenson Drive

Registered Agent City and Zip Code: _ Springfield, IL 62703

Name of Chief Executive Officer: Joseph R. Impicciche

CEQ Street Address: 4600 Edmunson Road

CEQ City and Zip Code: St. Louis, MO 63134

CEO Telephone Number: 314/733-8000

Type of Ownership of Applicants

X Non-profit Corporation [} Partnership

] For-profit Corporation J Governmental

O Limited Liability Company O Sole Proprietorship O
Other

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

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

APPEND DOCLMENTATION AS ATTACHMENT 1 IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATIONFORM. R T A TH RSP U

Primary Contact [Person to receive ALL correspondence or inquiries]

Name: Jacob M. Axel

Title: President

Company Name: Axel & Associates, Inc.

Address: 875 North Court, Suite 210 Palatine, IL 60067
Telephone Number: 847/776-7101

E-mail Address: jacobmaxel@msn.com

Fax Number:

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

| Name: none l




#21-018

Post Permit Contact
[Person to receive all correspondence subsequent to permit issuance-THIS PERSON MUST BE

EMPLOYED BY THE LICENSED HEALTH CARE FACILITY AS DEFINED AT 20 ILCS 3960]
Name: Julie Roknich
Title: Vice President, Senior Associate General Counsel
Company Name: AMITA Heaith
Address: 2601 Navistar Drive Lisle, IL 60532
Telephone Number: 224/273-2320
E-mail Address: Julie.Roknich@amitahealth.org
Fax Number:

Site Ownership
Provide this information for each applicable site]

Address

Exact Legal Name of Site Owner: AMITA Health Saint Mary of Nazareth Hospital

of Site Owner: 2601 Navistar Drive Lisle, IL 60532

Street A
Proof of

ddress or Legal Description of the Site: 2233 West Division Street Chicago, IL 60622
ownership or control of the site is to be provided as Attachment 2. Examples of proof of

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

APPEND

DOGUMENTATION AS ATTACHMENT 2, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE

APPLICATION FORM. SRR i,

|

Operating Identity/Licensee

Provide this information for each applicable facility and insert after this page.]

Exact Legal Name: Presence Chicago Hospitals Network

o

O

o

Address: 2601 Navistar Drive Lisle, IL 60532

X Non-profit Corporation [l Partnership

M For-profit Corporation L] Governmental

O] Limited Liability Company O Sole Proprietorship ]
- Other

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

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

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

APPEND

DOCUMENTATION AS ATTACHMENT 3, IN NUMERIC SEQUENI'IAL ORDER AFTER THE LAST PAGE OF THE

APPLICATION FORM. £

]

Organiz
Provide
or entity

ational Relationships

{for each applicant) an organizationai chart containing the name and relationship of any person
who is related {as defined in Part 1130.140). If the related person or entity is participating in

the development or funding of the project, describe the interest and the amount and type of any
financial contribution.

APPEND

| APPLICATION FORM.

DOGUMENTATION AS ATTACHMENT 4, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE

I
i
d |




2.
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Narrative Description

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

The applicants are proposing a phased modernization project at AMITA Health Saint Mary

Hospital Chicago f/k/a Presence Saint Mary of Nazareth Hospital, addressing the renovation of
approximately 60,000 dgsf, consisting of portions of the hospital’s lower level, first, second, third,
fifth, and ninth floors, to include:

medical records and a number of administrative services relocating on the first floor;
outpatient pre-op and Stage 2 recovery relocating from the eleventh floor to the first-floor
vacated areas referenced above;

the pre-admission testing function moving from the ninth to the first floor;

eighteen ICU beds relocating from the first to the fifth floor;

the fifth floor transitioning from a combination of ICU and Med/Surg unit to an 18-bed
ICU;

PACU moving into a portion of the first-floor space vacated by the ICU;

the inpatient dialysis unit relocating from its current first-floor location to vacant space on
the ninth floor;

a retail pharmacy being developed in first floor space vacated by the inpatient dialysis unit,
and

the balance of the first-floor undergoing major renovation, to include the renovation of the
lobby, the relocating of pre-admission testing, patient registration and a variety of
administrative functions.

Upon the completion of the project, the hospital’s complement of ICU beds will decrease

from 32 to 26 beds and its Med/Surg bed complement will be reduced from 186 to 166 beds.

The proposed project is classified as “non-substantive”, not meeting the definition of a

“substantive” project contained in Section 1110.20.c).



PROJECT COST AND SOURCES OF FUNDS

#21-018

Project Cost:
Preplanning Costs
Site Survey and Soil Investigation
Site Preparation
Off Site Work
New Construction Contracts
Modernization Contracts
Contingencies
Architsclurai/Engineering Fees
Consulting and Other Fees
Movable and Other Equipment {not in construction contracts}
Net Interest Expense During Construction Period
Fair Market Value of Leased Space
Fair Market Value of Leased Equipment
Other Costs to be Capitalized
Acquisition of Building or Other Property
TOTAL USES OF FUNDS

Sources of Funds:

Cash and Securities

Pledges

Gifts and Bequests

Bond lssues (project related)

Morigages

Leases (fair market value)

Governmental Appropriations

Grants

Other Funds and Sources
TOTAL SOURCES OF FUNDS

'3

€N PO P e

Reviewable

86,400

12,886,860
754,900
710,100

1,137,780
4,985,000

4,779,000

25,340,040

25,340,040

25,340,040

Non-Reviewabie

$

8 B P

73,600

12,773,472
780,173
604,900
969,220
975,000

4,071,000

20,217,365

20,217,365

20,217,365

P R B H

Total

160,000

25,660,332
1,505,073
1,315,000
2,107,000
5,960,000

8,850,000

45,557,405

45,557,405

45,557,405
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Flood Plain Requirements

Refer to application instructions.

Provide documentation that the project complies with the requirements of lllincis Executive Order #2006-
5 pertaining toconstruction activities in special flood hazard areas. As part of
the flood piain requirements, please provide a map of the proposed project location showing any
identified floodplain  areas. Floodpiain maps can beprinted at www.FEMA.gov or
www.illinoisfloodmaps.org. This map must be in a readable format. In addition, please provide a
statement attesting that the project complies with the requirements of lllinois Executive Order #2006-5
(http:/iwww.hfsrb.illinois.gov). NOTE: A SPECIAL FLOOD HAZARD AREA AND 500-
YEAR FLOODPLAIN DETERMINATION FORM has been added at the conclusion of

this Application for Permit that must be completed to deem a project complete.

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

Historic Resources Preservation Act Requirements
Refer to application instructions.]

Provide documentation regarding compliance with the requirements of the Historic Resources
Preservation Act.

APPEND DOCUMENTATION AS ATTACHMENT 6, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. : LRes

DESCRIPTION OF PROJECT

1. Project Classification
Check those applicable - refer to Part 1110.20 and Part 1120.20{b}

Part 1110 Classification :

O Substantive

X Non-substantive




| Estimated start-up costs and operating deficit cost is §

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

#21-018

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

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

The project involves the establishment of a new facility or a new category of service )
[J Yes X No

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

Project Status and Completion Schedules

e |

Indicate the stage of the project’s architectural drawings:
] None or not applicable ] Preliminary
X Schematics [] Final Working

Anticipated project completion date (refer to Part 1130.140): ___September 30, 2024

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

[] Purchase orders, leases or contracts pertaining to the project have been
executed.

[C] Financial commitment is contingent upon permit issuance. Provide a copy of the
contingent “certification of financial commitment” document, highlighting any language
related to CON Contingencies

X Fmanmal Commitment will accur after permit issuance.

_ APPLICATION FORM.

APPEND DOCUMENTATION AS. AHAQHME_NI_Q. IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE

State Agency Submittals [Section 1130.620(c}]

Are the following submittals up to date as applicable?

X Cancer Registry

X APORS

X All formal document requests such as IDPH Questionnaires and Annual Bed Reports
been submitted

X All reports regarding outstanding permits

Failure to be up to date with these requirements will result in the application for

permit being deemed incomplete.

¥
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Cost Space Requirements

Provide in the following format, the Departmental Gross Square Feet (DGSF) or the Building Gross
Square Feet (BGSF) and cost. The type of gross square footage either DGSF or BGSF must be identified.
The sum of the department costs MUST equal the total estimated project costs. Indicate if any space is
being realiccated for a different purpose. Include outside wall measurements plus the department's or
area’s portion of the surrounding circulation space. Explain the use of any vacated space.

Gross Square Feet Amount of Propose.(rih';?t'zl. Gross Square Feet

I Dept./ Area Cost Existing !Proposed]' Criz‘:t. !Modernized Asls Vg;:(t;d

| REVIEWABLE _ ' : =]

| Medical Surgical |
Intensive Care

Diagnostic

Radiology

MRI

Total Clinical _ e

NON- -
REVIEWABLE

Administrative

Parking

Gift Shop _ |
| ]

Total Non-clinical | : B :
TOTAL '. | e

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




Facility Bed Capacity and Utilization

#21-018

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

deemed incomplete.

FACILITY NAME: AMITA Health Saint Mary
Hospital Chicago
Chicago

CITY:

Chicago

REPORTING PERIOD DATES:

From: January 1, 2019

to: December 31, 2019

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

Medicai/Surgical 186 7,028 35,076 -20 166

Obstetrics 20 1,111 2,838 20

Pediatrics 14 134 326 14

Intensive Care 32 968 3,700 -6 26

Comprehensive Physical 15 376 4,194 15

Rehabilitation

Acute/Chronic Mental lliness 120 4,905 32,352 120

Neonatal Intensive Care

General Long-Term Care

Specialized Long-Term Care

Long Term Acute Care

Other ({identify)

TOTALS: 387 14,522 78,486 -26 361

Note: a Certificate of Exemption application has been filed to discontinue the hospital’s 14-bed

Pediatrics category of service, and to add 14 Medical/Surgical beds in its place.




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 membaers of its Board of Directors;

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

o inthe case ofa partnership, two of Its general pariners (or the sole general pariner, when two
or more genaral partners do not exist);

o inthe case of estates and frusts, 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 Js filed on the behalf of __Presence Chicago Hospitals Network

d/b/a Resurrection Medical Center Chicago__* in accordance with the ;.
requirements and procedures of the lllinols Health Facliities Planning Act. The undersigned
“cortifies that he or she has the authority to execute and file this Application on behalf of the
applicant enfity. The undsrslgned further certifles that the data and information provided
hereln, and appended hereto, are complete and correct to the best of his or her knowledge and
bellef. The undersigned also certifles that the fee requlred for this application Is sent herewith
or will be pald upon raquest.

smmmu% %@%ML*
Auie P, Raknich

Thor Thordarson

PRINTED NAME PRINTED NAME

President__ _ Recre Yary

PRINTED TITLE PRINTED TITLE /

Notarization: Notarization:

Subscribed and swo%o before me Subscda‘?d and swom,to before me
02/ this ,2@ day of

this X074 _ day of

N

DY Y SR

2 OF NOAeEICIAL SEAL

Signature @f Notary  QFFICIAL SEAL E

DEBORAH A WEAVER
Seal DEBORAH A WEAVER Seal NOTARY PUBLIC - STATE OF ILLINOIS
NOTARY PUBLIC - STATE OF ILLINOIS '
OTARY PUBLC. STATEOF Lo MY COMMISION EXPIRES 120123

*Insert the EXACT legal nama of the applicant

Y
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CERTIFICATION T e )
The Application must be signed by the authonzed representatives of the applicant antity Authonzed
representatives arg

in the case of a corporation. any two of its officers or members of us Board of Directors

in the case of a imited hability company. any two of 1s managers or members (or Lhe sole
manager of member when two or more managers or members do not exist),

in the case of a partnershup, two of its general partners (or the sole general partner, when two
or more general partners 0o not exist),

in the case of eslates and trusts. two of iis beneficianes (or the sole beneficiary when two or
maore beneficianes do not exist), and

in the case of a sole propnetor, the indvidual that 1s the proprietor

This Application is filed on the bahalf of _____ASCGHSiOI’I Health *in
accordance with the requirements and procedures of the lllinois Health Facilities Planning Act.
Tho undersignad cortifies that ho or she has the authority to exocute and file this Application
on beghalf of the applicant entity. The undersigned further certifies that the data and
information provided herein, and appended herato, 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.

! ,&%g e Comy - 77T
SIEBNATURE d SIGNATYRE

 Chshad K. me Gy Matthan
PRINTED NAME ~ PRINTE E
' } 4
S‘—‘—V‘-‘h"{ : (CMm‘ Gum cel ng_a_sgm for Ascension Hea?t‘\
PRINTED TITLE 1) PRINTED TITLE
| Notarization Nolanzation
Subscnbed ano swm (o before me Subscnbed and swom to belore me
this __day of this __ dayof
Swnature of Notary Signature of Notary
Seat Seal

"Insert the EXAGT legal name of the applicani

//
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SECTION Ill. BACKGROUND, PURPOSE OF THE PROJECT, AND ALTERNATIVES -
INFORMATION REQUIREMENTS

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

1110.110(a) — Background of the Applicant

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

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

2. Alisting of all health care facilities currently owned and/or operated in lllinois, by any corporate officers or
directors. LLC members, partners, or owners of at least 5% of the proposed health care facility.

3. For the following questions, please provide information for each applicant, including corporate officers or

interest.

a. A certified listing of any adverse action taken against any facility owned andfor operated by the
applicant, directly or indirectly, during the three years prior to the filing of the apptication.

b. A certified listing of each applicant, identifying those individuals that have been cited, arrested,
taken into custody, charged with, indicted, convicted or tried for, or pled guilly to the commission
of any felony or misdemeanor or violation of the law, except for minor parking violations,; or the
subject of any juvenile delinguency or youthful offender proceeding. Unless expunged, provide
details about the conviction and submit any police or court records regarding any matters
disclosed.

¢. A certified and detailed listing of each applicant or person charged with fraudulent conduct or any
act involving moral turpitude,

d. A certified listing of each applicant with one or more unsatisfied judgements against him or her.

e. A certified and detailed listing of each applicant who is in default in the perfoermance or discharge
of any duty or obligation imposed by a judgment, decree, order or directive of any court or
governmental agency.

4. 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
cerlification records of other states, when applicable; and the records of nationally recognized accreditation
organizations. Failure to provide such authorization shall constitute an abandonment or withdrawal
of the application without any further action by HFSRB.

5. If, during a given calendar year, an applicant submils more than one appiication for permit, the
documentation provided with the prior applications may be utilized to fulfill the information requirements of
this criterion. In such instances, the applicant shall altest that the information was previously provided, cite
the project number of the prior application, and certify that no changes have occurred regarding the
information that has been previously provided. The applicant can submit amendmenis to previously
submitted information, as needed, 1o update and/or clarify data.

. directors, LLC members, partners and owners of at least 5% of the proposed faciiity. A health care facility |
i is considered owned or operated by every person or entity that owns, directly or indirectly, an ownership |

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

/7
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Criterion 1110.110(b) & (d)

PURPOSE OF PROJECT

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

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

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

4. Cite the sources of the documentation.

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

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

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

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

APPEND DOCUMENTATION AS ATTACHMENT 12, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
PAGE OF THE APPLICATION FORM. EACH iTEM (1-8) MUST BE IDENTIFIED iN ATTACHMENT 12.

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

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

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

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

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

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

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

/3
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SECTION IV. PROJECT SCOPE, UTILIZATION, AND UNFINISHED/SHELL SPACE
Criterion 1110.120 - Project Scope, Utilization, and Unfinished/Shell Space

READ THE REVIEW CRITERION and provide the following information:

‘ SIZE OF PROJECT:

| 1. Document that the amount of physical space proposed for the proposed project is necessary and not
excessive. This must be a narrative and it shall include the basis used for determining the space

and the methodology applied.

I 2. If the gross square footage exceeds the BGSF/DGSF standards in Appendix B, justify the discrepancy by
| documenting one of the following:

! a. Additional space is needed due to the scope of services provided, justified by clinical or operational
' needs, as supporied by pubiished data or studies and cerlified by the facility's Medical Director.

b. The existing facility's physical configuration has constraints or impediments and requires an
architectural design that delineates the constrainis or impediments

c. The project involves the conversion of existing space that results in excess square footage.

d. Additional space is mandated by governmental or certification agency reguirements that were not
in existence when Appendix B standards were adopted.

Provide a narrative for any discrepancies from the State Standard. A table must be provided in the
following format with Attachment 14,

SIZE OF PROJECT

DEPARTMENT/SERVICE PROPOSED STATE DIFFERENCE MET
BGSFIDGSF STANDARD STANDARD? i

APPEND DOCUMENTATION AS ATTACHMENT 14, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE |
| APPLICATION FORM. J

PROJECT SERVICES UTILIZATION:

This criterion is applicable only to projects or portions of projects that involve services, functions or equipment
for which HFSRB has established utilization standards or occupancy targets in 77 lil. Adm. Code 1100.

Document that in the second year of operation, the annual utilization of the service or equipment shall meet or exceed the
utilization standards specified in 1110 Appendix B. A narrative of the rationale that supports the projections must be

provided.

A table must be provided in the following format with Attachment 15.

] ] UTILIZATION _ ]
[ DEPT./ HISTORICAL | PROJECTED | STATE MEET
’ SERVICE UTILIZATION UTILIZATION | STANDARD | STANDARD?
(PATIENT DAYS)
{TREATMENTS)
ETCa v - -
| YEAR 1 . |
[ YEAR 2 | |

APPEND DOCUMENTATION AS ATTACHMENT 15, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

/Y
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'UNFINISHED OR SHELL SPACE:

not applicable, shell space not included in project
Provide the following information:

1. Total gross square footage (GSF) of the proposed shell space.

2. The anticipated use of the shell space, specifying the proposed GSF to be allocated o each
department, area or function. i

3. Evidence that the shell space is being constructed due to:
a. Requirements of governmental or certification agencies, or :
b. Experienced increases in the historical occupancy or utilization of those areas proposed |

to occupy the shell space. i

4. Provide.
a. Historical utilization for the area for the latest five-year period for which data is available; |
and
b. Based upon the average annual percentage increase for that period, projections of
future utilization of the area through the anticipated date when the shell space wilt be
placed into operation.

APPEND DOCUMENTATION AS ATTACHMENT 16, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE

APPLICATION FORM.
ASSURANCES:

not applicable, shell space not included in project

Submit the following:

1. Verification that the applicant will submit to HFSRB a CON application to develop and utilize the
shell space, regardless of the capital thresholds in effect at the time or the categories of service
invoived.

2. The estimated date by which the subsequent CON application (to develop and utilize the subject
shell space) will be submitted; and

3. The anticipated date when the shell space will be completed and placed intc operation,

- =
1 APPEND DOCUMENTATION AS ATTACHMENT 17, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

e
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SECTION V. SERVICE SPECIFIC REVIEW CRITERIA

This Section is applicable to all projects proposing the establishment, expansion or
modernization of categories of service that are subject to CON review, as provided in the lllinois
Health Facilities Planning Act [20 ILCS 3960]. It is comprised of information requirements for

each category of service, as well as charts for each service, indicating the review criteria that
must be addressed for cach action (establishment, expansion, and modernization). After
identifying the applicable review criteria for each category of service involved, read the criteria
and provide the required information APPLICABLE TO THE CRITERIA THAT MUST BE ADDRESSED:

A. Criterion 1110.200 - Medical/Surgical, Obstetric, Pediatric and Intensive Care
1. Applicants proposing to establish, expand and/or modernize the Medical/Surgical,
Obstetric, Pediatric and/or Intensive Care categories of service must submit the foflowing
information:
2. indicate bed capacity changes by Service: Indicate # of beds changed by action(s):.

# Existing # Proposed
Category of Service Beds Beds

] Medical/Surgical

[[1 Obstetric

{"] Pediatric
X Intensive Care x5 26
*authorized beds
3 READ the applicable review criteria outlined below and submit the required
documentation for the criteria:
" APPLICABLE REVIEW CRITERIA Establish | Expand | Modernize

1110.200(b)(1) - Planning Area Need - 77 Ill. Adm. Code 1100 X

{formula calculation)
1110.200(b)(2) - Planning Area Need - Service to Planning Area X X

Residents
1110.200(b)(3) - Planning Area Need - Service Demand - X

Establishment of Category of Service
1110.200(b){4) - Planning Area Need - Service Demand - - X
Expansion

of Existing Category of Service
1110.200(b)(5) - Planning Area Need - Service Accessibility X
1110.200(c){1} - Unnecessary Duplication of Services X
1110.200(c)(2) - Maidistribution X X
1110.200(c)(3) - Impact of Project on Other Area Providers X
1140, 200(d)(1), (2), and (3) - Deteriorated Facilities X
1110.200(d)(4) - Occupancy X

/&
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[ APPLICABLE REVIEW CRITERIA

1110.200(e) -  Staffing Avaitability

Establish | Expand | Modernize |

X X

71110.200() -  Performance Requirements X x| X
"1110200(g) -  Assurances - X X | |
s 8 2 P BERepay. i o N
|
APPEND DOCUMENTATION AS ATTACHMENT 18, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. i it o il A N el Ik =

i
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Criterion 1110.270 - Clinical Service Areas Other than Categories of Service

18

Applicants proposing to establish, expand and/or modernize Clinical Service Areas Other than
categories of service must submit the following information:

Indicate changes by Service:

Indicate # of key rcom changes by action(s).

# Existing # Proposed

. Service Key Rooms  Key Rooms
[ ]

PACU/Stage 1 Recovery 11 1

U

Stage 2 Recovery 20 27

U

ICU 32 26

for the criteria:

READ the applicable review criteria outlined below and submit the required documentation

Project Type

Required Review Criteria

New Services or Facility or Equipment

{b) - Need Determination - Establishment

APPEND DOCUMENTATION AS ATTACHMENT 30, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE

Service Modernization

{c){1) - Detericrated Facilities

AND/OR

{c)(2) — Necessary Expansion

PLUS

{CY3XA) - Utihzation — Major Medical Equipment

OR

T (c)(3)(B) - Utilization - Service or Facility

APPLICATION FORM.

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

s Section 1120.120 Availabllity of Funds — Review Criteria

» Section 1120.130 Financial Viabillty — Review Criteria
e Section 1120.140 Economic Feasibility - Review Criterla, subsection (a)

proof of bond rating provided as ATTACHMENT 33
VI. 1120.120 - AVAILABILITY OF FUNDS

The applicant shall document that financial resources shall be available and be equal to or exceed the astimated total
project cost plus any related project costs by providing evidence of sufficient financial resources from the following
sources, as applicable [Indicate the dollar amount to be provided from the following sources):

a) Cash and Securities - statements (e.g., audited financial statements, letters
from financial institutions, board resolutions) as to:

1) the amount of cash and securities available for the project,
including the identification of any security, its vaiue and
availability of such funds; and

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

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

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

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

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

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

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

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

%




_____ - | o 1-01
i | 5) For any option to lease, a copy of the option, including all
' terms and conditions.

e) Governmental Appropriations — a copy of the appropriation Act or ordinance
— | accompanied by a statement of funding availabiiity from an official of the
| governmental unit. If funds are to be made available from subsequent fiscal years, a
| copy of a resolution or other action of the governmental unit attesting to this intent,

f) Grants - a letter from the granting agency as to the availability of funds in
terms of the amount and time of receipt,

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

TOTAL FUNDS AVAILABLE

8 ATTACHMENT 33, ¢

20
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All the applicants and co-applicants shall be identified, specifying their roles in the project funding or
guaranteeing the funding (sole responsibility or shared) and percentage of participation in that funding.

SECTION Vil. 1120.130 - FINANCIAL VIABILITY

Financial Viability Waiver

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

1. “A” Bond rating or better

2. Al the project’s capital expenditures are completely funded through internal sources

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

4. The applicant provides a third-party surety bond or performance bond letter of credit from an
A rated guarantor.

See Section 1120.130 Financial Waiver for information to be provided _
APPEND DOCUMENTATION AS ATTACHMENT 34, iN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE

" APPLICATION FORM.

proof of bond rating provided as ATTACHMENT 33

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

Historical Projected
. 3 Yoars
Enter Historical and/or Projected
Years:
Current Ratio

Net Margin Percentage

Percent Debt to Total Capitalization

Projected Debt Service Coverage

Days Cash on Hand

Cushion Ratic

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

Variance

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

APPEND DOCUNENTATION AS ATTACHMENT 35, IN NUMERICAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

il
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SECTION VIil.1120.140 - ECONOMIC FEASIBILITY

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

A. Reasonableness of Financing Arrangements

proof of bond rating provided as ATTACHMENT 33

The applicant shall document the reasonableness of financing arrangements by
submitting a notarized statement signed by an authorized representative that attests to
one of the following:

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

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

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

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

B. Conditions of Debt Financing

proof of bond rating provided as ATTACHMENT 33

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

1) That the selected form of debt financing for the project wili be at the lowest net
cost available;

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

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

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

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

22
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COST AND GROSS SQUARE FEET BY DEPARTMENT OR SERVICE
A B C D E F G H
Department Total
(list below) Cost/Square Foot | Gross Sg. Ft. Gross Sq. Ft. Const. § | Mod. § Cost
New Mod., New Circ.* | Mod. Circ.* {(AxC) (B x E} (G +H)
Contingency
TOTALS
*Tnclude the percentage (%) of space for circulation

D. Projected Operating Costs

E. Total Effect of the Project on Capital Costs

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

The appilicant shall provide the total projected annual capital costs {in current dollars per

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

APPLICATION FORM,

APPEND DOCUMENTATION AS ATTAGHMENT 36, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
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SECTION IX. SAFETY NET IMPACT STATEMENT

SAFETY NET IMPACT STATEMENT that describes all the following must be submitted for ALL

SUBSTANTIVE PROJECTS AND PROJECTS TO DISCONTINUE HEALTH CARE FACILITIES [20 ILCS
3960/5.4]:

not applicable, non-substantive project

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

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

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

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

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

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

3. Any information the applicant believes is directly relevant to safety net services, including
information regarding teaching, research, and any other service.
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‘ A table in the following format must be provided as part of Attachment 37.

i not applicable, non-substantive project

| Safety Net Information par PA 86-0031
_ CHARITY CARE
[ Charity (# of patients) Year Year Year ,
Inpatient
| Qutpatient !
' Total '
Charity (cost in dollars})
Inpatient
Qutpatient
Total
MEDICAID
Medicald (# of patients) Year Year Year
Inpatient
Quipatient
Total
Medicald {revenue)
! inpatient
; Outpatient
| Total

APPEND uocuuummn AS w n nummc smuamm. oaolau m THE LAST PAGE OF THE
APPLICATION FORM.

28



SECTION X. CHARITY CARE INFORMATION

#21-018

must be provided at cost.

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

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

2, If the applicant owns or operates one or more facilities, the reporting shali be for each

individual facility located in lllinois. If charity care costs are reported on a consolidated basis,

the applicant shall provide documentation as to the cost of charity care, the ratio of that charity
care to the net patient revenue for the consolidated financial statement; the allocation of charity
care costs; and the ratio of charity care cost to net patient revenue for the facility under review.

3 If the applicant is not an existing facility, it shall submit the facility's projected patient mix by
payer source, anticipated charity care expense and projected ratio of charity care to net patient
revenue by the end of its second year of operation.

Charity care" means care provided by a health care facility for which the provider does not

expect to receive payment from the patient or a third-party payer (20 ILCS 3960/3). Charity Care

A table in the following format must be provided for all facilities as part of Attachment 39.

AMITA Health Saints Mary and Elizabeth’s Medical Center

CHARITY CARE
2017 2018 2019
Net Patient Revenue $307,420,155 | $298,946,230 $302,513,528
Amount of Charity Care {charges) $26,333,501 $38,876,740 $41,489,102
Cost of Charity Care $4 880,032 $6,942 837 $7.733,045

APPLICATION FORM.

APPEND DOCUMENTATION AS ATTACHMENT 38, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE

Page 9
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SECTION XI -SPECIAL FLOOD HAZARD AREA AND 500-YEAR FLOODPLAIN
DETERMINATION FORM

In accordance with Executive Order 2006-5 (EQ 5), the Health Facilities & Services Review Board
(HFSRB) must determine if the site of the CRITICAL FACILITY, as defined in EQC 5, is located in a
mapped floodplain (Special Flood Hazard Area) or a 500-year floodplain. All state agencies are required
to ensure that before a permit, grant or a development is pianned or promoted, the proposed project
meets the requirements of the Executive Order, including compliance with the National Flood Insurance
Program (NFIP} and state floodplain regulation.

1. Applicant: PLEASE SEE PAGE 1 OF APPLICATION

2. Project Location: PLEASE SEE PAGE 1 OF APPLICATION

3. You can create a small map of your site showing the FEMA floodplain mapping using the FEMA

Map Service Center website (https://msc.fema.goviportal/home) by entering the address for the
property in the Search bar. If a map, like that shown on page 2 is shown, select the Go To
NFHL Viewer tab above the map. You can print a copy of the floodplain map by selecting the

icon in the top corner of the page. Select the pin tool icon v and place a pin on your
site. Print a FIRMETTE size image.

If there is no digital floodpiain map available select the View/Print FIRM icon above the aerial
photo. You will then need to use the Zoom tools provided to locate the property on the map and
use the Make a FIRMette tool to create a pdf of the floodplain map.

1S THE PROJECT SITE LOCATED IN A SPECIAL FLOOD HAZARD AREA:
Yes No X

IS THE PROJECT SITE LOCATED IN THE 500-YEAR FLOOD PLAIN? NO

If you are unable to determine if the site is in the mapped floodplain or 500-year fioodplain, contact
the county or the local community building or planning department for assistance.
If the determination is being made by a local official, please complete the following:

FIRM Panel Number: Effective Date:
Name of Official. Title:
Business/Agency. Address:
(City) o {State) - (ZIP Co.c.ié) o (T-e;lephone Numb;r.)-
Signature: Date:

NOTE: This finding only means that the property in question Is or is not in a Special Flood Hazard Area
or a 500-year floodplain as designated on the map noted above. It does not constitute a guarantee that
the property will or will not be flooded or be subject to local drainage problems.

i you nead additional hieln, contact the Iieis Siatowide Floodplain Pregeans & 2A7782-4428

A7
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File Number 3128-198-9

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

PRESENCE CHICAGO HOSPITALS NETWORK, A DOMESTIC CORPORATION,
INCORPORATED UNDER THE LAWS OF THIS STATE ON APRIL 27, 1949, APPEARS TO
HAVE COMPLIED WITH ALL THE PROVISIONS OF THE GENERAL NOT FOR PROFIT
CORPORATION ACT OF THIS STATE, AND AS OF THIS DATE, IS IN GOOD STANDING AS
A DOMESTIC CORPORATION IN THE STATE OF ILLINOIS.

In Testimony Whereof, I hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 26TH

dayof AUGUST AD. 2020

s &
"';'\i'n\.l % F
Muthertication #: 2023802912 verifiable unt| 08/26/2021 228

Authenticate at: htip:/Awww.cyberdriveliiinols.
e e eom SECRETARY OF BTATE ATTACMNTI

2F
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File Number 6783-860-2

To all to whom these Presents Shall Come, Greeting:

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

Business Services. I certify that

ASCENSION HEALTH, INCORPORATED IN MISSOURI AND LICENSED TO CONDUCT
AFFAIRS IN THIS STATE ON JUNE 27, 2011, APPEARS TO HAVE COMPLIED WITH ALL
THE PROVISIONS OF THE GENERAL NOT FOR PROFIT CORPORATION ACT OF THIS
STATE, AND AS OF THIS DATE, IS A FOREIGN CORPORATION IN GOOD STANDING AND
AUTHORIZED TO CONDUCT AFFAIRS IN THE STATE OF ILLINOIS.

In Testimony Whereof, I nereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 26TH

day of AUGUST A.D. 2020

.i'__' ; _'-;. : A
Authentication # 2023902944 verifigble untit 08/26/2021 g \ M m
Authenticate at: hitp:fwww.cyberdrivelllinols.com
. SECAETARY OF STATE ATTACHNIENT 1

-—
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SITE OWNERSHIP

With the signatures provided on the Certification pages of this Certificate of Exemption
(“COE") application, the applicants attest that the site of AMITA Health Saint Mary Hospital
Chicago, located at 2233 West Division Street in Chicago, is owned by AMITA Health Saint Mary
of Nazareth Hospital.

ATTACHMENT 2
X0
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File Number 3128-198-9

.1.__. -
Cen 2 ¢ A" x
Tt B

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

PRESENCE CHICAGO HOSPITALS NETWORK, A DOMESTIC CORPORATION
TNCORPORATED UNDER THE LAWS OF THIS STATE ON APRIL 27, 1545, APPEARS TO
HAVE COMPLIED WITH ALL THE PROVISIONS OF THE GENERAL NOT FOR PROFIT
CORPORATION ACT OF THIS STATE, AND AS OF THIS DATE, IS IN GOOD STANDING AS
'» DOMESTIC CORPORATION IN THE STATE OF ILLINOIS.

In Testimony Whereof, I hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this  26TH

dayof AUGUST AD. 2020 .

4

AR

Authentication # 2023802812 veriiabla unti 092612021 g.’ NY B g

Authenticats al: hitp: /. rdrivedflinole.com :
o e g ~ BRCRETARY OF STATE A'ITACHMENT 3
=4
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ORGABIZATIONAL CHART

ASCENSION HEALTH

ALEXIAN BROTHERS-AHS MIDWEST REGION
HEALTH CO.

PRESENCE CHICAGO HOSPITALS NETWORK
d/b/a AMITA Health Saints Mary and Elizabeth Medical Medical Center

ATTACHMENT 4

g2
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FLOOD PLAIN REQUIREMENTS

With the signatures provided on the Certification pages of this Certificate of Need
application, the applicants confirm that the project addressed thorough this Certificate of Need
application, that being the renovation of selected areas within AMITA Health Saint Mary Hospital
Chicago, located at 2233 West Division Street, complies with the requirements of Executive Order

#2006-5. A map confirming such, and provided by FEMA is attached.

ATTACHMENT 5

{3



‘sasodind Aiojejniar

10} PASN G JOUUED SEIIE PATILISPOWUN pue paddewun

105 sagew del “a1ep sMDaYS Wil pue Jagunu jsued WYl
‘SIFYNUAD! AUUNLILLOD ‘Sjep uoneasd dew ey 3|ess '‘puddyxy
‘sjaqe| a0z pooy ‘Asiew dewaseq Jeadde 10U op SuBLW3R
detu Fumo|jo4 Yy JO 2O 0 AU AU J PIOA S AFeun dew Sty

8 "3} JAA0 BIED MAU AQ papasIadns awoaRq
10 afueyo ABwW UONEULIOJUI AR PUB THAN SYL Bwil
N Tue alep Siu) 0] Janbasqns SUIWPUARUE 40 SaFueyd payal
nw 10U SB0p PUB WY LE70T 18 TZOZ/ T/ uo palodxa sem
ew S1u) "YINId AQ papirnoid S20lAISS gam THAN sMisuopne
<~ Suwoy ABoa11p paALIap 51 UCRBULIONH PJRZEY POGY UL

2 sprepue;s Aseinaoe
deiuaseq 5, yWaEd Yim $3dwod umoys dewsaseq syl
# “MOlEG PRGUISIP SE PIOA 10U S1 )t ¢ sdew pooy 1eyfip
O 2SN 3Y} IO} SPIBPURTS 5,WINIA YU Sduwrod dew: sl

‘uonedo| Ajsatond sapeeoune ue
asaldal Jou S90p pue Jasn ) &g papayas wnod
yewixodde ue s) dew syt uo pakerdsip uid ayj

o

! paddewiun STaNVd dVIW i ; e e R . 4
T eweresv meqeufia on “ it T A i . E‘EF

Lt sigejieny eleq 1BIBSlg

Ay — : : .. 5 . 4 .. .._ e : y .. . ... a. FLF] .. . - .. : : % w*aﬁﬁf

aunaseg g =——— =| u3HIO

SuEsER Pasua Pee9 T oy * e, hey
Juepunog uogMpsang - ; .” ks ",ﬂ .m : .m. _1.., - i
Apms 40 MU ———mam ... #._...“. ‘, * 3 - 5 . b g

(349) UM UONEAR[T POD| FSBE ~wn il rm i 5 7.5 h

VISURIY [BSL0Y - W
LONEASE] BOBYING BN  TIT
F3URYD (BNULY T UM SUOLIIS SSOID  3eg—(@)

v s a1} i
_u . .v m QUVZVH neeilgz*z_zj __

NEMPOOL 40 '3 '33A37 14 111 11| STUNLONYIS
JIMAS ULIOIS 10 “HIAING BBUEL] -~ — = | TYHANID

oy PIEZEH POOL PAUILLIIAPUN JO BIY SYIHY Y3HIO

RS Rl I m—

KoUEr  pIRZRH POOIJ IBWIWMIA JO BOIY NITHIS ON

£ 4557 33437 O} BND HSIY POOIS YUM BRIY QYVZVH Q001 “5
¥ w07 "STION 295 2MET 40 SYIHY 4310 .m!

©F 2N 51 POOK] PIONPAY M BRIY
X ducZ PIBZRH POOLY S2Uey)

{enuuy %T SuoIpUa) 2imng N
1 SUGT JILr aienbs suo ueyy 559] JO SEQue
12euiRIp UM 10 J00; 3UG LR S59| Yidap
aFes0AR UM POOY SIUBYD [BNULE %T JO
Bary ‘PIEZEH POOL] FOUBL [BLLY %Z'0

kempooyy kiaremgay | sv3uv auvzvH
v o v e g AR T g0 Q0074 WIS3dS
66V A Y wuog
(348) voneAsd Poold 9528 INOUUM | E -
1N0AT 1INV Wil zom n.dE X3aN aNY aawﬂ nﬂﬁﬁo zon_ 140434 St www o . : N ZZibSaTh _5..9” Tinli8

pusber VI B oNoN Y|4 Jehe] piezeH pooj4 |euoileN



ILLINOIS

1NO]I #21-
Illinois Department of 018
Natlll‘al Resources JB Pritzker, Governor

NS 8| One Natura! Resources Way  Springfleld, llinois 62702-1271 Colieen Callahan, Director

NATURAL wwwdnrillinois.gov  malling Address: 1 Old State Capitol Plaza, Springfield, il 62701
RESOURCES

FAX (217) 524-7525
Cook County
Chicago
CON - Rehabilitation of First and Fifth Floors, Saint Mary's Hospital - Chicago
2233 W, Division St.
SHPO Log #015032221

April 6, 2021

Jacob Axel

Axel & Associates, Inc.
675 North Court, Suite 210
Palatine, IL 60067

Dear Mzx. Axel:

This letter is to inform you that we have reviewed the information provided cancerning the referenced project.

Our review of the records indicates that no historic, architectural or archaeological sites exist within the project
area.

Please retain this letter in your files as evidence of compliance with Section 4 of the Illinois State Agency
Historic Resources Preservation Act (20 ILCS 3420/1 et. seq.). This clearance remains in effect for two years
from date of issuance. It does not pertain to any discovery during construction, nor is it a clearance for
purposes of the Illinois Human Skeletal Remains Protection Act (20 ILCS 3440).

If you have any further questions, please call 217/782-4836.
Sincerely,

Foad<. Gl

Robert F. Appleman
Deputy State Historic
Preservation Officer

ATTACHMENT 6



PROJECT COSTS AND SOURCES OF FUNDS #21-018

Project Costs:

Preplanning Costs

Pre-Architectural Planning S 20,000
Architect Selection S 25,000
Evaluation of Alternatives S 20,000
Site Vistits S 25,000
Feasibility Analyses S 45,000
Misc./Other S 25,000
S 160,000
Moderization contracts
see ATTACHMENT 36C S 25,660,332
Contingencies
see ATTACHMENT 36C 5 1,505,073
Architectural & Engineering Fees
assessment of alternatives S 60,000
design services S 980,000
specification prep s 60,000
governmental agency interaction S 40,000
inspections & supervision S 50,000
reimburseables S 50,000
misc/other ) 75,000
S 1,315,000
Consuiting and Other Fees
CON and permit-related S 135,000
project management S 600,000
permitting & govermental dealings S 175,000
interior design/furniture selection 5 125,000
equipment planning S 50,000
electrical coordination study s 302,000
legal services S 100,000
insurance S 20,000
systems testing S 75,000
commissioning S 75,000
IT related 5 150,000
Misc./Other 5 300,000
$ 2,107,000

R¢ ATTACHMENT 7



PROJECT COSTS AND SOURCES OF FUNDS #2 1 -O 1 8

Movable and Other Equipment
ICU
Stage 1 Recovery
Stage 2 Recovery
Pre-Admission Testing 175,000
Pharmaceutical Services 250,000

S 2,340,000

$

S

S

$
Lobby/Public Areas ) 300,000

S

$

$

]

3

720,000
1,350,000

Staff & Resident's Areas 75,000
Administrative Areas 250,000

Medical Staff Areas 75,000
Patient Registration 125,000
Cther 300,000
S 5,960,000
Other Costs to be Capitalized
IT Upgrades $ 1,300,000
Parking Upgrades S 300,000
Replace Switchboards S 1,450,000
Replace Air Handling Unit $ 3,300,000
Replace Paralleling Gear Enclos. $ 1,250,000
EM Power Feeders $ 1,250,000
$ 8,850,000
Total Project Cost: S 45,557,405
Sources of Funds
Cash and Securities
from Ascension Health S 45,557,405
Total Sources of Funds $ 45,557,405
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BACKGROUND

Attached are a photocopy of AMITA Health Saint Mary Hospital Chicago’s (f/k/a
Presence saint Mary of Nazareth Hospital) IDPH license and confirmation of the medical

cenier’s accreditation.

Applicant Ascension Health owns, operates and/or controls the following Illinois licensed

acute health care facilities:

AMITA Health Adventist Medical Center Bolingbrook
Bolingbrook, IL IDPH #5496

AMITA Health Adventist Medical Center GlenOaks
Glendale Heights, [L IDPH #3814

AMITA Health Adventist Medical Center Hinsdale
Hinsdale, IL IDPH #0976

AMITA Health Adventist Medical Center La Grange
La Grange, IL IDPH #5967

AMITA Health Alexian Brothers Medical Center Elk Grove Village
Elk Grove Village, IL IDPH #2238

AMITA Health St. Alexius Medical Center Hoffman Estates
Hoffiman Estates, IL IDPH #5009

AMITA Health Alexian Brothers Behavioral Health Hospital
Hoffman Estates, IL

AMITA Health Holy Family Medical Center Des Plaines
Des Plaines, IL

AMITA Health Resurrection Medical Center Chicago
Chicago, IL IDPH #6031

ATTACHMENT 11
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AMITA Health Saint Francis Hospital Evanston
Evanston, IL IDPH #5991

AMITA Health Saint Joseph Hospital Chicago
Chicago, IL. IDPH #5983

AMITA Health Mercy Medical Center Aurora
Aurora, [L IDPH #4903

AMITA Health Saint Joseph Hospital Elgin
Elgin, IL. IDPH #4887

AMITA Health Saint Joseph Medical Center Joliet
Joliet, IL IDPH #4838

AMITA Health St. Mary’s Hospital Kankakee
Kankakee, [L. IDPH #4879

AMITA Health Saint Elizabeth Hospital
Chicago, IL IDPH #6015

AMITA Health Saint Mary Hospital Chicago
Chicago, IL. IDPH #6007

Lakeshore Gastroenterology
Des Plaines, IL

Beimont/Harlem Surgery Center
Chicago, IL 1DPH #7003131

Lincoln Park Gastroenterology Center
Chicago, IL HFSRB Permit # 20-012

Additionally, Ascension Living, an affiliate of Ascension Health, operates and/or controls

the following lilinois long term care facilities:

Presence Arthur Merkel and Clara Knipprath Nursing Home
Clifton, IL. IDPH #21832

Presence Villa Scalabrini Nursing and Rehabilitation Center
Northlake, IL IDPH #44792

ATTACHMENT 11
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Presence Villa Franciscan
Joliet, IL IDPH# 42861

Presence Saint Joseph Center
Freeport, IL IDPH # 41871

Presence Saint Benedict Nursing and Rehabilitation Center
Niles, IL. IDPH #44784

Presence Saint Anne Center
Rockford, IL IDPH #41731

Presence Resurrection Nursing and Rehabilitation Center
Park Ridge, IL IDPH #44362

Presence Resurrection Life Center
Chicago, [L IDPH #44354

Presence Our Lady of Victory Nursing Home
Bourbonnais, IL IDPH # 41723

Presence Nazarethville
Des Plaines, IL IDPH #54072

Presence McCauley Manor
Aurora, IL  IDPH #42879

Presence Maryhaven Nursing Home and Rehabilitation Center
Glenview, IL TIDPH #44768

Presence Heritage Village
Kankakee, IL IDPH #42457

Presence Cor Mariae Center
Rockford, IL IDPH #41046

With the signatures provided on the Certification pages of this Certificate of Need
(“COE™) application, each of the applicants attest that, to the best of their knowledge, no adverse
action has been taken against any Illinois health care facility owned and/or operated by them,
during the three years prior to the filing of this CON application. Further, with the signatures
provided on the Certification pages of this CON application, each of the applicants authorize the
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S/



#21-018

Health Facilities and Services Review Board and the Illinois Department of Public Health access
to any documents which it finds necessary to verify any information submitted. including, but
not limited to official records of IDPH or other State agencies and the records of nationally

recognized accreditation organizations.
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has been awarded to

Presence Saints Mary and Elizabeth Medical
Center

Chicago, IL

for Advanced Certification as a

Primary Stroke Center
by

<
5%,
(S :
0“ at
RQuant!

The Joint Commission

based on a review of compliance with national standards,
clinical guidelines and outcomes of care.

September 26, 2019

Certlication is custonarihy valid for upy to 24 months.
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Wind Poroge D DAY NMBA FACS Faine Reprist Dax: (9 26 L Mark R Chasain, MD, FACP, MPP, MPUH
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PURPOSE OF PROJECT

#21-018

The purpose of the proposed project will modernize the areas through which certain

services are provided at the hospital, and as a result, the health care and well-being of the

communities that have traditionally looked to AMITA Health Saint Mary Hospital Chicago for

care will be improved.

The hospitai’s geographic service area (“GSA™) as defined by the HFSRB, includes those

ZIP Code areas located within ten miles of the hospital. Below are listed the 96 ZIP Code areas

located within a 10-mile radius of the hospital, and that area has a population of approximately

2,564,000.

ZIp

60622
60642
60612
60647
60674
60614
60610
60661
60654
60607
60606
60657
60602

60624

e

City

CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
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CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
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CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO
CHICAGO

OAK PARK
OAK PARK
CHICAGO
CHICAGO
CICERO

OAK PARK
OAK PARK
CHICAGO
CHICAGO
CHICAGO
CHICAGO
ELMWOOD PARK
CHICAGO
CHICAGO
RIVER FOREST
CHICAGO
CHICAGO
LINCOLNWOOD
FOREST PARK
BERWYN
CHICAGO
CHICAGO
HARWOOD HEIGHTS
RIVER GROVE
HINES

#21-018
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60202 EVANSTON
60153 MAYWOOD
60636 CHICAGO

60656 CHICAGO
60621 CHICAGO
60546 RIVERSIDE
60629 CHICAGO

60161 MELROSE PARK
60637 CHICAGO

60638 CHICAGO
60204 EVANSTON
60160 MELROSE PARK
60076 SKOKIE

60534 LYONS

60155 BROADVIEW
60631 CHICAGO

As is the case with most hospitals located in the metropolitan Chicago area, the hospital’s
primary service area (i.e., the neighborhoods and communities from which the hospital attracts a
major portion of its patients) includes a much smaller geographic area than the HFSRB-identified

GSA.

The table below identifies those ZIP Code areas accounting for 1.0%+ of the hospital’s
patient encounters during the past year. Twenty ZIP Code areas accounted fora minimum of 1.0%

patient encounters, with only two ZIP Code areas accounting for 10.0% or more.

ATTACHMENT 12
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Approximate

Distance Patient Cumulative
ZIP Code City {miles) Encounters % %

60647 Chicago 1.8 1,562 11.1% 11.1%
60622 Chicago 0 1,528 10.8% 21.9%
60639 Chicago 4.3 1,279 9.1% 30.9%
60651 Chicago 34 1,215 8.6% 39.5%
60624 Chicago 2.9 472 3.3% 42.9%
60641 Chicago 4.7 464 3.3% 46.2%
60618 Chicago 3.3 349 2.5% 48.6%
60634 Chicago 7.5 319 2.3% 50.9%
60612 Chicago 16 314 2.2% 53.1%
60626 Chicago 7.4 308 2.2% 55.3%
60642 Chicago 1.8 299 2.1% 57.4%
60644 Chicago 4.5 292 2.1% 59.5%
60202 Evanston 8.7 263 1.9% 61.3%
60623 Chicago 4.4 213 1.5% 62.9%
60629 Chicago 9.1 172 1.2% 64.1%
60608 Chicago 3.8 170 12% 65.3%
60645 Chicago 7.3 164 1.2% 66.4%
60640 Chicago 4.7 164 1.2% 67.6%
60804 Cicero 6.1 163 1.2% 68.8%
60625 Chicago 4.9 153 1.1% 68.8%

other ZIP Code areas <1.0% 4,260 31.2% 100.0%

14,123

The goal of the project is to improve the hospital’s patient experience, as reflected in the
post-discharge surveys returned by patients, and improved comments and ratings are anticipated

as the various phases of the proposed project are completed.
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ALTERNATIVES

The primary goal of the proposed project is to improve the facilities dedicated to the
provision of ICU services and pre- and post-operative care, as well as numerous administrative
and support functions. Because additional square footage is needed for many of these individual
services, renovation without relocation, and particularly for the ICU, will not meet the project’s
goal. As such, aside from relocating the services to other locations within the hospital, no viable
alternatives are available. Additionally, becausc the proposed project locates the pre-and post-
operative (recovery) services adjacent to the surgical suite, from an accessibility perspective, any

other locations in the hospital would be inferior.

The use of alternative sites in the hospital would result in a project that would have similar
operating costs and an identical quality of care, compared to the proposed project, and the capital
costs associated with alternative sites would likely be of a magnitude similar to those addressed in

this Certificate of Need application.

The project does not involve any new construction, but rather reallocates existing space

within the hospital.

ATTACHMENT 13
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SIZE

The proposed project addresses the renovation of 60,203 DGSF in five clinical and sixteen
non-clinical functional areas of the hospital; and the proposed space plan is necessary and not

excessive. The project does not involve any new construction.

Included in the proposed project are three functional areas having HFSRB-adopted space
standards: 1CU, PACU/Stage 1 Recovery and Stage 2 Recovery. The ICU beds, which will be
located on the first and fifth floors, will occupy 15,899 DGSF, 1,911 DGSF below the adopted
standard of 685 DGSF per bed. The PACU/Stage 1 Recovery areas will occupy 1,485 DGSF, 495
DGSF below the adopted standard of 180 DGSF per station. The Stage 2 Recovery area, which
will be located on the first floor, will occupy 9,954 DGSF, 846 DGSF below the adopted standard
of 400 DGSF per station.

The functional relationship between the surgical suite, the PACU/Stage 1 recovery area
and the Stage 2 Recovery area make close proximity of the functions to one another highly
desirous. Through the proposed project, existing space originally designed to accommodate a 20-
bed ICU, and connected to the surgical suite by a non-public corridor, will be inexpensively

converted into the proposed PACU/Stage 1 recovery area, and continue to house eight ICU beds.

PROPOSED STATE MET

DEPARTMENT/SERVICE DGSF STANDARD DIFFERENCE STANDARD?
ICU (26) 15,899 17.810 {1,911) YES
PACU/Stage 1 Recov. {11) 1,485 1,980 {495) YES
Stage 2 Recovery (27) 9,954 10,800 (846) YES

ATTACHMENT 14
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PROJECT SERVICES UTILIZATION

The proposed project includes one clinical service for which the HFSRB has adopted a
utilization standard, ICU beds. And, the project is being developed consistent with the applicable

utilization standard of 60%.

The hospital currently is authorized for 32 ICU beds. Through the proposed project, the
total number of ICU beds will be reduced from 32 to 26. Eighteen of the beds will be located on
the fifth floor, and eight beds will remain in the current ICU space on the first floor. The remainder

of the current ICU will house the PACU/Stage 1 Recovery functions.

During the three-year period 2017-2019 (2020 data was not used due to the episodic impact
of the Covid-19 pandemic on utilization), 15,342 patient days of care were provided in the
hospital’s ICU beds, resulting in an average daily census (“ADC”) of 14.01 patients. (During that
period the ADC of “traditional” ICU patients was 13.14 patients and the ADC of ICU
“observation” patients was .87 patients). Future utilization is projected to increase, and primarily
due to the rapidly aging population in the communities in the HFSRB-designated planning area,
the primary source of patients for the hospital. Specifically, per IDPH projections, between 2017
and 2022, Health Planning Area A-02’s 75+ population is projected to increase by 23.6% and the
HPA’s 65-74 age group is projected to grow by 17.6%, resulting in average annual increases of
4.7% and 3.5% for the two age groups accounting for the vast majority of ICU admissions,
respectively. For planning purposes, utilization is projected to increase modestly (1.5-2.0%
annually) through the second year following the project’s completion, resulting in a 2026 average
daily census of 15.32- 15.78 patients. Using the HFSRB-adopted target occupancy rate of 60%
for ICUs, the proposed 26 beds are justified.

ATTACHMENT 15
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MEDICAL/SURGICAL, OBSTETRIC, PEDIATRIC, AND INTENSIVE CARE

The only inpatient category of service to be addressed through the proposed project is [CU.
As discussed in ATTACHEMNT 15, the number of approved ICU beds will be reduced from 32

to 26, and the beds are anticipated to operate at the HFSRB’s target utilization rate.

Twelve of the hospital’s existing ICU beds are located on the first floor, and twenty are
located on the fifth floor, which was originally designed as a Medical/Surgical unit. Upon the
completion of the project, eighteen ICU beds will be located on the hospital’s fifth floor, which
will require major renovation to become consistent with contemporary ICU design standards,
including the patient privacy afforded by a “hard wall” design. The remaining eight ICU beds will
continue to be located in their existing location of the first floor, requiring minimal renovation.

The balance of the current first floor ICU will be converted to the PACU/Stage 1 Recovery area.

In order to accommodate the relocation of ICU beds as discussed above, twenty

Medical/Surgical beds will be removed from the fifth floor.

With the proposed reduction in the number of ICU beds to be provided, the performance
requirement of having a minimum of four ICU beds will be reached, and per the discussion of
utilization presented in ATTACHMENT 15, the proposed number of beds, twenty-six, are
“justified”.

The project’s renovation, addressing the needs of the entire hospital, will include the
replacement of a number of mechanical systems, including three electrical switchboards, two

generators, and a primary air handling unit.
ATTACHMENT 18
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CLINICAL SERVICE AREAS OTHER THAN
CATEGORIES OF SERVICE

The proposed project addresses four functional areas classified as “clinical”, but not having
HFSRB-adopted utilization standards: PACU/Stage 1 Recovery, Stage 2 Recovery, pre-admission

testing, and inpatient dialysis.

The proposed project will, depending of the functional area addressed, improve facility-
related challenges, and/or improve patient accessibility/patient flow. None of the clinical functions

addressed in this ATTACHMENT have HFSRB-adopted utilization standards.

The PACU/Stage 1 Recovery and Stage 2 Recovery areas are being relocated to improve
the patient flow associated with perioperative services, locating both functions in close proximity
to the surgical suite. Similarly, the pre-admission testing function is being relocated from the ninth
floor to an easily-accessible location on the first floor. Approximately 4,500 patients are projected
to utilize the PACU/Stage 1 Recovery area, approximately 4,300 patients are projected to utilize
the Stage 2 Recovery area annually, and approximately 3,200 patients are anticipated to utilize the

pre-admission testing area, annually.

The inpatient dialysis unit, which will have four stations, is being provided to eliminate the
need to transport inpatients from a Medical/Surgical unit through high-traffic corridors to the
current unit, located on the first floor. The planned unit, which is anticipated to provide

approximately 2,400 treatments, annually, will be located on the ninth floor.
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Rating Actlon: Moody's affirms Ascenslon's Aa2, Aa2/VMIG 1, Aa3, Aa3/VMIG 1 & P-1 ratings; stable outlaok Related Issuors -
20 Ocl 2020

Ascension Heailh Allisnce

New York, October 28, 2020 - Moody's Investars Service affirmed Ascension Heallh Alliance's {d/bfe Ascension) Aa2 and Aa2/VMIG 1 Conneclicul Healih &

senior debl ratings, Aa3 and AaJVMIG 1 subordinatad debt raiings, and P-1 commerclal paper rating. We also affirmad the Aa2 rating for Educational Fac. Auth

Presence Heallh's {IL] Saries 2016C bonds, which are secured under Ascension's magler trust Indenture, We affirmad the Aa2 raling for : ’

Hosphai de 1a Cancepelon's Series 2017A and the Aa2/VMIG 1 rating for S1. Vingent de Paul Center's Series 2000A bonds, both of which Hospital De L.a Gancepcion

are guarantaed by Ascension. These acllong affect approximately $7.4 bilkion of outstanding debt. The oullook is etable.

. . lllinois Davelopment Financs
Please cick on this Bnk hitpcivensuinodys cembvineresearchdas.aspxdecid=PEM, PELLOURE 16793 for the List of Affected Credit Ratings. This Agthority

fist Is an integrei part of this Press Release and identifles each affected issuer,

Winois Fi tharit
RATINGS RATIONALE inois Finence Authaiity

The Aa?2 affirmation reflects Mocsdy's view lhat Ascension's large, diversifiad portiolio of sizabia hespilals as one of the largast nol-for-profit
heailhcare systams in the US, cenlrallzad management model, and strong Aquidity will allow It to manage pandemic challanges while driving Rolated Resesarch
margin improvement, Further, Invesimants In key markats and growih opportunities In non-acute care businass lines will position the system

to resume fis pra-COVID trand of cashflow growth. Tha system's cenlrefized govemance and aparating model, along with greater locus on #Eredit Opinion: Ascension

consalidaling certain outpatient clinica! eervice lines., will provide a strong platform for further efficlencies and accalaratad growth siralegios. Maalih Alliance: Update 1o

Liquidily will remaln sirong even after repaying the Medicare advances. Gapllel spending will increase to fund satrategic [nitiatlves, bul we crediil analysls

expact the system will align spending with cashfiow generalion as Il has done in the past. Modsat near-term margins from the material

Impsct of COVID will elevals the system's operating leverage, bul sleady cashilow growth will improva this metric. The pace of operaling BCredit Opinton. Ascension

improvement will be chalianged by a potentislly profonged volume recovary due to new outbreaks and a likely Increase in Medicaid amid the Health Alliance: Updale lo

ecanomic downtum. The Aa3 long-term subordinaled rating reflacts the coniractual subordinalion of the related bonds. cradit analysis

Tha Aa2 aflirmalions and stable outiooks for St, Vincent de Paul Center and Hospital D& La Congeption are basad on Ascension’s legal BCreuit Opinion: Ascention

guarantes of each entity's bonds. Ascension provides an imevocabla and unconditional guarantee covaring full and timely payment of atf Heallh Afiance: Updala 1o

scheduled payments of principat and interesi on ralated bonds. credil analysis

The P-1 commerclal paper ratlng and VMIG 1 short-term bond ratings are based on he system's strong debl and treasury management and BCrodit Qpinion: CWA Aulhionty

strong liguidity to pay maturing commerclal paper notes or unremarketed bonds. Inc., IN: Updale Lo crodil
analysis following rating

RATING CUTLOOK upgrade

The sleble cullook reflects expacied Improvement in margins In FY 2021, which wili be driven by volume recovery, cost managemant and ACredit Opinion: Hanover

already recelvad federal relief grants. Acceleraled growth sirategles will drive further improvemant beyond 2021, Btrong llquidily will provide Collsge, IN: Updeie ta credit

eufficient resources 1o repay Medicara advances. The stabla outlook anticipates no new material debl outside of acquisitions and that any analysis following revision af

acquigitions or mergers will not be significantly dilulive to key credit measures nor present high execution risk. sutlook to negative

FACTORS THAT COULD LEAD TO AN UPGRADE QOF THE RATINGS
-Significani and sustainad improvement In operaling margine

-Reduction In leverage and improved debt melrice

-Continued diverstficatlon of non-acule care revenues

-Short-tarm ratings: not applicable

FACTORS THAT COULD LEAD TO A DOWNGRADE OF THE RATINGS
-inabliity o progressively improve margins

-Signlficant increase in teverage

-Materially dilulive merger or acquisition

-Notable sustained decline Ir Equidity

-Prolonged racavery fram or significant resurgence of COVID
-Short-lemn ratings: downgrade of iong-term rating or material reduction of Fguidity
LEGAL SECURITY

Security for the sanior bordholders ks e revanue pledga of the senior credit group. Sacurlty for the subordineted bondholdars Is an
unsecurad gensral obligation of Ascensicn end the bands are subordinale to ali autstanding senior bonds. No debt service raserve funds are
in place. Replacement of the master indenture |s allowed without bondholder consent If cerlaln conditions are mat, Including rating agency
confirmations of no rating impact, Members of the subordinate credit group are idaniical to those in the senlor cradit group.

PROFILE

Asoenslon is ons of the fargest not-for-profit heskhcars systems in the U.S. with $26 billion In revenue, operating 150 hosphals In 20 states
and D.C.

METHODOLOGY

The principal mathodology used In these long term retings was Not-For-Profit Heallhcare published in bar 2018 and available at
Inips:thersres mostys.comircsearchdocumentcanlent page.aspxTdotd- PBE_1154632. The princlpal methodology used in these ehort term ratings
was Short-terrn Dabt of US Slates, Municipalities and Nonprofits Mothodology published in July 2020 and avallable at
ips:thvars.moadys. comlT chyl teontentpage.aspx PdocidnPHIA_1210748, The principsl methodology uged In the fong-lerm term ralings
for entilies guaranisad by Ascansion was Raling Transactions 8ssed on the Cradit Substfiution Approach: Laitar of Credit-backed, Insurad
and Guaranteed Dabls published in May 2017 and available at Iips:Bwwe.moodys comdmsuee chdetumpnicontenipag e nss?
denidrPRG_ 1068154, Allemalively, please see the Raling Methodologies page on www.moodys.com for a copy of these methodologles.

p

REGULATORY DISCLOSURES

The List of Affecied Credit Ralings snnotmeed hers are afl salicited credit ratings. Additionally, he List of Affacted Credii Ratings includes | " | )

additlons| disclosures that vary with regard to some of the ratings. Please click on this link biip:swwmoodys Lomivievnesearchdos.aspi? A ACHMENT 3 3
fincid=PBR_PBMO0RE16793 for the List of Affected Credit Ralings. This listis an pan of ihis Press Release and provides, for each of

the credit ratings covered, Moody's disclosures on the foliowing items:
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- Perticipation: Access to Management

- Participation: Access Lo Internal Documenis

« Disclosure lo Rated Entity

- Endorsement

For further specificetion of Moody's key rating assumplions and sensiivity analysis, see the seclions Methodalogy Assumplions and

Seneitivity to A ptions In the disciosure farm, Moody's Reting Symbels and Definitions can be found at:
Ptpn e oy, corrtatar hincinenleonion dpage.as[r TosiG=PEC_Ta0ud.

For ralings issued on a program, serias, category/class of debl or securily 1hls anncuncement provides certain regulatory disclosures In
relation o each rating of & subsequently issued bond or note of the same series categoryfclass of debt, securily or pursuan Lo & program
for which the ratings are derived exclusively from existing ratings in accordance with Moody's rating praclices. For ralings issued on a
support provider, this ennoyncemant provides certain regulatory disclosures in relation lo the credit rating aclian on the suppon provider and
in ralation {o each parlicutar credit rating actlon far seturilies thet derive thelr credi ratings from the suppon provider's cradit rating. For
provisional ralings, this announcement pravidas certain regulatary disclosuras in relation to the provisional rating assigned, and in rolation to
a definitive rating thal may be assigned subsequent lo the final ssusnce of the debt, in each case where tha ransaction struclure and ferms
have not changed prior lo Ihe assignment of the definilive rating in a manner thal would have affecled the rating, For furlher information
please soe the ratings tab on the lasuer/entity page far the respective Lssuar on www.moodys.com.

Regulatory disclosuras conlained In thig prass releasa apply to the cradil raling and, if applicable, the related rating outlook or raling review.

Moody's general principles for agsessing environmental, soclel and govamence {ESG) risks in our credil analysis can be found at
Vit v rResdys coatresaaridazumenteonleninzge. sopx Fdacit=PRC 133560,

Please see www.moodys,com for any updates on changes o the lead raling snalyst and 10 ihe Moody's tegst enlity that has issued the
rating.

Please see he ratings tab on the issuerfentity page on wwv.maodys,cam for additiona) ragulatory fisclosuras for each credll rating,

Lisa Martin

Lead Analyst

PF Heallhcare

Moody's Investors Service, Inc.
7 World Trade Canter

250 Greanwich Street

New York 10007

us
JOURNALISTS: 1 212 B53 0376
Clignt Service: 1 212 553 1653

Bath Waxler

Additional Contact

PF Heallhcare
JOLURNALISTS: 1 212 553 0376
Cilent Service: 1 212 553 1653

Raleasing Office

Moody's Investors Service, I,
250 Greenwich Streel

Mev: York, NY 10007

US.A

JOURNALISTS: 4212 553 0376
Client Service: 1212 553 1653

Mooby’s
INVESTORS SERVICE

12021 Moody's Corp s, Moody’s Investors Service, Inc., Moody's Analytics, Inc. and/or their licansors and affiligles {collactivety, "MCOODY'S"). All
righis reserved,

CREQIT RATINGS ISSUED BY MOODY'S CREDIT RATINGS AFFILIATES ARE THEIR CURRENT OPINIONS OF THE RELATIVE FUTURE CREDIT
RISK OF BNTITIES, CREDIT COMMITMENTS, OR DEBT OR DEBT-LIKE SECURITIES, AND MATERIALS, PRODUCTS, SERVICES AND
INFORMATION PLIBLISHED BY MOODY'S (COLLECTIVELY, “PUBLICATIONS”) MAY INCLUDE SUCH CURRENT OPINIONS. MOOODY'S DEFINES
CREDIT RISK AS THE RISK THAT AN ENTITY MAY NOT MEET {TE CONTRACTUAL FINANCIAL OBLIGATIONS AS THEY COME DUE AND ANY
ESTIMATED FINANCIAL LOSE IN THE EVENT OF DEFAULT OR IMPAIRMENT, SEE APPLICABLE MOODY'S RATING SYMBOLS AND
DEFINITIONS PUBLICATION £Qi iINFORMATION ON THE TYPES OF GONTRACTUAL FINANCIAL OBLIGATIONS ADDRESSED BY MOODY'S
CREDIT RATINGS. CREDIT RATINGS DO NOT ADDRESS ANY OTHER RISK, INCLUDING BUT NOT LIMITED TO: LICUIDITY RISK, MARKET
VALUE RISK, OR PRICE VOLATILITY. CREDIT RATINGS, NON-CREDIT ASSESSMENTS (“ASSESSMENTS"), AND OTHER OPNIONS INCLUDED
IN MOODY'S PUBLICATIONS ARE NOT STATEMENTS OF CURRENT OR HISTORICAL FACT. MOGDY'S PUBLICATIONS MAY ALSQ INCLUDE
QUANTITATIVE MODEL-BASED ESTIMATES OF CREDIT RISK ANO RELATED OPINIONS OR COMMENTARY PUBLISHED BY MOODY'S
ANALYTICS, ING. ANDIOR IT9 AFFILIATES. MOQDY'S CREDIT RATINGS, ASSESSMENTS, OTHER OPINIONS AND PUBLICATIONS DO NOT
CONSTITUTE OR PROVIOE INVESTMENT OR FINANCIAL ADVICE, AND MOGDY’S CREDIT RATINGS, ASSEBSMENTS, OTHER OPINIONS AND
PUBLICATIONS ARE NOT AND DO NOT PROVIDE RECOMMENDATIONS TO PURCHASE, SELL, OR HOLD PARTICULAR SECURITIES,
MOODY'S CREDIT RATINGS, ASSESSMENTS, OTHER OPINIONS AND PUBLICATIONS DO NOT GOMMENT ON THE SUITABILITY OF AN
INVESTMENT FOR ANY PARTICULAR INVESTOR, MOODY'S ISSUES ITS CREDIT RATINGS, ASSESSMENTS AND OTHER GPINIONS AND
PUBLISHES iTS PUBLICATIONS WITH THE EXPECTATION AND UNDERSTANDING THAT EACH INVESTOR WILL, WITH DU CARE, MAKE ITS
OWN STUDY AND EVALUATION OF EACH SECURITY THAT 1S UNDER CONSIDERATION FOR PURCHASE, HOLDING, OR SALE,

MOODY'S CREDIT RATINGS, ASSESSMENTS, OTHER OPINIONS, AND PUSLICATIONS ARE NOT INTENDED FOR USE BY RETAIL INVESTORS
AND T WOULD BE RECKLESS AND INAPPROPRIATE FOR RETAIL INVESTORS TO LISE MOODY'S CREDIT RATINGS, ASSESSMENTS, OTHER
OPINIONS OR PUBLICATIONS WHEN MAKING AN INVESTMENT DECISION. IF IN DOUBT YOU SHOULD CONTACT YOUR FINANCIAL OR
OTHER PROFESSIONAL ADVISER,

ALL INFORMATION CONTAINED HEREIN IS PROTECTED BY LAW, INCLUDING BUT NOT LIMITED 70, COPYRIGHT LAW, AND NONE OF SUCH
INFORMATION MAY BE COPIED OR OTHERWISE REPRODUCED, REPACKAGED, FURTHER TRANSMITTED, TRANSFERRED, DISSEMINATED,
REDISTRIBUTED OR RESOLD, OR STORED FOR SUBSEQUENT USE FOR ANY SUCH PURPOSE, IN WHOLE OR IN PART, I ANY FORM OR
MANMER OR BY ANY MEANS WHATSOEVER, BY ANY PERSON WITHOUT MOODY'S PRIOR WRITTEN CONSENT.

MOODY'S CREDIT RATINGE, ASSESSMENTS, OTHER OPINIGNS AND PUBLICATIONS ARE NOT INTENDED FOR USE BY ANY PERSON AS A
BENCHMARK AS THAT TERM IS DEFINED FOR REGULATORY PURPOSES AND MUST NOT BE USED IN ANY WAY THAT COULD RESULT IN
THEM BEING CONSIDERED A BENCHMARK.

Allinformalion contained hereln Is obtained by MOGDY'S from sources bakevad by it 16 ba accurate and reliabla, Because of the possibllity of human o7
mechanical error o8 well as other factors, howavar, all informetion contained herein is providad “AS 15” without warranty of any kind. MOQDY'S adopts all
necessary measures 5o Wat the Informalion it uses In asigring & cradit raling Is of sufficient quslity end trom soyrcas MOODY'S considers 1o be reliable
including, when appropriste, indepandent third-party sources, Hawaver, MOODY'S is not an auditar and cannot in every Instance indepandently verify or
validale information recaivad in ihe raling process or In praparing Hs Publitations.

To lhe extent permitisd by law, MOOD'Y'S and its direclors, officers, employ agenls, rep ives, Hi and supphers disclalm habksly 1o any TT

person or enlity for sny indirec), special, consequential, or incidental losses ar damages what arising from or in connectlon with the information A ACHMENT 33
cantainad herein or the uge of or inability 1o use any such Information, even if MODDY'S or any of s directars, officers, smployses, agenls,

T i i or suppliers is advised in ad of the poseibikty of such fo! damages, Including bul nol limited to: (a) any loss of

present of prospeclive profits of () any loss or damage ersing whare the relevant fi i ment i3 not the subject of @ particular credit rating

23
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misconduct or any olher type of liability that, for the avoldance of doubt, by faw canhot be exciuded) on'the part of o any contingency within or beyond
tha control of, MODDY'S or any of its threctors, officers, employess, agents, representatives, licensars of supgliers. arlsing from or in cenneclion with the
infarmation cemalned hergin of the use of of inability to use any such information.

ND WARRANTY, EXPRESS OR IMPLIED, AS TO THE ACCURACY, TIMELINESS, COMPLETENESS, MERCHANTABILITY OR FITNESS FOR ANY
PARTICULAR PURPOSE OF ANY CREDIT RATING, ASSESSMENT, OTHER GPINION OR INFORMATION IS GIVEN OR MADE BY MOODY'S IN
ANY FORM DR MANNER WHATSOEVER.

Mendy's Investars Service, Inc., s whofly-cwned credit 1aling agency subsldiary of Moody's Gorporetion ("MCO"), hersby discioses that most issuers of
debt securities {including corparate and municipal bonds, dabentures, notes and commercial paper) and prefemed stock ialed by Moody's Investors
Service, Inc. have, prior to assignmanl of any cradit rating. agreed to pay 1o Moody's Inveslors Service, Inc. for credil ralings opinions and services
rendered by it fees ranging from $1,000 Lo appeoximataly $5.000,000. MCQ and Moody's Investars Setvice also mginlain policies and procedurss Lo
address the independance of Moody's Investors Serice credit ralings and cradit raling procasses. Informalion regarding ceriain affikations that may exst
belween diractors of MCO and ralad entilles, snd betwaen entities who hold credit ratings from Moody's Inveslors Service and have also publicly
reported to the SEC an ownership intarest in MCO of mara than 5%, Is posted annually st vanvmondys con: under tha heading “Inveslor Relalions —
Corporate Governence — Dirsctor and Sharsholder Affillation Pglicy.™

Additionat terms for Australia oaly. Any publicalion into Australia of this document is pursuant to the Australian Financigl Sarvices License of MOODY'S
siiiate, Mocty's Investorg Service Ply Limited ABN 81 003 199 B57AFSL 336089 andfor Moody's Analytics Austrafla Pty Lid ABN 94 105 136 972 AFSL
393569 {as applcabla). This documan is inlended 10 ba provided only to “whelesals chienls® within the meaning of section 7616 of the Corporations Act
2001. By conlinuing fo access this document from within Australia, you rapresent 1o MOOBDY'S thal you are, o¢ 3ra accessing the document 8s a
rapresentalive of, 8 "whotesale ciiant” and that neither you nor the enbity you represent will direclly or Indirectly disseminale this document of its contants
ta "retail clients® within the meaning of saction 761G of the Corporations Acl 2001, MOODY'S cradit 7aling is an opinion 83 to lhe creditworihiness ofa
Jebt obligation of the issuer, not on the equily securities of the lssuer or any form of securily (et is evaitable 1o reteil inveslors.

Additional terms for japan oniy: Moody's Japan K.K. ("MJKK'} s & whaly-owned credit raling agency sulbsidiery ef Moody's Group Japen G.K., whichis
wholly-owned by Moody's Overseas Holdings Inc.. a wholly-owned subsidiery of MCO. Moody's SF Japan KK, ("MSFJ) is 8 whally-owned credil rating
agancy subsdiary of MIKK, MSF is not s WNationally Recognized Stalistice] Rating Organtzall {"NRSRD"). Therafore, credi ratings assigned by MSFJ
sre Non-NRSRO Credil Ratings. Non-NRERCG Credit Ratings sre assigned by sn antity thet ls not 8 NRSRO and, consequently, the rated obligation will
ok qualify for cenaln ypes of ireatment undar U.S. laws. MJKK and M5FJ are credil rating agencias reglslersd wilh the Japan Financis| Sarvices
Agency and their regisiration bers are FSA Commissi {Ratings} No. 2 and 3 respeciively.

MJKK or MSFJ {83 applicable) hereby discloss that most issuers of debt securilles (including comorale and municipa! bonds, debenturas. notes and
commercial paper) and prafarrad stock rated by MJKK or MSFJ (as applicable) have, prior 1o essignment of any credil rating, agread fo pay 1o MIKK or
MSF.J (% applicabla) for credil ralings opinions and sarvices renderad by it fees ranging fram JPY125,000 to spprovimetaly JPY550,000,000

MJKK and MSFJ also maintain policies and proced to add Jepanese regulatory requiserments

Glabal
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TOTAL EFFECT OF THE PROJECT ON CAPITAL COSTS

AMITA Health Saint Mary Hospital-Chicago

Projected Adj. Pt. Days: 141,833,174
2,047 69,288

Year 2 OPERATING COST per ADJUSTED PATIENT DAY

Salaries & Benefits $115,761,800
Medical Supplies $39,739,700

$155,501,500

per Adjusted Patient Day: S 2,244.27

YEAR 2 CAPITAL COST per ADJUSTED PATIENT DAY

Interest S 5,092,500
Depreciation & Amortization $ 9,599,600
S 14,692,100

per Adjusted Patient Day: S 212.04

(&
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After paginating the entire completed application indicate, in the chart below, the page numbers for the
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