KY-030

ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARME CEIVED
APPLICATION FOR PERMIT
SEP 11 2024

SECTION |. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
+EALTH FACILITIES &

This Section must be completed for all projects. ACE S REVIEW BONAD

Facility/Project ldentification

Facility Name: Presence Chicago Hospitals Network
dib/a Presence Saint Elizabeth Hospital a’kfa Ascension Saint Elizabeth”
Street Address: 1431 Nerth Claremont o 1
City and Zip Code: _ Chicago, IL 60622 o o
{ County:  Cook Health Service Area: VI Heaith Planning Area:  A-02

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

Exact Legal Name:

Presence Chicago Hospitals Network

Street Address:

1431 North Claremont

City and Zip Code:

Chicago, IL 60622

Name of Reqgistered Agent:

CT Corporation System

| Registered Agent Street Address.

208 South LaSalle Street

Registered Agent City and Zip Code:
Name of Chief Executive Officer:
CEQ Street Address:

' CEQ City and Zip Code:

CEQ Telephone Number:

Chicago, IL 60604
Ellis Hawkins = Y
1431 North Claremont
Chicago, IL_60622
_312/770-3701

Type of Ownership of Applicants

S,
X Non-profit Corporation | Partnership

O For-profit Corporation O 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 they are organized and the name
and address of each partner specifying whether each is 2 general or limited partner.

[

APPEND DOCUMENTATION AS ATTACHMENT 1 IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE |

APPLICATION FORM.. e A ALl
Primary Contact [Person to receive ALL correspondence or inquiries]

Name: Jacob M. Axel . ]

Tite: President _
Company Name:_ Axel & Associates, Inc.

Address: 348 Chicory Lane Buffalo Grove, IL 60089

312/969-4759
jacobmaxel@msn.com

' Telephone Number:
E-mail Address:

| Fax Number. - e -
. Fax Number: - - ,

*PLEASE SEE NOTE ON FACILITY IDENTIFICATION ON FOLLOWING PAGE



NOTE ON FACILITY IDENTIFICATION

At the time of the filing of this Certificate of Need application, a Certificate of Exemption
(COE) application (E-024-24), addressing a change of ownership of the hospital, is under
HFSRB review. Upon the approval of the COE application and the closure of the associated
change of ownership transaction, the licensee and name of the hospital will change from
Presence Chicago Hospitals Network (current licensee) d/b/a Presence Saint Elizabeth Hospital
a’k/a Ascension Saint Elizabeth to Saint Elizabeth Hospital — Chicago, LLC.



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: Presence Chicago Hospitals Network

Street Address: 1431 North Claremont
City and Zip Code: Chicago, IL 60622

A02 |

County: Cook Heailth Service Area: Vi Health Planning Area:
Applicant(s) [Provide for each applicant (refer to Part 1130.220)] B
Exact Legal Name: Ascension Health L |
Street Address: 4600 Edmundson Road
City and Zip Code: o St. Louis, MO 63134
Name of Registered Agent: _____ Corporation Service Company
Registered Agent Street Address: 221 Bolivar Street -
Registered Agent City and Zip Code: _ Jefferson City, MO 65101
Name of Chief Executive Officer: Joseph Impicciche, CEQ
CEQ Street Address: 4600 Edmundson Road
CEO City and Zip Code: St Louis, MO 63134
CEO Telephone Number: 314/733-8000 i

Type of Ownership of Applicants B

X Non-profit Corporation ] Partnership
Al For-profit Corporation OJ Governmental
i Limited Liability Company O Sole Proprietorship
im

Ll Other

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

standing.

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

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

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

APPLICATION FORM.

Primary Contact [Person to receive ALL correspondence or inquiries]

Name: Jacob M. Axel )
Title: __ President

Company Name: Axel & Assoctates, Inc. L

Address: 348 Chicory Lane Buffalo Grove, IL 60089

Telephone Number.  312/969-4759

E-mail Address: jacobmaxel@msn.com

Fax Number: i




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: Presence Chicago Hospitals Network
d/b/a Presence Saint Elizabeth Hospital a/k/a Ascension Saint Elizabeth

Street Address: 1431 North Ciaremont

City and Zip Code: _Chicago, IL 60622

County: Cook Health Service Area: VI Health Planning Area:  A-02
Applicant(s) [Provide for each applicant {refer to Part 1130.2203]

Exact Legal Name: Saint Elizabeth Hospital-Chicago, LLC

Street Address: 3480 E. Guasti Read

City and Zip Code: Ontario, CA 91761

Name of Registered Agent: Cogency Global, Inc.

Registered Agent Street Address: 850 New Burton Road, Suite 201

Registered Agent City and Zip Code: Dover, DE 19904

Name of Chief Executive Officer: Dr. Prem Reddy, Chairman/CEOQ

CEO Street Address: 3480 E. Guasti Road

CEOQO City and Zip Code: Ontario, CA 91761

CEQ Telephone Number; {909)235-4400

Type of Ownership of Applicants

] Non-profit Corporation [J Partnership

X For-profit Corporation ] Governmental

O Limited Liability Company O Sole Proprietorship
O Other

standing.

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

o Corporations and limited liabitity companies must provide an lllinois certificate of good

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

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

APPLICATION FORM. i e g PV
Primary Contact [Person to receive ALL correspondence or inquiries)

Name: Jacob M. Axel

Title: President

Company Name: Axel & Associates, Inc.

Address:; 348 Chicory Lane Buffalo Grove, IL 60089

Telephone Number:  312/969-4759

E-mail Address: jaccbmaxei@msn.com

_Fax Number: ; S . B




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

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

Facility/Project Identification

" Facility Name Presence Chicago Hospitals Network
d/b/a Presence Saint Elizabeth Hospital a/k/a Ascension Saint Elizabeth

Street Address: 1431 North Claremont e

City and Zip Code. _ Chicago, IL 60622

L County: Cook Health Service Area: VI Health Planning Area.  A-02
Applicant(s) [Provide for each applicant {refer to Part 1130.220}] )
Exact Legal Name: Prime Healthcare Services, Inc. 1
Street Address: 3480 E. Guasti Road
City and Zip Code: Ontario, CA 91761
Name of Registered Agent: Cogency Global, Inc.
Registered Agent Street Address: 850 New Burton Road, Suite 201
Registered Agent City and Zip Code:. Dover, DE 18904
Name of Chief Executive Officer: Dr. Prem Reddy, Chairman/CEQ
CEOQ Street Address: 3480 E. Guasti Road
CEOQ City and Zip Code: Ontario, CA 91761
CEQ Telephone Number: (909)235-4400

Type of Ownership of Applicants

1 Non-profit Corporation ] Partnership

X For-profit Corporation ] Governmental

] Limited Liability Company O Sole Proprietorship
| Other

standing.

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

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

o Partnerships must provide the name of the state in which they are crganized and the name

_APPLICATION FORM. ool SRR

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

Primary Contact [Person to receive ALL correspondence or inguiries] __

Name: Jacob M. Axel

Title: President

Company Name: Axel & Associates, Inc.

Address: 348 Chicory Lane Buffalo Grove, IL 60089

Telephone Number.  312/969-4759

E-mail Address: jacobmaxei@msn.com

Fax Number. - ) B -




Additional Contact [Person who is also authorized to discuss the Application]

Name: none

Title:

Company Name:

Address:

Telephone Number:

E-mail Address:

| Fax Number:

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

DEFINED AT 20 ILCS 3960]
Name; to be named
Title: CEO
Company Name: Saint Elizabeth Hospital — Chicago, LLC
Address: 1431 North Claremont Chicago, IL 60622

Telephone Number: {773) 278-2000

E-mail Address:

| Fax Number:

Site Ownership after the Project is Complete

Provide this information for each applicable site]

| Exact Legal Name of Site Owner. to be determined—please see Narrative Description
| Address of Site Owner:
Street Address or Legal Description of the Site: 1431 North Claremont Chicago, IL 60622
Proof of ownership or control of the site is to be provided as Aftachment 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
Iease, ora Iease

| APPEND DOGUMENTATION AS ATTACHMENT 2, N NUMERlC SEQUENTIAL ORDER AFTER
| THE LAST PAGE OF THE APPLICATION FORM.

Current Operating ldentity/Licensee
[Provide this information for each applicable facility and insert after this page.]
Exact Legal Name. Presence Chicago Hospitals Network

_Address ) 200 South Wacker Drive, Floor 12_Chicago, IL 60606 o
X Non-profit Corporation O Partnership
O For-profit Corporation O Governmental
il Limited Liability Company O Sole Proprietorship O
Other

Crganizational Relationships

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

APPEND DOCUMENTATION AS &! !ACEMEH 4, IN NUMERIC SEQUENTIM. ORDER AFTER THE LAST PAGE OF TI'E -
APPLICATION FORM.




2. Narrative Description _ ) o i
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 sireet
address, include a legal description of the site. Include the rationale regarding the project's

__classification as substantive or non-substantive. s s

The proposed project addressed in this Certificate of Need application is limited to the
discontinuation of Presence Saint Elizabeth Hospital (“Saint Elizabeth”), located on the north side
of Chicago. Saint Elizabeth currently is approved to operate 40 acute mental iliness beds and a
“stand-by” emergency department. The above-referenced beds represent the only HFSRB-
designated category of service provided at Saint Elizabeth.

This application is being filed concurrent to the review of Certificate of Exemption
applications addressing the sale of nine Chicago area hospitals, including Saint Elizabeth, by
Ascension Health to Prime Healthcare Services, Inc, ("Prime”), or in the case of Ascension Saint
Francis in Evanston, to Prime Healthcare Foundation. Also included in the transaction is the sale
of Ascension Saint Mary-Chicago, located approximately 1.5 blocks from Saint Elizabeth. As a
result of this proximity relationship, no material impact on the community’s access to care is
anticipated as a result of the proposed discontinuation.

Because it is unknown at the time of this application’s filing whether the proposed
discontinuation will take place prior to or following the change of ownership referenced above
occurs, four applicants are being named: 1) Presence Chicago Hospitals Network, the licensee
at the time of the COE application’s filing; 2) Ascension Health, as the entity having “ultimate
control” over the licensee in place at the time of the COE application’s filing; 3) Saint Elizabeth
Hospital-Chicago, LLC, which will be the hospital’s licensee following the change of ownership;
and 4) Prime Healthcare Services, Inc., as the entity having “final control" over the licensee at the
time of the discontinuation.

During 2023, Saint Elizabeth’s acute mental iliness (“AMI") average daily census
was 16.96 patients, and, on average, 0.3 patients were treated in the hospital's emergency
department per day (approximately two patients per week). Sufficient capacity will exist at
Ascension Saint Mary-Chicago to accommodate Saint Elizabeth’s AMI patients.

This application is classified as being “substantive” because it addresses the
discontinuation of an IDPH-licensed health care facility.



Flood Plain Requirements
[Refer to application instructions. ]

! Provide documentation that the project complies with the requirements of lllinois Executive Order #2006-
5 pertaining to construction activities in  special flood hazard areas. As part of
| the flood plain requirements, please provide a map of the proposed project location showing any

, identified floodplain  areas. Floodplain  maps can beprinted at www.FEMA.gov or

| www.illingisfloodmaps.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 &, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. )

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,

DESCRIPTION OF PROJECT

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

Part 1110 Classification :

X Substantive

] Non-substantive




Project Costs and Sources of Funds

Complete the following table listing all costs (refer to Part 1120.110) associated with the project. When a

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

equal.

Project Costs and Sources of Funds

USE OF FUNDS CLINICAL NONCLINICAL TOTAL

Preplanning Costs

Site Survey and Soil Investigation

Site Preparation

Off Site Work

New Construction Contracts

Modernization Contracts

Contingencies

Architectural/Engineering Fees

Consuiting and Other Fees

Movable or Other Equipment (niot in construction
contracts)

Bond Issuance Expense (project related)

Net Interest Expense During Construction (project
related)

Fair Market Value of Leased Space or Equipment

Other Costs to Be Capitalized

Acquisition of Building or Other Property (excluding

land)

TOTAL USES OF FUNDS $0 $0 $0
SOURCE OF FUNDS CLINICAL NONCLINICAL TOTAL

Cash and Securities

Pledges

Gifts and Bequests

Bond Issues {project related)

Morilgages

Leases (fair market value)

Governmenta!l Appropriations

Grants

Other Funds and Sources

TOTAL SOURCES OF FUNDS $0 $ $0

..... &R.i. Flet S
Al

| NOTE: ITEMIZATION OF EACH LINE ITEM MUST BE PROVIDED AT ATTACHMENT 7. IN NUMERIC SEQUENTIAL ORDER AFTER -
THE LAST PAGE OF THE APPLICATIONFORM. .~ R ARl e e

i 5
B e et B ey =k s kL . 53T et




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

Land acquisition is related to project (] Yes O No
Purchase Price:  §
Fair Market Value: $ not applicable

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

If yes, provide the doliar 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.

Estimated start-up costs and operating deficit cost is $

(] Yes X No

Project Status and Completion Schedules

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

Indicate the stage of the project’s architectural drawings:

X None or not applicable ] Preliminary

[ Schematics [] Final Working

Anticipated project completion date (refer to Part 1130.140); __ within 90 days of receipt of
CON Permit

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

not applicable

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

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

'.APPLICATIOR FORNi

[I Fmanmal Commltment WI|| occur after permlt |ssuance
APPF.Nﬁ DOCUMENTATION As Aﬂ_i-u.!_sm‘_e, m NUMERIG SEQUENTEAL ORDER AFI'ER THE LAST PAGE oa= THE

A

State Agency Submittals [Section 1130.620(c)]

Are the following submittals up to date as appllcable‘?

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.

Py

/L



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 reallocated for a different purpose. Include outside wall measurements plus the departments or
area's portion of the surrounding circulation space. Explain the use of any vacated space.

not applicabie

Not Reviewable Spacae [i.e., non-clinical]: means an area for the benefit of the patients, visitors, staff, or employees of a health care
facility and not directly related to the diagnosis, treatment, or rehabilitalion of persons receiving services from the health care
facifity. "Non-clinical service areas"” include, but are not limited lo, chapels; gift shops, newsstands, computer systems; lunnels,
walkways, and elevalors; telephone systems; projects to comply with life safety codes, educational facilities; student housing; patient,
employes, staff, and visitor dining areas; administration and volunteer offices; modemization of structural components (such as roof
replacement and masonry work); boiler repair or replacement; vehicle maintenance and storage facilities; parking facilities; mechanical
sysiems for heating, ventitation, and air conditioning; loading docks; and repair or replacement of caipeting, tile, wall coverings, window
coverings or trealments, or lurniture, Solely for the purpose of this definition, “non-clinical service arga” does not include health and

fitness centers. [20 1L.CS 3960/3)

Gross Square Feet

Amount of Proposed Total Gross Square Feet

That Is:

Dept. / Area

Cost

Existing | Proposed

New
Const.

Modernized

As ls

Vacated
Space

REVIEWABLE

Medical Surgical

Intensive Care

Diagnostic
Radiology

MRI

Tatal Clinical

NON-
REVIEWABLE

Administrative

Parking
Gift Shop

Total Non-clinical

TOTAL

APPEND DOCUMENTATION AS ATTACHMENT 8, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE

APPLICATION FORM.




Facility Bed Capacity and Utilization

Complete the following chart, as applicable. Complete a separate chart for each facility that is a part of the
project and insert 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: Presence Saint Elizabeth CITY: Chicago
Hospital
REPORTING PERIOD DATES: From: January 1, 2023 to: December 31, 2023
Category of Service Authorized Admissions | Patient Days | Bed Proposed
Beds Changes Beds
Medical/Surgical
Obstetrics
Pediatrics
Intensive Care
Comprehensive Physical
Rehabilitation
AcutefChronic Mental lliness 40 589 6,190 -40 o
Necnatal Intensive Care
General Long-Term Care
Specialized Long-Term Care n i
Long Term Acute Care
Other ({identify)
TOTALS: 40 589 6,190 -40 0

) )




CERTIFICATION
Tno Application must bb signed by the suthorized reprasentatives of the applicant anlity. Authorized
rapresentatives are:

]

in the case of & corporation, any twa of its officers or members of ks Board of Directors.

in the case of a limited Uabiilty company, any two of its managers or mambers {or the sole
manager of member when twd of more managers or members do not guist).

in the case of a partnership, two of Its general partners {or the sole general partner, when two
armore ganeral partnars do not exist). 5

in tha caes of estates and trusts, two of [ts bensficiaries (o the sole beneficlary when two of
more baneficlarias do not exiat); and '

in the case of a sale proprietos, the Individusl that s the proprietor.

8u

This Agplication Is filed on the behalf of _Presence Chicago Hospitals Network
in accordance with the requirements snd procedures of the lilinels Health Facliities Planning
Act. The undersigned certifies that he or she has the suthority to executs and file this
Application on behalf of the sppilcant entity. The underaigned further certifies that the datla and
information provided hareln, and appended kereto, are complote and comrect to the best of his
or hat knowledgs and belief. The undersigned also certifies that the foe required for this
application is sent herewith or will be paid upon raquest.

SIGNATURE SIGMURE
_Polly Davenport lia Roknlch,
PRINTEC NAME PRINTED NAME
prodon_- ol CBD  _sowy__
PRINTED TITL PRINTED TITLE
Notarization:

ok~

/2



CERTIFICATION

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

o inthe case of a corparation, any two of its officers or members of its Board of Directors.

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

o in the case of a parinership, two of its general pariners (or the sole general partner, when two
or more general partners do not exist).

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

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

This Application is filed on the behalf of Ascension Health .
in accordance with the requirements and procedures of the IHlinois Health Facllities Planning
Act. The undersigned certifles that he or she has the authority to execute and file this
Application on behalf of the applicant entity. The undersigned further certifies that the data and
information provided herein, and appended hereto, are complete and correct to the best of his
or her knowledge and belief. The undersigned also certifies that the fee required for this
application is sent herewith or will be paid upon request.

(Al melo Lugpboth € Toauge

SIGNATURE [ SIGNATURE

Christine McCoy Elizabeth Foshage
PRINTED NAME PRINTED NAME

EVP & Ganeral Counsel EVP & Chief Finangigl Officer
PRINTED TITLE PRINTED TITLE
Notarization; Notarization;

Subscribed and sworn to before me Subscribed and swom to before me
this 53k day of E lgg i \\\\\\\nll“lw§ ASY day of &@&J—_—
W
1’

3
AR Y awwiibig,
RSN SRBET, 7,
iank N = HET o 00' < A
ighiture of Notary zzia gnatdred v 9 Y]
%4-.'.:;;. &7 ;m n-:EE
Seal ‘/’/’,, &+ A_?) +“_0 i 3:
Yte 10430 2 pfortin s YsS
ot /"/,&A:'?’a 4503%" ;1.‘\ &
¢ T 10,1320 0

*Insert the EXACT legal name of the applican

JI””” i ““\\\‘




CERTIFICATION

representatives are:

or more general partners do not exist).

more beneficiaries do not exist); and

The Application must be signed by the authorized representatives of the applicant entity. Authorized
o inthe case of a corporation, any two of its officers or members of its Board of Directors.
o inthe case of a limited liability company, any two of its managers or members (or the sole
manager or member when two or more managers or members do not exist).
o inthe case of a partnership, two of its general partners (or the sole general pariner, when two

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

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

LLC

This Application is filed on the behalf of __Saint Elizabeth Hospital

~ Chicago,

in accordance with the requirements and procedures of the lllinois Health Facilities Planning
Act. The undersigned certifies that he or she has the authority to execute and file this
Application on behalf of the applicant entity. The undersigned further certifies that the data and
information provided herein, and appended hereto, are complete and correct to the best of his
or her knowledge and belief. The undersigned also certifies that the fee required for this

ﬁe Tur 0-—JC

*Insert the EXACT legal name of the applicant

application is sent herewith or will be paid upon request. 7 _
% ﬂ
SIGNAT; & SIGNATURE .
STeve ALtEspw S(mhv\ Gha‘f‘l‘&
PRINTED NAME PRINTED tIAME Ma e /
Mﬂnﬂ%&r I CFe —0F F1 LEN, pfea.‘clm(- and Eﬂi’f rY\c(l‘.ca.ﬂ o,%m
PRINTED TITLE PRINTED TITLE
Notarization: (/‘ Motarization: /
Subscribed and swomn to before.m Subscribed and sworn to befpré me
this day of this day of
Signature of Notary Signatureé of Notary
/e See a_.H—MJ-.LLc_A- SK e e a_,p\;m_Lu.L A
a

Ju'rov

g

'




CALIFQORNIA JURAT

GOVERNMENT CODE § 8202

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

State of California

County of SM &lﬂﬂf&fhﬂb

C ATHERINE JARAMILLO
Notary Public - Califarnia
$an Bernardine County
Commission ¥ 2440092
My Comm. Explres Mar 18, 2027

g

Place Notary Seal and/or Stamp Above

QPFTIONAL

Title or Type of Document:

Completing this information can deter afteration of the document or
fraudulent reattachment of this form to an unintended document.

Description of Attached Document

Subscribed and swom to (or affirmed) before me on

this 9‘7% day of JU\I 20 Z?L by

Dote Mdnth Year
0] 8’\(‘31»{’ Aormon,
—
{and (2} h

Namef{s) of Signer(s)

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

Signature c&m @MLU’VM

Signature of Not'ary Public

Document Date:

Number of Pages:

Signer(s) Other Than Mamed Above:

/L



CALIFORNIA JURAT

PTG VTR T Lo e PG AT e S A e e T T Bl S e o [y e Ly { Lt el el
T T e e e B B i Tl s Dol sl e b 0 a8 S P B e T 1 o L $ 4 e ] B B R

GOVERNMENT CODE § 8202

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

State of California

County of QSM\ %&(Wﬂufto

Subscribed and sworn to (or affirmed) before me on

this ,ioﬁ‘ day of _Jo b/ 20sz by

2200 Mbnth Yeor
a d ‘*“Vt‘j Bhadia
/
(and (2} )’
Name(s) of Signer(s)
CATHERINE JARNA:LLO‘
Ng::rg::::‘;‘:ﬁ::‘n“’a § proved to me on the basis of satisfactory evidence to
e ot 1. be the per 5°"}f§) who appeared before me
sy Comm. Expires sar 18, 2027

Signature %"QW

Place Notary Seal and/or Stamp Above Signature of. Notary Public

CPTIONAL

Completing this information can deter alteration of the document or
fraudulent reattachment of this form to an unintended docurmnent.

Description of Attached Document

Title or Type of Document: i

Document Date: Number of Pages:

Signer(s) Other Than Named Above:

AT e S S e T T R e S e b e G U e
peRE :.-.géa.g'a&xt:_r,.dl%d&:aﬁar&.?ﬁfd‘éaﬁgz.:a-‘.w'za'&;..:::‘.-:.;rtlcn;o&'b-«.‘.n i

©2019 Natiocnal Notary Association



CERTIFICATION

representatives are:

or more general partners do not exist).

more beneficiaries do not exist); and

The Application must be signed by the authorized representatives of the applicant entity. Authorized
o in the case of a corporation, any two of its officers or members of its Board of Directors.
o in the case of a limited liability company, any two of its managers or members (or the sole
manager or member when two or more managers or members do not exist).
o in the case of a partnership, two of its general partners (or the sole general partner, when two

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

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

This Application is filed on the behalf of __Prime Healthcare Services, Inc. .
in accordance with the requirements and procedures of the Illinois Health Facilities Planning
Act. The undersigned certifies that he or she has the authority to execute and file this
Application on behalf of the applicant entity. The undersigned further certifies that the data and
information provided herein, and appended hereto, are complete and correct to the best of his
or her knowledge and belief. The undersigned also certifies that the fee required for this
application is sent herewith or will be paid upon request.

=

e

-

Signalure of Notary
Seal addecined Jure

*Insert the EXACT legal name of the applicant

SIG E: SIGNATURE

SrRvE ALER AU ¢ 3WIVM Bhﬂ‘ﬁ'&-
PRINTED NAME PRINTED NAME a

Manager I (2 gf

Cfo - OEFL (ER. P { e Midivall $Hicen

PRINTED TITLE PRINTED TITLE
.-"-FF’--

Notarization: l/ Nolarization:
Subscribed and swornfo before me Subscribed and sworn to y e me
this day o this day of

Signatu}of’Notary Qee q.!rJ(mLsi A Evﬂl
seg

| $




CALIFORNIA JURAT

T A T T T T e e A T TS TS S e T T T e ST A TS e e e o] = —
PRI R T R e T et T BT TR R PR E e B S e R e e P e e R R L e

GOVERNMENT CODE § 8202

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

State of California

San  Bronadhive

County of

Subscribed and sworn to (or affirmed) before me on

this a'mktk day of :TV\\/ 202‘/ , by

Date Month vdar

() 84% Ao

CATHERINE JARAMILLD o
Notary Publlc - Cacﬂ(ornwla 3 (and 2) ).
san Bernardino Coun .
Commission ¥ 2440092 Name(s) of Signer(s)
My Comm. Expires Mar 18, 2027

b

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

Signature /1 ﬂm\l QOA'OJ“L("

Place Notary Seal and/or Stamp Above Signature of Notdfy Public

OPTIONAL

Completing this information can deter alteration of the document or
fraudulent reattachment of this form to an unintended document,

Description of Attached Document

Title or Type of Document:

Document Date: Number of Pages:

Signer(s) Other Than Named Above:

S e P e e S S e BT Ty G e e e A Senes i T T Y T T 5 el PGIET T T ey
B b T S Y D e R S LR R R ey T T et R S A S A O HE R HE A T OO e ST T

2019 National Notary Association
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CALIFORNIA JURAT GOVERNMENT CODE § 8202

b R e T T

e A m e A e e T -
o RO et RO b O e R e SRR P T D )

S d sl et e DU DA

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

State of California

County of &Sﬁ\/\ bdmhiiﬂb

Subscribed and sworn to (or affirmed) before me on

I,
this 3‘{( day of j;/\‘f 20 2'][ by

Date ponth Year

() LSUV\EM @ha’l‘f"\
CATHERINE JARAMILLO J e

Notary Public - California
San Bernardino County (and (2} ;

LS
& W5 Commission # 2440092 Name(s) of Signerts}
ez My Comm. Expires Mar 28, 2027

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

Signature %’J"QW

Place Notary Seal ond/or Stamp Above Signature(d' Notary Public

OPTIONAL

Completing this information can deter alteration of the document or
fraudulent reattachment of this form to an unintended document.

Description of Attached Document

Title or Type of Document:

Document Date: Number of Pages:

Signer(s) Other Than Named Above:

o AT T e e A A P e T
HH ST ITTEIDIE TR

-
BRI A R A R R ETIE
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SECTION Il. DISCONTINUATION

This Section is applicable to the discontinuation of a health care facility or the discontinuation of more than
one category of service in a 6-month period. if the project is solely for a discontinuation of a health care
facility the Background of the Applicant{s) and Purpose of Project MUST be addressed. A copy of the
Notices listed in ltem 7 below MUST be submitted with this Application for Discontinuation
https:/iwww.ilga.gov/legislation/ilcs/documents/002039600K8.7.htm

Criterion 1110.290 - Discontinuation

READ THE REVIEW CRITERION and provide the foliowing information:

| GENERAL INFORMATION REQUIREMENTS

1. Identify the categories of service and the number of beds, if any that are to be discontinued.

2. Identify all the other clinical services that are to be discontinued.

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

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

8. Provide copies of the notices that were provided to the local media that would routinely be
notified about facility events.

7. For applications involving the discontinuation of an entire facility, provide copies of the
notices that were sent to the municipality in which the facility is located, the State
Representative and State Senator of the district in which the health care facility is located,

[ the Director of Public Health, and the Director of Healthcare and Family Services. These

ﬁ notices shall have been made at least 30 days prior to filing of the application.

8. For applications involving the discontinuation of an entire facility, certification by an authorized
representative that all guestionnaires and data required by HFSRB or DPH (e.g., annual |
questionnaires, capital expenditures surveys, etc) will be provided through the date of
discontinuation, and that the required information will be submitted no later than 90 days following
the date of discontinuation.

"REASONS FOR DISCONTINUATION

| The applicant shall state the reasons for the discontinuation and provide data that verifies the need for |
the proposed action. See criterion 1110.290(b) for examples. r

IMPACT ON ACCESS

1. Document whether the discontinuation of each service or of the entire facility will have an
adverse effect upon access to care for residents of the facility's market area.
|

2. Document that a written request for an impact statement was received by all existing or approved |
health care facilities {that provide the same services as those being discontinued) located within |
the geographic service area. i

] I

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

21



SECTION IV. PROJECT SCOPE, UTILIZATION, AND UNFINISHED/SHELL SPACE
Criterion 1110.120 - Project Scope, Utilization, and Unfinished/Sheil Space
not applicable

READ THE REVIEW CRITERICN 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.

2. I 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 supported by published data or studies and certified 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 constraints or impediments.

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

d. Additional space is mandated by governmental or certification agency requirements 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
BGSF/DGSF STANDARD STANDARD?

APPEND DOCUMENTATION AS ATTACHMENT 14, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. LT T 2 :

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 lll. Adm. Code 1100,

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

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

UTILIZATION
DEPT./ HISTORICAL PROJECTED STATE MEET
SERVICE UTILIZATION UTILIZATION | STANDARD | STANDARD?
(PATIENT DAYS)
{TREATMENTS)
ETC.

YEAR 1
YEAR 2

APPEND DOCUMENTATION AS ATTACHMENT 18; IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. TS - :

2



'UNFINISHED OR SHELL SPACE: ' - S ]
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 to each
department, area, or function.

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.

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 will be |
placed into operation.
I

APPEND DOCUMENTATION AS ATTACHMENT 18, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE - |
APPLICATION FORM. - - A S

ASSURANCES:
Submit the following:

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

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 compieted and placed into operation.

APPEND DOCUMENTATION AS ATTACHMENT 17, N NUMERIC—SEQUE_NTiAL ORDéR AFTER THE LAST PAGE OF THE |

APPLICATION FORM.

73



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 submiital of the application):

s  Section 1120.120 Avaitability of Funds - Review Criteria
e Section 1120.130 Financial Viability - Review Criteria
¢ Section 1120.140 Economic Feasibility - Review Criteria, subsection {(a)

VII. 1120.120 - AVAILABILITY OF FUNDS

not applicable

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

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

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

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

b} Pledges - for anticipated pledges, a 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.

c) 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, variable or permanent interest rates over the debt time, 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
dollar amount of the issue, including any discounting
anticipated.

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

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

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

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

D¢




e) Governmental Appropriations — a copy of the appropriation Act or ordinance
accompanied by a statement of funding availability from an official of the
governmental unit. If funds are to be made available from subsequent fiscal years, a
copy of a 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.

9) 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

“APPEND DOCUMENTATION AS ATTAGHMENT 34, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGEOF
| THE APPLICATION FORM., 4 A R B R A P R e T




SECTION VIIl. 1120.130 - FINANCIAL VIABILITY

not applicable

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

Financlal Viability Waiver

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

“A" Bond rating or better

All the project’s capital expenditures are completely funded through internal sources

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

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

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

H_l_storlcal i Projected
3 Years

;Enter' Hiétoricéi ﬁridior Proje,;‘:te'd
Years: ' :

Current Ratio

Net Margin Percentage

Percent Debt to Total Capitalization

Projected Debt Service Coverage

Days Cash on Hand

Cushion Ratio

Provide the methodology and worksheets utilized in determining the ratios detailing the
calculation and appficable 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 shouid the applicant default.

APPEND DOGUMENTATION AS ATTACHMENT 36, IN NUMERICAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. B Er e . .
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SECTION IX. 1120.140 - ECONOMIC FEASIBILITY

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

not applicable

A. Reasonableness of Financing Arrangements

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

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

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

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

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

i B. Conditions of Debt Financing

This criterion is applicable only to projects that involve debt financing. The applicant
| shall document that the conditions of debt financing are reasonable by submitting a

notarized statement signed by an authorized representative that attests to the
following, as applicable:

| 1) That the selected form of debt financing for the project will be at the lowest net
5 cost avaitable

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

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

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

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




COST AND GROSS SQUARE FEET BY DEPARTMENT OR SERVICE

A B C D E F G H
Department Tota
{List below) Cost/Square Fool Gross Sq. Ft Gross Sqg. Ft Const. § Mod. $ Cost
New Mod. | New Circ.* | Mod. Circ.* (AxC) (BxE) (G +H)

Contingency

TOTALS

* Include the percentage (%) of space for circulation

D. Projected Operating Costs

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

E. Total Effect of the Project on Capital Costs

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

years following project completion.

APPEND DOCUMENTATION AS ATTACHMENT 37, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE -

APPLICATION FORM.
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SECTION X. 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

DU AN L Y s b e s e e e ,—,——

3960/5.4]:

1. The project's material impact, if any, on essential safety net services in the community, including
the impact on racial and heaith care disparities 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 heaith 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
each community, if reasonably known by the applicant.

Safety Net Impact Statements shall also include all the following:

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

2. For the 3 fiscal years prior to the application, a certification of the amount of care provided to
Medicaid patients. Hospita! and non-hospital applicants shall provide Medicaid information in a manner
consistent with the information reported each year to the lllinois 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.

L4




| A table in the following format must be provided as part of Attachment 37.

Safely Net Information per PA 96-0031

CHARITY CARE
Charity (# of patients) 2020 2021 2022
Inpatient 42 23 11
Qutpatient 870 809 359
Total 912 832 370
Charity (cost in doilars)
Inpatient $0 $0 $0
Qutpatient $0 $0 $0
Total $0 $0 $0
MEDICAID
Medicaid (# of patients) 2020 2021 2022
Inpatient 170 550 503
Quipatient 5617 6,984 6,002
Total 5787 7,534 6,505
Medicaid (revenue)
Inpatient $24,698,556 $17.262,578 $15 468 452
Qutpatient $6,713,267 $8,137,119 $8,377,457
Total $31,611,823 | $25,399,607 $23,845,909 |

L



SECTION X. CHARITY CARE INFORMATION

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 shall be for each

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

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

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

Charity care” means care provided by a health care facility for which the provider does not
expect to receive payment from the patient or a third-party payer {20 ILCS 3960/3). Charity Care
must be provided at cost.

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

CHARITY CARE
2020 2021 2022
Net Patient Revenue $62,978 257 $41,270,513 $39,045,111
Amount of Charity Care (charges) $0 $199 $1,534
Cost of Charity Care %0 $0 $0

“APPEND DOCUMENTATION AS ATTACHMENT 39, iN NUMERIC SEQUE

| APPLICATION FORM,
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File Number 6783-860-2

To all to whom these Presents Shall Come, Greeting:

1, Alexi Giannoulias, 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.

InTestimony Whereof, I hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 8TH

day of FEBRUARY A.D. 2024 .

BYG 2on 103
Authentication #: 2403902304 verifiable until 02/08/2025 W giﬂ t
Authenticata at; htips:ffwww.ilsos.gov
SEGRETARY OF STATE

£y ATTACHMENT 1



File Number 3128-198-9

+]
-

To all to whom these Presents Shall Come, Greeting:

I, Alexi Giannoulias, 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.

InTestimony Whereof, I hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 8TH

day of NOVEMBER A.D. 2023

Uq
Authentication #: 2331203072 verifiable until 11/08/2024 A&"A" 4' ‘

Authenticale at: hitps:/iwww ilsos.gov
SECRETARY OF STATE

ATTACHMENT 1

33



Delaware

The First State

I, JEFFREY W. BULLOCK, SECRETARY OF STATE OF THE STATE OF
DELAWARE, DO HEREBY CERTIFY "PRIME HEALTHCARE SERVICES, INC." IS
DULY INCORPORATED UNDER THE LAWS OF THE STATE OF DELAWARE AND IS IN
COOD STANDING AND HAS A LEGAL CORPORATE EXISTENCE SO FAR AS THE
RECORDS OF THIS OFFICE SHOW, AS OF THE SIXTH DAY OF FEBRUARY, A.D.
2024.

AND I DO HEREBY FURTHER CERTIFY THAT THE ANNUAL REPORTS HAVE
BEEN FILED TO DATE.

AND I DO HERERY FURTHER CERTIFY THAT THE SAID "PRIME HEALTHCARE
SERVICES, INC.'" WAS INCORPORATED ON THE TWENTY-SEVENTH DAY OF
MARCH, A.D. 2000,

AND I DO HEREBY FURTHER CERTIFY THAT THE FRANCHISE TAXES HAVE

BEEN PAID TO DATE.

Teficey ¥ Ditlaeh, Scretany of Stte  J

3201141 8300 Authentication: 202754720

SRi#t 20240389412 Sl Date: 02-06-24
You may verify this certificate online at corp.delaware.gov/authver.shtml
ATTACHMENT 1

34/




File Number 5380-798-4

r

3

To all to whom these Presents Shall Come, Greeting:

1, Alexi Giannoulias, 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 CARE TRANSFORMATION CORPORATION, A DOMESTIC CORPORATION,
INCORPORATED UNDER THE LAWS OF THIS STATE ON APRIL 10, 1985, 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.

InTestimony Whereof, 1 hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 8TH

day of FEBRUARY A.D. 2024

G an 181
Authentication # 2403902246 verifiable until 02/08/2025 W g" ‘

Authenticate at: hitps:/Awww.llsos.gov
SECRETARY OF STAT%
TTACCHMENT 1

.0-7 yf
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Prime Healthcare

Saving hospitals. Saving jobs. Saving lives.

Ilinois Health Facilities and
Services Review Board
Springfield, Illinois

To Whom It May Concern:

This letter is being provided to address the requirements of Section 1 of the Change of
Ownership Exemption Application addressing “Site Ownership After the Project is

Complete”.

Please be advised that following the closing of the relevant transaction, the facility site will
be owned consistent with the information provided in the application section referenced

above.

Sincerely,

A notary public or other officer completing this certificate verilies only the
identity of the Individuaf who signed the document to which this certificate
ﬂ Is attached, and not the truthfulnass, accuracy, o vafldity of that document,
State of Californls |,

V County of Jan @"‘"‘m (st
- ] . Subscribed and sworn 10 (or sffirted) before me on this __..5..:__ day
Sfeve Aleman/ ov_/_A_‘_’Jﬁ_. 2w Loy Sve Aoppin

Printed Name and Title

. proved to ma on the basls
of satisfactory evidence to bie the persanis) who appeared before ma.

Sflnllure W (Stlll

Notarized:

) CATHERINE JARAMILLG
g Notary Public - Californta
£t Son Benarding County 2
Pk’ Commlssion & 2440092 ¢
My Comm. Expires Mar 28, 2027 ;
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File Number 1431708-2

IE o

To all to whom these Presents Shall Come, Greeting:

I, Alexi Giannoulias, 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

SAINT ELIZABETH HOSPITAL - CHICAGO, LLC, A DELAWARE LIMITED LIABILITY
COMPANY HAVING OBTAINED ADMISSION TO TRANSACT BUSINESS IN ILLINOIS ON
MARCH 26, 2024, APPEARS TO HAVE COMPLIED WITH ALL PROVISIONS OF THE
LIMITED LIABILITY COMPANY ACT OF THIS STATE, AND AS OF THIS DATE IS IN GOOD
STANDING AS A FOREIGN LIMITED LIABILITY COMPANY ADMITTED TO TRANSACT
BUSINESS IN THE STATE OF ILLINOIS.

In Testimony Whereof,1 nereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 8TH

dayof  APRIL  AD. 2024

Q. S
Authentication #: 2409902702 verifiable until 04/08/2025 W ilﬂ ‘

Authenticate at: https:/iwww.isos.gov
SECRETARY OF STATE
ATTACHMENT 3

17



2T ey Aaking

FEROTOY] [Tty JO
E
7
) fendeoy eqeng wieg
P e i | S3u3tsud
F )
——  teopeyyydeccy HIUTIY S SR
Wieg auEA
o)
HEAT) OGN
b <SRS0 YeHas) NOPALTERY SR,
U5 SAEAY
7550 PN ] e AL
R wasenin — o dgees
- Ao} #ousting TEOEET] TIVETG

uonEIodI0) DORENII0JSUEL] 8I8) SUasalg 1

SIOUl]I HO[SUBISY €/q/P ‘WeIskS YiEDR SIoua0g UeRaTy

“ GO UopuRITy - ]

ATTACHMENT 4

suapooyddy vogdwsng fo
302423 20 Loy [pucponUnE0



<
=
m
Q
-
Py Epcoy sy [ ] sy rpdwon uoy wrog
oo wemnsisn || 0 ...M..whu.a»aculn..m 1E100eD shovl 1§ e o B Doeingues | | soAPIR Si00NN tucs 39 3T [ty m.._mann BAg
«p oy e o i, 1 Il LT R M e st s ) 789 g7 “wewig] weg g% OT) ITRIA IS WIAINTE YO TS o
T SN Pt IO TN Bl saaiog 2imupgeon atal | - saowog nicougesy sumg | | - semsog oo g | | 39308 awauNme e | | - 0o oimen Ty
ety ey unes oo HUED T sap00) (P Sl [FzoH T WpaoN oy Doy FRI0H $3InG Jowry g qpop| ydotor 7S] | radzoy; Somen, wepeicy
e a1 SanD e Lo ety e —— e O AP ap #0p 5Ty 000N B Tl rcoptyisoirk s v 5T) AeD Ty o g,
NG IO B L |y e o s | | - sootos masoigpen ousig| | SYIOS SO unid I medso T, dben 930098 IRAGEI Mista | f - 394G SIOMS TR b | ooy e ducangrron sugig || 7 TTIYE s sung | | smpese areageay ud
sousa0 poupary nesm axe) | topa oy wabugeny D B Iirdson D vapass 1eidsed ook rouoru so100] | 18K 12 SR szuey Jasady [CopaR 1993 jeaipog
29 7T "M g " iuqhs“ﬁ.a.aa.!u.ag.io ) B__h“u.ﬂqn £p egp oM _Sﬁuzanuﬂgu:_...o .re.mn..m.: Lok
ol § e | |- mowios asrsgioomy muaig | < SIS HEMIIH Mg etz FgEn IO6AQ o._._oauﬁzxai&nsrf_nﬂ:m DD (PRI STRD | | yg sampusos wpman; copan | meuuos aicseay ounsa| | o reatson spesany
“Sup ‘svawias
WA Ot

ueyg euogeiuetQ Bursopn-1sod
U] ‘SIMAIIG SreIYYeI LG

{

"JUJ *SAIALRG dredyI[uaH oWl £

9



[ (1500 Buw0 37 "Enaliuy {dnsaune
T ] "Ry 507 - D5Y dAAEay g swao G oty #4395 Wm0 277 'ipeag Suoy) 0L} A, o o
- {5 HIEHRIOAY Jumg} Sisyiel) @By by Lo Bairnpmay seud) | - ISV dYesH aud} 07) SR [ENBNG IR
T HBapsiusoqng | | muen mageting aeoqoy o ‘mued Anllarg eyonlteyy| | auued Asbang sugooyg WMy B DT 3 Bpuylo
AUITET FurTag 99 37 ‘Foling fisupy = IFY SRR itz

~ | _

—

SaIMaA JUIO; ISY m J3ue) lexBing Eu_aai

omwiy 7} sy, YT 90r samuwn I ‘wasty TN ‘oBenmD - pyson T} ‘elmh O oleamyg - AT "s0umld g
- oy ydator e .!.ag:il.v_.m TSPV ) T ~ A0 RIPL Ky WREZEN Jo Angy paeg ~Rdsoy agurg e | | om0 pomesy wrrauncay| |- oman ¥

| ! | ~ | |

H’ siendso sjouy) g

ATTACHMENT 4

T



ATTACHMENT 4

h sjeydsoy sexa) suilg g

M_,mh,_.u_%:_aa_..o.“_ﬂ_m.__a_.,f
i Mowsd |

_r spEdsol sesury) ounrg q

‘TRRD

h {endsoy epeasy; sty w




DISCONTINUATION

General Informational Requirements

The hospital is approved to provide forty acute mental illness (“AMI™) beds. No other
HFSRB-designated categories of service are provided. In addition, the hospital provides the other
following clinical services: laboratory, stand-by emergency department, general

radiography/fluoroscopy, CT, and MRL.

The hospital is anticipated to cease all services within ninety days of the receipt of the
requested Certificate of Need (“CON”) Permit to do so, pending any other required approvals, and
with appropriate notification to the IDPH and the HFSRB. Prior to the formal discontinuation of
services, one or more of the hospital’s clinical services may be suspended due to a number of
potential reasons, such as staffing difficulties or the availability of space in Saint Mary’s Hospital

to accommodate patients to be transferred.

As of the filing of this CON application, discussions have been initiated by both Ascension
and Prime with community representatives relating to the future uses of the hospital building and
grounds; and those discussions are anticipated to continue during the CON application review
process and after. It is Prime’s goal and intent to repurpose the building to house a variety of
healthcare and non-healthcare-related programs and services, focusing on the needs of the

community.

In addition, and upon closure of the proposed transaction, Prime will conduct an evaluation

of the hospital’s equipment. It is anticipated that a limited amount of equipment will be re-located

ATTACHMENT 10
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to other Prime facilities, with the remainder either being donated to area not-for-profit providers

and organizations, or discarded.

Patient medical records will be re-located to Saint Mary’s Hospital, which is located 1.5

blocks to the south of the hospital, and maintained consistent with all licensure requirements and

accreditation standards.

Attached is a notice published by the Chicago Sun Times on September 9, 2024, addressing
the anticipated filing of this CON application.

Consistent with 77 Ill. Adm. Code Section 1110.290.2)6), on August 8, 2024 written
notification of the intended filing of this CON application was sent to the following individuals:
State Senator Omar Aquino, State Representative Eva-Dina Delgado, Alderman Daniel LaSpata,
IDPH Director Sameer Vohra, MD, JD, and IDHFS Director Elizabeth Whitehorn. Copies of the

sent letters are attached.

With the signatures on the Certification pages of this CON application, the applicants
confirm that all questionnaires and data requested by the HFSRB or the IDPH will be provided
through the date of discontinuation, and that the required information will be submitted no later

than 90 days following the date of discontinuation.

Reasons for Discontinuation

Saint Elizabeth Hospital represents an unnecessary duplication of services, resulting in low
utilization, unnecessary costs and staffing difficulties associated with low utilization. As discussed
in other sections of this application, the hospital’s inpatient services are limited to acute mental
illness (“AMI™), it’s emergency department is classified as “stand-by” (the lowest level of care as

classified by the IDPH), and the hospital provides a minimal volume of its limited scope of

ATTACHMENT 10
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outpatient and ancillary services. Importantly, the hospital’s entire caseload can be accommodated
by Saint Mary’s Hospital, which is located approximately 12 blocks away, has sufficient capacity,
provides a broad scope of inpatient and outpatient services (including all services provided at Saint
Elizabeth), and has for a number of years had a common medical staff with Saint Elizabeth
hospital. As a result, the relocation of the hospital’s services, as proposed, will not compromise

patient accessibility in any material fashion, and should be relatively “seamless™.

Impact on Access

The HFSRB’s designated geographic service area (“GSA™) per 77 Ill. Adm. Code
1100.510(d) is that area within a 10-mile radius of the applicant hospital. That area includes the
entire City of Chicago, as well as suburban communities to the north, northwest, west and
southwest of Chicago. Per the HFSRB’s December 2023 Inventory of Health Care Facilities and
Services and Need Determination, there are 29 Chicago hospitals providing acute mental illness
services within the GSA, approved to provide a total of 1,427 AMI beds and four suburban
hospitals located with the GSA, approved to provide a total of 370 AMI beds. During 2021 (the
most recent year incorporated into the Inventory), the combined occupancy rate for the thirty
hospitals...nearly 1,800 AMI beds in the GSA...was 52.05%, compared to the HFSRB’s target
rate of 85%. As such, it is clear that sufficient bed capacity is available within the GSA to
accommodate Saint Elizabeth Hospital’s AMI patients, which had an average daily census of 16.96

patients during 2023.

Last, and critically important in terms of accessibility for Saint Elizabeth Hospital’s AMI

patient population is the close proximity to, and capacity at, Saint Mary’s Hospital, as noted above.

As required by 77 Ill. Adm. Code 1110.290.d), prior to filing this application, letters,
inviting hospitals to comment on this project’s impact on their facility, were sent to the hospitals
in planning area A-01 and listed below. A template of the letter is attached. Any responses
received will be forwarded to the HFSRB staff.
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Ascension Saint Mary’s-Chicago
Garfield Park Hospital

Humbolt Park Hospital

Loretto Hospital

Mount Sinai Hospital Medical Center
Rush University Medical center

Saint Anthony Hospital

UHS Hartgrove Hospital

University of Illinois Hospital and Clinics

s
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NOTICE PLACED IN CHICAGO SUNTIMES 3-4 DAYS PRIOR TO THE APPLICATION’S
FILING:

LEGAL NOTICE

HAKXXXXKXXXXXKXXXXXX intends to cease the operations of Ascension Saint Elizabeth
Hospital, located at 1431 North Claremont Avenue in Chicago following the receipt of approval
to do so from the Illinois Health Facilities and Services Review Board (“IHFSRB”). It is
anticipated that the discontinuation will occur within ninety days of the IHFSRB’s approval.
The required Certificate of Need application addressing approval will be submitted within
fourteen days; after which time additional information relating to the proposed discontinuation
can be found on the IHFSRB website at hfsrb.illiois.gov.
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VIA CERTIFIED MAIL
RETURN RECEIPT REQUESTED

August 29, 2024

RE: Ascension Saint Elizabeth
Discontinuation of Hospital
Request for Comment on Impact

name

title

hospital name

street address

city, state and ZIP code

Dear

This letter, addressing the subject above, is being sent in order to provide you an opportunity to
submit an impact statement, should you choose to do so.

Please be aware that it is intended that a Certificate of Need (“CON™) application will be filed
within the next two weeks, seeking approval from the Iilinois Health Facilities and Services
Review Board (IHFSRB”) to discontinue Ascension Saint Elizabeth, which include an inpatient
acute mental illness unit and a “stand-by” emergency department. The formal discontinuation of
is anticipated to occur within thirty days following the IHFSRB’s approval of that application.

If you do elect to provide an impact statement, please include whether or not your hospital has any
admission restrictions or limitations which would preclude it from providing either of the above-
identified services to residents from our service area. Any impact statement received will be
forwarded to the IHFSRB. If you do not respond, we will assume that the discontinuation has no
impact on your hospital.

Sincerely,

Ellis Hawkins
President and CEQ
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LEGAL NOTICE

Ascension Saint Elizabeth Hospital, located at 1431 North Claremont Avenue in Chicago,
intends to cease operation following receipt of approval to do so from the Illinois Health
Facilities and Services Review Board (“IHFSRB™). It is anticipated that the discontinuation will
occur within ninety days of the IHFSRB’s approval. The required Certificate of Need
application addressing approval of the discontinuation will be submitted within fourteen days;
after which time additional information relating to the proposed discontinuation can be found on
the THFSRB website at hfsrb.illinois.gov.
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CHICAGO SUN-TIMES

Certificate of Publication

On Bohalf of: ATTESTATION OF PUBLIC LEGAL NOTICE
AMITAHEALTH PRESENCE HEALTH
Saint Elizabeth Hospital STATE OF ILLINOIS, COUNTY OF COOK:
Customer No: 102058 Chicago Sun-Times does heraby certify It has published the atlached
Ad No: 1278 adverlisements in the following secular newspapers. All newspapers
Amount; $98.00 mest lllinols Compiled Statue requirements for publication of Notices per
PO Number: #P0_NUMBER# Chapter 715 ILCS 5/0.01 ot seq. R.S. 1874, P728 Sec 1, EFF. July 1,
1874. Amended by Laws 1859, P1494, EFF, July 17, 1959. Formerly Ill.
Public Notice Rev. Stat. 1991, CH100, PI.

Asc Saint Elizabeth Hospital, located at 1431 North Clare-

mont Avenue in Chivago intends to cease operations following

the recsipt of approval to do so from the Winols Health Facilities As published in Chicago Sun Times in the issue(s) of;

and Services Review Board (HFSRB"). it is anlicipated thal (he
discantinualion will occur within ninety days of the IHFSRE's ap-
[ provel. The single inpalient service provided at Lhe hospital will
continue at Ascension Sainl Mary located within one and a half /412024
blocks therefore, no disruplion o patient care will oceur. The re-
quired Cerlificale of Need application addressing approval of dis-
continualion will be submitted wilthin fourteen days afier which

time addilional information felated to the proposed discontinua- 1N WITNESS WHEREQF, the undarsigned, being duly authorized, has

lion can be found on the IHFSRB website at ihfsrb.illinois.gov. caused this Certificate to be signed by:

/412024 #1278

Robin Munoz
AMITA HEALTH PRESENCE HEALTH % Manager | Recruitment
s -
ATTN:
CHICAGO, IL. 60608 Date: 9/4/2024
Page 10f1
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by FedEX

August 8, 2024

Senator Omar Aquino
2511 West Division Street
Chicago, IL 60622

Dear Senator Aquino:

This letter is being provided on behalf of Ascension Health and Prime Healthcare Services, Inc.,
consistent with the requirements of the Illinois Health Facilities and Services Review Board
(“HFSRB”), in order to inform you of plans to discontinue Ascension Saint Elizabeth (“Saint
Elizabeth™).

The only inpatient service currently offered at Saint Elizabeth is acute mental illness (“AMI”), and
during calendar 2023 the service’s average daily census was 16.96 patients.

Saint Elizabeth is located approximately 1% blocks from Ascension Saint Mary-Chicago (f/k/a
Saint Mary of Nazareth Hospital), which provides AMI services as well as all of the ancillary and
support services offered at Ascension Saint Elizabeth. As a result, it is not believed that the
proposed discontinuation will hinder the ability of area residents to access hospital services in any
appreciable manner.

Current plans are to discontinue Ascension Saint Elizabeth within approximately six months, and
following appropriate notification of the community, local EMS, and other relevant care providers
and individuals. A Certificate of Need Application addressing the proposed discontinuation will
be filed with the HFSRB in approximately one month.

We would welcome the opportunity to discuss these plans with you in further detail at your
convenience.

Sincerely,

Jacob M. Axel
President

ATTACHMENT 10



by FedEX

August 8, 2024

Representative Eva-Dina Delgado
6309 West Belmont Avenue
Chicago, [L 60634

Dear Representative Delgado:

This letter is being provided on behalf of Ascension Health and Prime Healthcare Services, Inc.,
consistent with the requirements of the lllinois Health Facilities and Services Review Board
(“*HFSRB™), in order to inform you of plans to discontinue Ascension Saint Elizabeth (“Saint
Elizabeth™).

The only inpatient service currently offered at Saint Elizabeth is acute mental illness (“AMI”), and
during calendar 2023 the service’s average daily census was 16.96 patients.

Saint Elizabeth is located approximately 1% blocks from Ascension Saint Mary-Chicago (f’k/a
Saint Mary of Nazareth Hospital), which provides AMI services as well as all of the ancillary and
support services offered at Ascension Saint Elizabeth. As a result, it is not believed that the
proposed discontinuation will hinder the ability of area residents to access hospital services in any
appreciable manner.

Current plans are to discontinue Ascension Saint Elizabeth within approximately six months, and
following appropriate notification of the community, local EMS, and other relevant care providers
and individuals. A Certificate of Need Application addressing the proposed discontinuation will
be filed with the HFSRB in approximately one month.

We would welcome the opportunity to discuss these plans with you in further detail at your
convenience.

Sincerely,

Jacob M. Axel
President
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by FedEX

August 8, 2024

Sameer Vohra, MD, JD

Director

Illinois Department of Public Health
525 West Jefferson

Springfield, IL 62761

Dear Director Vohra:

This letter is being provided on behalf of Ascension Health and Prime Healthcare Services, Inc.,
consistent with the requirements of the Illinois Health Facilities and Services Review Board
(“HFSRB”), in order to inform you of plans to discontinue Ascension Saint Elizabeth (“Saint
Elizabeth™).

The only inpatient service currently offered at Saint Elizabeth is acute mental iliness (*AML”), and
during calendar 2023 the service’s average daily census was 16.96 patients.

Saint Elizabeth is located approximately 1% blocks from Ascension Saint Mary-Chicago (f/k/a
Saint Mary of Nazareth Hospital), which provides AMI services as well as all of the ancillary and
support services offered at Ascension Saint Elizabeth. As a result, it is not believed that the
proposed discontinuation will hinder the ability of area residents to access hospital services in any
appreciable manner.

Current plans are to discontinue Ascension Saint Elizabeth within approximately six months, and
following appropriate notification of the community, local EMS, and other relevant care providers

and individuals. A Certificate of Need Application addressing the proposed discontinuation will
be filed with the HFSRB in approximately one month.

We would welcome the opportunity to discuss these plans with you in further detail at your
convenience.

Sincerely,

Jacob M. Axel
President
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by FedEX

August 8, 2024

Elizabeth M. Whitehorn

Director

Illinois Department of Healthcare
and Family Services

201 S. Grand Avenue East, 3" Floor

Springfield, IL. 62763

Dear Director Whitehorn:

This letter is being provided on behalf of Ascension Health and Prime Healthcare Services, Inc.,
consistent with the requirements of the Illinois Health Facilities and Services Review Board
(“HFSRB”), in order to inform you of plans to discontinue Ascension Saint Elizabeth (“Saint
Elizabeth”).

The only inpatient service currently offered at Saint Elizabeth is acute mental illness (*AMI”), and
during calendar 2023 the service’s average daily census was 16.96 patients.

Saint Elizabeth is located approximately 1% blocks from Ascension Saint Mary-Chicago (f/k/a
Saint Mary of Nazareth Hospital), which provides AMI services as well as all of the ancillary and
support services offered at Ascension Saint Elizabeth. As a result, it is not believed that the
proposed discontinuation will hinder the ability of area residents to access hospital services in any
appreciable manner.

Current plans are to discontinue Ascension Saint Elizabeth within approximately six months, and
following appropriate notification of the community, local EMS, and other relevant care providers
and individuals. A Certificate of Need Application addressing the proposed discontinuation will
be filed with the HFSRB in approximately one month.

We would welcome the opportunity to discuss these plans with you in further detail at your
convenience.

Sincerely,

Jacob M. Axel
President
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August 8, 2024

Mayor Brandon Johnson
City of Chicago

121 N. LaSalle Street
Chicago, IL 60602

Dear Mayor Johnson:

This letter is being provided on behalf of Ascension Health and Prime Healthcare Services, Inc.,
consistent with the requirements of the llinois Heaith Facilities and Services Review Board
(“HFSRB”), in order to inform you of plans to discontinue Ascension Saint Elizabeth (“Saint

Elizabeth™).

The only inpatient service currently offered at Saint Elizabeth is acute mental illness (“AMI”), and
during calendar 2023 the service’s average daily census was 16.96 patients.

Saint Elizabeth is located approximately 1% blocks from Ascension Saint Mary-Chicago (f/k/a
Saint Mary of Nazareth Hospital), which provides AMI services as well as all of the ancillary and
support services offered at Ascension Saint Elizabeth. As a result, it is not believed that the
proposed discontinuation will hinder the ability of area residents to access hospital services in any
appreciable manner.

Current plans are to discontinue Ascension Saint Elizabeth within approximately six months, and
following appropriate notification of the community, local EMS, and other relevant care providers
and individuals. A Certificate of Need Application addressing the proposed discontinuation will
be filed with the HFSRB in approximately one month.

We would welcome the opportunity to discuss these plans with you in further detail at your
convenience.

Sincerely,

Jacob M. Axel
President

ATTACHMENT 10



by FedEX

August 8, 2024

Alderman Daniel LaSpata
1958 N. Milwaukee Avenue
Chicago, IL 60647

Dear Alderman LaSpata:

This letter is being provided on behalf of Ascension Health and Prime Healthcare Services, Inc.,
consistent with the requirements of the Illinois Health Facilities and Services Review Board
(“HFSRB™), in order to inform you of plans to discontinue Ascension Saint Elizabeth (“Saint
Elizabeth™).

The only inpatient service currently offered at Saint Elizabeth is acute mental illness (“AMI”), and
during calendar 2023 the service’s average daily census was 16.96 patients.

Saint Elizabeth is located approximately 1'% blocks from Ascension Saint Mary-Chicago (f'k/a
Saint Mary of Nazareth Hospital), which provides AMI services as well as all of the ancillary and
support services offered at Ascension Saint Elizabeth. As a result, it is not believed that the
proposed discontinuation will hinder the ability of area residents to access hospital services in any
appreciable manner.

Current plans are to discontinue Ascension Saint Elizabeth within approximately six months, and
following appropriate notification of the community, local EMS, and other relevant care providers
and individuals. A Certificate of Need Application addressing the proposed discontinuation will
be filed with the HFSRB in approximately one month.

We would welcome the opportunity to discuss these plans with you in further detail at your
convenience.

Sincerely,

Jacob M. Axel
President
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SAFETY NET STATEMENT

The proposed discontinuation of Ascension Saint Elizabeth (“the hospital”) will have no
material impact on essential safety net services, nor will it have a negative impact on racial or
health care disparities in the community. The absence of any material impact on the provision of
services, including safety net services, resulting from the discontinuation of a hospital is unique,
and primarily the result of three factors: First, the scope of services currently provided at the
hospital is very limited. The only inpatient service provided at the hospital is acute mental illness
(“AMI™), with utilization of that program being very low. During 2023, the program’s average
daily census was 16.97 patients. Second, the hospital is located approximately 1% blocks from
Ascension Saint Mary-Chicago, with Ascension Saint Mary-Chicago providing all of the services
currently provided at Ascension Saint Elizabeth, and having the physical capacity to accommodate
the patients currently receiving care at Ascension Saint Elizabeth. Third, the two hospitals operate
with a common medical staff, therein minimizing the diminished continuity of care typically

associated with the discontinuation of a hospital.

It is not anticipated that the proposed discontinuation will have a material impact on any

other providers’ ability to provide safety net services.
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