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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

SECTION |. IDENTIFICATION, GENERAL INFORMATION, AND ceanmﬂ@g E IVED
This Section must be completed for all projects. MAR 18 2010

Facility/Project Identification

HEALTRFACILITIES & )

Facility Name: West Suburban Medical Center
Street Address: 3 Erie Court SERVICES REVIEW BOARD

City and Zip Code:  Qak Park, IL 60302

County: Health Service Area Health Planning Area:

Applicant Identification
[Provide for each co-applicant [refer to Part 1130.220].

Exact Legat Name: Vanguard Health Management, Inc.
Address: 20 Burton Hills Blvd Nashville, TN 37212
Name of Registered Agent: National Registered Agents, Inc.

Name of Chief Executive Officer. Charles N. Martin, Jr.

CEQ Address: 20 Burton Hills Blvd Nashvifie, TN 37212
Telephone Number: 615/665-6000

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

Type of Ownership

i Non-profit Corporation J Partnership
X For-profit Corporation ]:I Governmental
| Limited Liability Company ] Sole Proprietorship ] Other

o Corporations and limited liability companies must provide an lilinois certificate of good standing.
o Partnerships must provide the name of the state in which organized and the name and address of
each partner specifying whether each is a general or limited partner.

Primary Contact

[Person to receive all correspondence or inquiries during the review period)
Name: Trip Pilgrim

Title: Chief Development Officer

Company Name: Vanguard Health Systems

Address: 20 Burton Hills Blvd  Nashville, TN 37212

Telephone Number.  615/665-6151

E-mail Address: tpilgrim@vanguardhealth.com

Fax Number:

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

Name: Nicolette Curth

Title: System Director, Strategic Integration

Company Name: Resurrection Health Care Corporation

Address: 7447 W. Talcott Ave. Suite 260 Chicago, IL 60631
Telephone Number: 773-594-8553

E-mail Address; NCurth@Reshealthcare.org

Fax Number: 773-594-7984




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: West Suburban Medical Center

Street Address: 3 Erie Court

City and Zip Code:  Qak Park, IL 60302

County: Health Service Area Health Planning Area:

Applicant identification
[Provide for each co-applicant [refer to Part 1130,220].

Exact Legal Name: Vanguard Health Financial Corporation, LLC
Address: 20 Burton Hills Blvd Nashville, TN 37212
Name of Registered Agent: National Registered Agents, inc.

Name of Chief Executive Officer: Charles N. Martin, Jr.

CEO Address: 20 Burton Hills Bivd Nashville, TN 37212
Telephone Number: 615/665-6000

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

Type of Ownership

Il Non-profit Corporation ] Partnership
For-profit Corporation | Governmental
X Lirnited Liability Company O Sole Proprietorship d Other

o Corporations and fimited liability companies must provide an llinois certificate of good standing.
o Partnerships must provide the name of the state in which organized and the name and address of
each partner specifying whether each is a general or limited partrer.

Primary Contact
_[Person to receive all correspondence or inguiries during the review period]
Name: Trip Piigrim
Title: Chief Development Officer
Company Name; Vanguard Health Systems
Address: 20 Burton Hills Blvd  Nashville, TN 37212

Telephone Number:  615/665-6151

E-mail Address: tpilgrim@vanguardhealth.com

Fax Number:

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

Name: Nicolette Curth

Title. System Director, Strategic Integration

Company Name: Resurrection Heaith Care Corporation

Address: 7447 W. Talcott Ave. Suite 260 Chicago, IL 60631
Telephone Number:  773-594-8553

E-mail Address: NCurth@Reshealthcare.org

Fax Number: 773-594-7984




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:; West Suburban Medical Center

Strest Address: 3 Erie Court

City and Zip Code:  Oak Park, IL. 60302

County: Heaith Service Area Health Planning Area;

Applicant Identification
[Provide for each co-applicant [refer to Part 1130.220].

Exact Legal Name: VHS West Suburban Medical Center, Inc.
Address: 20 Burton Hills Blvd Nashville, TN 37212
Name of Registered Agent: National Registered Agents, Inc.

Name of Chief Executive Officer: Charles N. Martin, Jr.

CEQ Address: 20 Burton Hills Blvd Nashville, TN 37212
Telephone Number: 615/665-6000

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

Type of Ownership

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

o Corporations and limited liability companies must provide an lllincis certificate of good standing.
o Partnerships must provide the name of the state in which organized and the name and address of
each partner specifying whether each is a general or limited partner.

Primary Contact

Person to receive all carrespondence or inquiries during the review period]
Name: Trip Pilgrim

Title: Chief Development Officer

Company Name: Vanguard Health Systems

Address: 20 Burton Hills Blvd Nashville, TN 37212
Telephone Number: 615/665-6151

E-mail Address: tpilgrim@vanguardhealth.com

Fax Number;

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

Name: Nicolette Curth

Title: System Director, Strategic Integration

Company Name: Resurrection Health Care Corporation

Address: 7447 W. Talcott Ave. Suite 260 Chicago, IL 60631

Telephene Number: 773-594-8553

E-mail Address; NCurth@reshealthcare org

Fax Number: 773-594-7984




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: Woest Suburban Medical Center

Street Addrass: 3 Erie Court

City and Zip Code:  Qak Park, IL 60302

County: Health Service Area Health Planning Area;

Applicant Identification
[Provide for each co-applicant [refer to Part 113(.220].

Exact Legal Name: Resurrection Health Care Corporation
Address: 7435 West Talcott  Chicago, IL 606831
Name of Registered Agent: Ms. Sandra Bruce

Name of Chief Executive Officer. Ms. Sandra Bruce

CEOQ Address: 7435 West Talcott Chicago, IL_ 60631
Telephone Number; 773/792-5555

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

Type of Ownership

X Non-profit Corporation il Partnership
J For-profit Corporation O Governmentai
] Limited Liability Company O Sole Proprietorship O Other

o Corporations and limited fiability companies must provide an Hiinois certificate of good standing.
o Partnerships must provide the name of the state in which organized and the name and address of
each partner specifying whether each is a general or limited partner.

Primary Contact

[Person to receive all correspondence or inquiries during the review periody}
Name: Trip Pilgrim

Title: Chief Development Officer

Company Name:  Vanguard Health Systems

Address: 20 Burton Hills Blvd Nashville, TN 37212

Telephone Number: 615/665-6151

E-mail Address: _tpilgrim@vanguardhealth.com

Fax Number:

Additional Contact

[Person who is also authorized to discuss the application for permit]
Name:; Nicolette Curth

Title: System Director, Strategic integration

Company Name: Resurrection Health Care Corp.

Address: 7447 W. Talcott Ave. Suite 260 Chicago, IL 60631
Telephone Number: 773-584-8553

E-mail Address: NCurth@reshealthcare.org

Fax Number: 773-504-7984




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 ldentification

Facility Name: West Suburban Medical Center

Street Address: 3 Erie Court

City and Zip Code:  Qak Park, I 60302

County: Health Service Area Health Planning Area:

Applicant Identification
[Provide for each co-applicant [refer to Part 1130.220].

Exact Legal Name: West Suburban Medical Center
Address. 3 Erie Court  Qak Park, IL 60302
Name of Registered Agent: Ms. Sandra Bruce

Name of Chief Executive Officer: Ms. Patricia Shehorn

CEOQ Address: 3 Erie Court Oak Park, IL 60302
Telephone Number; 708/681-7201

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

Type of Ownership

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

o Corperations and limited liability companies must provide an lllinois certificate of good standing.
o Partnerships must provide the name of the state in which organized and the name and address of
each pariner specifying whether each is a general or limited partner.

Primary Contact

[Person to receive all correspondence or inquiries during the review period]
Name: Trip Pilgrim

Title: Chief Development Officer

Company Name: Vanguard Health Systems

Address: 20 Burton Hills Blvd Nashville, TN 37212
Telephone Number:  615/665-6151

E-mail Address: tpilgrim{@vanguardhsalth.com

Fax Number:

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

Name: Nicolette Curth

Title: System Director,_Strategic Integration

Company Name: Resurrection Health Care Corp.

Address: 7447 W. Talcott Ave. Suite 260 Chicago, IL 60631

Telephone Number; 773-594-8553

E-mail Address: NCurth@reshealthcare.org

Fax Number: 773-594-7984
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RESOLUTION
West Suburban Medical Center
Medical Executive Committee

WHEREAS, West Suburban Medical Center (WSMC) has asked the West Suburban Medical
Center’s Medical Staff to support a “Certificate of Need” (CON) approval by the Illinois Department of
Public Health’s Health Facilitics and Services Review Board for the sale of WSMC to an affiliate of

Vanguard Health Systems, Inc. (Vanguard); and,

WHEREAS, the West Suburban Medical Center’s Medical Staff is a self govermning body
responsible to the West Suburban Medical Center Board of Directors for the quality of medical care and
for the credentialing of Practitioners who practice medicine at West Suburban Medica! Center: and,

WHEREAS, the West Suburban Medical Center’s Medical Staff accomplishes these
responsibilities through its Medical Executive Committee; and,

WHEREAS, the over 300 members of the Medical Staff of West Suburban Medical Center are
committed to continuing the nearly 100 year tradition of medical excellence provided at West Suburban
Medical Center for the people of Oak Park, River Forest, Austin and the surrounding communities; and

WHEREAS, WSMC is one of the leading health care institutions in the community that
provides quality medical services for the people of Oak Park, the City of Chicago and the surrounding
suburban communities; and,

WHEREAS, WSMC is the largest employer in Oak Park and provides substantial economic
support for the welfare of the community; and,

WHEREAS, through the financial support of Resurrection Health Care, WSMC has made
substantial economic investments in improving the quality of its medical services, providing significant
free care to the community and recently constructing a state-of-the-art Emergency Department; and,

WHEREAS, despite the quality of care the Medical Center has provided and the significant
investments the institution has made, WSMC has faced financial pressures caused by the weakened
national economy and increasing costs of operations, and the WSMC Medical Staff believes that the
long term viability of the Medical Center can best be sustained by transferring ownership of WSMC to

Vanguard, and,

CO-SPONSORS
Sisters of the Holy Faniily of Nazareth & Sjsters of the Resurrection
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WHEREAS, Vanguard operates 15 hospitals in California, Arizona, Massachusetts and Illinois,
two of which are in the greater Chicago community, MacNeal Memorial Hospital and Louis A. Weiss
Memorial Hospital; and,

WHEREAS, in fiscal ycar 2009, Vanguard reported $3.2 billion in revenue, $28.6 million in net
income and had 18,500 employees and 4,135 beds in its 15 hospitals; and,

WHEREAS, Vanguard has committed to continue to operate WSMC as an acute care hospital
for at least two years and has committed to provide health care services, Medicare, charity care and
employment opportunities, as WSMC currently provides; and,

WHEREAS, Vanguard as a for-profit corporation may substantially increase tax payments to
the community beyond what has been payable by WSMC as a not-for-profit organization; now
therefore,

LET IT BE RESOLVED that the West Suburban Medical Center’s Medical Executive
Committee recommends that the Health Facilities and Services Review Board of the Illinois Department

of Public Health approve a Certificate of Need for the sale of West Suburban Medical Center to
Vanguard Health Systems, Inc.

Date: March 3, 2010

Authorized by:
WMALelfern vt1pg
Michael DeHaan, M.D. John Kiriklaki
President Vm
//{/‘ - /Wm
VictorRomano, M.D. Kevin Cullinane, M.D.
Secretary-Treasurer Immediate Past President

CO-SPONSORS
Sisters of the Holy Family of Nazareth & Sisters of the Resurrection

/!




Post Permit Contact

[Person to receive all correspondence subsegquent to permit issuance]
Name: Trip Pilgrim

Title: Chief Development Officer

Company Name: Vanguard Health Systems

Address: 20 Burton Hills Blvd. Nashville, TN 37212
Telephone Number.  615/665-6151

E-mail Address: tpilgrim@vanguardhealth.com

Fax Number:

Site Ownership---please see following page
fProvide this information for each applicable site]
Exact Legal Name of Site Owner.

Address of Site Owner:

Street Address or Legal Description of Site:

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

Operating identity/Licensee---proposed
[Provide this information for each applicabie facility, and insert after this page.]
Exact Legal Name: VHS West Suburban Medical Center, inc.

Address: 20 Burton Hills Blvd. Nashville, TN 37212

O Non-profit Corporation O Partnership

X For-profit Corporation U Governmental

O Limited Liability Company d 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 organized and the name and address of
each partner specifying whether each is a general or limited partner.

Qrganizational Relationships

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

APPEND DOCUMENTATION AS ATTACHMENT-3, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

Flood Plain Requirements
[Refer to application instructions.]

Provide documentation that the project complies with the requirements of lllincis Executive Order #2005-5
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 be printed at www.FEMA.qov 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 #2005-5 (http:/fiwww.idph.state.il.us/about/hfpb.htm).

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




Site Ownership---current
[Pravide this information for each applicable site]

Exact Legal Name of Site Owner: West Suburban Medical Center

Address of Site Owner: 3 Erie Court Qak Park, IL 60302

Street Address or Legal Description of Site: 3 Erie Court  Oak Park, IL._60302

Site Ownership---proposed
[Provide this information for each applicable site}

Exact Legal Name of Site Owner: Vanguard Health Systems, Inc.

Address of Site Owner: 20 Burton Hills Blvd. Nashville, TN 37215

Street Address or Legal Description of Site: _3 Erie Court Oak Park, IL 60302




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-5, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE

e e e ————— 1.

APPLICATION FORM.

DESCRIPTION OF PROJECT

1. Project Classification
{Gheck those applicable - refer to Part 1110,40 and Part 1120.20(b)]

Part 1110 Classification:

O Substantive

X Non-substantive

Part 1120 Applicability or Classification:
[Check one only.]

(] Part 1120 Not Applicable
[C] Category A Project

X Category B Project

[ DHS or DVA Project

2, Project Qutline

In the chart below, indicate the proposed action(s) for each ciinical service area involved by writing the number of beds,

stations or key rooms involved:

Clinical Service Areas
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Medical/Surgical, Obstetric, Pediatric and Intensive Care

=
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i
(=]

Acute/Chronic Mental lilness

OB/Gyn

]
o

Open Heart Surgery

Cardiac Catheterization

Intensive Care

b B P o

24

Non-Hospital Based Ambulatory Surgery

General Long Term Care

>

50

Specialized Long Term Care

Selected Organ Transpiantation

Kidney Transplantation

Subacute Care Hospital Model

Post Surgical Recovery Care Center

Children’s Community-Based Health Care Center

Community-Based Residential Rehabilitation Center

Long Temmn Acute Care Hospilal Bed Projects

Clinical Service Areas Other Than Categories of Service:

. Surgery

- Ambulatory Care Services (organized as a service)

Diagnostic & Interventional Radiclogy/imaging

23

Therapeutic Radiology

Laboratory

Pharmacy

Qccupational Therapy

S| <] | 2] ) <

. Physical Therapy

» Major Medical Eguipment

Freestanding Emergency Center Medical Services

Master Design and Related Projects

Mergers, Consolidations and Acquisitions




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

3. Narrative Description

Provide in the space below, a brief namrative 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 proposed project is limited to a change of ownership of West Suburban Medical Center,
a 234-bed community hospital located in Oak Park, lllinois. Through the same transaction, Westlake
Hospital in Melrose Park, [linois will also be acquired, and a separate Cerificate of Need application
addressing that change of ownership has been filed with the lllinois Health Facilities and Services
Review Board (IHFSRB). A copy of the Asset Purchase Agreement is attached.

All programs and services currently provided by West Suburban Medical Center will continue
to be provided following the change of ownership, and consistent with [HFSRB requirements, access
to the hospital’s services will not be diminished.

The proposed project, consistent with Section 1110.40.a, is classified as being “non-
substantive” as a result of the scope of the project being limited to a change of ownership.

Please refer to the “Project Overview” for a summary of the transaction.




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-clinical components that are not related to the provision of health care,
complete the second column of the table below. See 20 ILCS 3860 for definition of non-clinical. Note, the use

and sources of funds must equal.

Project Costs and Sources of Funds
USE OF FUNDS CLINICAL NON-CLINICAL TOTAL

Preplanning Costs
Site Survey and Soil Investigation

Site Preparation

Off Site Work

New Construction Contracts
Modernization Contracts
Contingencies
Architectural/Engineering Fees
Consulting and Other Fees

Movable or Qther Equipment (not in
construction contracts)

Bond issuance Expense (project related)
Negotiated Purchase Price of Hospital
Pursuant to Asset Sale Agreement

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 $21,138,500
SOURCE OF FUNDS CLINICAL NON-CLINICAL TOTAL

$21,139,500

$739,500

$20,400,000

Cash and Securities
Pledges

Gifts and Bequests

Bond Issues (project related)

Mortgages

Leases {fair market value)
Governmental Appropriations
Grants

Other Funds and Sources
TOTAL SOURCES OF FUNDS $21,139,500

NOTE: ITEMIZATION OF EACH LINE ITEM MUST BE PROVIDED AT ATTACHMENT-7, IN NUMERIC SEQUENTIAL ORDER AFTER
THE LAST PAGE OF THE APPLICATION FORM.

/e




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 last two calendar years:

Land acquisition is related to project X Yes [ ] No
Purchase Price: §
Fair Market Value: $ included in acquisition cost of the hospital

The project involves the establishment of a new facility or a new category of service
X Yes [] 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.

Estimated start-up costs and operating deficit cost is $ none

Project Status and Completion Schedules

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}).

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

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

[l Project obligation is contingent upon permit issuance. Provide a copy of the contingent
“certification of obligation” document, highlighting any language related to CON
contingencies.

X Project obligation will occur after permit issuance.

State Agency Submittals

Are the following submittals up to date as applicable:
X Cancer Registry '
X APORS
X Ali formal document requests such as IDPH Questionnaires and Annual Bed Reports been submitted
X Ali reports regarding outstanding permits




Cost Space Requirements not applicable

Provide in the following format, the department/area GSF and cost. 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 department’'s or area’s portion of the surrounding circulation

space. Explain the use of any vacated space.

Gross Square Feet Amount of Propose_'t_ih';tt)::l_ Gross Square Feet

- New . Vacated
Dept. / Area Cost Existing | Proposed Const. Modernized As Is Space

CLINICAL
Medical Surgical
Intensive Care
Diagnostic
Radiology

MRI

Total Clinical

NON CLINICAL
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

Compiete the following chart, as applicable. Complete a separate chart for each facility that is a part of the
project and insert following this page. Provide the existing bed capacity and utilization data for the latest
Calendar Year for which the data are available. Any bed capacity discrepancy from the inventory will resutt
in the application being deemed incomplete.

FACILITY NAME: West Suburban Medicai Center CITY:. Oak Park

REPORTING PERIOD DATES: From: January 1, 2009  to: December 31, 2009
Category of Service Authorized | Admissions | Patient Days Bed Proposed
Beds Changes Beds
Medical/Surgical 135 5,696 23,310 none 135
Obstetrics 20 2272 5083 none 20
Pediatrics 5 75 174 none 5
Intensive Care 24 1,469 5,209 none 24

Comprehensive Physical
Rehabilitation

Acute/Chronic Mental liiness

Neonatal Intensive Care

General Long Term Care 50 793 12,081 none 50

Specialized Long Term Care

Long Term Acute Care

Other ((identify)

TOTALS:




CERTIFICATION

The application must be signed by the authorized representative(s) of the applicant entity. The authorized
representative(s} are:

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

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

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

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

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

]

This Application for Permit is filed on the behalf of ___ Vanguard Health Management, Inc.

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

The undersigned also certifies that the permit application fee required for this application is sent

be paid upon request.
0 ”
% L ﬁ[/
SIGNATURE "

,M SIGYWATURE
Caeres A _Merrid fHaceon 4. QLMN ar
PRINTED NAME - PRINTED NAME -

( Efi SE?NIC:’E’. %CE ;<EFIQENT-

PRINTED TITLE . PRINTED TITLE

Notarization: Notarization:
uhscriped and sworn to before me Subscribed and swormn to be fore e

this§ S day of TYRAL A H DO this P dayof OHRELONA 010
A

\ > oy
—i AN 0 a BUE N\

Q"

*Insert EXACT legal name of the applicant




CERTIFICATION

The application must be signed by the authorized representative(s) of the applicant entity. The authorized
representative(s) are:

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

o inthe case of a limited liability company, any two of its managers ar members (or the sole manger 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 or more
general partners do not exist);

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

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

This Application for Permit is filed on the behalf of _Vanguard Health Financial Corporation, LLC____*
in accordance with the requirements and procedures of the lllinois Health Facilities Planning Act, The
undersigned certifies that he or she has the authority to execute and file this application for permit on
behalf of the applicant entity. The undersigned further certifies that the data and information provided
herein, and appended hereto, are complete and correct to the best of his or her knowledge and belief.
The undersigned also certifies that the permit application fee required for this application is sent
herewith or will

),

SIG RE ~" ° IGNATURE o
Chaer=s WUA/ h[s,A-onw ;‘;l Qvu-_,cm_, o

PR%ED NAME PRINTED NAME

€0 Senior. Ve TRESOmuT—
PRINTED TITLE PRINTED TITLE

Notarization:; Netarization:

ubggiibed and swem to before.me
this ¢S ondaf o NRKE O Q01

Subscrihed and sworn to hefqre me
o iy ot AR LA 201

Q K . i
Al ‘ ‘s‘ ‘__ \\\ ‘ .‘
N \g“!‘»‘kﬂ'ﬁ A RO S @BYAVS \. 0
Signature of Notary — ~__/ adie ~Signature, of Notaty—"
MCE * )1-07-1% mek; ILod7

Seal

*insert EXACT legal name of the applicant




CERTIFICATION

The application must be signed by the authorized representative(s) of the applicant entity. The authorized
representative(s) are:

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

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

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

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

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

This Application for Permit is filed on the behalf of __VHS West Suburban Medical Center, inc.___*

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

herewith or paid upon request.

Coseces W/ Mocrs Boneo 4-0cuein or

PRINTED NAME [/ PRINTED NAME
(0 - SEN 00 YICE Ftesi nenT
PRINTED TITLE PRINTED TITLE
Notanzation: Notarization:
Suh .‘.J pbed apd-swom to before me, Subggcribed and sworn o before me

¥ 8

\
¥

TR \ DA
SR A, B
Signature of-Notary ot

s\\e,e./ 0112

*Insert EXACT legal name of the applicant




CERTIFICATION

The application must be signed by the authorized representative(s) of the applicant entity. The authorized
representative(s) are:

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

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

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

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

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

This Application for Permit is filed on the behalf of ___Resurrection Health Care Corporation__
in accordance with the requirements and procedures of the llfinois Health Facilities Planning Act. The
undersigned certifies that he or she has the authority to execute and file this application for permit on
behalf of the applicant entity. The undersigned further certifies that the data and information provided
herein, and appended hereto, are complete and correct to the best of his or her knowledge and belief.

The undersigned also certifies that the permit application fee required for this application is sent

herewith or will be paid upon request.
pbe Ftuoe % C %

SIGNATURE erN j
J@m// BfaQL A N nNJ)O C FJ«
PRINTED NAME PRINTED NAME
Bes,plent * (L.EO < Seagetiry
PRINTED TITLE PRINTED TITLE J
Notarization: Notarization:

Subscribed and swpm to before me Subscribed and swom to before me
this day orM this Wi\~ day of E\

WA«_MM ﬁmﬂ\w\mm
Signature of Notay Signature of Notary

Seal Seal

E OFFICIAL SEAL

i LYGP!TI} Eg.leSUS -QRTIZ SEAl
iy AV R TATE OF ILLINOIS m

o

L0 S IONEXPRES 826201 LINDA M NOYOLA

NOTARY PUBLIC - STATE OF ILLINOIS
LY CNLMISSION EXPIRE - 2510813

*insert EXACT legal name of the applicant
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CERTIFICATION

The application must be signed by the authorized representative(s) of the applicant entity. The authorized
representative(s} are:

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

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

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

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

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

This Application for Permit is filed on the behalf of West Suburban Medical Center___*

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 for permit on
behalf of the applicant entity. The undersigned further certifies that the data and information provided
herein, and appended hereto, are complete and correct to the best of his or her knowledge and belief.
The undersigned also certifies that the permit application fee required for this application is sent
herewjth or will be pai n request.

Mo/la/ Kyoe Cj@m (D ; /‘/J/iﬂw

SIGNATURE SIGNATURE /
\ er/a_ (B/u('_z, \/&mme (D FN’/

PRINTED NAME PRINTED NAME

t7eSioent Jecre fova

PRINTED TITLE PRINTED TITLE _)

Notarization: Notarization:

Subscribed and sworn to before me Subscribed and swom to before me

this £SM— day of “ZRated ) this \\*~day ow(

Signature of Nofary Signature of Notary

Seal Seal

: OFFICIAL SEAL

$ FLORITA DEJESUS-ORTIZ §
NOTARY PUBLIC. STATE OF ILLINOIS $
MY COMMISBION EXPIRES 6+26-2010

OFFICIAL SEAL
LINDA M NOYOLA
NOTARY PUBLIC - STATE OF ILLNOIS
MY COMMISSION EXPIRES.06/08/13

MQ“‘MA‘A--‘.

*Insert EXACT legal name of the applicant




SECTION Il. - PROJECT PURPOSE, BACKGROUND AND ALTERNATIVES - INFORMATION

REQUIREMENTS

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

Criterion 1110.230 - Project Purpose, Background and Alternatives

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, certification
and accreditation identification numbers, if applicable.

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

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

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

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

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.

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

Identify the existing problems or issues that need to be addressed, as applicable and appropriate for
the project. [See 1110.230(b) for examples of documentation.]

Cite the sources of the information provided as documentation.

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

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

For projects involving modernization, describe the conditions being upgraded, For facility projects, include
statements of age and condition and regulatory citations. For equipment being replaced, include repair and

maintenance records.




NOTE: The description of the “Purpose of the Project” should not exceed one page in length.
Information regarding the “Purpose of the Project” will be included in the State Agency Report.

APPEND DOCUMENTATION AS ATTACHMENT-11, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

ALTERNATIVES
Document ALL of the altematives to the proposed project:
Exampies of alternative options include:
A) Proposing a project of greater or lesser scope and cost;

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

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

2} Documentation shall consist of a comparison of the project to alternative options. The
comparison shall address issues of cost, patient access, quality and financial benefits
in both the short term {within one to three years after project compietion} and long
term. This may vary by project or situation.

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

APPEND DOCUMENTATION AS ATTACHMENT-12, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.




SECTION VL.

MERGERS, CONSOLIDATIONS AND ACQUISITIONS/CHANGES OF OWNERSHIP

This Section is applicable to projects involving merger, consolidation or acquisition/change of ownership.,

A. Criterion 1110.240(b), Impact Statement
Read the criterion and provide an impact statement that contains the following information:

Wb

5,

Any change in the number of beds or services currently offered.

Who the operating entity will be.

The reascn for the transaction.

Any anticipated additions or reductions in employees now and for the two years following
completion of the transaction.

A cost-benefit analysis for the proposed transaction.

B. Criterion 1110.240(c), Access
Read the criterion and provide the following:

1.
2.
3

The current admission policies for the facilities involved in the proposed transaction.

The proposed admission policies for the faciities.

A letter from the CEO certlifying that the admission policies of the facilities involved will not
become more restrictive.

C. Criterion 1110.240(d), Health Care System
Read the criterion and address the following:

1.
2.

Explain what the impact of the proposed transaction will be on the other area providers.

List all of the facilities within the applicant's health care system and provide the following for
each facility.

a. the location (town and street addrass);

b. the number of beds;

¢ alist of services; and

d. the utilization figures for each of those services for the last 12 month period.

Provide copies of all present and propased referral agreements for the facilities involved in this
transaction.

Provide time and distance information for the proposed referrals within the system.

Explain the organization policy regarding the use of the care system providers over area
providers.

Explain how duplication of services within the care system will be resolved.

Indicate what services the proposed project will make available to the community that are riot
how available.

APPEND DOGUMENTATION AS ATTACHMENT-18, IN-NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. : : R S T




T.

Financial Feasibility

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

REVIEW CRITERIA RELATING TO FINANCIAL FEASIBILITY (FIN)

Does the applicant {or the entity that is responsible for financing the project or is responsible for assumin
applicant's debt obligations in case of default) have a bond rating of "A” or better?
Yes9 No 8.

If yes is indicated, submit proof of the bond rating of “A” or better (that is less than two years old) from
Fitch's, Moody’s or Standard and Poor’s rating agencies and go to Section XXVL. If no is indicated,
submit the most recent three years’ audited financial statements including the following:

3. Change in fund balance

1. Balance sheet
4. Change in financial position

2. Income statement

A. Criterion 1120.210{a), Financial Viability

1.

Viability Ratios Vanguard Health Management, Inc.

if proof of an "A” or better bond rating has not been provided, read the criterion and complete
the following table providing the viability ratios for the most recent three years for which audited
financial statements are available. Category B projects must also provide the viability ratios for
the first full fiscal year after project completion or for the first full fiscal year when the project
achieves or exceeds target utilization (per Part 1100}, whichever is later.

Provide Data for Projects Category A or Category B (last three years) Category B
Classified as: (Projected)
Enter Historical and/or Projected 2007 2008 2009 2012
Years:
Current Ratio 1.43 1.57 1.52 1.21
Net Margin Percentage (5.1%) (0.0%) 0.9% 1.3%
Percent Debt to Total 72.9% 72.7% 72.1% 81.5%
Capitalization
Projected Debt Service 0.89 1.99 2.29 232
Coverage
Days Cash on Hand 21 22 41 17
Cushion Ratio 1.0 1.1 28 1.1
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. Insert the worksheets
after this page.
2. Variance

Compare the viability ratios provided to the Part 1120 Appendix A review standards. If any of
the standards for the applicant or for any co-applicant are not met, provide documentation that a
person or organization will assume the legal responsibility to meet the debt obligations should
the applicant default. The person or organization must demonstrate compliance with the ratios
in Appendix A when proof of a bond rating of “A” or better has not been provided.




u. Financial Feasibility

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

REVIEW CRITERIA RELATING TO FINANCIAL FEASIBILITY (FIN)

Does the applicant (or the entity that is responsible for financing the project or is respeonsible for assumin
applicant’s debt obligations in case of default) have a bond rating of “A” or better?
Yes9 No9.

If yes is indicated, submit proof of the bond rating of “A” or better (that is less than two years old) from
Fiteh's, Moody's or Standard and Poor's rating agencies and go to Section XXVi. [If no is indicated,
submit the most recent three years’ audited financial statements including the following:

1. Balance sheet 3. Change in fund balance

2. Income statement 4. Change in financial position

A. Criterion 1120.210(a), Financial Viability
1. Viability Ratios Vanguard Health Financial Corporation, LLC

if proof of an “A” or better bond rating has not been provided, read the criterion and complete
the following table providing the viability ratios for the most recent three years for which audited
financial statements are available. Category B projects must also provide the viabiiity ratios for
the first full fiscal year after project completion or for the first full fiscal year when the project
achieves or exceeds target utilization (per Part 1100), whichever is later.

Provide Data for Projects Category A or Category B (last three years) Category B
Classified as: (Projected)
Enter Historical and/or Projected 2007 2008 2009 2012
Years:
Current Ratio 1.43 1.57 1.52 1.21
Net Margin Percentage {3.8%) 21% 3.4% 2.4%
Percent Debt to Total 72.9% 727% 72.1% B1.5%
Capitalization
Projected Debt Service 1.17 2,51 3.01 2.60
Coverage .
Days Cash on Hand 21 22 42 17
Cushion Ratio 1.0 1.2 26 1.1

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. Insert the worksheets

after this page.

2. Variance

Compare the viability ratios provided to the Part 1120 Appendix A review standards. If any of
the standards for the applicant or for any co-applicant are not met, provide documentation that a
person or organization will assume the legal responsibility to meet the debt obligations should
the applicant defauit. The person or organization must demonstrate compliance with the ratios
in Appendix A when proof of a bond rating of “A” or better has not been provided.




U. Financial Feasibility

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

REVIEW CRITERIA RELATING TO FINANCIAL FEASIBILITY (FIN)

Does the applicant (or the entity that is responsible for financing the project or is responsible for assumin
applicant's debt obligations in case of default) have a bond rating of “A” or better?
Yes NoX

If yes is indicated, submit proof of the bond rating of “A” or better (that is less than two years old) from
Fitch’s, Moody's or Standard and Poor's rating agencies and go to Section XXV!. if no is indicated,
submit the most recent three years’ audited financial statements including the following:

1. Balance sheet 3. Change in fund balance

2. Income statement 4. Change in financial position

A. Criterion 1120.210(a), Financial Viability

1. Viability Ratios Resurrection Health Care Corporation (consolidated)

If proof of an “A” or better bond rating has not been provided, read the criterion and complete
the following table providing the viability ratios for the most recent three years for which audited
financial statements are available. Category B projects must also provide the viability ratios for
the first full fiscal year after project completion or for the first full fiscal year when the project
achieves or exceeds target utilization (per Part 1100), whichever is later.

Provide Data for Projects . Category A or Category B (last three years) Category B
Classified as: (Projected)
Enter Historical and/or Projected 2007 2008 2009 2012
Years:
Current Ratio 1.17 1.02 1.060 1.05
Net Margin Percentage 2.54% -4.33% -6.57% -5.63%
Percent Debt to Total 53.26% 52.62% 60.41% 85.28%
Capitalization
Projected Debt Service 3.83 1.10 0.05 0.45
Coverage
Days Cash on Hand 224.31 181.52 156,39 206.68
Cushion Ratio 2068 2068 18.351.05 19.84

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

2. Variance

Compare the viability ratios provided to the Part 1120 Appendix A review standards. If any of
the standards for the applicant or for any co-applicant are not met, provide documentation that a
person or organization will assume the legal responsibility to mest the debt obligations should
the applicant default. The person or organization must déemonstrate compliance with the ratios
in Appendix A when proof of a bond rating of "A” or better has not been provided.




T. Financial Feasibility

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

REVIEW CRITERIA RELATING TO FINANCIAL FEASIBILITY (FIN)

Does the applicant (or the entity that is responsible for financing the project or is responsible for assumin
applicant’s debt obligations in case of default) have a bond rating of “A” or better?

Yes No X.

If yes is indicated, submit proof of the bond rating of “A” or better {that is less than two years old) from
Fifch's, Moody's or Standard and Poor’s rating agencies and go to Section XXVI. If no is indicated,
submit the most recent three years’ audited financial statements including the following:

1. Balance sheet 3. Change in fund balance

2. Income statement 4. Change in financial position

A. Criterion 1120.210(a), Financial Viability
1. Viability Ratios VHS West Suburban Medical Center, Inc.

If proof of an “A" or better bond rating has not been provided, read the criterion and compiete
the following table providing the viability ratios for the most recent three years for which audited
financial statements are available. Category B projects must also provide the viabitity ratios for
the first full fiscal year after project completion or for the first full fiscal year when the project
achieves or exceeds target utilization (per Part 1100), whichever is later.

Provide Data for Projects Classified | Category A or Category B (last three years) Category B
as: (Projected)
Enter Historical and/or Projected 2012
Years:
Current Ratio 1.12
Net Margin Percentage 0.2%
Percent Debt to Total Capitalization 37.4%
Projected Debt Service Coverage 16.26
Days Cash on Hand 0.2
Cushion Ratio 0.2

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

2. Variance

Compare the viability ratios provided to the Part 1120 Appendix A review standards. If any of
the standards for the applicant or for any co-applicant are not met, provide documentation that a
person or organization will assume the legal responsibility to meet the debt obligations should
the applicant default. The person or organization must demonstrate compliance with the ratios
in Appendix A when proof of a bond rating of "A” or better has not been provided.

REVIEW CRITERIA RELATING TO FINANCIAL FEASIBILITY {FIN)

3/




T. Financial Feasibility

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

REVIEW CRITERIA RELATING TO FINANCIAL FEASIBILITY (FIN)

Does the appiicant (or the entity that is responsible for financing the project or is responsible for assumin
applicant’s debt obligations in case of default) have a bond rating of “A” or better?
Yes3 No8S.

If yes is indicated, submit proof of the bond rating of “A” or better (that is less than two years old) from
Fitch's, Moody's or Standard and Poor's rating agencies and go to Section XXVI. If no is indicated,
submit the most recent three years’ audited financial statements including the following:
1. Balance sheet 3. Change in fund balance
2. Income statement 4, Change in financial position

A. Criterion 1120.210(a), Financial Viability

1. Viability Ratios Resurrection Health Care Corporation (consolidated)

i proof of an "A” or better bond rating has not been provided, read the criterion and complete
the following tabie providing the viability ratios for the most recent three years for which audited
financial statements are available. Category B projects must also provide the viability ratios for
the first full fiscal year after project completion or for the first full fiscal year when the project
achieves or exceeds target utilization (per Part 1100), whichever is later.

Provide Data for Projects Category A or Category B (last three years) Category B
Classified as: ({Projected)
Enter Historical and/or Projected 2007 2008 2008 2012
Years:
Current Ratio 1.17 1.02 1.00 1.05
Net Margin Percentage 2.54% -4.33% B.57% -5.63%
Percent Debt to Total 53.26% 52.62% 60.41% 65.28%
Capitalization
Projected Debt Service 3.83 1.10 0.05 0.45
Coverage
Days Cash on Hand 224.31 181.52 156.39 206.68
Cushion Ratio 20.68 20.68 18.351.05 19.84

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. Insert the worksheets
after this page.

2. Variance

Compare the viability ratios provided to the Part 1120 Appendix A review standards. If any of
the standards for the applicant or for any co-applicant are not met, provide documentation that a
person or organization will assume the legal responsibility to meet the debt obligations should
the applicant default. The person or organization must demonstrate compliance with the ratios
in Appendix A when proof of a bond rating of “A" or better has not been provided.




REVIEW CRITERIA RELATING TO FINANCIAL FEASIBILITY (FIN)
{continued)

B. Criterion 1120.210{b), Availability of Funds

If proof of an “A” or better bond rating has not been provided, read the criterion and document that
sufficient resources are available to fund the project and related costs including operating start-up
costs and operating deficits. Indicate the dollar amount to be provided from the following sources:

$21,139.500 Cash & Securities
Provide statements as to the amount of cash/securities available for the project.

Identify any security, its value and availability of such funds. Interest to be earned or
depreciation account funds to be earned on any asset from the date of application
submission through project completion are also considered cash.

Pledges
For anticipated pledges, provide a letter or report as to the dollar amount feasible
showing the discounted value and any conditions or action the applicant would have
to take to accomplish goal. The time period, historical fund raising experience and
maijor contributors also must be specified.

Gifts and Bequests
Provide verification of the dollar amount and identify any conditions of the source and
timing of its use.

Debt Financing (indicate type(s) )
For general obligation bonds, provide amount, terms and conditions, including any
anticipated discounting or shrinkage) and proof of passage of the required referendum
or evidence of governmental authority to issue such bonds;

For revenue bonds, provide amount, terms and conditions and proof of securing the
specified amount;
For mortgages, provide a letter from the prospective lender attesting to the
expectation of making the loan in the amount and time indicated;
For leases, provide a copy of the lease including alf terms and conditions of the lease
including any purchase options.

Governmental Appropriations
Provide 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, provide a resolution or other action of the
governmentat unit attesting to such future funding.

Grants
Provide a letter from the granting agency as to the availability of funds in terms of the
amount, conditions, and time or receipt.

Other Funds and Sources
Provide verification of the amount, terms and conditions, and type of any other funds
that will be used for the project.

$21.139,500 TOTAL FUNDS AVAILABLE

C. Criterion 1120.210(c), Operating Start-up Costs

If proof of an “A” or better bond rating has not been provided, indicate if the project is classified as a
Category B project that involves establishing a new facility or a new category of service? Yes X
No . If yes is indicated, read the criterion and provide in the space below the amount of operating
start-up costs (the same as reported in Section | of this application) and provide a description of the
items or components that comprise the costs. Indicate the source and amount of the financial
resources available to fund the operating start-up costs (including any initial operating deficit) and
reference the documentation that verifies sufficient resources are available.

APPEND DOCUMENTATION AS ATTACHMENT 75, IN NUMERICAL ORDER AFTER THE LAST PAGE OF THE APPLICATION

——

FORM.




U. Economic Feasibility

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

SECTION XXVI. REVIEW CRITERIA RELATING TO ECONOMIC FEASIBILITY (ECON)
A. Criterion 1120.310(a), Reasonableness of Financing Arrangements

Is the project classified as a Category B project? Yes X No _. If no is indicated this criterion is not
applicable. if yes is indicated, has proof of a bond rating of “A”or better been provided? Yes No X.
If yes is indicated this criterion is not applicable, go to'item B. If no is indicated, read the criterion
and address the following:

Are all available cash and equivalents being used for project funding prior to borrowing? X Yes No

If no is checked, provide a notarized statement signed by two authorized representatives of the
applicant entity (in the case of a corporation, one must be a member of the board of directors) that
attests to the following:

1. a portion or all of the cash and equivalents must be retained in the balance sheet asset
accounts in order that the current ratio does not fall below 2.0 times; or

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

B. Criterion 1120.310{b), Conditions of Dabt Financing Not Applicable, No Debt

Read the criterion and provide a notarized statement signed by two authorized representatives of the
applicant entity (in the case of a corporation, one must be a member of the board of directors) that
attests to the following as applicable:

1. The selected form of debt financing the project will be at the lowest net cost available or if a
more costly form of financing is seiected, that form is more advantageous due to such
terms as prepayment privileges, no required mortgage, access to additional debt, term
{years) financing costs, and other factors;

2. All or part of the project involves the leasing of equipment or facilities and the expenses

incurred with such leasing are less costly than constructing a new facility or purchasing new
equipment,

B. Criterion 1120,310(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 alflocation for new construction andf/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 Total
(list below) | Cost/Square Foot | Gross Sq. Ft. Gross Sq. Ft. Const. $ | Mod. $ Cost
New Mod, | New Circ.* | Mod. Circ.” | (AxC) (BXE} | (G+H)

Contingency

TOTALS
* Include the percentage (%) of space for circulation

2. For each piece of major medical equipment included in the proposed project, the applicant
must certify one of the following:

3¢
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| REVIEW CRITERIA RELATING TO ECONOMIC FEASIBILITY (ECON)
{continued)

a. that the lowest net cost available has been selected: or

b.  that the choice of higher cost equipment is justified due to such factors as, but not
| fimited to, maintenance agreements, options to purchase, or greater diagnostic or
1 therapeutic capabilities.

3. List the items and costs included in preplanning, site survey, site preparation, off-site work,
consulting, and other costs to be capitalized. If any project line item component includes
costs atiributable to extraordinary or unusual circumstances, explain the circumstances and
provide the associated dollar amount. When fair market value has been provided for any
component of project costs, submit documentation of the value in accordance with the
requirements of Part 1190.40.

D. Criterion 1120.310(d), Projected Operating Costs

Read the criterion and provide in the space below the facility’s projected direct annual operating
costs (in current dollars per equivalent patient day or unit of service, as applicable) for the first full
fiscal year of operation after project completion or for the first full fiscal year when the project
achieves or exceeds target utilization pursuant to 77 lll. Adm. Code 1100, whichever is later. If the
project involves a new category of service, also provide the annual operating costs for the service.
Direct costs are the fully allocated costs of salaries, benefits, and supplies. Indicate the year for
which the projected operating costs are provided.

E. Criterion 1120.310(e), Total Effect of the Project on Capitat Costs

Is the project classified as a category B project? Yes X No. K nois indicated, gotoitem F. If yes
is indicated, provide in the space below the facility’s total projected annual capital costs as defined in
Part 1120.130(f) (in current dollars per equivalent patient day) for the first full fiscal year of operation
after project completion or for the first full fiscal year when the project achieves or exceeds target
dtilization pursuant to 77 . Adm. Code 1100, whichever is later. Indicate the year for which the
proiected capital costs are provided.

F. Criterion 1120.310(f), Non-patient Related Services

Is the project classified as a category B project and involve non-patient related services? Yas No X
. I no is indicated, this criterion is not applicable. If yes is indicated, read the criterion and
document that the project will be self-supporting and not result in increased charges to
| patients/residents or that increased charges are justified based upon such factors as, but not limited
| to, a cost benefit or other analysis that demonstrates the project will improve the applicant's financial
- viability.

APPEND DOCUMENTATION AS ATTACHMENT -76, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.




File Number 6087-292-9

To all to whom these Presents Shall Come, Greeting:

1, Jesse White, Secretary of State of the State of Illinois, do
hereby certify that

VANGUARD HEALTH MANAGEMENT, INC., INCORPORATED IN DELAWARE AND
LICENSED TO TRANSACT BUSINESS IN THIS STATE ON FEBRUARY 04, 2000, APPEARS
TO HAVE COMPLIED WITH ALL THE PROVISIONS OF THE BUSINESS CORPORATION
ACT OF THIS STATE RELATING TO THE PAYMENT OF FRANCHISE TAXES, AND AS OF
THIS DATE, IS A FOREIGN CORPORATION IN GOOD STANDING AND AUTHORIZED TO
TRANSACT BUSINESS IN THE STATE OF ILLINOIS.

In Testimony Whereof, 1 hereto set
my hand and cause to be affixed the Great Seal of
the State of Illinois, this 26TH

dayof ~ FEBRUARY  AD. 2010

. 'l‘u: - :
Authentication # 1005702452 M

Authenticate at: htip:/Awww.cyberdriveillinais.com

SECRETARY OF STATE

ATTACHMENT |
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File Number 0294476-6

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of 1llinois, do
hereby certify that

VANGUARD HEALTH FINANCIAL COMPANY, LLC, A DELAWARE LIMITED LIABILITY
COMPANY HAVING OBTAINED ADMISSION TO TRANSACT BUSINESS IN ILLINOIS ON
MARCH 08, 2010, APPEARS TO HAVE COMPLIED WITH ALL PROVISIONS OF THE
LIMITED LIABILITY COMPANY ACT OF THIS STATE, AND AS OF THIS DATE IS IN
(GCOD STANDING AS A FOREIGN LIMITED LIABILITY COMPANY ADMITTED TO
TRANSACT BUSINESS 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 8TH
day of MARCH AD. 2010

s .—u‘ "- Eﬂ,‘,}l'
TS ,
g oq a0 WA L5

Authenticate al: htip/Avww.cybardaveillinols.com

SECRETARY CF STATE

ATTACHMENT 1




File Number 6704-411-8

L

To all to whom these Presents Shall Come, Greeting:

L-Jesse-White,Secretary-of State-of the-State-of Hlineis-do
hereby certify that

VHS WEST SUBURBAN MEDICAL CENTER, INC., INCORPORATED IN DELAWARE AND
LICENSED TO TRANSACT BUSINESS IN THIS STATE ON MARCH 04,2010, APPEARS TO
HAVE COMPLIED WITH ALL THE PROVISIONS OF THE BUSINESS CORPORATION ACT
OF THIS STATE RELATING TO THE PAYMENT OF FRANCHISE TAXES, AND AS QF THIS
DATE, IS A FOREIGN CORPORATION IN GOOD STANDING AND AUTHORIZED TO
'TRANSACT BUSINESS IN THE STATE OF 1LLINOIS.

In Testimony Whereof, 1 hereto set
my hand and cause to be affixed the Great Seal of
the State of llinois, this STH
day of MARCH A.D. 2010

f;: .‘. / / it . :
By NN L
Authenticallon #: 1008401688 "We/

Authenticate al: hitp:/www.cyberdrivalilinols.com

SECRETARY OF STATE

ATTACHMENT 1




File Number 3128-198-9

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do
hereby certify that

RESURRECTION HEALTH CARE CORPORATION, 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, 1S IN GOOD STANDING AS
A DOMESTIC CORPORATION IN THE STATE OF ILLINOIS.

In Testimony Whereof, 1 hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 4TH

day of JANUARY AD. 2010

R
Authentication # 000401416 M

Authenticate at: htip:/fiwww.cyberdrivelllinois.com

SECRETARY OF STATE

ATTACHMENT 1
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File Number 2389-305-3

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do
hereby certify that

WEST SUBURBAN MEDICAL CENTER, A DOMESTIC CORPORATION, INCORPORATED
UNDER THE LAWS OF THIS STATE ON FEBRUARY 12, 1935, 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 lllinois, this 4TH
day of JANUARY AD. 2010

AN Q-W‘e/
Authentication # 1000401434

Authenticate at. hiip:/iwww.cyberdriveillinois.com

SECRETARY OF STATE

ATTACHMENT 1
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James M. Ho ulihan Cook County Assessor's Office

118 North Clark Street Chicago, T 60602
Ceok County Assessor Phone: 312.603.5300 Fax: 312.603.3352

Website: www.cookcountyassessor.com

2009 AFFIDAVIT

Agency Number: 8548 Agency Name: WEST SUBURBAN HOSPITAL

Having been duly sworn, upon my oath, { 2}%@[ ﬂ/ é/ﬂgm/’/bfff%/ , @8

authorized agent for the agency listed above, swear that | have reviewed the attached Property List
and the following is true and correct:

—

The agency listed above is the owner of each of the

properties on the attached Property
List, unless indicated as set forth below:

2. If any property has experienced a “change in ownership® (as defined under the Property

Tax Code 35ILCS 200/1-1 et seq.) since the iflinois Department of Revenue granted

the exemption, | have checked the appropriate blank on the attached Property List and
completed an Exempt Property Information Sheet for each such property;

3. Ifany property has experienced a ‘change in use” (as defined under the Property Tax
Code 35 ILCS 200/1-1 et seq.) since the llfinois Department of Revenue granted
the exemption, | have checked the appropriate blank on the attached Property List
and completed an Exempt Property Information Sheet for each such property;

4, If any property has been leased, licensed or is otherwise used by others, | have checked
the appropriate blank on the attached Property List, and if the property has been leased

within the last year | have checked the appropriate blank, and completed an Exempt
Property Information Sheet for each such property;

S. If the code listed under “Basis for Exemption” is incorrect, | have crossed out the
incorrect code and written the correct code; and

6. This Affidavit is given to the Cook County Assessor's Office to induce it to maintain the
exemptions of the properties on the attached Property List.

Further affiant sayeth not. Signature: ﬂl«%h{ W |

¥
Print Name: 227 Vidl /czmmdxj
Subscribed and swom to before me this _
,iZ’day of ‘;Z” b, 200 7] Title: /ZCAX ﬁﬂa’.’»ﬁ"f‘ﬂi&dﬂ: ﬂ.‘itﬁfﬂﬁﬂ"?‘aj_

PHLeLry S
p Phone: 225559 5t e
0?,44’ ) £ /“Qm“‘/
NOTARYPUBLIC

PCVOFFICIAL SEAL” "
JULIE ¢ "7 DWW

3 NOTARY PUB: LINOIS $
MY COMMISSION vy 130720

4/
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IDENTIFICATION and ALLOCATION OF PROJECT COSTS

The changes of ownership of West Suburban Medical Center and Westlake
Hospital are being addressed through a single transaction and Asset Sale Agreement.
Consistent with the direction given to the co-applicant’s representative by State Agency
staff, for purposes of the required Certificate of Need applications, the project costs are
allocated between the two applications consistent with the distribution of beds.
Specifically, as of the December 17, 2009 update to the IDPH Bed Inventory, West
Suburban Medical Center is approved for 234 beds and Westlake Hospital is approved
for 225 beds, and as such, 459 approved beds are included in the changes of ownership.
51% (234/459) of the beds are located at West Suburban Medical Center, and 49%
(225/459) are located at Westlake Hospital. Project costs, for purposes of the Certificate
of Need applications have been apportioned, consistent with those percentages.

The purchase price for the two hospitals was identified through a negotiation
process between the buyer and seller, with a price of $40,000,000 being agreed upon for
all assets included in the acquisition and as identified in the attached Asset Sale
Agreement. Individual acquisition prices were not assigned to the various components of
the transaction (i.€. land, buildings, equipment, etc.).

The “Consulting and Other Fees” include an estimate of the costs associated with
outside legal and accounting services, community relfations-related consulting, CON
development, CON-related review fees, and miscellancous costs associated with the
acquisition.

ATTACHMENT 7




WANGUARD

HEALTH SYSTEMS

February , 2010

Illinois Health Facilities

and Services Review Board
525 West Jefferson
Springfield, IL. 62761

To Whom It May Concern:

In accordance with Review Criterion 1110.230.b, Background of the Applicant, we are
submitting this letter assuring the Illinois Health Facilities and Services Review Board

(IHIFSRB) that:

1. Neither Vanguard Heaith Management, Inc. nor any wholly-affiliated corporation
that owns or operates a facility subject to the ITHFSRB’s jurisdiction has had any
adverse actions (as defined in Section 1130.140) taken against any facility during
the three (3) year period prior to the filing of this application, and

2. Vanguard Health Management, Inc. authorizes the State Board and State Agency
access to information to verify documentation or information submitted in
response to the requirements of Review Criterion 1110.230.b or to obtain any
documentatton or information which the State Board or State Agency finds

pertinent to this application.

If we can in any way provide assistance to your staff regarding these assurances or any
other issue relative to this application, please do not hesitate to call me.

: q@ " . }-"h
ﬂﬁ“\ 11 07‘12_‘,
TEH, ¥

- Pyt ;
R YL h /

\«m P

Vanguard Health Systems 20 Burton Hills Boulevard, Suite 160 « Nashvifle, TN 3724 T TAGHMENT10415.465.6099
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Resurrection ashe’*\‘b'o‘;%
Health Care® gt

March 15, 2010

Illinois Health Facilities

and Services Review Board
525 West Jefferson
Springfield, [L 62761

To Whom It May Concern:

In accordance with Review Criterion 1110.230.b, Background of the Applicant, we are
submitting this letter assuring the Illinois Health Facilities and Services Review Board
(IHFSRB) that:

1. Neither Resurrection Health Care Corporation (“Resurrection”) nor any wholly-
affiliated corporation that owns or operates a facility subject to the IHFSRB’s
jurisdiction has had any adverse actions (as defined in Section 1130.140) taken
against any facility during the three (3) year period prior to the filing of this
application, and

2. Resurrection authorizes the State Board and State Agency access to information
to verify documentation or information submitted in response to the requirements
of Review Criterion 1110.230.b or to oblain any documentation or information
which the State Board or State Agency finds pertinent to this application.

If we can in any way provide assistance to your staff regarding these assurances or any
other issue relative to this application, please do not hesitate to contact me.

Sincerely,

@g/&b Hcee
andra Bruce
President and Chief Executive Officer

CO-SPONSORS ATTACHMENT 10

Sisters of the Holy Family of Nazareth & Sisters of the Resurrection

47




—————— e — Ilqlllllll.lllllllifllllllll-lllltl!]

Z0v05 1% NAMUEG
BANBAY MUYd YO HINOS G¥ZE
TYLIJSOH TYEN OV v/8/G

SIONITII 40 SHA
80/79G/27

ATTACHMENT 10

4§

NOILYJILIANIaL
NV S¥ AHHYD Ol ayvd SIHL JACNIY

ANd SNHONDIJISNOD
V NI LUYd SIHL AVd5Iq ——

. e ——— e —




R R A P A R G B s R
% - Gtate of Egsamm 1923356
fa.\@mﬂmu.ns;maﬁ gif Puslslic Emmmﬁ__

ﬁ LICENSE, PERMIT, CERTIFICATION, REGISTRATION uv

The person, firn or 830333 2580 name mu_vnma on this certificate has compfied with the
provisions of the llinpis Statwles and/or rules and regulaticns and ls hereby authorized 1o
engage in the mn_ws.é as indicated below.

Issued under e authorhy of

- DAMON T. PNZOPU M.D. Tha Stz of Mnsls

DIRECTOR ? Deparimen of Putilc Health
— EAPIRATION DATE GATEGOAY 0. HUMIER
05731710 BGHBD 00038249

FULL LICENSE
GENERAL HOSPITAL
EFFECTIVE: 06/01/09

BUSINESS ADDRESS

VHS ACQUISITION SUBSIDIARY NUMBER 3
D/B/A& LOUIS A. WEISS MEMORIAL IommH*b
4646 N. MARINE DRIVE

CHICAGO IL 60640
Eaﬂaﬁmnﬂﬂ_ﬁm&ﬁ&% ﬂﬁazgnaasnmﬁmaﬁ.g,

af—m— DISPLAY THIS PART IN A
CONSPICUQUS PLACE

REMOVE THIS CARD TO CARRY AS AN

IDENTIFICATION

|

m.nﬂﬂm uﬁ Wiinois -

1923356,

Department af Public Health

" 'LIGENSE, PERMIT, CERTIFICATION, REGISTRATION

EXPLRATION DATE

05731710

GATECORY

BGBD

VHS ACQUISITION. SUBSIDIARY NUMBER 3,
I, WULBER
0 i 0o0524% |

FULL LICENSE
GENERAL- HOSPITAL

EFFECTIVE:

Q4704709

06/01/09

VHS ACQUISITION SUBSIDIARY NO. 3
WEISS MEM*L HOSP.

D/B/A LOUIS A.

4646 N. MARINE DRIVE

CHICAGO

FEE RECEIPT NO.

1L, 60640

ATTACHMENT 10

46



Pl The Joint Commission

April 23, 2008

Frank Molinaro, FACHE Joint Commission 1D #: 7286

CLEO & President Accreditation Activity: Evidence of Siandards
Louis A. Weiss Meniorial Hospital Compliance

4646 North Marine Drive Accredilation Activity Completed: 4/23/2008

Chicago, IL 60640

Dear Mr. Molinaro:

The Jamt Commission would like to thank your organization for participating in the acereditation process. This
process is designed to help your organizatlion continuously provide safe, high-quality care, reatment, and services
by identifying opportunities for improvement in your processes and helping you follow through on and
implement these improvements. We encourage you to usc the accreditation process as a continuous standards
compliance and operational improvement tool.

The Joint Commission is granting your organization an accreditation decision of Accredited for alt scrvices
surveyed under the appiicable manual(s) noted below:

Comprehensive Accreditation Manuat for Hospitals

This accreditation cycle is cffcetive beginning March 01, 2008. The Joint Commission rescrves the right to
sharten or lepgihen the duration of the cycle; however, the certificate and cycle are customarily valid for up to 39
months.

Please visit Qualily Check® an the Joint Commission web site for updated informiation related 1o your
acereditation deeision.
We cncourage you to share this accreditation decision with your arganization’s appropriate staff, lcadership, and

governing body. You may also want to inform the Cernters for Medicare and Medicaid Scrvices {CMSY), siate or
regional regulatory services, and the public you serve of your organization’s accreditation decision.

Please be assurcd that the Joint Commission will keep the report confidential, except ns required by law. To
cnsure that the Joint Comumission’s information about your orgamzation is always accurate and current, our
policy rcquires that you inform us of uny changes in the name or ownership of your organization or the health
care services you provide,

Sincerely,

Lo gt

Linda §. Murphy-Knoll
Interim Executive Viee President
Division of Accreditation and Certilication Operations

ATTACHMENT 10
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I 7 The Joint Commission

December 11, 2008

Brian Lemon Joint Commission ID #: 7246

CEO Accreditation Activity: Measure of Success
MacNeal Hospital Accreditation Activity Completed: 12/11/2008
3249 South Oak Park Avenue

Berwyn, IL 60402

Dear Mr. Lemon:

The Joint Commission would like to thank your organization for participating in the accreditation process. This
process is designed to help your organization continuously pravide safe, high-quality care, treatment, and services
by identifying opportunities for improvement in your processes and helping you follow through on and
implement these improvements. We encourage you to use the accreditation process as a continuous standards
compliance and operational improvement tool.

The Joint Commission is granting your organization an accreditation decision of Acoredited for all services
surveyed under the applicable mapual(s) noted below:

This accreditation cycle is effective beginning May 08, 2008. The Joint Commission reserves the right to shorten
or lengthen the duration of the cycle; however, the certificate and cycle are customarily valid for up to 39 months,

Please visit Quality Check® on the Joint Commission web site for updated information related to your
accreditation decision.
We encourage you to share this accreditation decision with your organization’s appropriate staff, leadership, and

governing body, You may also want to inform the Centers for Medicare amd Medicaid Services (CMS), state or
regional regulatory scrvices, and the public you serve of your organization’s accreditation decision.

Please be assured that the Joint Commission will keep the report confidential, except as rexuired by law. To
ensure that the Joint Commission’s information about your organization is always accurate and current, our
policy requires that you inform us of any changes in the name or ownership of your organization or the health
care services you provide.

Sincerely,

fho S0t fosin M, PR

Ann Scott Blouin, RN, Ph.D.
Executive Vice President
Accreditation and Certification Operations

ATTACHMENT 10
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WV The Joint Commission

MacNeal Hosp_ital
3249 South Oak Park Avenue
Berwyn, IL 60402

Organization Identification Number: 7246
Measure of Success Received: 12/11/2008

PROGRAM(S)
Hospital Accreditation Program
Home Care Program
Executive Summary
There is no follow-up due to The Joint Commisslon as a result of the accreditation activity conducted on the above
date.

The results of this accreditation activity do not affect any other Requirement(s} for Improvement that may exist on
your current accreditation decisior:.

Organization Identification Number: 7246 Page 1 of 1

ATTACHMENT 10
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BUREAU OF HEALTHCARE FACILITIES ACCREDITATION
HEALTHCARE FACILITIES ACCFIEDITATION PHOGHAM (I-IFAP)

RIS ‘_ L 142 East Ontarlo Straet Chlcago, L 60611 2864 "ph 312 202 8060 17800. 621 1773 ' fx 312 202 8206 . r .
o ]um:' 13,2008 . . T L , |

L o ]ayKreuz:erd ." L S o . _ :,
3 e ClnefExecu.ztzveOfﬁcer L oL e
oD " West Suburban Hospital ST EE P
v e+ Three Erie Coutt . L e e T R
SRR OakPa.rk,IL 60302 . T -

‘ DearM.r K.reuz.erd. G ‘
The A.nmncan Osteopatluc Assocmtlons Bureau of Healthcare Fac1ht1es Accredxtauon at n;s S

S .'.r nweungMay:il 2008 rev:emdtbe su:veyrepott for S A | E

L .‘3'__,;"': ;'. S - " Medicare Provider #° 140049 R TRt ",
TR R -' “ind granted ADITA’I’IONWlth resurveymmm 3 years The accredmatmn.ls effecuVe as’i. oL
IS of the date ofyoursurveyDecemberS 5; 2007~ i S e n

i

s 'f o 'j' Wcst Suburba.n Hosplta] o -:_'. sl __;._ Ao :-.;-'.;"- s |

~:.-“: '.--_' ~_. OakPark,IL U ' e -_‘.-.-_ R

'-.Secretary ; y S T R
- 'cc_’.. Presu:lent G»overpmgBody R et o
: " ‘Chief ofStaff X N Lo T
7. ‘Laurd Weber, Health Insurance Specmllsr GMS ST
: '-Regxonvcmas- .
l]l- ) \ .
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W The Joint Commission

April 23, 2008

Frank Maolinaro, FACHE Joint Commission 113 #: 7286

CEO & President Accreditation Activity: Evidence of Standards
Louis A. Weiss Memorial Hospital Compliance

4646 North Marinc Brive Accreditation Activity Completed: 4/23/2008

Chicaga, I 60640

Dcear Mr. Molinaro:

The Joint Commission would like 1o thank your orpanization for participating in the accredilation process. This
process is designed to help your organization continuously provide safe, high-quality care, treatment, and services
by identifying opportunitics for improvement in your processes and helping you follaw through on and
implement these improvements. We encourage you to use the accreditation precess as a continuous standards

comphiance and operational improvement tool.
The Joint Commission is granting your organization an acereditation decision of Accredited for all scrviees
surveyed under the applicable manuai(s) noted below:

r v creditation Manual f
This accreditation cyele is effective beginning March 01, 2008. The Jaint Cammission rescrves the right to
shorten or Iengthen the duration of the cyele; however, the certificate and cyelc are customarily valid for up to 39
months,
Please visit Qualily Check®  on the Joint Commission web site for updated information related o your
accreditation decision.
We cncourage you to share this accreditation decision with your organization’s appropriate slull, lcadership, and

governing body. You may also want to inform the Centers for Mcdicare and Mcdicaid Services (CMBS), state or
regional regulatory services, and the public you serve of your vrganization’s acerediation deeision,

Please be assured that the Joint Commission will keep the report confidential, except as required by law. To
ensure that the Joint Commission’s information about your orgunization is always accurate and current, our
policy requires that you inform us of any changes in the name or ownership of your organization or the health

Care services you provide.

Sincerely,

fod Sy

Linda §. Murphy-Knol!
Interim Execeutive Viee President
Division of Acereditation and Certification Operations
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PP ¥ The Joint Commission

December 11, 2008

Brian Lemon Joint Commission ID #: 7246

CEO Accreditation Activity: Measure of Success
MacNeal Hospitsl Accreditation Activity Completed: 12/11/2008
3249 South Oak Park Avenue

Berwyn, IL 60402

Dear Mr. Lemon:

The Joint Commission would like to thank your organization for participating in the accreditation process. This
process is designed 1o help your organization continuously provide safe, high-quality care, treatment, and services
by identifying opportunities for improvement in your processes and helping you follow through on and
implement these improvements. We encourage you to use the accreditation process as a continuous standards
compliapce and operational improvement tool,

The Joint Commission is granting your organization an accreditation decision of Accredited for all services
surveyed nnder the applicable mapusl(s) noted below:

omprehensive Aceraditation Manual for Behavi

This accreditarion cycle is effective beginning May 08, 2008. The Joint Commission reserves the right to shorten
ot lengthen the duration of the cycle; however, the certificate and cycle are customarily valid for up to 39 months.
Please visit Quality Check® on the Joint Commission web site for updated information related to your
accreditation decision.

We encourage you to share this accreditation decision with your organization’s appropriate staff, leadership, end

governing body. You may also want to inform the Centers for Medicare and Medicaid Services (CMS), state or
regional regulatory services, and the public you serve of your organization's accreditation decision.

Please be assured that the Joint Commission will keep the report confidential, except as required by law. To
ensure that the Joint Commission’s information about your organization is always accurate and current, our
policy requires that you inform us of any changes in the name or ownership of your organization or the health
care services you provide.

Sincerely,

oo Sort fovcn B, PR

Ann Scott Blouin, RN, Ph.D.
Exccutive Vice President
Accreditation and Certification Operations

ATTACHMENT 10




. 4.4
WV The Joint Commission

MacNeal Hospital
3249 South Oak Park Avenue
Berwyn, 1L 60402

Organization Identification Number: 7246
Measure of Success Received: 12/11/2008

PROGRAM(S)
Hospital Accreditation Program
Home Care Program
Executive Summary
There is no follow-up dus to The Joint Commission as a result of the accreditation activity conducted on the above
dale, _

The results of this accreditation aclivity do not atfect any other Requirament(s) for Improvement that may exist on
your current accreditation decision.

Organization identification Number: 7245 Page 1 of 1

ATTACHMENT 10




Mo
i

TLE

R

Ll Rl
AUMEAY e 1y. rLam sew
AMB L TYSTAHN NOTI IR N 50

ritg Td7:3 TIYTES?T

MALIF . TV v T QW NGIL1ZA¥HOG

QOYITHD

ATTACHMENT 10

NNEAY LLUODTYL 1gam CEve
dHINHD 1¥510Q3H NOTLOBHMSY

0 BV B o)) THATLOF AR

TYLIdZOH Ivyanan
™4
HERAELIT 71nd ~

PLETOOD agua ar/78/s2

PR - LR A b2 Ko
.D.E:JOZ&{.P ZOZ<n

bhvvsel



V1
3 a3

dONIAY
IdSOH H

W

"ON Ld1303H 333

22909 '11

ODVDIHD

LNOWHAVID HIUON TEVT
LHEVZI'TH INIVS v/g9/d
HL38YZITH ANV AMVH

SLNIVS
60/L0/7TT

!

NOILVOIdILNZQ)
NV SY AHHVO Ol QHVD SIHL IAONIY

30V1d SNONDIdSNOD
¥ NI 14Vd SIHL AVidSIlg ————

pgzggzgag%gaﬁ OG0

o A W ® PRI H [
Em

=_=_€..,m§m 2__ 16 m_ _,m_m m Bmmcw_ PUNGIBNOE3iD(03 E ...2 ‘obuad & 30-0ae] o

mﬁa uwuHmo
m L 2 MW
HANENY pzozmm<AU£ ozw _
»Hmmoz H

(el

it

'.H%

A
Bodeg it
g

ey
s

%1 r. L
Ty

: v,?%
iR

T

PP

.

{

% Gcval B,
PN T o i

P T gy
Py

p

31vd Moty .x.w gl
.d.wﬂmwwmmwa,c
;ﬁJOZE¢ ﬁhn

My,

,ﬁu
Em.ww_ )

mﬁﬁm%WW-

bl
R1A

5

L

i

d

i

i

7 ﬂWﬁW




'ON 1dI3034 334

22908 11 O0DVDIHD
1d941S NOISIAIQ ISHM E£72
OH HLAVYZYN 40 XYW INTVG v/a8/q
O J9W HLEGYZITH ANV XNVW SINIVS

60/L0/717

l

NOILYDId1ILN3al
NY SV AHHYD O1 auvd SIHL JAONIH

30vV1d SNONDIdSNOD
V NI LHVd SIHL AV1dSiIg ——®

ey p@_ﬁ@l v.. %@:ﬁ%& G I ,ﬁ\

SN SIS, wE_EEBua paojoo & Sei;65udj) ity “omam_u?mﬁ

‘. .__. WE« ‘%5___% ssm 2. 10 m:m:%w muoa_x ﬁmﬁ s NOUEG\HIU:

‘s..

LA

)

SF
2
LY

1

NIRRT

G
A

Y

i

t)

ﬁﬁw

T

W

[, 8

_ amowumm:m_
Lo SIgigyL dozmsn X...H.wm,.

..os_a ;:%S“E:mm% 3 73 mm,..

T

)

i

i

e T oleq:
9y ncm_ mm:_._ |-Jo/pu

mﬁo: t.mo m_E Ho Emmuam..m:_m: o504

. ;m.&.._,o Buoisinoid-
log, B%E:Eowhmn ay).

i, _EE b wm
. ...ﬁ,,w{mmwﬁm ey

aﬁmwczozzmmofr




=g

~ ez e

i o s 1+ A g— ¢
: »l

0l LNFWHOV.LLV

. i S A e =

AICER NOILDHHMNGAY HH1I 40 AAYT UNG

*ON 1413034 T34

vE308 "I QOVIIHD
1994156 NOSIQAVy 1S3EM Sros

6G/20/80

HOLLYDLLLNZOE
NY GY AHHYD OL QuYd SiHL EG el EL

a0¥1d SNONDIASNOD
¥ NI 1BV SIHL AV 1dSH —_P

YT

bl




"ON L4E3D3H 334
€0209 1T NOLSNVAS

SNNEAV 351y 2114
NOLSNVAT 20 TYLIASOH SIDONVH4d ‘1S

BO/T0/1T

mo}a\ao .m:ﬂ.ummmm .

__y_ ._gw B ity f@a
_ mmam_a .mém |
, ...m.. Nowu%ﬁmm. AEDHEE 1 g

?,;.M._. .ﬂmww_& ;
ﬁimm%,

NOUVIHLINT gl
MY SY AHHYD OL aMVD SBL IAONTY

FDV1d SNONDKSNDD

V NIAHVA SHL AVIdSi ——— i

"B :ﬁ,ﬁ :.,;« m%:uﬁlz aﬂzh.....”..

:?.rumw ‘....r Pogeuty i 1 1 ﬁp .

mD\qO\.—o -gusmhmm

_mﬂ Lw.ﬁm_na_ Wﬁmzmu

33:33.#_” :

ATTACHMENT 10

61




"ON idi3D35y 33
20208 11I NOILSNVAR

JANIAY H94aId S&F
NOLSNVAH A0 TV1IdSOH SIONYNS "Le

60/L0/T1

0T/T0/T0  fAATILDIAAH

TVIIdSOH TvyaNgD
A5NADIT TINs

Z0FZ0CO0 | dgog O1/TE/ZT
UEg, nn 04 | _awgu g1z

— Lot AN FLvd Kol ElditE
SNVAS7HA0 "TVITISOH SIONVEE "LS
NOUVHISISAY "NCUVSIHIIHES LiHad "3SN3M

HRSH 3G Jo rsuriedag

wmqqmmﬂ SIDUL T 332G

1
i

4
!

NOILLYDIdILNE D
NY 57 AHHVD Of OHVD SIHL SAQW3Y

JI¥74 SNONDISSNOD
V Ni LHYd SIHL A¥dSig Te-

Ad0I

Ty .-.-.unq1
%ﬁs:x

{
3

__ﬂm R nrﬁ%ﬁﬂg W i __.\d_m% 7

. .. DL O KR X kLR XAk
= LBIT o SR D Sk RIS e JUOTIAY 6 DRIELL PUNOSIDED DD & GRY BSU3SY NG (0 3B A

120208 I NOLSNVAZ
SNN2AY 350IY coge
NOLSNYAZ AC TYIIdSOH SIONVHS °LS

Rk
TR

1
1)
M/
i

i
o

()
o
w

] 1T,
Iy

AT

B !]..; ;’..;

14
i

553WA0Y £83NEPa

i
.
|
|

W
it

'eé(‘r:,!

Ed
E
151

0T/T0/1T0

rl.‘q_l_I
A

hfH
l‘li:'

FHATILDZ 452
TYLIHSOK TVYIANED
HENEIIT TIng

- ————— ——

I zovyzooo | agng
o EFE A 1 oamor wn
WROH 2909 2 e andosn

RLEEIN e T
ERNUS BILUR ST AU EY S

ﬂﬁW“

N v
S

kppe

oﬁ\qm\mﬂ“
3Ly NO LvHIdaT =

. 40LIEYIq

AW ‘CIONEY 1 NOMYQ

it
u

i

!

F

A TR

RELIEET

=

TRy
.:! 1

(R

AR PAWEDIG.Y S APARDT 3y ui sGeBus
Ol P82 ERENE QA §) PUT SUDLEGS B 33N J0DL™ S3PIRIG SN 340 0 SLC.SIAH
AL U4 PRYCGEDD SR SIEHIED SIE UO MEIOCE ALTH 230LM UONTICOIUT 1o Wiy "Lossd Ay

]
',

Fr

Ly oy
«

1 -'|

b
A

- ==

N 1 ' J/
ﬂr NOLVELS'D38 NOLYIHIIYI0 ‘UWESd 'ISNRD T \v

T

R

4]
1

s

7

VRERY TR 57 USlTIied ag

i

T CROUEE 0 23eRs

S R

ujl!lh-“i'
(0 0)
Ve
) =t
<r
Lo
= O

ATTACHMENT 10

LS



45909 1TI ODVDIHD

HAING HHOHS HIVT HINON 0062
TYIIdSOH HJHSOr 1NIVS

50/90/90

R T .”.w. . B . [

mo\mo\nu ﬁ:npummmm
m&u.wmmo: aﬁﬁzﬁ

. 5.5&#53&&%

NOLLYOHU N3]
NY SY AWUYD) O1 OuVD SIHL AORIY

IDVId SHONDKISNDD
¥ NI IHVd SHE AV HdSK] ————

ATTACHMENT 10




“ON 1413234 34

8L2T 9T009 1T SHNIVId S3a

avol ¥IAIN HINON 0OT
H3LN3D TIVOIQIW ATIWYS ATIOH

60/20/80

60/10/L0 :3ATLOAIAA
TVLIHS50H "TYHANTD
SNIDIT TInsg

B0OT000

HEGHnN al

0T/0E/90

B2y RAO0LL e bR

10H
NOWYHEISIOZH "NOLWOIAIIYID INY3d "3SN3oN
WRIESH Jlgng 1o Juaunysedag

LOELZBT  =oumicmes

f

NOILY JI141LN3Q)
NY SV AHHYD OL gHVD SIHL 3A0WI3H

IV SNONNASNOD
¥ NI LHVd SMHL AY1dSI) ——

e T T e e e P P
NG M D el T ESL
avVoN MAATH HINON o1

H4LINGD TVOIQIW ATIWVS ATOH

553400V $5aNIsng

LI

60/T0/L0 :3AYI1DRS3F
TYLIJSOH TYHANSD
HSNEDIT 1104
8007000 agag OT/QE/30

HIEOIN O ANODE YD mmumzo.p%m a
e aorve Q'K ‘aTONNY -1 NOWVQ

R AWDULAD tig Jotn pangs)

A¥0{BQ PRITHMY £2 ApApE T i abzbua
O potucane Agarsy S1 pue suonendar pue SR sapUR 5ANRS TOUY) B 10 Suosaod
At Ui PASGLCD ST BN SAT U0 THIde BwCu SE0UM L2000 10wy ‘uosiad sy

ﬁ NOLVHISIOTIH ‘NOUYIISLLHID '1iINGTd "ISNIDN u

YIE3H Mgng Jo u:mEu..mn_mn 2y

r~

MM@&WMEWWM% .

{

A

ATTACHMENT 10




BUREAU OF HEALTHCARE FACILITIES ACCHEDITATION
HEALTHCARE FACILITIES I\CCHFD”ATION PROGRANM (HFAP)

GERM@WWMW@DOW?WO P 312 202 aoau 1800 62147731 fu 312 202 3208 el

; L L ': t‘MéDenno& ) ';. I " R R R ]
Coc ChxefExecutweOfﬁcer; L ' B I (2 R T
L, 'St.Ma.ry&Ehzabeth Medxcal Center St.Ma.quampl.ls S ST S PAI AL S
vt 233 West Division' ’ L RARALELY :_' o T
oo e Gncaso 60622 " -’ vl e L T T L e
..__;' R DearMs McDermot:t '"'-.'L'_'-.;'f .-_' - :‘ " 2 :f i
o 'I'he Amencm Ost’eopatblc Assocmuons Bureau of Healthcaxe Facilmes Acoreduzﬂon atu: . N 1
mecungM‘ale 2008 mv:ewedthesurveymportfor- ’. SRR RS ;.._‘ :-‘_." AR
. S ; . - . -... . . .':..{-:_,-‘_“. .‘..‘.;
R __f St Mary&Ellzabeth MedxcalC‘enter 51:. Ma:yCampus AT e
. S ‘x. ‘_ ‘ ,' e _? . ; Ghlcago, L ---;.' . . = \,,- P lt- l __‘-:
P T T ' MedlcaxEProwder# 14-0180 EX
I A R and granu:d AOGREDITA’IIONw:th resurveywxﬂun 3“51’5'- The acc,redmuomseffecti?veas T
o St of the datebf yoursurvEyDgcember5-7, 2007 R Y o
i Pnemdcm, Govennn Body : TrN B
S LT Gtot S E@FUWE D
o ': ; LaumWebar,HealthInsm‘ance Spedzahst GMS ' 1| IR
SRR el T O 25 zuoa 11| S

vearcLiFAE ory

“TREATING OUR FAMILY AND YOURS
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BUREAU OF HEALTHCARE FACILITIES ACCREDITATION
HEALTHCARE FACILITIES ACCREDITATION PRCGHAM (HFAP)

142 East Ontario Street, Chicago, IL 60611-2864 ph 312 202 8080 | 800 621 1773 1 ix 312 202 8206

CERTIFIED # 7004 2510 0000 2291 3280 REVISED

September 30, 2008

Margaret McDermott

Chief Executive Officer
Saim Mary & Elizabeth Medical Center - Saint Elizabeth Campus

1431 North Claremont
Chicago, IL 60622

Dear Ms, McDermott:

The American Osteopathic Association's Bureau of Healthcare Facilities Accreditation at its
meeting May 31, 2008, reviewed the survey report for:

Saint Mary & Elizabeth Medical Center - Saint Elizabeth Campus

Chicago, IL
Medicare Provider # 140094
and granted ACCREDITATION with resurvey within 3 years. The accreditation is effective as

of the date of your survey December 5-7, 2007.

Sincerely,

4“"?’” N

George A Reuther
Secretary

GAR/pmh
cc:  President, Goverrung Body

Chief of Staff
Laura Weber, Health Insurance Specialist, CMS

Region V, OVS

ATTACHMENT 10

‘7‘2—-—

TR AT IR, ™ CAMAN W A rils WYMo



BUREAU OF HEALTHCARE I'ACILITIES ACCREDITATION
HEAL I'HCARE FACILITIES ACCREDITATION PROGHAM (HFAP)

142 Fast Ontario Stree1 Chicago, 1i G80811-2664 ph 312 202 8080 | -B00 821 1773 l #rr 312 202 82056
CERTIFIED # 7004 2510 0000 2291 2894 :

Tune 13, 2008

JeffreyMuPh}'

" President / CEQ.
St. Francis Hospital
355 Ridge Avenue
Fvanston, IL 60202

| Dear Mr Muxphy-
The Armerican Osteopathic Assocmuons Burean of Hmhhca:e Facilities Accreditation at its meetmg May

31, 2008 reviewed the survey report for:
St. Francis Hospual

‘ - . . . .Evanston, IL >

| . ' Medicsre Provder # 140080

‘ : and granted ACCREDIT ATION with resurvey withio 3 years. The accrediration is effective as of the date
of your survey October 2426, 2007 _ _

- In rewewmg yo'ur report, the Burean made the observations which are contained on the ericlosed sheet and
requires that an interfim progress report byyour famhry, md.lcaung progress made towa:d correction of cired
dﬂfmnaes .

'I]:le nest repon isto be recmved in the AOA Division of Healtheare Facﬂ.mes Accreditation byAugust 1,
2C08. _

: Smcerely, ‘ '
Geonge A Reuthcr
‘Secretaty
‘GAR/pmh
E.nclosw.ﬁe

ec: President, Govemng Body

. Chief of Staff .
Laura Weber, Health Insurance Speaalm:, OMS'
Region V, CMS

T TTREARTINGTOUR FAMILY ANDYOUHAS """ "= - - oo T T ST T wwninlHEAB org



HEALTHCARE FACILITIES ACCREDITATION PROGRAM {HFAP)

142 East Ontorlo Streat, Cl‘ilcago, L. 60811-2864 pic 312 202 AOBC | BOD 621 1773 | fx 312 202 B208

CERTIFIED # 7004 2510 0000 2291 3419

Jetirey Murphy
Chief Executive Officer
St. Prancis Hospital

| 355 Ridge Avenue

| Evanston, IL 60202

Dear Mr, Murphy:

The American Osteopathic Association’s Burean of Healthcare Facilities Accreditation at its
meeting September 6, 2008, reviewed and accepted your Interim Progress Report and no further
action is required.

September 19, 2008

Sincerely,

Hooprrl. 7&%,

George A. Reuther
Secretary '

GAR/pmh

CC  President Goveming Body
Chief-of-Seaff . _
Laura Weber, Health Insurance Specialist, CMS
Region V, QMS

 ATTACHMENT 10




ACCREDITATION
HEALTHCARE FACILITIES ACCREDITATION PROGRAM (HFAP)

CE RFTFEED#7O0412510:0500 SEIT-8201 nh 312 202 8080 | 800 621 1773 | & 312 202 8208

June 13, 2008

Ronald Struxness

Chief Executive Officer
St. Joseph's Hospital
2900 N. Lake Shore Drive
Chicago, IL 60657

Deear Mr. Struxness:

The Ametican Osteopathic Association’s Bureau of Healthcare Pacilities Accreditation at its
meeting May 31, 2008, reviewed the survey report for

St. Joseph's Hospital

Chicago, IL
: ' Medicare Provider # 140224
| and granted ACCREDITATION with resurvey within 3 years. The accreditation is effective as
| of the date of your survey October 17-19, 2007.

Sincerely,

Hooppe &. RaiiHl,

George A Reuther
Secretary

GAR/pmh

cc:  President, Governing Body
Chief of Staff
Laura Weber, Health Insurance Specialist, QMS
Region V, OMS

TREATING QUH FAMILY AND YOURS

Ao HE A, O
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Hedithcare Facilities
Accreditalion Program

ACCREDITNG HEALTRCARE FACILITIES FOR OVER 50 YCARE

grants this

CERTIFICATE OF ACCREDITATION

to

St. Francis Hospital

Evanston, IL

This Pacz'lity has met the applicable HFAP accreditation
requirements and is therefore fully accredited by
the Healthcare Facilities Accreditation Program

2007-2010

/L’:?c,/

Executive Director
Amerieare Osteopathic Associmtion

M 4 m

resident
American Osa‘eapnt!nc Association

&M“M

Chamnm
Bureau Henltheare Facilities Accreditation

ATTACHMENT 10




Drvisron oF HEALTHCARE FACILITIES ACCREDITATION

Hedlthcare Facilities
addbasuslellorilul - American Osteopathic Association

ACCREONTING HEAUMCARE FAQIUTIES . . .
FOR OVER &0 YEARS 142 East Onitario Sweet * Chicago, Winois 60611-2864 * 800-62t-1773 » 312-202-8000 * Fux 312-202-8205

May 1, 2008

Sister Doana Marne, CR.
Chief Executive Officer
Resurrection Medical Center
7435 West Talcott Avenus
Chicago, Illinois 60631

Dear Sr. Donna Mare:

This letter is to verify that Resurrection Medical Center is accredited by the Healthcare Facilities
Accreditation Program (HFAP) of the American Osteopathic Association (AOA). The facilicy was surveyed
on December 10 - 12, 2007,

Your facility is currently accredited and will remain accredited untl survey report findings are processed per
HFAP protocol and an accreditation decision is rendered by the Bureau. You may use a copy of this leteer
with external organizations to indicare the accreditation status of your facility. Questions about the HFAP
may be addressed to my anention at 312-202-8060.

Sincerely,

4,&@7&,&- M

George A, Reuther
Dil'ECLOr

C Lawrence U. Haspel, D.Q,, Chair, Bureau of Healthcare Facilities Accreditanion

J:Conr/ 2008/ Resurrection MC

HTTP://WWW.HEAP.ORG ATTACHMENT 10
77
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Healthcare Facilities
Accreditation Program
HECRHEONING HUATHCARL MCEETEY FOR OVl 30 YRARS

grants this

CERTIFICATE OF ACCREDITATION

to

Resurrection Medical Center
Chicago, IL
- This Facility has met the applicable HFAP accreditation

requirements and is therefore fully accredited by
the Healthcare Facilities Accreditation Program

2007-2010

B L

Executive Director
American Oeteopathic Associalion

/m;,%

American Osteopatinc Association

ﬁ-w-c fhhepf-(

Chairman
Burrru Healfheare Facilities Accreditation

ATTACHMENT 10




THEATING OUR FALALY AMD YOURS

BUREAL OF HEALTHCARE FACILTIES ACCREDITATION
HEALTHCANE FACILITIES ACCRESIFATION PROGHAN (HFAF)

142 Eastomeﬂu Swoet, Chicago, IL 60511-2884  ph 312 207 8050 | BOO 621 177a ( 1+ 312 202 8208

Junpe 13, 2008

Our Lady of the Resurrection Medical Ce.nter
5654 West Addisan Street

Chicago, IL 60634

Dear Ms. Bstrada

" 'The American Csteopathic Association's Burenu of Healthcare Fecilities Accrednntmn at iy’
meetmgMay.’Sl ?:003 reviewed the survey report for:

Our Lady of the R:surrecnon Medical Cemter

Chicago, IL

Medicare Provider # 140251

and granted ACCREDITA’IION with resurvey within 3 years. The accreditation is effecuve as
of the date of your surveyNovember 5-7, 2007,

Sincerely,
S . B,

George A Reuthey
Secretary

GAR/pmh '

cc:  President, Governing Body
Chief of Staff
Laura Weber, Health Insurance Spemallst, oM
Region ¥, QVS

wyrenBFETarg
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0@ ‘ ping
. Heolthcore Faulmes

Accreditalion Program

ACERERIYNT HEMPHCAEL FREXITIEY T8 VI M0 YRAYY

gmnts thzs |

CERTIFICATE OF ACCREDITATION

fo

Our Lady of the Resurrechon Med1ca1 Center
Chicago, IL
This Facility has met the applicable HFAP dccreditation

requirements and is therefore fully accredited by
the Healthcare Facilities Accreditation Program

£ 2007-2010

( j Exvcutive Direcior e
Amerrican Osteopathic Assecinlion Ly

i 4 Gy

Aterican O'!eqma‘nc Ammim

.é.

H
Brremy Healihore Facifitios Accreditation

$2 ATTACHMENT 10




DNTsmy oF HEALTUARE FICitrotfs ACCREnirms

Hedithcare Facilities
acdClEnRderlElyl  American Osteopathic Association

ACCREDITING HEALTHCARE FACILITIES e - . .
FOR OVER & YEANS 142 East Ontario $treet * Ghicagy, lllinois 606 [1-2H64 * B00-621-1773 & 312-202-ROMD * Fax 312-202-420

May 1, 2008

John Baird

Chief Executive Officer
Holy Pamuly Medical Center
100 N. River Road .

Des Plaines, IL 60016

Dear Mr. Baurd:

This letter is to verify that Holy Family Medical Center is accredited by the Healthcare Facilities Accreditation
Program (HFAP) of the American Osteopashic Association (AOA). The facility was surveyed on September
10 - 12, 2007.

Your [acility is currently accredited and will remain accredited until survey report findings are processed per
HFAP protocol and an accreditation decision is rendered by the Bureau. You may use a copy of this letter
with external orpanizarions to indicate the accreditation status of your facilicy. Questions about the HFAP
may be addressed to my arention at 312-202-8060. "

Sincerely,
/Zbo;eoﬂ. ' W

George A. Reuther
Director

C Lawrence U, Haspel, D.O,, Chair, Bureau of Healthcare Facilities Accreditation

JCore/ 2008/ Res_Froly Family Medical Geraer

FTT R/ AW WHFAP.ORG ATTACHMENT 10
g1




Healthcare Facilities
Accreditalion Program
ACCHLDITED MLALDSCAFT Rl 4TS £OF VIS 50 A

grants this

CERTIFICATE OF ACCREDITATION

lo

Holy Family Medical Center
Des Plaines, IL

This Facility has met the applicable HFAP accreditation
requirements and is therefore fully accredited by
the Healthcare Facilities Accreditation Program

2007-2010

ARl
\J

Execntive Direcior
Aunteriean Ostoopnihic Associntion

Ji 4 o

American Oviropailiic Associstinn

gl
Rurrau Hesltheure Faxitities Acereddilation

ATTACHMENT 10




BUREAU OF HEALTHCARE FACI. CREDITATION
HEALTHCARE FACILITIES ACCREDITATION PROGRAM (HFAP)

142 East Ontarlo Sirea!, Chicago, IL 60611-2B64 ph 312 202 8060 | 800 621 1773 1 ¥x 312 202 8206

CERTIFIED # 7004 2510 0000 2291 3280 REVISED

September 30, 2008

Margaret McDermott

Chief Executive Officer
Saint Mary & Elizabeth Medical Center - Saint Elizabeth Campus

1431 North Caremont
Chicago, IL 60622

Dear Ms. McDermott:

The American Osteopathic Association's Bureau of Healthcare Facilities Accreditation at its
meeting May 31, 2008, reviewed the survey report for:

Saint Mary & Elizabeth Medical Center - Saint Elizabeth Campus

Chicago, IL
Medicare Provider # 140094
and granted ACCREDITATION with resurvey within 3 years. The accreditation is effective as

of the date of your survey December 5-7, 2007,

Sincerely,

Hovpe b R,

George A. Reuther
Secretary

GAR/pmh

cc:  President, Governing Body

Chief of Staff
Laura Weber, Health Insurance Specialist, QVS

Region V, CM5

ATTACHMENT 10




D asiny oF HE Wi agg e Namimimos

Healthcare Facilllie
Ao GSERNRCRIEl  American Osteopathic Association

ACCREDITING HEALTHEARE FACILITIES . s " .
FOR OVER & YEADS 142 East Omario Streer ®* Chicago, Hlnais 6061 1-1864 = ROQ-AZF-1773 ¢ 312-202-B000 * Fox 312-202-H206

May 1, 2008

John Baird

Chief Executive Officer
Holy Family Medical Center
100 N, River Road

Des Plaines, [L 60016

Dear Mr. Baird:

This lerter is to venify that Holy Family Medical Center is accredited by the Healthcare Facilities Accreditation
Program (HFAP) of the American Osteopathic Association (AOA). The facility was surveyed on September
10 - 12, 2007.

Your facility is eurrently accredited and will reman accredited unul survey report findings are processed per
HFADP protacol and an accreditation decision is sendered by the Bureau. You may use a copy of this leter
with external organizations to indicate the accreditation status of your facilicy. Questions about the HFAP
may be addressed to my aention at 312-202-8060. ;

Sincerely,

//%4,7&/%

George A Reuther
Directar

C Lawrence U, Haspel, D.O., Chair, Bureau of Healtheare Facilities Accreditation

J«Core/ 3008/ Res_Holy Family Medical Cemer

FEET 0/ A WAV LT FA R OR G ATTACHMENT 10
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THEATING (U FALIILY AMD VCLIRE

PEALTECARS FASKITIES ."».CCBEDIT?"-TIUN PF\'GGFU\M (HFAF)

142 EastOntaﬂnlSu'M. Chfl:ﬂgg. L 60811-2684 ik 312202 BOBD | 8OO 621 1779 | {r 312 202 B20B
June 13, 2008

Ivette Estrada

Chief Executve Officer

Our Lady of the Resurrection Medical Center
5654 West Addison Strest

Chicago, IL 60634

Dear Ms, Estrada:

The American Osteopathic Association's  Buregu of Healthcare Facilities Aocredxmmn atits
meeting M'ay 31, 2008, reviewed the survey report for:

Cur Lady of the B.surzecu.on Medical Cemer

Chicago, IL

Medmare Provider ¢ 140251
and granted A@(EDITA’IION with resurvey within 3 years. The accredimtion is effective as
of the date of your surveyNovemher 5-7, 2007,

Sincerely,

Soopii b A

George A, Reuther
Secretary

GAR/pmh

ce:  Presidear, Governing Body ,
Chief of Staff S
Laura Weber, Health Insurance Spec:a.hst, M5
Region V, QM5

s HEATarg:




Divisrow oF HEALTHCARE FACIITIES ACCREDITATION

Hedllihcare Facitities
sl il American Osteopathic Association

ACCREDITING HEALTICARE FACILITIES
FOR OVER & YEARS 142 East Onuzric Street @ Chicago, llinois 806112864 = 800-621-1773 = 112-202-8000 » Fux 312-202-8208

May 1, 2008

Sister Donna Marie, CR.
Chief Execurive Officer
Resunection Medical Center
7435 West Talcott Avenue
Chicago, Illinois 60631

Dear Sr. Donna Mane:

This lexer is to verify that Resurrection Medical Center is accredited by the Healthcare Facilities
Accreditation Program (HFAP) of the American Osteopathic Association (AOA). The facility was surveyed
on December 10 - 12, 2007,

Your facility is currently aceredited and will remain accredited uanl survey report findings are processed per
HFAP protocol and an accreditation decision is rendered by the Bureau. You may use a copy of this letter
with external organizations to indicate the accreditation seatus of your facility. Questions about the HFAP
may be addressed to my amention at 312-202-8060,

Sincerely,

Jwé. M_

George A. Reuther
Director

C Lawrence U. Haspel, D.O,, Chair, Bureau of Healthcare Facilines Accreditaton

J:Corr/ 2008/ Resurrection MC

HT TP/ /WWW.HEAP.ORG ATTACHMENT 10
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TATION
HEALTHCARE FACILITIES ACCREDITATION FROGHAM (FIFAP)

CERPIFE D FOoH2610:0800 G9XT-830] nh 312 202 8060 | 800 621 1773 1 &: 312 202 8208

June 13, 2008

Ronald Struxness

Chief Execudve Officer
St. Joseph's Hospiral
2900 N. Lake Shore Drive
Chicago, IL 60657

Dear Mr. Struxness:

The Ametican Osteopathic Association's Bureau of Healthcare Facilities Accreditation at its
meeting May 31, 2008, reviewed the survey report for:

St. Joseph's Hospiral

Chicago, IL

Medicare Provider # 140224
and granted ACCREDITATION with resurvey within 3 years. The accredimtion is effective as
of the date of your survey October 17-19, 2007.

Sincerely,

Hoopper . R,

George A. Reuther
Secretary

GAR/pmh

cc:  President, Governing Body
Chief of Sraff
Laura Weber, Health Insurance Specialist, CMS
Region V, CMS

TREATING QU I-AMILY AND YOURS



BUREAL OF HEALTHCARE FACILITIES ACCI‘IEDITATION
HEALIHCAFIE FACILITIES ACCREDITATION PROGRAM (HFAP)

142 East Ontarlo BtreeI Chicago, IL 60811-2864 ph 312 0P 8060 | 800821 1773 I fx 312 202 8206
CERTIFIED # 7004 2510 00002291 2894 :

June 13, 2008

]’effreyMu.:phy

" President / CEO.
St. Francis Fospital
355 Ridge Avenue
Evanston, IL 60202

" Dear Mr. Murphy:

The Amnerican Osteopathic Assocmuons Bureau of Heahhcm Facilities Accreditation at its meetmg May
31, 2008 reviewed the sirvey repart for:

St. Francis Hospn:al

Evanston, IL . '

Medicare Provder # 140080
and gra.uted ACIIREDITATION with resurvey within 3 years. The accredmmon is effective as of the date
of your sunrey October 24-26, 2007

- In reumng you.t report, the Bureau made the observations which are contained on the enclosed sheet and
requires that an ifitenm pmgress report byyour faCI.I.ﬂ.‘y; md:.caung progress made woward correction of cited
defmenc:es _

The next repott is to be renmved in th.e AOA Division of Healrhcare Famlﬂ:es Accreditation byAngust 1,
2003 .

Smcerely, .‘
.George A Rmxther
‘Secretaty -
-GAR/pmh
Enclosﬁre

e President, Govemmg Body

. Chief of Staff .
Laura Weber, Health Insurance Specmllst, oMS
Regmn v, CMS

ST TREATINGTOUR FARILY AND YOLRSG === o — o = -7 wnww, HFAPorg T
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grants this

0,

Belmont / Harlem Surgery Center, LLC
Chicago, IL

This Facility has et the applicable HEAP nccreditation
reauirentents and is theveforve fulli aeeredited by

the Healtheare Facilitics Accreditation Program

2008-2011

OL’:?. Cors™

Excentioe Drector
American Osleapathic Association

Liracs & J*ZVM’

/ S leereunin
\ JJ KN Barean Healdhioe Fas ihtoes Accradilation
¥ . I‘L

Hrvsident
Anwercnnr Osteepiatine Assocurtion

ATTACHMENT 10




Il The Joint Commission

July 2, 2009

Ponna Mariec Wolowicki. CR Jotnt Commission 1D #: 3836

Exccutive Vice President and Chiel Exceutive Program: Discase-Specific Care Certification

Officer Centification Activity: 43-day Evidence of

Resurrcetion Medical Center Standards Complignee

7435 West Taleatr Aventie Certification Activity Completed: 07/02:2009

Chicago. 1. 61631-3740 Program: DSC-Advanced Primary Sicoke
Center

{Xcar Sister Walowicka:

The Joint Comnission would tike o thank vour organization for participauing in the cenification process. This
process is designed to help your organization continuously provide safe. high-quality care. treatment. and services
by identifying opporunities for improvement in your processes and helping you Tollow through op and
impleinent these improvements, We encourage you to use the centificalion process us a continuous siandards
compliance and operational improvement toal.

The Joint Cammission is granting your arganization a Passed Cenilication decision lor all services reviewed
under the applicable manual noted below:

. ' are Cartificati j
This certification cyele is effeetive beginning June 30. 2MW. The Joint Commission reserves the right W shorten
or lenythen the duration of the cyele: however, the cenificate and cyele are customarily valid for up w 24 months.
Please visit Quatily Checkd#® on The Joint Commission web site for updated information related ta your
certification decision.
We encourage you 1o share this certification decision with your organization’s appropriaie stefl, \cadership, and

goveming body, ¥ ou may also want to inform the ( emters for Medicare and Medicaid Services (CMS), state or
regional regulatory services, and the publiv you servie of your organization’s certification decision.

Plegse he assured that The Joint Commission witl keep the report confidential, except as required by law. To
ensure that The Joint Comnaission's information about your ¢rganization is always accurac and current, our
policy requires that you inform us of any changes in the name or ownership of your organization or the health
care services you provide.

Sinceraly,

fon Sttt foin N PRD

Ann Scout Blouin, RN, Ph.D.
Executive Vice President
Accreditation and Certification Qperarions

ATTACHMENT 10




Resurrection Medical Center
7435 West Talcott Avenue
Chicago, IL 60631-3746

Organization Identification Number: 3836

Evidence of Standards Compliance (45 Day) Submitted: 6/30/2009
RISEASE
Advanced Primary Stroke Center
Program
Disease-Specific Care Certification

Executive Summary

Disease-Specific Care As aresult of the certification review conducted an the above date{s}, there are no
Certification : Requirements for Improvement [dentlfied.

You will have follow-up in the area(s) indicated below:

»  Maasura of Success (MOS) — A follow-up Measure of Success will occur in four
(4) months.

It you have any guestions, please go not hesitate to contact your Account Representalive.

Thank you for collaborating with The Joint Commission 1o improve tha safety and quality of care provided to
patients.

Qrganization ldentification Number: 3836 | Page 1 of 2

ATTACHMENT 10




The Joint Commission

Summary of Compliance
Program Standard Lavel of Comgpliance
bsC DF 2@DSC Compliant
|
|
Organizalion ldenlification Mumber: 3838 Page 2 of 2

ATTACHMENT 10
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% £y, State of Hiinois 1881519 =
= R =
“o’ Dapartment of Puhblic Health =
= (_ LICENSE, PERMIT, CERTIFICATION, REGISTRATION ) B
= =
g "~ The person, fimm ar corporation whose name appears on this cerlificate has complied with the l =
, provisions of the lllinois Statutes and/or rules and reguiatians and is hereby autharized to =
==  engage Ini the activily as indicated below. :__%
= DAMON T. ARNOLD, M.D. s nder e authriy o

% DIRECTOR Da:anm:m of Public Health

;:—_;."-"'4 EXPIRATION DATE .CATEGDHY |- 1.0 NUMSER

% 04/09/2010 | BGBE| 0044792

) =]
= LONG TERM CARE LICENSE =
=g SKILLE 164 =
. INTERMEDIATE 082 '
SHELTERED 007

% . UNRESTRICTED 253 TOTAL BEDS ‘
g BUSINESS ADDRESS

= LICENSEE :
gij RESURRECTION SENIOR SERVICES K
' % VILLA SCALABRINI NSG & REHAB i
= 480 NORTH WOLF ROAD E
NORTHLAKE IL 60164 =
The. fEaFo? il%s%;l;nlsyh?s a Rﬁr}-dEhammura%r{mjédQ{ Acu)t ority of the State of Illim:ns . 4!57 s }g
S e PN
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&2 nepartment uir' Public Health

A gy vl
_,_—a——

| LIGENSE, bsﬂmnr CERTIFICATION,  AEGISTRATION )

i m. f[ﬁd mrann. l'rrn or corporaton hhp?e?iamlaﬂppm- an tis carlticate hay complied wilh the
o AeiElons of W, lilnols Sialviad- andior. {les ang reguistions snd i hereby suthodzed i -

I . engage'In thy aglvily a5 indicaled Balow, 3
W‘amm¥RAMMm np." Ionwct unds vhe widioey of
S IREC a B e . ![ b _T'I::::: aaon
. T - 2 Tupanment of Putie Hegkh
! I, QULTEN

ﬁEILEIZﬂg 0044776

L 3
UNRESTR‘_IC@B; 035 TOTAL BEDS
: i .-'l .'.
- BUSINE ADDRESS
" LIC SEB .

.g?tLﬁNDR W LIFH: céhﬁE
7860, NORTH NENARK
NILES? i aoet o TL 66714
EFER AT TR 'Ozﬂlf’pﬂ - '
tww«mdmm-gmu -wz .
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,ﬁﬁﬂﬂm&ﬂﬁﬁﬁm%m&%@“ﬁ%ﬂﬂmwmﬁﬁ[@%
State of Hlinois 1949834
w?“i]e':-.nartment of Public Health

l"'

QLICENSE, FERMIT, CERTIFICATION, REGISTRATION \3

Tha pergon, lIitM or corpar atlan whose mame-sppears o this cerliicaie has complen with tha
provisions of the Llinels Slalvles andlor ades and reguaiions and is hetahv aulicrized 16
engage i hw activity as Indicalsd bolow.

istuod ungy Lhe authonly of

‘%'ggg T. ARNOLD, M' D. The 31nJladlll'mnia
Doprnmont ol Pubtio Maalth

CXPHATVATOATE TIEDORY | D B

0972372011 |ss-a6| S101172

ASSISTED LIVING LICENSE
Issugd: 09/23/09
’ 12 Alzheimer Unite
38 Regular Units
47 Total Unitsg

BUSINESS ADDRESS -

STATUS: UNRESTRICTED
LICENSEE BUSINBSS ADDRESS

ST ANDREW LIFE CENTER
7000 NORTH NEWARK AVENUE
NIL IL 60714

muhwdlﬁhl’[mhﬂluMuﬁhlﬁ;mummﬁhmallhnﬂﬂldlm-W-
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( LICENSE, PERMIT, CEHTIFICATION HEGISTHATION ))

x lap

The person, firm or corporation whose' nama a arg.m this mmﬂcale has complied with thg
. provisicns of the Hinols Statutes andfor ryleﬁ‘,as“yg;"regulauma and is hereby authorizad to
" engage mihe aciivily as Indicated below, ~ 7

DAMON T. ARNOLD, M.D.: ;. .%ishisduncertho amnomy or
DIRECTOR - . ,ﬂﬁmﬁﬁﬁbmwh

09/07/2010 BGB

" LONG TERM CARE LICENS”.u
- SKILL

RESURRECTION“éENIoﬁ'SEszcss

ST .BENEDICT NURSING. Y .REHAB ©
6930 WEST TOUHY AVENUE - i

ik ,F.,F%m\ﬂémﬁwz%wwm/m;;u S s 7 '
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Ccd rf_ enhancing PEOPLE'S LIVES

August 21, 2008

Linda L. Dean, PT, M.B.A.
Director, Rehabilitation Services
Rasurrection Medical Center
7435 West Talcoft Avenue
Chicago, IL 60631

Dear Mrs. Dean:

It is my pleasure to inform you that Resurrection Medical Center has been accredited by CARF
for a period of three years for the following programs:

Inpatient Rehabilitation Programs - Haspital {Aduits)
Outpatient Medical Rehabilitation Programs - Muttiple Service (Adults)

This accreditation will extend through August 2011. This achievement is an indication of your
organization’s dedication and commitment to improving the quality of the lives of the persons
served. Services, personnel, and documentation clearty indicate an estabiished pattern of

practice excellence.

Your organization should take pride in achieving this high level of accreditation. CARF will
recognize this accomplishment in its listing of organizations with accreditation, and we
encourage you to make this accomplishment known throughout your community.
Communication of this award to your referral and funding sources, the media, and local and
federal govemment officiais will promote and distinguish your organization. Enclosed are some
materials that wili help you publicize this achigvement.

The survey report is intended to support a continuation of the quality improvement of your
programs. It containg comments on your grganization's strengths as well as suggestions and

 recommendations. A quatity improvement plan demonstrating your efforts to implement the

survey recommendations must be submittad within the next 90 days to retain accreditation.
Guidelines and the form for completing the ptan are enclosed for your use. Please submit this
report to the attention of the customer service unit Administrative Coordinator.

Your Certificate of Accreditation is being sent under separate cover. Please note that you may
use the enclosed form to order additional copies of the certificate.

if you have any questions regarding your organization's accreditation, you are encouraged to
seek support from a Rasource Speciaiist in your customer service unit by calling extension 174,

CARF INTERRATIORAL CARP-OCAL CARF CARADA
4891 Exgg Gramt Ropd 1730 Riode iahand Aweod, M, Sulte 205 10863 Jspar Averuia. Sulte 1400R
Tucton, AZ 39712 UA Washiagten, OC 20036 Y34 Fdmonton. Arariy TH) 359 Canpsz
Tolfrew/TTY 884 200 6531 W Fax 520 318 1129 Foll-Iren 866 BB 1122 W Fax 202 587 5008 Tol 7B0-£29 2530 W F THO 426 T2
wen oo www.corl g/ aging www carftANIS L
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Mrs. Dean -2- August 21, 2008

We encourage your organization to continue fully and productively using the CARF standards
as part of your ongoing commitment lo accreditation. We commend your commitment and
consistant efforts to improve the guatity of your programs. We look forward to working with your
organization in the future.

Sincerely,

B AT

Brian J. Boon, Ph.D.

Prasident/CEQ

llp

Enclosures
CARF INTERMATHORAL CARF-CCAD CARF CABADA
4881 Eaxl Grrok Rond 1730 Rtude Sctpnd Awisbus, W, Sutie 200 10865 faspas Avermie, Suln LHDOA
Tuctoa, AZ B5732 USA Washingtos, DC X038 USA Ednantoa, Myerta 151 359 Cimpds
Tobi-tros/ TTY B8R 281 5531 W Fax 520 3LA 1129 Tol-Boe 856 580 1122 B Fax 202 5H7 5009 T 78005 2536 I Fax 190 424G 7774
ww tard g wwar. oyl org /2 giny wew enricoa iy £
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PURPOSE

The proposed change of ownership for West Suburban Medical Center will assure
that the hospital remains a viable provider of inpatient and outpatient services to the
residents of west suburban Cook County and the far western Chicago neighborhoods that
the hospital has traditionally served, providing services that improve the health care and

well being of the area’s residents.

The table below identifies the 2008 patient origin for the hospital. No changes of
any substance in patient origin were experienced during 2009, and no changes of

substance are anticipated following the proposed change of ownership.

As can be noted from the table below, 16 ZIP Code areas account for
approximately 82% of the hospital’s admissions, with each of those ZIP Code areas being
located either o.n the far west side of Chicago, or in west suburban Cook County. Also of
note is the fact that West Suburban is located on Austin Boulevard, which serves as the

border between Oak Park and the City of Chicago.

ATTACHMENT 11




West Suburban Medical Center

2008 Patient Origin

ZIP Code % of Cumulative

Area Location Adm. %
60644 Chicago 23.2% 23.2%
60651 Chicago 18.2% 41.4%
60839 Chicago 10.0% 51.4%
60302 Qak Park 71% 58.5%
60624  Chicago 4.5% 63.0%
60707 Elmwood Park 3.0% 66.1%
60304 Qak Park 2.6% 68.7%
60402 Berwyn 2.4% 71.1%
60804 Cicero 1.7% 72.8%
60130 Forest Park 1.7% 74.5%
60634 Chicago 1.5% 76.0%
60623 Chicago 1.5% 77.5%
60153 Maywood 1.4% 78.9%
60305 Rover Forest 1.0% 79.9%
60104 Bellwood 1.0% 80.9%
60641 Chicago 1.0% B1.9%

271 ZIP Code areas

with <1% 18.0% 100.0%

The primary issues that have led to this project, which addresses a change of
ownership, exclusively, are the desire of Resurrection Health Care to ensure that the
communities traditionally served by West Suburban Medical Center retain the access to
health care services provided through West Suburban, and Resurrection Health Care’s
need to divest itself of selected a‘ssets in order assure the continued viability of the
system. This need to divest was identified both through an internal strategic planning

process as well as through independent outside analyses commissioned by Resurrection.

The proposed change of ownership will, in addition to allowing Resurrection to

divest itself of the hospitals and improve its financial viability by doing so, assure that

ATTACHMENT 11
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services historically provided by the hospital will remain in the community, and that
accessibility to those services will not be diminished as a result of the change of
ownership. The acquiring co-applicants have certified that, consistent with IHFSRB

requirements, they will neither eliminate programs nor reduce accessibility.

In addition to the improved financial viability of the divesting co-applicants, a
goal for the acquiring co-applicants is the continued provision of services at or above
West Suburban’s current level, as identified through the utilization of those services. As
is the case with many changes of ownership, an initial drop in utilization may occur as
the result of physicians modifying their admitting practices. In terms of a quantifiable
objective for the acquiring co-applicants, the goal will be to return to 2009 market shares

for all services within twelve months of the change of ownership.

ATTACHMENT 11




ALTERNATIVES

Resurrection Health Care studied a number of alternatives to the proposed project

over the past two plus years. A summary of these and the reasons for rejecting these

alternatives are given below:

Alternative 1: Convert Westlake Hospital from an acute care hospital into a
specialty center

Several alternatives for a specialty center were explored including conversion to
an LTACH, a women’s hospital, a behavioral health center and a rehabilitation hospital.
These alternatives were each ultimately rejected due to a lack of clear patient need in

light of the presence of other area providers, as well as due to cost concems.

Alternative 2: Consolidate the hospitals into a single campus

A plan was considered to develop Westlake Hospital into a mixed outpatient and
non-health care related community services facility, and relocate the College of Nursing
from West Suburban Medical Center to the Westlake campus. This plan was ultimately
rejected due to capital and other costs. Even with a significant investment of such capital

funds, profitability for either facility as a result of these changes could not be assured.

Alternative 3: Lease Westlake Hospital for non-acute care hospital use:

ATTTACHMENT 12




A plan was explored to lease Westlake Hospital to community organizations as a
community health center. This plan was rejected because of the high risk that lease
income would not be sufficient to allow Westlake to break even. This plan would also do

nothing to mitigate the financial losses at West Suburban Medical Center.

Alternative 4: Close the hospitals and sell the properties for non-hospital usage:

This alternative was rejected as highly undesirable if a sale was possible, since
closure would significantly reduce access to health care services to residents of the

hospitals’ communities, and result in significant job losses in the communities.
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IMPACT STATEMENT

The proposed change of ownership will have a significant positive community
and health care delivery impact on Oak Park and the surrounding communities
historically served by West Suburban Medical Center. Consistent with IHFSRB rules,
this impact statement covers the two-year period following the proposed change of

ownership.

The current owner of West Suburban Medical Center, Resurrection Health Care,
and as described elsewhere in this application, has identified the need to divest itself of
the hospital, and without the acquisition as being proposed, the scope of services to be
provided at West Suburban Medical Center under new ownership could be reduced, or
potentially, as has been the case with a number of other Chicago area hospitals, the
hospital could be discontinued altogether. As a result of the proposed acquisition, a
hospital that has been a primary provider of health care services to its community for

decades, will continue to do so.

Anticipated Changes to the Number of Beds or Services Currently Offered

No changes are anticipated either to the number of beds (234) or to the scope of

services currently provided at West Suburban Medical Center.

ATTACHMENT 18A




The current and proposed bed complement, consistent with West Suburban
Medical Center’s 2008 IDPH Hospital Profile are:

135 medical/surgical beds

5 pediatrics beds

24 1ntensive care beds

20 obstetrics/gynecology beds
50 long-term care beds

Among the other clinical services currently offered and proposed to be provided
are: surgery (including cardiovascular surgery), nursery, clinical laboratory, pharmacy,
diagnostic imaging, cardiac catheterization, GI lab, emergency department, outpatient

clinics, and physical, occupational, and speech therapy.

Operating Entity

Upon the change of ownership, the operating entity/licensee will be VHS West

Suburban Medical Center, Inc.

Reason for the Transaction

The proposed change of ownership is the result of the Resurrection Health Care
system’s identified need and desire to divest itself of the hospital for a variety of

operational and financial reasons.

Additions or Reductions in Staff

The acquiring co-applicants fully intend to offer all current hospital employees
their current position at their current wage or salary and seniority level, and all accrued

vacation time will be honored by Vanguard. No changes in staffing, aside from those
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routine changes typical to hospitals are anticipated during the first two years following

the proposed change of ownership.

Cost/Benefit Analysis of the Transaction

1. Cost

The costs associated with the transaction are limited to those identified in Section
I and discussed in ATTACHMENT 7, those being the cash being paid to the seller, and
ancillary costs identified in ATTACHMENT 7 as “Consulting and Other Fees”, which
include the legal fees, public relations consulting fees, CON-development related costs,
CON review fees, and miscellaneous costs associated with the transaction. No major
capital costs for construction, modernization or equipment acquisition are anticipated

during the first two years following the change of ownership.

2. DBenefit

The community will benefit greatly from the change of ownership, and primanly
from the continued availability of West Suburban Medical Center and its current
programmatic complement. Last year, the hospital admitted approximately 10,600
patients, provided approximately 200,000 outpatient visits, and treated over 43,000
patients in its emergency department. As noted above, the acquiring co-applicants are
committed to, at minimum, retaining the current programmatic complement consistent
with THFSRB requirements, and assessments related to program expansion will

commence shortly after the change of ownership occurs.
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The continued ability to access West Suburban Medical Center is particularly
important to the more disadvantaged communities and neighborhoods traditionally served
by West Suburban Medical Center. In 2008, 27.0% of all patients admitted to the

hospital were Medicaid recipients, and another 2.5% were full charity care write-offs.

The commitment to the provision of care to Medicaid recipients and the provision
of charity care will continue following the acquisition, and Vanguard has a strong history
of doing so through its current Chicago area hospitals. According to IDPH data, during
2008 21.4% and 20.5% of the patients admitted to Louis A. Weiss Memorial Hospital
and MacNeal Memorial Hospital were Medicaid recipients, respectively. In addition,
2.4% and 3.4% of the patients admitted to the two hospitals, respectively, were cared for
without charge as full charity write-offs. Both Weiss and MacNeal were noted in an
October 19, 2009 article appearing in Crain’s Chicago Business, comparing the amount
of Medicaid and charity care services provided by Chicago area for-profit hospitals to. the
amount provided by the area’s largest not-for-profit hospitals. Crain's reported that
Weiss and MacNeal ranked eighth and tenth, respectively, of the 26 hospitals included in
the analysis in terms of charity care and Medicaid revenue as a percentage of patient

revenue. A copy of that article is attached.

Finally, with 1,291 employees, West Suburban Medical Center is a major area
employer, and, as noted above, the acquiring co-applicants have committed to retain all

of the hospital’s current employees, at their current positions and wages or salaries.
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From thls week's In Other News

Non-profits no better on charity care

By: Mike Colias October 18, 2000

With non-profit hospitals under pressure to justify their tax breaks by providing more charity
care, a Crain's analysis shows that local for-profit hospitals provide as much — and often
more — treatment to poor people as their non-profit, tax-exempt peers.
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Six Chicago-area hospitals are for-profit and pay taxes. Yet ail of them spent a bigger chunk
of their revenue last year on a combination of charity care and treatment of public-aid
patients compared to the majority of the area's 20 largest non-profit hospitals, according to a
review of data from the Hlinois Depariment of Public Health.

"There is some degree of an unlevel playing field in the relationship between charity and tax
status,” says Brian Lemon, CEO of MacNeal Hospital in Berwyn, which is owned by a for-
profit, Tennessee-based hospital chain and provided $2.2 miliion in free care last year. "In
terms of our mission, there's no difference.”

Critics contend that non-profit hospitals aren't doing enough to earn their tax breaks, which
shield them from property and income taxes and allow them.to issue tax-free bonds and
receive deductible donations. The blurred line between tax-exempt institutions and their for-
profit competitors underscores the need for ¢learer criteria for determining tax exemptions,

some experts say.

"I definitely think it argues for a finer point on what charity is, and | think we're grinding
toward that," says Beaufort Longest, director of the Health Policy Institute at the University of

Pittsburgh.

llinois has been a flashpeint in a national debate over charity care ever since Champaign |
County officials stripped Provena Covenant Medical Center of its exemption in 2003,
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determining its charity care of less than 1% of revenue wasn't enough. The case is now in
the hands of the lllinois Supreme Court, which heard arguments last month ar{d is expected
to rule in coming months.

Federal law requires hospitals to provide a "community benefit" in exchange for tax
exemptions. Among other things, hospitais point to the free or discounted caré they provide
to poor people, as well as the losses they absorb from treating patients on Meltjicaid, the
health plan for the indigent that generally doesn't cover treatment costs.

Experts say it's no surprise that for-profit hospitals offer free care. Like their nén-proﬁt
brethren, they are required by law to treat patients who end up in their emergéncy rooms,
regardless of ability to pay. And many Chicago-area non-profits have above—afverage
Medicaid loads because they are in jow-income areas.

Story continues below i
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MORE FREE CARE

In many cases, local for-profit hospitals dole out more free care and public aid than non-
profits. Weiss Memorial Hospital in Uptown and Vista Medical Center East in Waukegan
each spent 1.6% of patient revenue on charity last year. That's higher than half of the area's
20 largest hospitals, including Resurrection Medical Center (0.5%); Northwest Community
Hospital (1.1%), and Palos Community Hospital (1.3%).

~ Yet Weiss paid about $2 million in property and sales taxes last year, while Northwest

Community's tax exemption helped it avoid $11.2 million in taxes, according to the Chicago-
based Center for Budget and Tax Accountability. Palos' exemption was worth $12.8 million,
the group says.

Weiss also had a bigger Medicaid load relative to its size: 14% of its revenue came from the
public-aid program, vs. 3.5% for Northwest Community's and less than 1% for Palos.

An April study from the Center for Budget and Tax Accountability said that 47 local hospitals
eamed $489.5 million in property and sales tax breaks while providing only $175.7 million in
free or discounted care to the poor. The hospital industry calls the study flawed.

Howard Peters, senior vice-president of the lllinois Hospital Assn., says it's inappropriate to
compare non-profit and for-profit hospitals, in part because they ha\qg,.ldifferent ownership
structures. Investor-owned hospitals aim to retumn profits to shareholders, whereas at non-
profits, "any excess revenues go back into the enterprise.”

He calls chanty care "the narrowest definition” of the benefits hospitals provide their
communities. He says Medicaid as a percentage of revenue isn't a good benchmark of
charity because hospitals' losses from the program vary depending on their cost structure.
He says non-profit hospitals on average likely lose more money on Medicaid than for-profit
institutions, although those figures aren't publicly available.

"Whether investor-owned or not-for-profit, hospitals across the board are doing a lot of good
things in a tough environment to meet the needs of their communities," Mr. Peters says.

The only local hospital to report no charity care spending last year was Sacred Heart
Hospital, a for-profit on the West Side with a heavy Medicaid load. CEQ Edward Novak says
the hospital provides plenty of free care, but it doesn't track or report it. He sees no
difference between his hospital and tax-exempt competitors.

“If you look like a business and act like a business, how do you call yourself a charity?" he
says.
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ACCESS

Resurrection Health Care’s acute care hospitals operate under common
admissions policies, which are attached. Those policies address the provision of charity
care services, Financial assistance and charity care provisions are made to patients
having a household income equal to or less than 400% of the Federal Poverty Level,
combined with a general lack of liquid assets. Full (100%) write-offs are provided to
those having a household income of 100% or less of the Federal Poverty Level, with a
sliding scale used for those with an income of more than 100% but less than 400% of the

Federal Poverty Level.

Similarly, the two hospitals (MacNeal Memorial and Weiss Memorial) in the
acquiring co-applicants’ health care system operate under common admissions policies,
and those policies (attached) will be adopted by West Suburban Medical Center
following the change of ownership. The policies to be used provide for financial
assistance and charity care provisions to be made to patients having a household income
equal to or less than 500% of the Federal Poverty Level. Full (100%) write-offs are
provided to those having a household income of 200% or less of the Federal Poverty
Level, with a sliding scale used for those with an income of more -than 200% but less than

500% of the Federal Poverty Level.
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An excerpt from the policy is provided below, and the full policies pertaining to

admissions are attached.

POLICY:

Charity Care or Financial Assistance. The Company’s Hospitals shall provide charity
care(free care) or financial assistance to uninsured patients for their emergency, non-
elective care who qualify for classification as Financially Indigent or Medically
Indigent in accordance with the Charity Care Financial Assistance Process set forth
below. The Company’s Hospitals shall adopt a written policy in conformity with the
Company’s Policy and Procedure set forth herein. Charity Care (100% discounts)
under this Policy shall be available for uninsured patients with incomes below 200%
of the Federal Poverty Level (the “Financially Indigent”). 40 to 80% discounts shall
be available for uninsured patients either (1) with income below 500% FPL or (2)
with balances due for hospital services in excess of 50% of their annual income (the
“Medially Indigent™).

West Suburban Medical Center will, as is the case now, operate without any
restrictive admissions policies, related to race, ethnic background, religion, payment
source, or any other factor. The hospital will continue to admit Medicare and Medicaid
recipients, as well as patients in need of charity care. In addition, no agreements with

private third party payors currently in place at West Suburban Medical Center are

anticipated to be discontinued as a result of the proposed change of ownership.

Attached is a letter, consistent with the requirements of Section 1110.240(c),
certifying that the admissions policies of West Suburban Medical Center will not become

more restrictive than those now in place,
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WANGUARD

HEALTH SYSTEMS

February 17, 2010

Tlliriois Health Facilities
and Services Review Board
Springfield, Illinois

RE: Acquisition of West Suburbar Medical Center
Oak Park, Illinois

To Whom It May Concemn:

Please be advised that upon the proposed acquisition of West Suburban Medical Center,
there ‘will be no policies adopted that will result in restrietions to admissions to the

hospital.

It is the intent of VHS West Suburban Medical Center, Inc., which will be the licensee
following the change of ownership, to adopt the admiissions-related policies currently in
effect at Louis A. Weiss Memiorial Hospitdl and MacNeal Memorial Hospital. Those
policies and procedures are included in ATTACHMENT 18B of the Application for
Permit addressing the change of ownership, and it is anticipated that those policies will
be adopted within sixty days of the change of ownership. Until such time that the
proposed policies and procedure are adopted, the hospital will operate under the policies
and procedures currently in place.

As aresult, upon acquisition, the admissions policies will not become more restrictive.

Sing

rléés N. Mart
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Resurrection Health Care

Admissions Policies
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' |  POLICY PROTOGCOL,
CATEGORY: — NUMBER,
Patient Care Services 1359.75
TITLE: TITLE NUMBER:
Admission of the Patient 004.04
PAGE:
10OF 2
EFFECTIVE DATE: "] REVISION DATE: SUPERSEDES:
February 2001 March 2009 January 2006
REFER TO: LOCATION:

Patient Services Policies are intended to describe the Resurrection Health Care commitment to a wholistic,
customer-centered approach to care provided throughout continuum of clinical services.

To provide for efficient admission of patients into the hospital and to establish an initial plan of care through
communication with patient/family/significant other and members of the health care team.

1. Patients are admitted through the Admitting Department, Same Day Ambulatory Surgery, Heart Failure
Clinic, Outpatient Department, and the Emergency Room. :
2. Upon admission to the unit, nursing personnel are responsible for:
2.1 Orienting patient/family to the unit.
2.2 Verification and proper disposition of valuables.
2.3 Completion of nursing admission history and assessment by an RN within timeframe based on area of
service.
WH Addendum: Refer to Policy 011.05
2.4 Verifying status of Advance Directive.
2.5 Initiating the development of a Plan of Care for inpatients.
2.6 Contacting the appropriate Resident/Attending Physicians.
2.7 Completion of “Family Representative and Documentation Form”.
WH addendum: Family Representative and Documentation Form is being completed with Patient
Registration.
WH addendum: Nursing personnel are responsible for initiating the Multidisciplinary Patient Education
Record.
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CATEGORY. NUMBER,
Patient Care Services 1359.75
TITLE: TITLE NUMBER:
Admission of the Patient 004.04

PAGE:

2 0OF2
EFFECTIVE DATE: REVISION DATE: SUPERSEDES:
February 2001 March 2009 January 2006
REFER TO: LOCATION:

This standard of care/policy is a guideline only. Each patient has his or her own unique set of
circumstances, which may require that these procedures/standards of care not be followed, The needs of
the patient supercede these, or any standards of care. Changes from these guidelines should be addressed
in the medical record.

‘This policy has been approved the Executive Nursing Council and may not be altered or removed from
‘this manual without the approval of the System Nursing Policy and Procedure Committee.
Organizational specific information may be added to the end of the policy and altered, as the organization
.deems appropriate,

Watson, J. (1988). Nursing: Human science and human care. A theory of nursing. New York: National
League for Nursing,

Watson, J. (1985). Nursing: The philosophy and science of caring. Niwot, CO: University Press of
Colorado.

Nightingale, F. (1969). Notes on nursing. Toronto, Ontario: General Publishing Company, Ltd.
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Finance 100.15
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Financial Assistance/Charity Care and 122.05

Uninsured Patient Discount Programs

PAGE:
(This policy applies to hospitals only) 1 OF 17
EFFECTIVE DATE: REVISION DATE: SUPERSEDES:
February 2002 January 2009 September 2004
REFER TO: LOCATION:

L
LA Y

Finance Policies are intended to provide guidelines to promote responsible stew;irdship and
allocation of resources. ' '

1

This policy establishes guidelines for the development ahd application of financial assistance and :

uninsured patient discount programs, by Resurrection Health Care system (RHC) hospitals.
Such programs will be designed to assist individuals in financial need and other medically
underserved individuals or groups to obtain appropriate medical care and advice, arid thereby
improve the health of those in.the communities served by RHC hospitals. "~ 7. "7

1.1 Federal Poverty Level means the level of houschold income at.or below which
individuals within & houseliold aré defermined 10 be living in poverty; based on
the Federal Poverty Guidelines as annually determined by the U.S. Department of

- Health and Human Services.

12 .[*inar-lc;ial' Assistanée'fCharig Care means providing & discount of up to 100% of
the charges associated with.a patient's hospital care, or'a discounted fes schedule,
based on financial need. ' : : T .
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1.4

1.5

1.6

- POL.'Q{_JY'PRQTOCOL
CATEGORY: NUMBER:
Finance 100.15
TITLE: TITLE NUMBER:

Financial Assistance/Charity Care and 122.05

Uninsured Patient Discount Programs PAGE:

{This policy applies to hospitals only) 2 OF 17
EFFECTIVE DATE: REVIGION DATE: SUPERSEDES:
February 2002 January 2009 Scptehber 2004
REFER TO: LOCATION:

Financial Assistance Programs means all programs set forth herein to provide
assistance to those in financial need including financial assistance/charity care,
uninsured patient discounts, and medical indigence discounts and payment caps. -~

Financial need means documented lack of sufficient financial resources to pay the
applicable charge for medical care. Financial need may be evidenced by low '
household income and asset levels, or high evels of medical debt in relation to
household income (medical indigence). Financial need determinations also take .
into consideration other relevant circumstances, such as employment status or
heaith status of patient or other household members, which may affect a patient's
ability to pay. The existence of financial need must be demonstrated by
information provided by or on behalf of the patient, and/or other objective data
available to the hospital. RHC hospitals may use asset or debt information to ,
assist in makmg a determination regarding financial need, when income data is
unavailable or inconclusive, or reported i income is not supported by objectwe
data,

Tilinois Resident ot Cook ICQL‘lnﬂ Resident means a person who lives in Illinois

(or Cook County as apphcable) and intends to remain living in Illinois {or Cook
County) indefinitely. "Relocation to Illinois or Cook County for the sole purposes
of receiving health care benefits does not satisfy the residency requirement.

IMinois Uninsured Patient Discount Act means the hospital uninsured patient
discount act, as passed by the Illinois General Assembly in 2008, effective as of
April 1, 2009, and as amended from time to time.
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1.7 Medically Necessary Hospital Services means:

1.7.1

1.7.2

Except to the extent necessary to determine services subject to the Illinois
Underinsured Patient Discount, for purposes of this policy “Medically
Necessary Hospital Services” means those hospital services required for
the treatment or management of a medical injury, illness, disease or
symptom that, if otherwise left untreated, as determined by an independent
treating physician or other physician consulted by an RHC Hospital would
pose a threat to the patient’s ongoing health status, and that would be (a)
covered by guidelines for Medicare coverage if the patient were a "
Medicare beneficiary with the same clinical presentation as the Uninsured .
Patient; or (b) a discretionary, limited resource program for which the
potential for unlimited free care would threaten the hospital's ability to
provide such program at all (such as substance and chemical abuse
treatment, continuing care for certain chronic diseases, chemotherapy and
HIV drugs, other than when provided in connection with other Medically
Necessary Hospital Services).

" 'Examples of services thit are not Medically Necessary Hospital Services

include, but are not limited to: (1) cosmetic health services; including.
elective cosmetic surgery (exclusive of plastic surgery designed to correct
distigurement caused by injury, illness, or congenital defect or.deformity);
(2) services.that are experimental or part of a clinical research program;
(3) elective goods or services that are not necessary to treat an illness or. ,
injury; (4) private and/or non-RHC medical or physician professiona} fees;
and (5) services and/or treatments not provided at an RHC Hospital; {6)
pharmaceuticals or medical equipment, except to the extent required in |
connection with other medically necessary inpatient or outpatient care . .,
being received by a hospital patient;.and (7) procedures or services for
which the hospital provides a discounted "flat rate” pricing package.
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Non-Retirement Household Liquid Assets includes cash, or non-cash assets that
can readily be converted to cash, owned ‘by a member of & household, including .
savings accounts, investment accounts, stocks, bonds, treasury bills, certificates of
deposit and money market accounts, and cash value of life insurance policies,
Non-retirement household liquid assets will not inclide a patient’s equity in hisor
her primary residence or assets held in qualified retirement plan or other similar
retirement savings account for which there would be a tax penalty for early
withdrawal of savings,

RHC Hospital means a hospital that is part of the not-for-profit, Catholic-
sponsored health care system known as “Resurrection Health Care”.

RHC Hospital Servicé Area means, for all hospitals, Cook County and with
respect to each individual RHC hospital those portions of any adjacent counties
that are within such hospital’s defined service area or core community, based on
the zip code of a predominant portion of the hospital's patient popuiation.

Uninsured Patient means an individual who is or was a patient of an RHC hospital
and at the time of service is or was not (a) covered under a policy of health
insurance or (b) riot a beneficiary under a public or private health insurance,
health benefit, or other health coverage program, including Medicare, Medicaid,
TriCare, SCHIP and All-Kids, high deductible health insurance plans, workers’
compensation, accident liability insurance, or other third party liability plan,

‘Treatment Standards. All patients of RHC hospitals shall be treated with respect

and dignity regardless of their ability to pay for medical care, or their need for charitable
assistance. :
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3. Financial Assistance/Charity Care and other Financial Assistance Programs

3.1

3.2

33

Discount for I.ow-Income Uninsured Patients. Financial ASsistancafCharity Care

discounts or discounted fee schedutes will be available for Medically Necessary

Hospital Services provided to Uninsured Patients who are unable to pay all or part

of the otherwise applicable charge for their care due to financial need, as
documented in accordance with this Policy. Patients demonstrating financial need
based on household income at or below one hundred percent (100%) of the
Federal Poverty Level, combined with a general lack of liquid assets, will receive
a one hundred percent (100%) discount on Medically Necessary Hospital
Services. Patients generally lacking liquid assets who have household income
between one hundred percent (100%) and up to four hundred percent (400%) of
the Federal Poverty Level will receive a sliding-scale discount for such hospital
care, at levels approved by the RHC Executive Leadership Team.

Payment Caps Under Illinois Uninsured Patient Discount Act. To the extent

-required by the Iilinois Uninsured Patient Discount Act, and subject to other

eligibility standards and exclusions as set forth by such law including standards
based on asset level, Uninsured Patients who are [Hinois residents having
household income of up to six hundred percent (600%) of the Federa] Poverty
Level shall not be required to pay to an RHC hospital more than twenty five .
percent (25%) of such patient’s family gmss income within a twelve (12) month
per iod.

Other Payment Caps. An Uninsured Patient who is éligible'for Financ.i.al
Assistance/Charity Care at an RHC Hospital pursuant to the criteria set forth in
Section 5.1 or 5.3 below shall be eligible for a payment cap based on RHC’s
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charitable commitment to catastrophic medical expenses assistance based on
medical indigence, as follows:

3.3.1 For an eligible Uninsured Patient who demonstrates that s/he has a
household income of four hundred percent (400%) or less of the Federal
Poverty. Level, such patient’s payment obligation within any-12-month
period will be limited to the higher of: (a) ten percent (10%) of the
patient’s annual gross household income; or (b) ten percent (10%) of the
patient’s Non-Retirement Household Liquid Assets,

33.2 For an eligible Uninsured Patient who demonstrates that s/he has a
household income over four hundred percent (400%) of the Federal
Poverty Level, or less, such patient’s payment obligation within any 12-
month period will be limited to the higher of: (a) fifteen percent (15%) of
annual gross household income; or (b) fifteen percent (15%) of the
patient’s Non-Retirement Household Liquid Assets.

3.4  Financial Assistance/Charity Care for Insured Patients. ‘Subject to insurance and

governmental program restrictions (which may limit the ability to grant a discount
on co-pays or deductibles, versus discounts on co-insurance), insured individuals,
federal program beneficiaries and other individuals-who are not automatically
eligible for Financial Assistance/Charity Care hereunder but who demonstrate
medical indigence or other financial need, may receive a Financial
Assistance/Charity Care discount in similar or different amounts as are available
to Uninsured Patients under this policy, as determined appropriate under the
circumstances by RHC Patient Financial Services.
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Discounts for Uninsured, Medically Indigent Patients. Uninsured Patients whose
household income is greater than four hundred percent (400%) of the Federal Poverty
Level or who do not meet the automatic eligibility criteria set forth in Section 5 below,

will nevertheless be eligible to receive a financial assistance/charity care discount based

on a determination of medical indigence, by virtue of having medical bills from an RHC
hospital in an amount equal to or greater than fifteen percent (15%) of their household
income and available assets. Such Financial Assistance/Charity Care discount for
uninsured higher income but medically indigent patients shall be one that is reasonable in
relation to the individual patient's household financial circumstances and the health status
of the patient and other family members. :

Eligibility for Financial Assistance Programs

5.1 Automatic Eligibility: Cook County and Adjacent County Residents and Patients -
Needing Emergency Medical Care. In order to best serve the needs of the low-
income and medically underserved members of their respective communities,
RHC hospitals’ Financial Assistance/Charity Care and other Financial Assistance

" Programs (other than the RHC uninsured discount, which will be available to all

~ patients irrespective of residence) will be autornatically available to all residents
(regardless of citizenship or immigration status) of Cook County and those
portions of any adjacent counties that are within a hospital's service area, subject
to a determination of financial need or other eligibility requirements. In addition,
all RHC hospitals will provide financial assistance/charity care discounts to
eligible patients in connection with hospital emergency department and other -
medical services necessary to diagnose, treat or stabilize an emergency medical
condition, ' o
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Patient Responsibilities. RHC hospitals may condition receipt of charitable

assistance under any Financial Assistance Program on a patient acting reasonably
and in good faith, by providing the hospital, within 3Q days after the hospital's
request, with all reasonably-requested financial and other relevant information
and documentation needed to determine the patient's eligibility for assistance,
including cooperating with the hospital's financial counselors in applying for
coverage under governmental programs, such as Medicaid, accident coverage,
crime victims funds, and other public programs that may be available to pay for
health care services provided to the patient. In addition, an RHC hospital may, in
its discretion, choose not to provide Financial Assistance/Charity Care discounts
to voluntarily uninsured individuals who with other household members are at
least 50% owners of the business in which they work, if such business had gross
receipts in the prior tax year of an amount that is gteater than $200,000.

Discretionary Extension of Financial Assistance. Each RHC hospital is
authorized to extend the availability of its Financial Assistance Programs to
residents of other Illinois counties, other U.S. states or foreign countries,
including travelers or out-of-town visitors, based on reasonable, standardized
criteria applicable to all patients of such hospital. . )

Conditions of Discretionary Financial Assistance Program Participation. For

individuals other than those who are automatically eligible to participate in an
RHC Financial Assistance Program as set forth in Section 5.1 above, RHC
hospitals may, as they determine appropriate, condition the receipt of such
financial assistance on disclosure by the patient's immediate relatives, host family
or sponsoring organization of their financial information, sufficient to
demonstrate ability or inability to pay or contribute to the costs of care for their
relative or hosted guest, The hospital may further conditian any discretionary
grant of financial assistance on a contribution toward the costs of the patient's
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L

care and/or a guarantee of payment by such relatives, hosts or others (as
applicablc}, in the event the patient fails to qualify for coverage through
governmental or private insurance and the patient fails to pay the amounts for:
which s/he is responsible. The hospital may also take into considération the
availability of other options for the proposed patient to receive medical care.,

6. Uninsured Patient Discounts

6.1

6.2

Charitable Need for Unmsured Pat1ent Dlscoun RHC beheves that a substant:al

portion of uninsured individuals who seek hosp1ta1 care are uninsured
involuntarily, due to financial need, and further, that because of their uninsured
status and inability to pay, many uninsured individuals delay or refrain from
seeking needed medical care. RHC also believes, based on the experience of its
hospitals in asking patients to apply for Financial Assistance/Charity Care
discounts, that due to privacy and other concerns many uninsured individuals with
financial need will not provide sufficient information to enable RHC hospitals to
verify the existence of financial need.

RHC Charitable Uninsured Patient Discount. Therefore, as part of their
charitable commitment to the poor and underserved, RHC hospitals will provide a
discount on hospital charges to all Uninsured Patients, irrespective of residency,
location or any other criteria, equal to 25% of the hospital charge for which the
Uninsured Patient is responsible. If an Uninsured Patient also qualifies for a
discount under the hospital's Financial Assistance/Charity Care standards, the
amount of such discount will be applied to the patient's charge after apphcatlon of
the uninsured discount., Such RHC uninsured patient discount will not apply to
any patient who qualifies for a discount under the Illinois Uninsured Patient

Discount Act.
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6.3  Discount Under Iitincis Uninsured Patient Discount Act. To the extent required
by law, RHC hospitals shall provide an alternative form of discount to uninsured.
Illinois residents with gross family income of up to 600% of the Federal Poverty
Level, and the 25% uninsured discount methodology set forth above shall not
apply to any portion of such patients’ bill,

6.4  Eligibility for Additional Financial Assistance. Patients receiving a discount
based on uninsured status, whether under the RHC Charitable Uninsured
Discount or pursuant to the Illinois Uninsured Patient Act, shall be eligible for an
additional financial assistance described in this policy, pursuant to the ehglbllxty
standards set forth herein.

Hospital Responsibilities for Communicating Availability of Financial
Assistance/Charity Care and Other Charitable Assistance Programs

Communicating of Financial Assistanee/Chdrity Care Discounts.
Each RHC hospital will maintain effective methods of communicating the
availability of Financial Assistance/Charity Care discounts to all patients, in
multiple appropriate media and in multiple appropriate languages. The’
mechanisms that the Hospital will use to communicate the availability of
Financial Asmstance/Chanty Care will include, but are not limited to the
following;:

7.1

7.1.1 Signage. Signs shall be conspicuously posted in the admission,
registration and other appropriate areas of the hospital stating that patients
may be eligible for Financial Assistance/Charity Care discounts, and
describing how to obtain more information, including identification of
appropriate hospital representatives by title. Such signs shall be prepared
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in English, Spanish, and any other language that is the primary language i
of at least 5% of the patients served by the hospital annually. z

7.1.2  Provision of Financial Assistance Materials to Uninsured Patients. RHC I
hospitals will provide a summary of its Financial Assistance Programs and
a Financial Assistance application to all persons receiving hospital care |
that it identifies as Uninsured Patients at the time of in-person registration, i
admission, or such later time at which the patient is first identified as an
Uninsured Patient. For patients presenting in the Emergency Department,
all RHC hospitals will provide such Financial Assistance materials at such !
time and in such manner as is consistent with their obligations-under
EMTALA 10 assess and stabilize the patient before making inquiry of the
patient’s ability to pay. '

7.1.3  Brochures. Brochures, information sheets and/or similar forms of written
communication regarding the hospital’s Financial Assistance/Charity Care
policy shall be maintained in appropriate areas of the hospital (e.g., the
Emergency Department, organized registration areas, and the Business
Office) stating in at least English, Spanish and Polish, that the hospital
offers Financial Assistance/Charity Care discounts, and describing how to
obtdin more information. - ‘

7.1.4  Website. Each RHC’s section of the Resurrection Heath Care website
must include: a notice in a prominent place that financial assistance is
available at the hospital; & description of the financial assistance ‘
application process; and a copy of the RHC hospital financial assistance
application form. ‘ '
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7.1.5 Billing Notices. Each RHC hospital shall include a note on or with the
Hospital bill and/or statement regarding the hospital's Financial
Assistance/Charity Care program, and how the patient may apply for.

consideration under this program,

7.1.6 Financial Counselors. Each RHC hospital shall have one or more
financial counselors whose contact information is listed or provided with
other information concerning the  hospital's Financial Assistance/Charity
Care discount program, who are available to discuss eligibility and other
questions concerning the program, and to provide assistance with

applications.

3. Communication with Patients Regarding Eligibility Determination for Financial

Assistance/Charity Care.

8.1  Notification of Determination. When an RHC hospital has made a determination
! that a patient's bill will be discounted or adjusted in whole or in part based on a
determination of financial need, the hospital will notify the patient of such

on the discounted pomon of the patient's bill.

eligibility determination, and that there will be no further collection actlon taken

82  Changes in Patient Financials Circumstances. Adverse changes on the patient’s
financial circumstances may result in an incréase in any Financial
\ Assistance/Charity Care discount provided by the hospital. Under no condition,
however, would adverse or other changes in a patient’s financial circumstances
affect the hospital’s continuation of any ongoing treatment during an episode of

care,

/3¢
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Application of Financial Assistance/Charity Care Determination to Past-Due Bills.

When a patient has been granted a discount on his or her bill under the hospital’s
Financial Assistance/Charity Care program, the hospital will automatically apply a
similar discount or adjustment to all other outstanding patient bills. The hospital will
advise the patient of such adjustment of prior accounts, and that the hospital will forego
any further attempted to collect the amounts written off on.such accounts.

Updating Prior Financial Need Deténriinations

10.1

10.2-

Effective Time of Financial Assistance Qualification Determination. A

determination of a patient’s household income in connection with the patient’s
qualification for any form of Financial Assistance under this Policy will remain in -
effect the patient’s entire episode of care, provided that'if an episode of care
continues for more than thirty (30) days, the hospital may request the patient to
re-verify or supplement household income information or other eligibility
information as the hospital reasonably deems appropriate, including cooperating
with the hospital financial counselor to re-evaluate the patient’s potential

eligibility for coverage under Medicaid or other governmental programs-and for
the hospital’s Financial Assistance/Charity Care program.

Re-Verification Within Six Months. When a patient (or the member of the

household of a patient) who has received a determination of financial need under
an RHC hospital's Financial Assistance/Charity-Care program subsequently
receives or applies for care from the same or any other RHC hospital more than

* 30 days but less than 6 months later, the hospital shall request appropriate

information necessary to update the patient's or prospective patient's Financial
Assistance/Charity Care application and re-verify the prior financial need
determination. Hospital Financial Counselors will work with the patient to make
the updating process as convenient as possible while assuring accuracy of
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information. The hospital shall consider the patient's (or prospective patient's)
eligibility for Financial Assistance/Charity Care based on current income and
assets, and other objective information obtained by the hospital relating to
financial need, such as credit reports, new W-2s, tax returns or other data.

103 New Application Requirements. If more than six (6) months has expired since'a
patient’s Financial Assistance eligibility determination, the patient must submit a
new Financial Assistance application. '

Financial Assistance/Charity Care Determinations Required Prior to Non-Emergency
Services. RHC hospitals will make all reasonable efforts to expedite the evaluation of
patients for eligibility for coverage under governmenta! programs and otherwise for
Financial Assistance/Charity Care. Such evaluations must generally be made by an RHC
hospital prior to provision of non-emergency hospital services. Persons who have come
to a RHC hospital emergency department seeking care for a potential emergency medical
condition will first receive a medical screening exam conducted in compliance with the
Emergency Medical Treatment and Active Labor Act, as amended (EMTALA) and all
care needed to stabilize any emergency medical condition, prior to an evaluation for
coverage eligibility under governmental programs or Financial Assistance/Charity Care.

Staff Training and Uﬁderstanding_of Hospital Financial Assisté.hde/Charits; Caré Proeram

12.1  General Program Knowledge. Employed staff of each RHC hospitals shall be
trained, at the levels appropriate to their job function, with respect to the
availability of the Financial Assistance/Charity Care discount program offered by
such hospita! for the benefit of poor and underserved members of such hospital's
community. ' '
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Specific Program Knowledge. Hospital staff who regularly interact with patients,
including all staff in each hospital’s Patient Financial Services, Patient Access
and Registration departments will understand the hospital’s Financial
Assistance/Charity Care discount program, and be able to either acéurately
answer questions or direct questions regarding such programs to financial
counselors or other contact persons,

Annual Training. All Patient Financial Services and Access department staff, and
other applicable staff shall attend an annual-in-service on the RHC hospital
Financial Assistance/Charity Care discount program for RHC hospitals, which
will be prepared and supervised by the RHC Finance Division, in consultation
with the RHC Office of Legal Affairs, the System Compliance Officer and
hospital senior management.

Collection Activity

13.1

13.2

General. -All RHC hospitals shall engage in reasonable collection activities for
collection of the portions of bills for which patients are responsible after
applwatlon of any Financial Assistance/Charity Care discount, uninsured patient
discount, insurance allowances and payment and other applicable adjustments.

Cessation of Collection Efforts on Discounted Amounts. No RHC hospital will
engage in or direct collections activity with respect to any discounts on health
care charges provided as a result of a determination of eligibility under the
hospital's Financial Assistance/Charity Care program, unless it is later determined
that the patient omitted relevant information relating to actual income or available
assets, or provided false information regarding financial need or other eligibility
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criteria. Balances remaining after financial assistarce discounts are applied will
be subject to reasonable collection activity, consistent with this Policy.

Use of Reasonable Legal Processes to Enforce Patient Debt. Reasonable legal

process, including the gamishment of wages, may be taken by any RHC Hospital
to collect any patient debt remaining after any adjustment or discount for
Financial Assistance/Charity Care, uninsured status or other reason, under the
following circumstances: -

13.3.1 For Uninsured Patients:

»  The hospital has given the pat1ent the opportunity to assess the
“accuracy of the hospital's bill;

. The hospital has given the Uninsured Patient the opportumty to
apply for Financial Assistance/Charity Care and/or (a) a reasonable
payment plan, or (b) a discount for which theé patient is eligible
pursuant to the lilinois Patient Uninsured Discount Act;

. The hospital has given the Uninsured Patient at least 60 days after
discharge or receipt of services to apply for Financial
Assistance/Charity Care; _

. If the patient has indicated, and the hospital is able to verify, that
the patient is unable to pay the full amount due in one payment, the
hospital has offered the patient a reasonable payment plan;

s Ifthe hospital and patient have entered into a reasonable payment
plan, the patient has failed to make payments when due; and
. There is objective evidence that the patient's household income

and/or assets are sufficient to meet hIS or her ﬁnancnal obligation
to the hospital. :
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13.3.2 For Insured Patients:

» - The hospital has provided the patient the opportuﬁ'ity, for at least
30 days after the date of the initial bill, to request a reasonable
payment plan for the portion of the bill for which the patient is

responsible; '

. If the patient requests a reasonable payment plan, and fails to agree
to a plan within 30 days after such request; and

. If the hospital and patient have entered into a reasonable payment

plan, the patient has failed to make payments when due.

Residential Liens. No RHC hospital will piace a lien on the primary residence of
a patient who has been determined to be eligible for Financial Assistance/Charity
Care, for payment of the patient's undiscounted balance due. F urther, consistent
with long-standing RHC policy, in no case will any RHC provider execute a lien
by forcing the sale or foreclosure of the primary residence of any patient to pay
for any outstanding medical bill.

No Use of Body Attachments. In accordance with ]ong-standing_ practice, no
RHC hospital will use body attachment to require any person,.whcther receiving
Financial Assistance/Charity Care discounts or not, 1 appear in court.

Collection Agency Referrals. RHC hospitals will ensure that all collection
agencies used to collect patient bills promptly refer any patient who indicates
financial need, or otherwise appears to qualify for Financial Assistance/Charity
Care discounts, to a financial counselor to determine if the patient is eligible for
such a charitable discount,
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PHILOSOPHY

Finance Policies are intended to provide guidelines to promote responsible stewardship and
allocation of resources.

PURPOSE

This policy establishes guidelines for the development and application of financial assistance and
uninsured patient discount programs, by Resurrection Health Care system (RHC) hospitals.

Such programs will be designed to assist individuals in financial need and other medically
underserved individuals or groups to obtain appropriate medical care and advice, and thereby
improve the health of those in the communities served by RHC hospitals.

PROCESS

1. Definitions

i.l Federal Poverty Level means the level of household income at or below which
individuals within a household are determined to be living in poverty, based on
the Federal Poverty Guidelines as annually determined by the U.S. Department of
Health and Human Services.

1.2 Financial Assistance/Charity Care means providing a discount of up to 100% of

the charges associated with a patient's hospital care, or a discounted fee schedule,
based on financial need.
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Financial Assistance Programs means all programs set forth herein to provide

assistance to those in financial need including financial assistance/charity care,
uninsured patient discounts, and medical indigence discounts and payment caps.

Financial need means documented lack of sufficient financial resources to pay the

-applicable charge for medical care. Financial need may be evidenced by low

household income and asset levels, or high levels of medical debt in relation to
honsehold income {medical indigence). Financial need determinations also take
into consideration other relevant circumstances, such as employment status or
health status of patient or other household members, which may affect a patient's
ability to pay. The existence of financial need must be demonstrated by
information provided by or on behalf of the patient, and/or other objective data
available to the hospital. RHC hospitals may use asset or debt information to
assist in making a determination regarding financial need, when income data is
unavailable or inconclusive, or reported income is not supported by objective
data.

Ilinois Resident or Cook County Resident means a person who lives in Illinois

(or Cook County as applicable) and intends to remain living in Hlinois {or Cook
County) indefinitely. Relocation to Illinois or Cook County for the sole purposes
of receiving health care benefits does not satisfy the residency requirement.

Illinois Uninsured Patient Discount Act means the hospital uninsured patient
discount act, as passed by the Ilinois General Assembly in 2008, effective as of
April 1, 2009, and as amended from time to time.
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1.7 Medically Necessary Hospital Services means:

1.7.1

1.7.2

Except to the extent necessary to determine services subject to the Illinois
Undennsured Patient Discount, for purposes of this policy “Medically
Necessary Hospital Services” means those hospital services required for
the treatment or management of a medical injury, illness, disease or
symptom that, if otherwise left untreated, as determined by an independent
treating physician or other physician consulted by an RHC Hospital would
pose a threat to the patient’s ongoing health status, and that would be (a)
covered by guidelines for Medicare coverage if the patient were a
Medicare beneficiary with the same clinical presentation as the Uninsured
Patient; or (b) a discretionary, limited resource program for which the
potential for unlimited free care would threaten the hospital's ability to
provide such program at all (such as substance and chemical abuse
treatment, continuing care for certain chronic diseases, chemotherapy and
HIV drugs, other than when provided in connection with other Medically
Necessary Hospital Services).

Examples of services that are not Medically Necessary Hospital Services
include, but are not limited to: (1) cosmetic health services; including
elective cosmetic surgery (exclusive of plastic surgery designed to correct
disfigurement caused by injury, illness, or congenital defect or deformity);
(2) services that are experimental or part of a clinical research program,;
(3) elective goods or services that are not necessary to treat an illness or
injury; (4) private and/or non-RHC medical or physician professional fees;
and (5) services and/or treatments not provided at an RHC Hospital; (6)
pharmaceuticals or medical equipment, except to the extent required in
connection with other medically necessary inpatient or outpatient care
being received by a hospital patient; and (7) procedures or services for
which the hospital provides a discounted "flat rate” pricing package.
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1.8  Non-Retirement Household Liguid Assets includes cash, or non-cash assets that
can readily be converted to cash, owned by a member of a household, including

savings accounts, investment accounts, stocks, bonds, treasury bills, certificates of
deposit and money market accounts, and cash value of life insurance policies.
Non-retirement household liquid assets will not include a patient’s equity in his or
her primary residence or assets held in qualified retirement plan or other similar
retirement savings account for which there would be a tax penalty for early
withdrawal of savings.

1.9  RHC Hospital means a hospital that is part of the not-for-profit, Catholic-
sponsored health care system known as “Resurrection Health Care”.

1.10 RHC Hospital Service Area means, for all hospitals, Cook County and with
respect to each individual RHC hospital those portions of any adjacent counties
that are within such hospital’s defined service area or core community, based on
the zip code of a predominant portion of the hospital's patient population.

1.11  Uninsured Patient means an individual who is or was a patient of an RHC hospital
and at the time of service is or was not (a) covered under a policy of health
insurance or (b) not a beneficiary under a public or private health insurance,
health benefit, or other health coverage program, including Medicare, Medicaid,
TnCare, SCHIP and All-Kids, high deductible health insurance plans, workers’
compensation, accident liability insurance, or other third party liability plan.

2. Patient Treatment Standards. All patients of RHC hospitals shall be treated with respect
and dignity regardless of their ability to pay for medical care, or their need for charitable

assistance.
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3. Financial Assistance/Charity Care and other Financial Assistance Programs

3.1 Discount for Low-Income Uninsured Patients. Financial Assistance/Charity Care
discounts or discounted fee schedules will be available for Medically Necessary

| Hospital Services provided to Uninsured Patients who are unable to pay all or part
of the otherwise applicable charge for their care due to financial need, as
documented in accordance with this Policy. Patients demonstrating financial need

| based on household income at or below one hundred percent (100%) of the
Federal Poverty Level, combined with a general lack of liquid assets, will receive
a one hundred percent (100%) discount on Medically Necessary Hospital

| Services. Patients generally lacking liquid assets who have household income
between one hundred percent (100%) and up to four hundred percent (400%) of
the Federal Poverty Level will receive a sliding-scale discount for such hospital
care, at levels approved by the RHC Executive Leadership Team.

3.2 Payment Caps Under lllinois Uninsured Patient Discount Act. To the extent

required by the Illinois Uninsured Patient Discount Act, and subject to other
eligibility standards and exclusions as set forth by such law including standards
based on asset level, Uninsured Patients who are Illinois residents having
household income of up to six hundred percent (600%) of the Federal Poverty
Level shall not be required to pay to an RHC hospital more than twenty five
percent (25%) of such patient’s family gross income within a twelve (12) month
period.

33  Other Payment Caps. An Uninsured Patient who is eligible for Financial
Assistance/Charity Care at an RHC Hospital pursuant to the criteria set forth in
Section 5.1 or 5.3 below shall be eligible for a payment cap based on RHC’s
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charitable commitment to catastrophic medical expenses assistance based on
medical indigence, as follows:

3.3.1 For an eligible Uninsured Patient who demonstrates that s/he has a
household income of four hundred percent (400%) or less of the Federal
Poverty Level, such patient’s payment obligation within any 12-month
period will be limited to the higher of: (a) ten percent (10%) of the
patient’s annual gross household income; or (b) ten percent (10%) of the
patient’s Non-Retirement Household Liquid Assets.

3.3.2 For an eligible Uninsured Patient who demonstrates that s/he has a
household income over four hundred percent (400%) of the Federal
Poverty Level, or less, such patient’s payment obligation within any 12-
month period will be limited to the higher of: (a} fifteen percent (15%) of
annual gross household income; or (b} fifteen percent (15%) of the
patient’s Non-Retirement Household Liquid Assets.

3.4  Financial Assistance/Charity Care for Insured Patients. Subject to insurance and
governmental program restrictions (which may limit the ability to grant a discount

on co-pays or deductibles, versus discounts on co-insurance), insured individuals,
federal program beneficiaries and other individuals who are not automatically
eligible for Financial Assistance/Charity Care hereunder but who demonstrate
medical indigence or other financial need, may receive a Financial
Assistance/Charity Care discount in similar or different amounts as are available
to Uninsured Patients under this policy, as determined appropriate under the
circumstances by RHC Patient Financial Services.
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Discounts for Uninsured, Medically Indigent Patients. Uninsured Patients whose
household income is greater than four hundred percent (400%) of the Federal Poverty
Level or who do not meet the automatic eligibility criteria set forth in Section 5 below,
will nevertheless be eligible to receive a financial assistance/charity care discount based
on a determination of medical indigence, by virtue of having medical bills from an RHC
hospital in an amount equal to or greater than fifteen percent (15%) of their household
income and available assets. Such Financial Assistance/Charity Care discount for
uninsured higher income but medically indigent patients shall be one that is reasonable in
relation to the individual patient's household financial circumstances and the health status
of the patient and other family members.

Eligibility for Financial Assistance Programs

5.1 Automatic Eligibility: Cook County and Adjacent County Residents and Patients
Needing Emergency Medical Care. In order to best serve the needs of the low-
income and medically underserved members of their respective commumities,
RHC hospitals' Financial Assistance/Charity Care and other Financial Assistance
Programs (other than the RHC uninsured discount, which will be available to all
patients irrespective of residence) will be automatically available to all residents
(regardless of citizenship or immigration status) of Cook County and those
portions of any adjacent counties that are within a hospital's service area, subject
to a determination of financial need or other eligibility requirements. In addition,
all RHC hospitals will provide financial assistance/charity care discounts to
eligible patients in connection with hospital emergency department and other
mmedical services necessary to diagnose, treat or stabilize an emergency medical
condition.
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Patient Responsibilities. RHC hospitals may condition receipt of chantable

assistance under any Financial Assistance Program on a patient acting reasonably
and in good faith, by providing the hospital, within 30 days after the hospital's
request, with all reasonably-requested financial and other relevant information
and documentation needed to determine the patient's eligibility for assistance,
including cooperating with the hospital's financial counselors in applying for
coverage under governmental programs, such as Medicaid, accident coverage,
crime victims funds, and other public programs that may be available to pay for
health care services provided to the patient. In addition, an RHC hospital may, in
its discretion, choose not to provide Financial Assistance/Chanty Care discounts
to voluntarily uninsured individuals who with other household members are at
least 50% owners of the business in which they work, if such business had gross
receipts in the prior tax year of an amount that is greater than $200,000.

Discretionary Extension of Financial Assistance. Each RHC hospital is
authorized to extend the availability of its Financial Assistance Programs to
residents of other Illinois counties, other U.S. states or foreign countries,
including travelers or out-of-town visitors, based on reasonable, standardized

criteria applicable to all patients of such hospitai.

Conditions of Discretionary Financial Assistance Program Participation. For
individuals other than those who are automatically eligible to participate in an
RHC Financial Assistance Program as set forth in Section 5.1 above, RHC
hospitals may, as they determine appropriate, condition the receipt of such
financial assistance on disclosure by the patient's immediate relatives, host family
or sponsoring organization of their financial information, sufficient to
demonstrate ability or inability to pay or contribute to the costs of care for their
relative or hosted guest. The hospital may further condition any discretionary
grant of financial assistance on a contribution toward the costs of the patient's
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care and/or a guarantee of payment by such relatives, hosts or others (as
applicable), in the event the patient fails to qualify for coverage through
govemnmental or private insurance and the patient fails to pay the amounts for
which s/he is responsible. The hospital may also take into consideration the
availability of other options for the proposed patient to receive medical care.

6. Uninsured Patieat Discounts

6.1 Charitable Need for Uninsured Patient Discount. RHC believes that a substantial
portion of uninsured individuals who seek hospital care are uninsured
involuntarily, due to financial need, and further, that because of their uninsured
status and inability to pay, many uninsured individuals delay or refrain from
seeking needed medical care. RHC also believes, based on the experience of its
hospitals in asking patients to apply for Financial Assistance/Charity Care
discounts, that due to privacy and other concerns many uninsured individuals with
financial need will not provide sufficient information to enable RHC hospitals to
verify the existence of financial need.

6.2 'RHC Charitable Uninsured Patient Discount. Therefore, as part of their
chantable commitment to the poor and underserved, RHC hospitals will provide a
discount on hospital charges to all Uninsured Patients, irrespective of residency,
location or any other criteria, equal to 25% of the hospital charge for which the
Uninsured Patient is responsible. If an Uninsured Patient also qualifies for a
discount under the hospital's Financial Assistance/Charity Care standards, the
amount of such discount will be applied to the patient's charge after application of
the uninsured discount. Such RHC uninsured patient discount will not apply to
any patient who qualifies for a discount under the Illinois Uninsured Patient
Discount Act.
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Discount Under Illinois Uninsured Patient Discount Act. To the extent required
by law, RHC hospitals shall provide an alternative form of discount to uninsured
Illinois residents with gross family income of up to 600% of the Federal Poverty
Level, and the 25% uninsured discount methodology set forth above shail not
apply to any portion of such patients’ bill.

Eligibility for Additional Financial Assistance. Patients receiving a discount
based on uninsured status, whether under the RHC Charitable Uninsured
Discount or pursuant to the Illinois Uninsured Patient Act, shall be eligible for an
additional financial assistance described in this policy, pursuant to the eligibility
standards set forth herein.

Hospital Responsibilities for Communicating Availability of Financial

Assistance/Charity Care and Other Charitable Assistance Programs

7.1

Communicating Availability of Financial Assistance/Charity Care Discounts.

Each RHC hospital will maintain effective methods of communicating the
availability of Financial Assistance/Charity Care discounts to all patients, in
multiple appropriate media and in multiple appropriate languages. The
mechanisms that the Hospital will use to communicate the availability of
Financial Assistance/Charity Care will include, but are not limited to the
following:

7.1.1 Signage. Signs shall be conspicuously posted in the admission,
registration and other appropriate areas of the hospital stating that patients
may be eligible for Fmancial Assistance/Charity Care discounts, and
describing how to obtain more information, including identification of
appropriate hospital representatives by title. Such signs shall be prepared
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in English, Spanish, and any other language that is the primary language
of at least 5% of the patients served by the hospital annually.

Provision of Financial Assistance Materials to Uninsured Patients. RHC
hospitals will provide a summary of its Financial Assistance Programs and
a Financial Assistance application to all persons receiving hospital care
that it identifies as Uninsured Patients at the time of in-person registration,
admission, or such later time at which tite patient is first identified as an
Uninsured Patient. For patients presenting in the Emergency Department,
all RHC hospitals will provide such Financial Assistance materials at such
time and in such manner as is consistent with their obligations under
EMTALA to assess and stabilize the patient before making inquiry of the
patient’s ability to pay.

Brochures. Brochures, information sheets and/or similar forms of written
communication regarding the hospital’s Financial Assistance/Charity Care
policy shall be maintained in appropriate areas of the hospital (e.g., the
Emergency Department, orgamzed registration areas, and the Business
Office) stating in at least English, Spanish and Polish, that the hospital
offers Financial Assistance/Charity Care discounts, and describing how to
obtain more information.

Website. Each RHC’s section of the Resurrection Heath Care website
must include: a notice in a prominent place that financial assistance 18
available at the hospital; a description of the financial assistance
application process; and a copy of the RHC hospital financial assistance

application form.
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7.1.5 Billing Notices. Each RHC hospital shall include a note on or with the
Hospital bill and/or statement regarding the hospital's Financial
Assistance/Charity Care program, and how the patient may apply for
consideration under this program.

7.1.6 Financial Counselors. Each RHC hospital shall have one or more
financial counselors whose contact information 1s listed or provided with
other information concerning the hospital's Financial Assistance/Charity
Care discount program, who are available to discuss eligibility and other
questions conceming the program, and to provide assistance with
applications.

8. Communication with Patients Regarding Eligibility Determination for Financial

Assistance/Charity Care.

8.1  Notification of Determination, When an RHC hospital has made a determination
that a patient's bill wil] be discounted or adjusted in whole or in part based on a
determination of financial need, the hospital will notify the patient of such
eligibility determination, and that there will be no further collection action taken
on the discounted portion of the patient's bill.

8.2  Changes in Patient Financials Circumstances. Adverse changes on the patient’s
financial circumstances may result in an increase in any Financial
Assistance/Charity Care discount provided by the hospital. Under no condition,
however, would adverse or other changes in a patient’s financial circumstances
affect the hospital’s continuation of any ongoing treatment dunng an episode of
care.
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Application of Financial Assistance/Charity Care Determination to Past-Due Bills.

When a patient has been granted a discount on his or her bill under the hospital’s
Financial Assistance/Charity Care program, the hospital will automatically apply a
similar discount or adjustment to all other outstanding patient bills. The hospital will
advise the patient of such adjustment of prior accounts, and that the hospital will forego
any further attempted to collect the amounts written off on such accounts.

Updating Prior Financial Need Determinations

10.1

10.2

Effective Time of Financial Assistance Qualification Determination. A

determination of a patient’s household income 1n connection with the patient’s
qualification for any form of Financial Assistance under this Policy will remain in
effect the patient’s entire episode of care, provided that if an episode of care
continues for more than thirty (30) days, the hospital may request the patient to
re-verify or supplement household income information or other eligibility
information as the hospital reasonably deems appropriate, including cooperating
with the hospital financial counselor to re-evaluate the patient’s potential
eligibility for coverage under Medicaid or other governmental programs and for
the hospital’s Financial Assistance/Charnity Care program.

Re-Verification Within Six Months. When a patient (or the member of the
household of a patient) who has received a determination of financial need under
an RHC hospital's Financial Assistance/Charity Care program subsequently
receives or applies for care from the same or any other RHC hospital more than
30 days but less than 6 months later, the hospital shall request appropriate
information necessary to update the patient’s or prospective patient's Financial
Assistance/Charity Care application and re-verify the prior financial need
determination. Hospital Financial Counselors will work with the patient to make
the updating process as convenient as possible while assuring accuracy of
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information. The hospital shall consider the patient's (or prospective patient's)
eligibility for Financial Assistance/Charity Care based on current income and
assets, and other objective information obtained by the hospital relating to
financial need, such as credit reports, new W-2s, tax returns or other data.

10.3 New Application Requirements. If more than six (6) months has expired since a
patient’s Financial Assistance eligibility determination, the patient must submit a

new Financial Assistance application.

11.  Financial Assistance/Charity Care Determinations Required Prior to Non-Emergency
Services. RHC hospitals will make all reasonable efforts to expedite the evaluation of
patients for eligibility for coverage under governmental programs and otherwise for
Financial Assistance/Charity Care. Such evaluations must generally be made by an RHC
hospital prior to provision of non-emergency hospital services. Persons who have come
to a RHC hospital emergency department seeking care for a potential emergency medical
condition will first receive a medical screening exam conducted in compliance with the -
Emergency Medical Treatment and Active Labor Act, as amended (EMTALA) and all
care needed to stabilize any emergency medical condition, prior to an evaluation for
coverage eligibility under governmental programs or Financial Assistance/Charity Care.

12. Staff Training and Understanding of Hospital Financial Assistance/Charity Care Programn

12.1  General Program Knowledge. Employed staff of each RHC hospitals shall be
trained, at the levels appropnate to their job function, with respect to the
availability of the Financial Assistance/Charity Care discount program offered by
such hospital for the benefit of poor and underserved members of such hospital's

community.
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13.

12.2

12.3

Specific Program Knowledge. Hospital staff who regularly interact with patients,
including all staff in each hospital’s Patient Financial Services, Patient Access

and Registration departments will understand the hospital’s Financial
Assistance/Charity Care discount program, and be able to either accurately
answer questions or direct questions regarding such programs to financial
counselors or other contact persons.

Annual Training, All Patient Financial Services and Access department staff, and
other applicable staff shall attend an annual in-service on the RHC hospital
Financial Assistance/Charity Care discount program for RHC hospitals, which
will be prepared and supervised by the RHC Finance Division, in consultation
with the RHC Office of Legal Affairs, the System Compliance Officer and
hospital senior management.

Collection Activity

13.1

13.2

General. All RHC hospitals shall engage in reasonable collection activities for
collection of the portions of bills for which patients are responsible after
application of any Financial Assistance/Charity Care discount, uninsured patient
discount, insurance allowances and payment and other applicable adjustments.

Cessation of Collection Efforts on Discounted Amounts. No RHC hospital will
engage in or direct collections activity with respect to any discounts on health
care charges provided as a result of a determination of eligibility under the
hospital's Financial Assistance/Charity Care program, unless it is later determined
that the patient omitted relevant information relating to actual income or available
assets, or provided false information regarding financial need or other eligibility
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criteria. Balances remaining after financial assistance discounts are applied will
be subject to reasonable collection activity, consistent with this Policy.

13.3 Use of Reasonable Legal Processes to Enforce Patient Debt. Reasonable legal
process, including the garmishment of wages, may be taken by any RHC Hospital
to collect any patient debt remaining after any adjustment or discount for
Financial Assistance/Charity Care, uninsured status or other reason, under the
following circumstances:

13.3.1 For Uninsured Patients;

. The hospital has given the patient the opportunity to assess the
accuracy of the hospital's bill;

. The hospital has given the Uninsured Patient the opportunity to
apply for Financial Assistance/Charity Care and/or (a) a reasonable
payment plan, or (b) a discount for which the patient is eligible
pursuant to the Illinois Patient Uninsured Discount Act;

) The hospital has given the Uninsured Patient at least 60 days after
discharge or receipt of services to apply for Financial
Assistance/Charity Care;

. If the patient has indicated, and the hospital is able to verify, that
the patient is unable to pay the full amount due in one payment, the
hospital has offered the patient a reasonable payment plan;

. If the hospital and patient have entered into a reasonable payment
plan, the patient has failed to make payments when due; and

. There 15 objective evidence that the patient's household income
and/or assets are sufficient to meet his or her financial obligation
to the hospital,
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13.3.2 For Insured Patients:

- The hospital has provided the patient the opportunity, for at least
30 days after the date of the initial bill, to request a reasonable
payment plan for the portion of the bill for which the patient is
responsible;

. If the patient requests a reasonable payment plan, and fails to agree
to a plan within 30 days after such request; and

. If the hospital and patient have entered into a reasonable payment
plan, the patient has failed to make payments when due.

Residential Liens. No RHC hospital will place a lien on the primary residence of
a patient who has been determined to be eligible for Financial Assistance/Charity
Care, for payment of the patient's undiscounted balance due. Further, consistent
with long-standing RHC policy, in no case will any RHC provider execute a lien
by forcing the sale or foreclosure of the primary residence of any patient to pay
for any outstanding medical bill.

No Use of Body Attachments. In accordance with long-standing practice, no
RHC hospital will use body attachment to require any person, whether receiving
Financial Assistance/Charity Care discounts or not, to appear in court.

Collection Agency Referrals. RHC hospitals will ensure that all collection
agencies used to collect patient bills promptly refer any patient who indicates
financial need, or otherwise appears to qualify for Financial Assistance/Charity
Care discounts, to a financial counselor to determine if the patient 1s eligible for

such a charitable discount,.
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MEALIR STSLEMS Section BUSINESS OFFICE
ADMISSIONS subsection  Admissions — Program for Pre-Admission
POLICIES & Policy Procedure No. 11-0300

PROCEDURES
Program for Pre-Admission ... ..

Effective Date OctOber 2004 Previous Date APl 15, 1998

PRE-ADMISSION

Purpose

To

encourage the Medical Staff to utilize the pre-admission program which will benefit the patient,

physician, physician staff and the facility.

To

expedite the processing of patients by obtaining and verifying demographic and financial

information in advance of the patient's arrival.

To

minimize the facility's and patient's financial risk by satisfying insurance coverage requirements

prior to the incurring of charges.

Program Benefiis

Patient Benefits

1.

Pre-registered patients will have priority over patients who have not been pre-registered at time of
actual admission.

Exception: In the case of a medical emergency.

a. The ability to schedule pre-registered patients for admission at a specific time will reduce the
waiting time for the patient upon amival at the facility.

The length of time required for the actual admission process will be greatly reduced due to prior
preparation of all materials.

The patient may be informed in advance of his’her insurance coverage and of their financiai
responsibility due at time of admission. This eliminates the possibility of the patient being
embarrassed and/or unprepared for the required deposit at time of admission.

Through the verification process patients are notified in advance of any benefit limitations, prior to
service, thus avoiding an unexpected patient hardship.

Physician and Physician Staff Benefits

1.

PDF created with pdfF actory trial version www,pdféctorv.com

Verification of insurance coverage;

a. Physicians and their staff should realize that the hospitat makes every effort to obtain accurate
and complete information. This information is provided to the physician as a courtesy. The
hospital will not be responsible for its accuracy.
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b. The facility will alert the physician of potential bad debt patients.

2. Updates of patient demographic information, e.g., address corrections:
a. Eliminates duplication of physician staff time in obtaining infermation.
b. May result in reduction of bad debt accounts receivable.

3. When available, the facility will provide a copy of the insﬁrance claim form.

4. Facilities will schedule workshops for physician staff to present updates for current regulations
and new services being offered by the facility:

a. A questionnaire will be sent to determine a convenient day and time, as weli as topics of
interest.

b. Facilities will schedule guest speakers for meetings. An agenda will be sent to the physician’s
office a minimum of two weeks prior to a scheduled meeting.

5. Recognition of physician's staff utilizing pre-admission program:

a. Birthday acknowledgement.
b. Holiday acknowledgment.

Facility Benefits

Stabilization of admission staffing pattem.

Reduction of bad debts.

Reduction of patient and physician complaints.

Reduction of telephone time from physician's office requesting information.
Improve relations with physicians and their staffs.

Open communications when concerns arise.

Improve community retations through presentation of information.
Increased productivity and a more organized work flow.

Increased up-front cash collection.

OENDO AW

Program {mplementation

1. Patient Accounts Manager will form a committee to include, but not be limited to, the following:

Chief Executive Officer or designee.

Admission Supervisor.

Marketing Representative.

Obstetrical Nursing Supervisor. .

Director of Nursing, Surgical and Operating Room Supervisors.

a0 T

2. The Committee will soficit input from physician office managers.

3. The Committee will organize a presentation to introduce the pre-admission program as follows:

11-1200|E8
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a. Prepare all handouts and obtain administrative approval.
b. Place on agenda an area for the physician staff to R.S.V.P.

1) Review the R.S.V.P. responses. A telephone call, a week prior to a meeting, will be placed
to the physician offices where no response has been received.

Related Policies

1.

Insurance Verification.

2. Deposit Requirements.

3. Admission Policies.

Policies

1. Facilities will implement a complete pre-admission program for all types of elective patients. All
elective patients should be pre-admitted/pre-registered whenever possible.

2. All ancillary departments will notify the admission office immediately upon making an appointment
for service. When reservations are taken after admitting office hours, the scheduling department
must inform the admission office in writing or upon opening of department the following day.

3. The Admission department will maintain a pre-admission scheduling log to include surgery,
ancillary, and medical patients. A separate pre-admission log for obstetric patients, in expected
date order, will be maintained.

4. Scheduling logs will be reviewed monthly by the Patient Accounts Manager to evaluate physician
participation in the pre-admission program.

5. The Patient Accounts Manager will utilize pre-admission logs to evaluate the pre-admission
program and report the results to the Chief Executive Officer on a monthly basis. This information
will be utilized by the facility to develop a plan that will focus on those physicians not participating
in the program.

6. Reservations for service will initiate the pre-admission procedure.

7. All patients seen and/or treated will have a patient financial folder prepared prior to or at the time
of service. Patients determined to be a "no charges" servicg will stil have a financial folder
prepared documenting the reason for waiving fees. Charges are fo be processed for these
patients without exception. An administrative write-off must be authorized to adjust the balance to
zero.

8. Patients will be contacted to obtain financial and demographic information:

a. Patients will be contacted a minimum of forty-eight (48) hours prior to scheduled services.
Obstetric patients will be pre-registered by the seventh month.

b. Pre-registered accounts will be by process, working from the most current scheduled date of
service to latest.

c. Interviews will be conducted via telephone or in person, as necessary.

11-1200JER
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10.

11.

12,

13.

14,

15.

d. The facility will supply physician offices with a pre-registration form, which may be retum
mailed or faxed to the facility. Upon receipt of the mailed registration form the admission clerk
will telephone the patient for confirmation of information.

e. Pre-registration information will be entered into the hospital information system. Each screen
will have all fields completed. The appropriate financial class and/or plan code will be
assigned on ali registrations.

Patients will be scheduled for pre-admission testing prior to the date of the scheduled service
(SEE: Facility By-Laws).

a. Physician's orders for diagnostic testing will be in accordance with facility By-Laws.

b. Testing will be performed within seventy-two (72) hours prior to scheduled surgeries (SEE:
Medical Staff By-Laws).

¢. An outpatient number will be assigned to each patient scheduled for pre-admission testing:

1) The account will be processed as an outpatient if the patient's admission is canceled or

rescheduled.
2) Obstetric patients receiving services prior to delivery will be processed as an outpatient

and services billed.

Insurance coverage and employment wilt be verified in advance of providing scheduled services.

a. Medicare benefits are to be verified for both parts A & B coverage:

1) The patient is eligible for both A & B if the card indicates "Hospital®, as well as "Medical"

coverage.
2) The patient is eligible for part B only if the card only indicates "Medical” coverage.

b. If the card indicates "Medical’ coverage only, the patient must be registered with a financial
class designated for inpatient Part B only if this is an inpatient stay.

Series/Recurring patients will have insurance coverage verified prior to time of service.

The Patient Accounts Manager will be notified of any patient refusing to satisfy deposit
requirements or insurance coverage has been denied.

Elective admissions will be postponed in cases of private pay if monies cannot be collected prior
to service.

a. The Chief Executive Officer and the Physician will be notified of the patient’s financial status.
The Physician will notify the patient of postponement.

The Admission depariment wil notify the patient and/or guarantor of the disposition of their
insurance coverage as well as their estimated balance to be paid by time of admission.

The Admission clerk will verify and update the pre-admission log and the surgical unit log, twice
each day.
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Procedures

1. Inpatient Medical Admission

a.

b.

h.

The call is reviewed from the physician's office.
The Admissions staff will obtain required patient information and update the system.
The Admissions staff will schedule a time for the patient to amive at the facility.

1) Utilization Review must review all scheduled Medicare and Medicaid admissions to ensure
these patients satisfy acuity criteria.

2) This will allow for a more orderly flow in the admission office and prevent the patient from
waiting upon arrival.

3) Advance scheduling of admissions can improve the facility staffing pattems.

The Admissions staff will contact the patient to obtain all information required for admissions:

1) The staff will complete all pre-admission screens as each serves a specific purpose. This
process can be accomplished while on telephone or by utilizing a pre-admission form.

2) The staff will inform the patient that insurance benefits will be verified and a retum call will
be made to advise the patient of any balance due at time of admission.

3) Insurance coverage will be verified. Additionally, the hospital information system will be
searched for other outstanding liabiiities.

The staff will make a final telephone call to the patient informing them of the following:

1) The required deposit required in addition to balances from prior services are due at time of
admission.

2) Advise the patient of required claim forms to be completed and signed by the insured.

3) Inform the patient to provide the facility with copies of insurance cards or other preof of

insurance.
4) Notify the patient of the expected time of arnival at facility for admission.

All paperwork will be completed prior to patient's arrival.
A patient financial folder will be prepared to include:

All advance testing results

Physician orders

Special permits

Consents

Identification bracelet and identification plate will be added upon bed assignment

R A

Reservations/patient financial folders will be maintained by expected date order.

2. Inpatient Surgical Admission

a.

Surgical admissions are slightly different in that the physician's office calls the surgical unit to
schedule the procedure.
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b. The notification to the admission office will be handled in the following manner:

1) After scheduling with the surgical unit, the call will be transferred to the Admissions Office.

In some cases a reservation slip may be used.

2) The afternoon and evening Nursing Supervisor will assist the Admissions Department by
notifying the emergency room registration clerk of all additions to the surgical schedule.
Private pay patients will require 24 hour verification period, and will not be added without

CFO approval.

c. All remaining procedures will be followed as set forth in Section: Actual Admissions.

3. Obstetric Admissions

a. A separate obstetrical file will be established to contain all obstetricat financial folders of pre-
admitted patients.

1) The obstetrical file will be filed by expected date of confinement.

2) The obstefrical file will be monitored continuously for verification of insurance, deposit
requirements, and to determine if the date of confinement has lapsed as follows:

a) Call the physician's office and inquire about the status of the patient's expected date of

confinement.
b} If the patient miscarried or has delivered elsewhere, pull the financial folder and check

for any charges or deposits.
c) If no charges have been incurred, the financial folder may be purged, and the patient

removed from the pre-admission system.

3) The Admissions staff will verify and update the obstetrical pre-registration log with the
prenatal records in the delivery room weekly.

b. All remaining procedures will be followed as set forth in Section: Inpatient Medical Admission,

4. OQutpatient Services Admissions

a. After the physician office staff schedules testing or treatments with the ancillary department,
the call will be transferred to the Admissions Office:

1) Until the ancillary department's scheduling log is able to be formatted to meet the
registration requirements, the department may utilize a form with the required information.

2) All ancillary department schedules will be printed daily and sent to the Admissions
Department. If a patient is scheduled late for a procedure the following day, the ancillary
department scheduler or manager will cail admissions to enable pre-admission procedures
to be performed.

b. All remaining procedures will be followed as set forth in Section: Actual Admissions.
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\%}\NGUAI{D pate October 2004 Approved By

HEALIH 5* 501 M S
Section BUS'N ESS 0FF|CE
. subsection  Admissions — Actual Admissions

POLICIES &
PROCEDURES Policy Procedure No. 11-0301

Effective Date OCtober 2004 Previous Date  April 15, 1908

Actual Admissions ...............

Purpose

To establish and define the admission policy of the facility.

To expedile the processing of patients by gathering demographic and financial information in
advance of the patient's arrival.

To minimize the financial risk of the patient and the hospital by establishing the requirements and
coverage of the third-party payer prior to incurming charges.

Related Procedures

1. Insurance verification.
2. Deposit requirements.
3. Admission of pre-admitted patients.

Policies

1. Treatment of all patients will be based upon a signed order from a physician as specified in the
Medical Staff By-Laws of the facility.

2. The Admitting Department is responsible for the monitoring of privilege suspension list provided
by the Medical Records Depariment, to ensure that all physicians have active admitting privileges:

a. Each request for services will be verified against the current Suspension of Privileges list.

b. Physicians whose names appear on said list will be referred to the depariment supervisor if an
order for service is received.

¢. The Department Supervisor will notify the CEO or designee for approval.
3. All patients will be treated without distinction as to race, creed, color, sex or financial status.

4. The Admitting Depariment is responsible for creating a positive first impression to the patient, the
patient's family and physicians:

a. All admitting personnel will address the patient andfor family members using their proper
names, e.9., Mr./Mrs. . (never as dearie, sweetie, etc.)

5. The Admitting Department will collect, record and verify demographic and financial information on
all patients receiving services in the facility.

6. Treatment of patients, visitors and staff is to be respectful, accommodating and supportlive as
related to their respective needs.
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7. The patient's condition will dictate the speed and order in which registration functions are
completed:

a. No registration procedure should ever jeopardize the safety of the patient.

b. When circumstances dictate that the patient be under treatment without delay, registration
procedures will follow as soon as possible.

¢. Questioning of patients regarding valuables will be performed prior to the patient departing the
Admission Department, including all emergency room admissions.

d. Admitting personnel will notify the proper nursing station of patient arrival prior to the patient
leaving the Admission Department.

e. Transportation personnel will never leave a patient unattended.

f. The registrar will complete all fields in the registration system. Special note of prior stay
information is imperative. The assignment of the correct financial classification according to

type of coverage is required.
8. All registered patients will have a financial folder prepared.

9. The facility will establish a system for identification and tracking of Medicare patients, to be
utilized for “prior stay" information.

10. Champus/Champva is always considered the secondary payer when any other coverage is
involved, including Medicaid:

NOTE: Patients ¢an no longer be enrolled in both the Federal Programs of Medicare and
Champus

a. Champus (active duty) patients will present a non-availability (1251) form prior to services, in
a non-emergency situation, if required, due to the forty (40) mile radius requirement.

b. If a non-emergency admission, verify patient eligibility through the D.E.E.R. system. Request
family member go to the nearest base and place in the system, if the patient is not shown in

the system prior to service.

11. Active Duty Military patients will provide the facility with the necessary information for the
physician to obtain treatment authorization from the Officer-of-the-Day located at the patients’

duty station.

12. The Admission areas will maintain a list of all HM.O./P.P.O. contracts. It is necessary to pre-
certify all non-emergent H.M.O./P.P.O. admissions. The Admission Department will monitor and
control the pre-certification, pre-authorization and extension confirmation forms:

a. A complete listing of all authorization telephone numbers must be maintained. The Utilization
Review (UR) Coordinator may perform the precertification/authorization function as well.

b. Non-emergency patients will pay their deductibles prior to service. Emergency patients
should pay at discharge.
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13. An intemal control system will be maintained to insure all patient files are properly transferred
from admission areas to the patient accounting office.

Patient Types
1. Inpatient
a. The primary care physician must be a member of the medical staff with admission privileges,
as set forth in the facility By-Laws.
b. The patient's condition must be documented in the medical record in such a manner as to
meet criteria for acute inpatient care.
¢c. The patient's condition is such that acute care is expected to be required for more than
twenty-four (24) hours,
1} The UR Coordinator will maintain systems to evaluate and monitor individual patient
acuity, as related to established criteria, prior to or at the time of admission.
d. The patient's bill will reflect a standard room and board charge.

2. Observation Patient

a.

Patients who do not meet inpatient criteria may be held for up to 23 hours and 59 minutes:

1) Special circumstances may result in patients being held longer who do not satisfy acuity
critena.

2) Special billing procedures are given in the Billing Section.

3) Outpatient registration policies and procedures will apply to this type of patient.

3. OQutpatient

a.

b.

The primary care physician must be a member of the medical staff with privileges.

The patient's condition does not require inpatient acute care. (See Observation Procedure).
The patient's bill will not reflect a standard room and board charge.

Patients may be registered for outpatient surgery, outpatient testing or treatment:

1) Patient receiving outpatient services who then require care for longer than 23 hours and

59 minutes will be reviewed by utilization review personnel for appropriateness of
continued observation and/or admission.
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4. Emergency Room Patient

a. Emergency room patients are presented in the following fashion:

Ambulatory (walking)
Ambulance

Mobile intensive Care Units
Helicopter

Automobile

Fire Department

Law Enforcement Officers

b. Patients may or may not be under the direction of their private physician.

¢c. Some patients may be determined by the treating physician to require inpatient admission.

Procedures

1. Inpatient Admission

a. The registrar will check the hospital information system to determine if the patient has been
pre-registered.

1)
2)

3)

3)

6)
7)

8)

Verify the accuracy of all information to include the financial class designation.

Upon review of the pre-registration, the registrar will obtain any missing information.

Check the open accounts receivable and bad debt file for any outstanding balance due:

a) Any outstanding balances will be collected prior to patient deparling from the
registration area.

b) If the patient is unable to pay outstanding account balances, request a financial
counselor meet with the patient pnor to admission.

Exception: Patients requiring immediate care will be seen by the counselor when
the patient's condition is stable.

Collect estimated deductible and co-insurance amount due. If the patient is unable to pay,
see "b" above,

Self Pay patients will meet the deposit requirements as set forth in the deposit
requirements section:

a) If the patient is unable to meet the deposit requirements, see "b" above.
Copy all identification cards, including front and back of insurance cards.
Obtain a copy of the patient's/guarantor's drivers license.

Copy transfer sheets from nursing home patients,

Copy all insurance forms.
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10) Complete HiPPA patient required forms:

a) Review hospital notice of privacy process with patient and give a copy to patient and
obtain the patient or patient's representative signature acknowledging a receipt of the
notice. The privacy notice is valid for six years.

b) If the patient refuses to sign the acknowledgement, the registrar will select the correct
reason as indicated on the privacy form indicating the patient has refused to sign.

¢) Review the facility directory "Opt Cut” form with the patient. This form must be
completed on EVERY visit. All HIPAA forms are sent with the chart to the nursing unit
and will remain part of the patient's permanent medical record.

b. Admission clerks will follow the procedures set forth in numbers one through ten above when
admitting direct and/or emergency patients.

¢. Admission clerks will complete the Medicare Secondary Payer Questionnaire form to include
the patient's signature and date.

d. Obtain all necessary signatures from the patient and/or family member. If a family member is
signing on behalf of the patient, the relationship must be stated and recorded.

1) Witnessing: The admission clerk will date and sign all documents.
e. Process as follows:

1) Prepare a patient identification card.

2) Prepare a patient identification bracelet and pltace on the patient.

3) Transport the patient and documents to the assigned nursing station.

4) Check for any prior documents, such as lab results, physicians orders, etc.:

a) When the patient is transported to the nursing floor, personnel will meet the nurse at
the patient's room.

b) if a nurse is not at the patient's room upon arrival, the person transporting the patient
may call the nursing station to inform the nurse of the patient's amival.

c) The patient will never be left alone.

95) When a patient is transported directly to the nursing unit by the Emergency Room or
ambulance personnel, admitting personnel will perform the admission process bed side,
unless a family member is available in the admission area.

6) Notify the telecommunication operator of the admission immediately after the admission
process, unless patient has chosen to ‘opt out’, prior to distribution of the patient chart.

7) Proceed in breaking down the remainder of the patient admission chart for distribution.

8) Review and forward the patient financial folder for insurance verification.

f. Upon receipt of pre-certification, pre-authorization and extension confirmation forms, a copy
will be placed in the financial folder, whether the account is a pre-admission, in-house or in
accounts receivable;

1) Document on the hospital information system regarding the number of days authornzed
and the date and time the authornization expires.
2) Deliver a copy of the authorized form to the appropriate staff members, e.g.,, URJ/D.R.G.

Coordinator, etc.
3) The admissions supervisor wili be responsible for maintaining a continual system to
monitor in-house admissions, which may exceed the authorized length of stay.
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4) The admission supervisor will meet daily with the U.R./D.R.G. Coordinator to discuss the
patient's anticipated discharge date. This review will focus on insuring the patient's stay
does not exceed authorized dates.

3) All discussions and or decisions will be documented in the system and/or financial folder
for future reference.

2. Qutpatient Admission

a.

All outpatient services will be processed through the hospital medical necessity ABN software
(see policy 11-304).

Outpatient admission will follow the same procedures as set forth under inpatient Admission,
above.

c. The admission clerk will proceed with breaking-down the patient admission chart for
distribution.

d. The admission clerk will review and forward the patient financial folder for insurance
verification.

Day Surgery

a. All outpatient surgical patients will be processed through the hospital medical necessity ABN
software (see policy 11-304)

b. Surgery patients will follow the same procedures as set forth under Inpatient Admission,
above

c. Admission clerks will proceed with breaking-down the patient admission chart for distribution.

d. Admission clerks will review and forward the patient financial folder for insurance verification,

as per facility protocol.

4. Emergency Room Admissions

5.

a.

In accordance with COBRA regulations, a medical screening exam shall be provided to all
patients presenting themselves for treatment. No inquiries regarding ability to pay shall be
conducted prior to examination.

Emergency room admissions will follow the same procedures as set forth under Inpatient
Admission, above.

Admission clerks wili proceed with breaking-down the patient admission chart for distribution.

Admission clerks will review and forward financial folders for insurance verification, as per
facility protocol.

internal Control System

a. Aninternal system for controlling patient financial information and enhancing the accuracy of

medical records statistical reporting will be maintained. Hospital information system
generated discharge reports for inpatient, outpatient and emergency room patients will be
used as follows:
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4)

Admission clerks will verify that all patients listed on the discharge report have a financial
folder. If a patient does not have a folder/file, one will be made.

After review, the Admission clerk will sign the discharge report and place a check mark
beside each patient name, indicating the folder is present.

Patient folders will be rubber banded together with the comesponding discharge report on
top.

No folders or reports will be forwarded until complete.

6. Active Duty Military Patients

a. For Active Duty Military patients the following steps are required upon admission and/or stay:

1

2)

The emergency room physician will obtain an authorization for treatment from the Officer-
of-the-Day at the patients’ military base. The patient will be transferred -- usually the
following moming.

Required billing information:

a) Copy, front and back, of the military identification card.

b) Obtain the name of the Commanding Officer.

€) Obtain the name and address of military base.

d) If the military patient is in transit to a new duty station, a copy of the orders must be
obtained.

e) The billing will be sent to the previous Commanding Officer.

7. Worker's Compensation Patients:

1)

2)

3)

4)

5)

All Worker's Compensation services must be authonzed.

Worker's Compensation will be listed as the primary payer.

The patients/guarantors demographic information (address, telephone number, spouse,
next of kin, etc.) must be obtained. This information will be critical in the event the
worker's compensation ¢laim is denied.

Group insurance information will be obtained and listed as secondary payer.

a) Group insurance will be verified, certified/authorized and listed as secondary

All treatment reports must be filed timely as per specific state regulation.

8. Facility Employee/Dependent

a. Facility employee/dependent insured under Vanguard Health System, Inc. group benefits will
be admitted as alf other insurance patients:

1)

2)

3)

Should the patient have two or more insurance carriers, the admitting clerk will determine
primary, secondary, etc., as per standing protocols.

A completed claim form must be presented at time of admission.

Patients will be registered by using the Vanguard Health System, Inc. Employee Plan
code,
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9. Medicaid Pending

a. To identify self pay patients who have applied and should quaiity for Medicaid. A Medicaid
pending classification was established and will be utilized for those patients that have applied
for Medicaid and may be approved for Medicaid, but are awaiting final determination from their

home state.
1) All self pay registrations will be screened for Medicaid eligibility.
2) Medicaid applications shouid be processed on all hospital inpatients.

3) Upon compietion of the Medicaid application and the initial review of qualifications, the
patient insurance plan will be changed from self pay to Medicaid pending (mapped to
the Medicaid general ledger revenue account).

a) The Medicaid pending insurance plan will reflect the expected Medicaid
reimbursement at the time of billing.

b) Upon determination of the patient’s eligibility, the Business Office will update
the insurance plan to reflect the designated Medicaid plan OR if denied for
Medicaid, the insurance pian will be updated to self pay.

¢) At no time will the Medicaid contra be reversed for patients deemed ineligible
for Medicaid.

10. Emergency Room Self Pay Patient Financial Application

a. Itis the policy that Vanguard facilities provide patients with quality patient care regardless of
ability to pay for emergent treatment and in accordance with Hospital policies and procedures,
and all applicable Federal, State and Local laws and regulations. Patient's not meeting
emergent criteria, as determined by a medical screening examination, will be given the
opportunity for treatment when financial obiigations are met:

1) Upon initial contact with an uninsured patient, review triage worksheet to determine
medical assessment (non-emergent, urgent, or emergent).

2) Emergent patients wili be directed to the treatment area for immediate care. Registrars
will conduct interviews in the treatment area after the patient has reviewed a medical

screening exam and is stable.

3) Urgent and non-emergent patients will be required to satisfy ER deposit requirements.
Deposits may be made by check, cash or credit card.

4) Patients not able to pay the full deposit amount will be asked to complete a Financial
Disclosure Form (attachment [):

a} All self pay patients will be given information regarding the hospita! financial assistance
program.

b) Financial Disclosure Forms must be completed in its entirety and signed by the patient
and/or their representative.

c) The registrar will request a credit bureau report and review the report for pertinent
information: current address, current employer, salary, available credit lines, efc.
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d) The credit report will be attached to the Financial Disclosure Form and attached 1o the
Business Office file.

e} The complete document will require the review of a Financial Counselor, Team
Leader, or Supervisor for approval,

f} Once approved, the patient will be registered and made aware of their financial
obligations.

* See attached applications.
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EXHIBIT

ATTACHMENT 14

This facility provides Emergency Medical Care to all persons. The facility does have programs to
assist you in satisfying your financial obligations if you are eligible.

I understand the questions on this application and that withholding or giving false information may
result in prosecution for fraud. My answers are comrect and complete to the best of my knowledge. |
understand that | will have to provide documents to prove what | have said and | agree to do this. |
authorize the facility to verify and obtain written copies of any of the information provided in the
application and to make inquiry of my past employers to check my eamings or financial records,

ELIGIBILITY REQUIREMENTS FOR PAYMENT ARRANGEMENTS
PART 1
Guarantor Name
Address

City State Zip County Phone
How long at this address?

Method of Verification

Example: Power bill, water bill, drivers license, etc,

Previous Address
Social Securty Number
Date of Birth

Place of Employment
If not employed, what is your source of income?

Gross income per Month Number of Dependents

Spouse's name
Spouse's Place of Employment How Long?
Gross income per Month

What is your total gross income per month?

Total for 199
(Verified by tax return)

Do you have health insurance? If so, what type and with whom?

Effective date: |s a copy of the card available?
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EXHIBIT

ATTACHMENT 14
PART 2 - PERSONAL RESOURCE

REAL ESTATE

1. Do you or your spouse own (buying) any real estate (including a home, mobile home)?
Yes No

2. Give the following information about each property (real estate) that you own (buying).
Owner (5) |
Address

Tax Assessed Value $
Current Market Value $
Is there a mortgage or lien on any of the above property?
If yes, give the balance owed:

VEHICLES

Do you own (buying) any of the foilowing:

Automobile o Truck o Vano
Boat o Trailer o
Make Model Year Balance Owed
A.
B

* Value of vehicle will be based on Vanguard guidelines.
LIFE INSURANCE

Do you and your spouse have any life insurance?

If yes, please compiete the following:

Owner of Policy
Name of Insurance Company
Address of Insurance Company

Date of issue

Policy Type (whole life)

Face Value

Cash Value
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EXRIBIT

ATTACHMENT 14

PART 2 - PERSONAL RESOURCE (cont.)
BANK ACCOUNTS

Do you and/or your spouse have any bank accounts? Yes No

Name of Bank

Address

List accounts:
ACCOUNT NUMBERS

CHECKING

SAVINGS

SAVINGS BONDS

IRA/M01 K

CD'S

SUMMARY (io be completed by hospital)

REAL ESTATE

AUTOMOBILE

LIFE INSURANCE

CASH,SAVINGSETC.

Will applicant liquidate any assets to cover hospital cost?

BALANCE

PART 3

Have you applied for Medicaid? If so, when?

Why were you denied assistance?

11-1200 KPR
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ATTACHMENT 14

PART 4 - PERSONAL RESOURCE (cont.)

1. Has your doctor made financial arrangements with you regarding his fee?

EXHIBIT

if so, what are they?

2. Do you feel that this hospitalization is absclutely necessary?

Explain.

PART 5
SIGNATURES

APPLICANT'S SIGNATURE

DATE

SPOUSE'S SIGNATURE

DATE

ELIGIBILITY APPROVED BY

DENIED

REASON FOR DENIAL

CHIEF FINANCIAL OFFICER'S APPROVAL

CHIEF EXECUTIVE OFFICER'S APPROVAL

[ £2
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EXHIBIT
INCOME VERIFICATION

l, , certify that my family income for the past 12 months has
been § and there are people in my family. The income information can be

verified by calling the following employer(s).

Company Phone # Company Phone #

t certify the above to be true:

Guarantor:

Date:

Witness:

Date;
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EXHIBIT
PLEASE READ CAREFULLY

BANK STATEMENTS

Copies of your latest bank statement (include checking and savings) on bank letterhead and a copy
of your savings account passbook showing all transactions over the past 60 days and showing an up
to date interest amount. If a recent bank statement is not available, have a bank employee write a
letter on bank letterhead stating the account number, current balance, and the names on the account.
Have the employee sign, date and put his/her position title on the bottom of the letter.

SAVINGS BONDS

If U.S. Savings Bonds are owned, we need to see them and need a written statement from a bank
telling us what the current value is on each bond.

STOCKS OR BONDS

If stocks or bonds are owned, we need to see them and need a written statement from the company
or broker as to the current value, the amount of dividends most recently received and the frequency
that dividends are received.

TRUSTS

If a trust has been set up, we need to see a copy of the trust agreement, which will be submitted for
clearance by our attorneys.

INSURANCE

All life, burial and health insurance policies must be disclosed. If a life or burial policy is owned by the
applicant and the face value of all policies combined are $1,500.00 we need a written statement from
the insurance company telling us the face value, cash surrender value and the amount of

interest/dividends paid on the last anniversary date of the policy. If dividend/interest are not payable
directly to the individual upon request, this should be documented as well.

VERIFICATION OF INCOME

All income you receive is considered in our determination. You must provide us with copies of all
pension checks or any income you receive. Copies of current award letters should aiso be provided.
If the above is not available, a written statement from the pension company disclosing the frequency
and amount of your pension payment is required.

PROPERTY

If property is owned, a copy of the latest tax notice and deed must be presented.

VEHICLE REGISTRATION

If a vehicle is owned, a copy of the current registration must be provided.
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If a mobile home is owned, a copy of the current registration and a written estimate from a licensed
dealer disclosing the current fair market value of the home must be provided.

MEDICARE AND SOCIAL SECURITY

A copy of your Medicare and/or Social Security card must be provided.
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%NGUARD pate April 15, 1008

Approved By

HeswiH s@siems Section BUSINESS OFFICE

Subsection ~ Admissions - Medicare Questionnaire/Secondary

POLICIES & Payer Screening Form
PROCE DURES

Policy Procedure No. 11-0303

Medicare Questionnaire/Second  Ejective Date ADril 15. 1998

Purpose

To establish Medicare as the primary or secondary payer.

Related Policy

Previous Date

Medicare policies. Section 1862(b) of the Social Security Act. Title A2 of the CFR, Section 411,

Policies

1. A Medicare questionnaire must be completed for every potential Medicare patient registered for

service:

a. Admitting/registration personnel are responsible for the completion of the form (not the
patient). The registrar should explain the need for this information when interviewing the

patient.

2. The patient or his representative is to sign the completed form.

3. The completed formis to be placed in the patient's financial folder.

4. The patient's financial designation is to be determined based upon the information gathered on

the Medicare Questionnaire:

a. Financial designation assignment should be based on the primary insurance carrier.

b. Medicare, with or without supplemental insurance, is primary if all questions on the Medicare

Questionnaire are answered no.

c. Medicare, with or without supplemental insurance will be secondary payer if any question is
answered yes. At this point obtain primary payer information.

d. Note, financial designation assignments for MSP cases are dependent upon specific facifity
policies. Some facilities may use specific MSP financial designation.
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%NGUARI) pate _September 1, 2004 | Approved By

MEALIH 5¥S 1 EMS Section BUSINESS OFFICE
POLICIES & subsection  Admissions — Medicare Mandated Forms
PROCEDURES Policy Procedure No. 11-0304

Medicare Mandated Forms . Effective Date Sept. 1, 2004 Previous Date April 15, 1998

Purpose

To outline the use of the Medicare Advance Beneficiary Notice (ABN) for outpatient hospital services.

Policies

ABNs must be obtained in accordance with Medicare requirements. Hospitals must bill Medicare for
all medically necessary services and obtain an ABN for outpatient services that are not medically
necessary according to Local Coverage Determinations (LCD) and/or National Coverage
Determinations (NCD), except as otherwise noted in this policy.

DEFINITIONS:

Ancillary Services: Hospital or other health care organization services other than room and board and
professional services. Examples of ancillary services include diagnostic imaging, pharmacy,
laboratory and rehabilitative therapy services.

Local Coverage Determination:: A decision made by Fiscal intermediaries and Part B Carriers
whether to cover a particular service on an intermediary-wide or carrier-wide basis in accordance with
Section 1862{a)(1)(A) of the Social Security Act (i.e., a determination whether the service is
reasonable and necessary.) Hospitals are required to use only those LCD that have been issued by
their specific Fiscal Intermediary.

Medical Necessity/Medically Necessary: For purposes of this policy, medical necessity or medically
necessary refers to guidelines included in LCD and /or NCD in accordance with the Medical
Necessity policy (GOS.GEN.002).

National Coverage Determination: A medical review policy as issued by CMS which identifies specific
medical items, services, treatment procedures or technologies that may be covered and paid for by
the Medicare program. NCD apply to services paid by both Fiscal Intermediaries and Part B Carriers.

Qutpatient Services: Oulpatient services are those services rendered to a person who has not been

admitted by the hospital as an inpatient but is registered on the hospital records as an outpatient and
who receives services (rather than supplies alone) from the hospital. Outpatient services include, but
are not limited to, observation, emergency room, ambulatory surgery, laboratory, radiology and other
ancillary department services.

Procedures

The statements listed below outline the Medicare requirements regarding outpatient ABNs.
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ABN USE

1. Individuals involved in the ordering of services and/or registering of outpatients must review the
patient's diagnosis, sign, symptom, disease or ICD-8-CM code for medical necessity to determine
if an ABN is necessary.

2. An ABN must be obtained if one of the following conditions is met and the hospital intends to bill
the beneficiary should Medicare deny payment. If one of the conditions below is met and an
ABN was not obtained prior to rendering the service, neither Medicare nor the beneficiary
may be billed for the service.

e The test/service provided does not meet definitive medical necessity guidelines.

¢ The test/service may only be paid for a limited number of times within a specified time
period and this visit may exceed that limit.

» The test/service is for investigative or research use only. For example, the service or
drug/biological has not been approved by the Food and Drug Administration.

3. If the LCD and/or NCD is not definitive with regard to specific diagnoses, signs, symptoms or ICD-
8-CM codes that will be covered or non-covered (e.g., conditions that are generally not covered,
but there are limited exceptions when additional documentation is submitted; or a policy that is not
exclusive and claims not supported by the diagnoses listed may be reimbursable when supporting
documentation is submitted; or when the Fiscal Intermediary considers factors other than those
listed in the LCD) an ABN should be obtained. However, if an ABN was not obtained, but
additional documentation is present to support medical necessity, Medicare should be

billed.

4. A single ABN covering an extended course of treatment may be obtained provided the ABN
identifies all items and services that may not be covered and does not extend more than one
year. Examples of extended courses of treatment include physical therapy and repeat laboratory
tests. If additional services are added to the extended course of treatment that is not medically
necessary, an additional ABN must be obtained.

5. When a service has a technical component and a professional component, one ABN may be
obtained provided the description of the service clearly indicates both components. For example,
if a hospital bills on behalf of a radiologist for radiology interpretations performed at the hospital,
one ABN may be obtained from the beneficiary that includes both the performance of the
radiology procedure (technical component) and the radiologist’s interpretation (professional
component).

6. When a hospital laboratory receives a specimen only and the test to be performed does not meet
medical necessity guidelines, the laboratory must obtain an ABN prior to performing the test if
the hospital intends to bill the beneficiary in the event Medicare denies payment. If the
integrity of the specimen is at risk and the test is not medically necessary, laboratory personnel
may perform the test(s). However, if an ABN is not obtained prior to performlng the test(s),
neither Medicare nor the beneficiary may be billed for the test(s).

7. ABNs must be obtained prior to rendering non-medically necessary services. It is not appropnate
to obtain an ABN after services have been rendered.
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8. ABNs must not be obtained from a beneficiary nor the beneficiary held financially liable when
payment for an item or service is bundied or packaged into another payment under the Medicare
Outpatient Prospective Payment System (OPPS) even when those items or services do not meet

medical necessity guidelines.

9. Routinely providing ABNSs to beneficiaries is not an acceptable practice. Providing generic,
blanket and blank ABNs is also not an acceptable practice. There must be a specific reason to
believe Medicare may deny the test/service in order to request a beneficiary sign an ABN.

10. It is not appropniate to obtain an ABN when the beneficiary is unable to comprehend the ABN
(e.g.. if the patient is comatose, confused or legally incompetent, he/she is unable to understand
the implications of signing the ABN) and his/her authorized representative is not available.

11. An ABN must never be obtained from a beneficiary under great duress, in a medical emergency,
or in any case where the Emergency Medical Treatment and Active Labor Act (EMTALA) applies,
until a medical screening examination has been completed and the patient has been stabilized.
This applies to treatment in any hospital outpatient department that is considered provider-based,
located either on or off the campus of the hospital.

12. If the beneficiary refuses to sign the ABN and be financially responsible in the event Medicare
denies payment, the ordering physician should be contacted to determine if non-performance of
the services will compromise patient care.

13. If the beneficiary refuses to sign the ABN and be financially responsible in the event Medicare
denies payment and demands that the services be performed, a second person should witness
the provision of the ABN and the beneficiary’s refusal to sign. The witness should sign an
annotation on the ABN stating that he/she witnessed the provision of the ABN and the
beneficiary’s refusal to sign. The claim will be filed as if an ABN was obtained. In the case of a
denial by Medicare, the beneficiary will be helid liable per Section 1879(c) of the Social Security

Act.

14. Once the ABN is signed it may not be altered in any way. If additional services will be provided
for which an ABN will be needed, a new ABN must be obtained.

I5. ABNs must not be used to notify a beneficiary of statutorily excluded services or items (e.g.,
personal comfort items, routine physicals, outpatient prescription drugs).

ABN FORM

1. VHS faciiities must use the CMS-approved form (CMS-R-131-G), which is available from either
Standard Register or from Company-approved medical necessity vendors, and may not be
altered (see Attachment A). All fields on the ABN form must be completed in sufficient detail to
specify the potentially non-covered service. All entries must be in Arial or Arial Namrow font in the
size range of 10 — 12 point font or [egibly handwritten,

2. The signed ABN form should be distributed as follows: give one copy to the patient, retain one
copy in the patient's hospital Business Office record.
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BILLING

1. If the services are not medically necessary and an ABN was obtained prior to rendering the
services, the services must be reported in FL 47 (Total Charges) on the UB-82. Occurrence code

32 must be entered in FL 32-35 indicating the date that the ABN was provided to the beneficiary.

The GA modifier must be appended to the CPT/HCPCS code representing the service(s) for

which an ABN was obtained.

e The Fiscal Intermediary (FI) will make a determination whether or not the services will be paid
by Medicare. If the F| determines that the services are non-covered, the facility must bili the
beneficiary for the services for which an ABN was obtained.

» If the FI pays for the services then the beneficiary must not be billed for the services for which
an ABN was obtained.

2. If the services are supported by additional documentation indicating medical necessity and the
LCD and/or NCD is not definitive with regard to specific diagnoses, signs, symptoms or ICD-9-CM
codes which will be covered or non-covered, the services should be reported in FL 47 (Total
Charges) on the UB-92. If an ABN was obtained, the GA modifier must be appended to the
CPT/HCPCS code representing the service(s) for which the ABN was obtained. The additional
documentation should be submitted with the claim to Medicare. The Fl will make a determination
whether or not the services will be paid by Medicare.

» [f the FI pays for the services, then the beneficiary must not be billed for the services.
« If the FI determines that the services are non-covered and an ABN was obtained, the facility
must bill the beneficiary for the services for which an ABN was obtained.

o If the FI determines that the services are non-covered and an ABN was not obtained, the

facility must not bill the beneficiary.
3. If multiple ABNs are obtained for services included on one claim, occurence code 32 and the
date the ABN was provided must be reported for each ABN, even if the date is the same for each

ABN.

4. If the services are not medically necessary (according to definitive LCD and/or NCD) and an ABN
was not obtained prior to rendering the non-covered services, the services must be removed from
the UB-92. The charges should be written off as non-covered/non-allowable and must not be
claimed as Medicare Bad Debt Expense.

OTHER

Ancillary Department and Business Office personnel must educate all staff associates and medical
staff members responsible for ordering, referring, registering, performing, charging, codlng and billing
ancillary services regarding the contents of this policy.

REFERENCES:

Fiscal Intermediary Local Coverage Determinations s

CMS National Coverage Determinations

CMS Pub. 60AB, Transmittal No. AB-02-114, July 31, 2002 — ABNs and DMEPOS Refund
Requirements

CMS Pub. 60AB, Transmittal No. A-02-117, November 1, 2002

Medicare Claims Processing Manual (Pub 100-4), Chapter 30 — Financia! Liability Protections,

Sections 40 — 50.7.8
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Medicare Claims Processing Manual (Pub 100-4), Chapter 1, Section 60
Medicare Program Integrity Manual (Pub 100-8), Chapter 13, Sections 1.1 and 1.3

Patient's Name: Medicare # (HICN}:

ADVANCE BENEFICIARY NOTICE (ABN)
NOTE: You need to make a choice about receiving these health care items or services.
We expect that Medicare will not pay for the item(s) or service(s) that are described below.
Medicare does not pay for all of your health care costs. Medicare only pays for covered items
and services when Medicare rules are met. The fact that Medicare may not pay for a particular
item or service does not mean that you should not receive it. There may be a good reason your
doctor recommended it. Right now, in your case, Medicare probably will not pay for -

Items or Services:

Because:
0O Medicare does not pay for the item(s) or service(s) for your condition.

[ Medicare does not pay for the item(s) or service(s) more often than

[] Medicare does not pay for experimental or research use items or services.

The purpose of this form is to help you make an informed choice about whether or not you

want to receive these items or services, knowing that you might have to pay for them yourselff.

Before you make a decision about your options, you should read this entire notice carefully.

+ Ask us to explain, if you don't understand why Medicare probably won't pay.

« Ask us how much these items or services will cost you (Estimated Cost: $ )
in case you have to pay for them yourself or through other insurance.

PLEASE CHOOSE ONE OPTION. CHECK ONE BOX. SIGN & DATE YOUR CHOICE.

D Option 1. YES. | want to receive these items or services.
u

nderstand that Medicare will not decide whether to pay unless | receive these items
or services. Please submit my claim to Medicare. | understand that you may bill me for
iterns or services and that | may have to pay the bill while Medicare is making its decision.
If Medicare does pay, you will refund to me any payments | made to you that are due to me.
If Medicare denies payment, | agree to be personally and fully responsible for payment.
That is, | will pay personally, either out of pocket or through any other insurance that | have.
| understand | can appeal Medicare's decision.

-D Option 2. NO. | have decided not to receive these items or services.

| will not receive these items or services. | understand that you will not be able to submit a

claim to Medicare and that | will not be able to appeal your opinion that Medicare won't pay. |
Date Signature of patient or person acting on patient’s behalf

NOTE: Your health information will be kept confidential. Any information that we collect about you on this
form will be kept confidential in our offices. if a claim is submitted to Medicare, your health information on this
form may be shared with Medicare. Your health information, which Medicare sees, will be kept confidential by

Medicare.

OMB Approval No. 0938-0566 Form No. CMS-R-131-G  {June 2002)
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\%—‘\NGUARD pate October 2004 Approved By

EALIR STETEMS Section BUSINESS OFFICE
POLICIES & subsection  Admissions — Consents
PROCE DURES Policy Pracedure No. 11-0305
CONSENES .\ oo oo Effective Date  October 2004 Previous Date ADF” 15, 1998
Purpose

To establish the policy and procedures for obtaining consents subject to federal, state and local laws,
rules and regulations.

To eslablish responsibility for obtaining consents.

Related Policies

1. State consent manual.
2. Medical Staff By-Laws conceming the obtaining of consent for special procedures.

Policies

1. All patients, or the patient's legal representative, will sign a Conditions of Admissions/Treatment
form prior to services being rendered:

2. Exceptions:

a. If the patient is unable to sign the Conditions of Admissions/Treatment form and a family
member is present and willing to sign, they may do so. The patient's signature must be
obtained when the patient’s medical condition improves and is legally able.

b. Patients that are unaccompanied and unable to sign or "Minors" will require telephone
consent in accordance with state laws.

c. All exceptions must be documented and witnessed.

3. A copy of the Conditions of Admission and the Assignment of Benefits will go into the patient's
financial folder:

a. The Admitting Department is responsible for:

1) Obtaining the signature of the correct person on the Conditions of Admission at the time of
registration.

2) Explaining the Conditions of Admissions/Treatment to the patients.

3) Obtaining the subscribers signature for Assignment of Benefits unless payment in full for
services is obtained.

4) Delivery of any special consent forms (which may be sent to them for safekeeping) to the
charge nurse for placement in the chart:

11-1200Kl
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a) The original copy of the Conditions of Admissions/Treatment is sent to the nursing
station to be retained in the patient's medical chart.

4, Signature:
a. The patient's signature must be their complete legal name, (no nicknames).

b. Signatures other than the patient's must be complete and accompanied with an explanation of
the relationship to the patient.

¢. The witnessing representative will sign the form in the designated place.
d. All signatures will be dated and timed by the hospital's representative.
e. All signatures must be in ink.

f. For facilities that have specialty units, the Admitting Departmenf will obtain all specific
signatures and forms as required.
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Approved By

HeaLln s¥s1iEmMS Section BUSINESS OFFICE

subsection  Admissions — Chief Executive Officer’s

POLICIES & g
PROCEDURES Admission Letter

Policy Procedure No. 11-0306

Chief Executive Officer’s Admi

Purpose

Effective Date  APIil 15, 1998

Previous Date

To thank patients for selecting our facility when needing health care services.

To inform patients of the facility's policy and procedures regarding insurance payer's responsibilities

and the contractual relationship with the facility.

Policies

1. All patients receiving services will receive the administrator's admission letter at time of

registration:

Exceptions: Patient's covered by Medicaid, Worker's Compensation, and Special State

Programs.

a. The administrator's admission letter must be produced on facility letter head.

Procedures

1. All admitting areas, including emergency room and outpatient registration are responsible for the

distribution of the administrator's letter:

a. The administrator's letter is to be given to all patients regardless of patient type with the

exception of patients described above.

b. The administrator's letter will be given to the patient or the patient's representative at the time

of registration.

/44
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EXHIBIT
SAMPLE CHIEF EXECUTIVE OFFICER'S LETTER

Date

Name
Address

Dear Patient:

With complex new healthcare regulations, tightened reimbursements and cost-cutting measures,
virtually all insurance carriers require pre-authorization or second opinions. Most carriers have
additional restrictions and/or exclusions on some services within their plans. We want to provide you
with information that will assist you in obtaining maximum insurance benefits for the services we are
providing. Our admissions office can help you determine the requirements of your insurance policy
and in some cases help you satisfy these requirements.

Another way we help you is to bill your insurance company directly. While we usually do this within 4
days of your discharge, we often do not receive payment from your insurance carrier within the
expected 30 days. This is an area where you can be of heip to us and preclude your receiving a
hospital bill for services that the insurance company should pay.

If you have not received notification of payment from your insurance carrier within 30 days following
discharge, please call your insurance representative or employer to determine why they have defayed
payment to the hospital. You will be held responsible for the amount due if your insurance company

fails to respond to the hospital.

While we understand that most people do not want to be in the hospital, we are pleased that you
have chosen this hospital. We appreciate the opportunity to provide you with the best of care and to

make your stay as comfortable as possible.

Sincerely,

Chief Executive Officer

11-1200[E}
e ATTACHMENT 18B

PDF created with pdfFactory trial version www_pdffactory.com




%NGUA[{D pate October 2004 Approved By

mEALIR ETSLEMS Section BUSINESS OFFICE
subsection  Admissions — Insurance Verification

0
R

mo

P L1 { ES &
P oc DURES Policy Procedure No. 11-0310

Effective Date OCtober 2004 Previous Date April 15, 1998

Insurance Verification ...........
Purpose

To establish an organized method for confirmation of third-party payer coverage and benefits.
To establish responsibility for the verification of third-party coverage and requirements,

Related Policies

1. Contract agreements with all insurance carriers and employer groups
2. Pre-Admission Certification System procedures
3. Deposit policy

Palicies
1. Allinsurance coverage will be verified in a timely manner.
a. Pre-registered patients will be verified prior to admission.

b. Direct or emergency room admissions will be verified at time of service or admission, or within
twenty-four (24) hours.

c. Obstetrical admissions will have insurance verified at time of pre-registration and again in the
eighth (8th) month of pregnancy.

d. Week-end and holiday admissions will be verified the first working day:
Exception: Payers that have twenty-four (24) hour access for verification and authorization.

e. Seres/recurring patients will be re-verified each month as services continue.

f. The Admission Department will verify insurance benefits on all C A.T. scan, M.R.l. and
Nuclear Medicine patients prior to the procedure. Any exception requires approval of the
Chief Financial Officer.

2. Employment status will be verified on all group insurance;

a. Obtain date of hire from employer,
b. Verify current employment.

3. Insurance benefits will be verified on the following:

a. Inpatients (all types)
b. Day Surgery (short stay)
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c.
d.
e.

Qutpatient Services
Specific Outpatient Procedures
Emergency Room Services

4. Pre-Certification will be done immediately on all payers requiring authorization prior to services.

5. The hospital information system insurance master file will be updated on an ongoing basis.

Procedures

1. The verification clerk will obtain the following information and document the patient financial folder
in the appropriate location.

a.

b.

Is the group covered?

Is the insured covered?

Verify correciness of the insured group and subscriber numbers,

If the patient is a dependent of the insured, is the patient covered?

If the dependent is over the age of eighteen (18) and a full-time student, does insurance
require a statement from the school attended?

Note: A full time student status normally continues through the age of twenty-three (23)
years.

If the dependent is married, is he/she covered under the parent’s insurance coverage?

Note: Special care when verifying. A request for wntten verification of coverage should be
made.

Is the admitting diagnosis covered?

Is the surgical procedure covered?

Is there a waiting period?

Is the coverage dependent on the level of care (inpatient versus outpatient)?
Does the admitting diagnosis require pre-authorization?

1) Has the pre-authorization been received?

2) If yes, obtain authorization number.

Does the admitting diagnosis require a second opinion?

1) If yes, has the requirement been satisfied?

2) If requirements have not been satisfied:
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a) Call the patient for information needed.

b) Call the admitting physician to advise him of the missing requirements and probabie
re-scheduling.

m. Obtain effective date of coverage.

n. Does coverage contain a pre-existing clause?

o. Determine the amount of the deductible and if any portion has been satisfied?
.p. Determine if benefits are restricted by length of stay or dollar amount limitations.

q. Is an individual claim form required for billing? Does the employer require the claim to be
submitted through the place of employment?

r. Obtain correct billing address for claim submission, Does the claim need to be submitted to
the employee first?

s. Obtain the correct telephone number for claim follow-up procedure.
t. Obtain the full name of the person confirming coverage.
u. Document the date verification was obtained.

v. Any high-priced procedures, such as CAT scan, MRI, and Nuclear Medicine procedures will
require insurance vernfication prior to the procedure being performed.

Exception: The Patient Accounts Manager may approve a procedure without verfication due
to time of day, holiday, weekend, or any other reason deemed appropriate. Approval must be
documented in the patient financia! folder.
2. Review the insurance benefits and requirements.
a. Determine the necessity for authorization prior fo treatment.
b. Take necessary actions to obtain required authonzations.
3. Determine the necessity for second opinions and required levels of care.
4. Advise the physician and patient of requirements.
5. Record appropriate documentation to ensure maximum reimbursement.
6. Determine patient liability amount:

a. Determination will be based on insurance verification and facility anticipated total charges.

See: Deposit Requirements.
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b. Discuss insurance benefits with the patient.

c. Upon verification the patient will be informed of their liability and the facility coilection policy.
Any outstanding exhausted balances should be collected at this time.
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mEALIR o STSLEMS Section BUSINESS OFFICE
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Verification of Medicare Health

Subsection Admissions — Verification of Medicare Health
Insurance Claim Number (H.1.C.)

n—
mo
o-
cm
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m
o o

Policy Procedure No. 11-0311
Effective Date April 15, 1998 | Previous Date

Purpose

To establish a procedure for verifying the Health Insurance Claim (HIC) number for Medicare patients
requesting service.

Pglicies

1. Patients requesting service will be asked to provide their Medicare number:

a.

b.

C.

d.

A copy of the Medicare identification card should be obtained whenever possible.
A copy of a Medicaid card may also be used to obtain the Medicare number, in most cases.

A Medicare explanation of benefits from a prior claim may be utilized to obtain the Medicare
number, if available.

A previous paid patient account record may be utilized to obtain a Medicare number.

2. When informed that the patient has Medicare, but is unable to provide a Medicare number, a
telephone call will be placed to the local Social Security Administration (SSA) Office to obtain the
Medicare number if possible:

a.

Facilities that are unable to verify Medicare benefits electronically will utilize the Social
Security Administration Form 1600.

The Admitting Department is responsible for submission of the Form 1600.
The SSA Form 1600 will he completed and mailed at the time of registration.

The completion and mailing of the SSA Form 1600 will be documented on the hospital
information system by the employee completing the form.

The patient's account number will be placed on the SSA Form 1600 following the hospital
address to facilitate the matching of the retumed SSA Form 1600 with the patient's account.

A copy of the SSA Form 1600 will be placed in the patient's financial folder at the time of the
completion.

A duplicate form will be sent as a second request if the reply has not been received within ten
{10) working days of the original request:

1) The Admitting Department is responsible for the second request if the patient is stilf in-
house.
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2) The Medicare Biller is responsible for the second request if the patient has been
discharged.

3) Close monitoring of responses is necessary due to time delays at Social Security offices.

h. Medicare cannot be billed without a correct Medicare number.
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Subsection Admissions — Admission Checklist

POL
PR

I C
OCE

ww®

i E S
DURE Policy Procedure No. 11-0314

Admission Checklist ... Effective Date  APril 15, 1998 Previous Date

Purpose

To establish a quality assurance process which confirms completion of critical registration tasks.

Related Procedures

1. Admission and registration policies and procedures.
Policies

1. An admission checklist can be completed at the time of registration:

a. The admission checklist can be printed on the inside front of the financial folder or a separate

form.

b. Documentation will be clear and concise.

c. The admission checklist will be signed by the admitting representative processing the patient.

d. The Admitting Supervisor will sign the patient financial folder after reviewing the registration

for accuracy and compieteness:

1) Any missing information will be obtained by the admitting department within twenty-four

(24) hours.

2) The Admitting Supervisor will be responsible for insuring critical registration information is

accurate and complete.
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POL I Il ES &
PROC DURES

Physician Definitions ............

Purpose

pate April 15, 1998 Approved By

Section BUSINESS OFFICE

subsection  Admissions — Physician Definitions

Policy Procedure No. 1 1-031_7

Effective Date April 15, 1998 Previous Date

To ensure each physician definition is interpreted in the same method within Vanguard Health

System, Inc..

Paolicies

1. For the purpose of identifying physician types as a function of Admission, the following definitions

will be used:

Description
Admitting Physician

Attending Physician

Consulting Phys.

Family Physician

Referring Physician

Definition
Physician who actually admits the patient to the hospital.

Physician who actually treats and visits the patient while the patient
is in house and who overall monitors and manages the care of the
patient during the inpatient stay.

Physician specialist, called in by the attending physician to review,
treat, monitor, and/or manage a certain portion of a patient care.

The Physician the patient and the patient's family normally sees for
care on routine matters.

Physician who refers the patient to the hospital.
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Purpose

pate:  September 14, 2009 Approved By: Neal Somaney

CYSTEMES section: Business Office Policy and Procedure

subsection:  Admitting - Address and/ or Social Security
Number Verification

Policy Procedure No. 11-0320

Effective Date October 1, 2008 Previous Date

To provide guidelines for registrations requiring Address Verification.

Scope

Registration process for patients that are known to have a bad address on file or are unable to
provide consistent or complete information at the time of registration.

Policy

3.1. Verification of the guarantor's address using Verification software should be completed in each
of the following scenarios:

31.1.

314

Regardless of insurance, when the registrar is aware the patient's prior account has had
mail returned to the facility.

When the patient presents inconsistent information without any vatid identification.
If the patient is not a minor and has not provided their Social Security number.

All Red Flag Event scenarios.

3.2. If the information returned from the address verification system does neot match the information
provided by the patient, complete the following steps:

3.2.1.

322

3.2.3.

3.2.4.

Ask the patient to verify all current demographic information, i.e. their address

If the patient then provides information that is consistent with the Address Verification
transaction, update the demographic information in the patient registration and guarantor
fields.

If the patient does not provide information that is consistent with the Address Verification
transaction, indicate the inconsistency in the hospital patient accounts system notes.
Keep the address provided by the patient in the demographics, but list the address
returned from the Address Verification in the patient account notes.

Determine if the inconsistency leads to a potential Red Flag Event, if the registrar

determines a Red Flag event has occurred, follow Red Flag reporting policy and
procedure.
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[Hospital Logo]

Date:

Re:
Admission #
Balance Due:

Dear |

Thank you for choosing Hospital. We appreciate you taking the time to complete and
return the Application for Assistance. Hospital uses this information to
determine your eligibility for a reduced fee under the Hospitals Chanty Care
Financial Assistance program.

In reviewing your Application for Financial Assistance, we have determined that you are not
eligible for charity care or financial assistance under our policy. Qur determination was based
upon your income, household size and Federal Poverty Guidelines.

If you have any questions about our decision, please call Customer Service at
(XXX) -

Sincerely,

Customer Service Representative
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WANGUARD

MEALTH SYSTEMS Date: -April 1, 2009 Approved By: Neal Somaney

Section: Business Office

Subsection; Uninsured Patients Discount Policy

POLICIES & Policy Procedure No. — 11-0806
PROCEDURES
Effective Date; July 1, 2009 Previous Date:  N/A
Chicago Hospitals April 1. 2009
SCOPE:

All Company-affiliated hospitals.

PURPOSE:

This Policy and Procedure is established to provide the operational guidelines for Company’s
hospitals to apply a consistent approach to extending discounts to “Uninsured Patients™.

This Policy is intended to work in tandem with applicable chanty care policies that provide for
discounts or full write-off of charges to qualified patients.

POLICY:
1 Uninsured Hospital Discount- The Company’s Hospitals shall provide a discount to

uninsured patients for all medically necessary inpatient or outpatient hospital service, including
pharmaceuticals or supplies provided by the hospital to the patient who qualify for classification as
Uninsured in accordance with the Uninsured Discount Process set forth below. The Company’s
Hospitals shall adopt a written policy in conformity with the Company’s Policy and Procedure set
forth herein. An Uninsured Discount up to 65% of charges will be provided under this Policy. This
shall be available for all uninsured patients that are provided medically necessary services as defined |.
as covered under Title XVIII of the federal Social Secunty Act {CMS) for beneficiaries with the
same clinical presentation, A “medically necessary” service does not include any of the following:

e Non-medical services such as social or vocational services.

» Elective cosmetic surgery

2, Billing and Collection Processes for Uninsured Patients. All uninsured patients receiving
care at the Company’s Hospitals will be treated with respect and in a professional manner before,
during and after receiving care. Each of the Company’s Hospitals should adopt a written policy in
conformity with the Company’s Policy and Procedure set forth herein for its billing and collection
practices in respect of all uninsured patients.
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VANGUARD

HEALTH SYSTEMS Date: -April 1, 2009 Approved By: Neal Somaney

Section: Business Office

Subsection: Uninsured Patients Discount Policy

POLICIES & Policy Procedure No. — 11-0806
PROCE DURES
Effective Date: July 1, 2009 Previous Date:  N/A
Chicage Hospitals April 1. 2009
PROCEDURE:

A, UNINSURED DISCOUNT PROCESS

1. Eligibility: Each Company Hospital will determine that each patient designated as uninsured
1s eligible for the discount.

a. Determination of Eligibility for Uninsured Discount:
1. Each Hospital will request that patients qualifying for the uninsured discount

verify the following information:

1. The patient is not currently a beneficiary under a public or private
health insurance, health benefit, or other health coverage program,
including high deductible health insurance plans.

2. The patient is not covered under any policy of health insurance or
entitled to COBRA benefits.

3. The patient is not covered under workers’ compensation, accident
liability insurance, or any other third party liability

4. The patient 1s not eligible for coverage under any public program such
as Medicare, Medicaid, or any other State, County of Federal program

The hospital wall determine if the patient is eligible for the uninsured discount and register the patient
using the appropriate self- pay plan code.

1, Information Falsification. Falsification of information may result in demal of the
Uninsured Discount. If, after a patient is granted an uninsured discount and Hospital finds material
provision(s} of the uminsured discount policy to be untrue, the uninsured discount may be withdrawn
and the patient will be billed for full charges..

2. Medicaid Eligibility. .If it is determined the patient will qualify for Medicaid as well
as the uninsured discount the patient will be registered into a self pay plan indicating the patient has
a Medicaid application pending. The account will rematn in self-pay until such time the Medicaid
application is either approved or denied. If the patient is approved for Medicaid the self-pay
insurance plan will be updated to a Medicaid plan and the uninsured discount will be replaced with

the Medicaid contractual.
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VANGUARD

HEALTH SYSTEMS Date: -April 1, 2009 Approved By: Neal Somaney

Section: Business Office

Subsection: Uninsured Patients Discount Policy

POLICIES & Policy Procedure No. — 11-0806
PROCE DURES
Eftective Date: JTuly 1, 2009 Previous Date:  N/A
Chicago Hospitals April 1. 2069
3. Insurance Coverage cannot be determined. If the hospital is unable to determine

the patient has health insurance the account will be classified as self- pay until such time insurance
coverage can be verified.

4. Third Party Liability. If is determined the patients injury or illness could be billed
to a third party payer including auto liability the account will be classified as self pay — TPL. These
accounts will be discounted but the TPL vendor will send and pursue the full charges.

5. Insurance Cash received for Uninsured Patient. If the hospital receives, a payment
from a health insurance carnier or other third party while the patient account is in an uninsured
discount financial class the account will be updated to reflect the correct insurance plan and the
uninsured discount wall be reversed.

6. Non-Covered Services- If a patient has health insurance and the service they are
scheduled to recetve has been determined to be a non-covered service, the patient would not be
eligible for an uninsured discount (1.e Mammography, audiology).

7. Package Pricing- For Illinois Hospitals the package pricing for medically necessary
services (i.e. Emergency Room services) will be offered to Uninsured patients provided the package
pricing does not exceed 135% of the hospital costs. If the package price collected 1s higher than
135% of Hospitals costs the patient will be refunded the difference.

8 Package Pricing — For All Other Hospitals any existing package pricing for
medically necessary services (i.e Emergency Room services) will be offered to all Uninsured
patients. The discount will be set up to be up to the greater of 65% of charges or the package price.
Collection of package prices will be expected at the time of service or within the agreed number of
days from date of service. The difference will be manually adjusted using the appropriate Package
plan adjustment code.

9. System Netting of Uninsured Accounts - Upon final bill drop from Hospitals legacy
system, all uninsured patient bills will be netted down using the discount percentage or package
price. The unmsured patient bill will show the discount amount and the patient will be responsible
for the net balance after the discount.

10. Reversal of Uninsured discount — If a patient has applied for financial assistance and
has been approved under the company's Chanty care guidelines, the uninsured discount will be
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HEALTH SYSTEMS Date: -April 1, 2009 Approved By: Neal Somanev

Section: Business Office

Subsection: Uninsured Patients Discount Policy

Policy Procedure No, — 11-0806
Effective Date: July 1, 2009 Previous Date:  N/A

Chicago Hospitals Aprif 1. 2000
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reversed and the entire qualified balance will be written off to Charity Care using the appropriate
transaction code.

11. Invoice Statements or Enclosures. When sending a bill to uninsured patients, the
Hospital should include a statement on the bill or 1n an enclosure to the bill that indicates that if the
patient meets certain income requirements, the patient may be eligible for a government-sponsored
program or for financial assistance. The statement should also provide the patient a customer service
telephone number or office where additional information about such financial assistance can be
obtained. All Statements to uninsured patients should state that they have been provided a discount
due to their uninsured status and the balance is reflective of the amount due after the discount.

12. Notices. Each of the Company’s hospitals should post notices regarding the both a
financial assistance and discounts available to uninsured patients. These notices should be posted in
visible locations throughout the hospital such as admitting/registration, billing office and emergency
department. The notices also should include a contact telephone number that a patient or family
member can call for more information. The following specific language complies the above notice
requirements of this Section B.4.: “For help with your Hospital bill or Financial Assistance, please
call or ask to see our Financial Counselor or call (XXX) XXX-XXXX (M-F 8:30 am to 4:30 pm).”

C. RESERVATION OF RIGHTS AGAINST THIRD PARTIES.

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

REFERENCES
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Deposit Requirements ......... ..

trALim SrsrEwMS Section BUSINESS OFFICE
LICIES & subsection  Admissions — Deposit Requirements
OCE DURES Palicy Procedure No. 11-0312

Effective Date OcCtober 2004 Previous Date April 15, 1998

Purpose

To provide guidelines for establishing financial arrangements for a patient who can not satisfy their
obligations when services are received.

Related Policies

1. Cash Price for Flat Fee Programs and Services.
2. Most Common Diagnosis Average Charge List
3. Collection Policies
4. Financial Programs
5. Billing Policies
Policies
1. Payment is due and payable at time of service. Medical facilities are not lending institutions;
however, as a courtesy to our patients we wilt bill all third-party payers on behalf of the patient;
a. Third-party payers are defined as Medicare, Medicaid, HM.O.s, P.P.O.s, group or private
insurance policies.
b. The facility will offer extended payment plans for patients who require assistance in meeting
their obligation. The patient must meet established criteria to be eligible for these programs.
2. Self Pay patients will be required to pay at time of service:
a. In emergency situations, patients will be treated without regard to financial status.
b. Inpatient and outpatient non-emergency services should not be provided until payment is
received for {otal estimated charges.
3. Verified third-party payers patients may utilize their covered benefit portion in lieu of deposit
requirements but will be obligated to pay co-insurance and deductible balances.
4. Verified Worker's Compensation patients will have no patient liabilities due:
Exception: Personal items received.
5. The facility will not accept personal injury liability coverage as the primary payer unless the patient
has no group insurance coverage.
6. Private room differences will be collected, based on anticipated length of stay, at time of

2
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7. Medicare patients will be notified at time of admission, in writing, that personal items will be their
liability and will be collected at time of discharge.

8. Every patient receiving treatment will be registered into the hospital information system.
9. Payment methods accepted are cash, check, money orders and credit cards.

10. With a verified 80% insurance coverage, Medicare or Medicaid, the patient may make
arrangements on the patient portion of the bill without delay in service.

11. All cash patients, who will be indebted to the hospital for an amount greater than $500, must be
approved by the Chief Executive Officer or his designee.

12. Emergency room patients will have payment requested if their condition is non-emergent:

a. Upon receipt of a Medicaid spin-down and/or share of cost forrn, admission clerks will request
payment from the patient for the amount due. Patients who can not satisfy their obligation will
be referred to a financial counselor.

13. HM.O./P.P.O. non-emergency patients will be expected to pay their deductible and co-pay
amounts prior to service. Emergency patients will satisfy these requirements at time of discharge.

The policy will include all patient types.

Procedure

1. For a seif-pay patient (non-emergency) who is unable to pay prior to service being provided, the
following procedures should be followed;

a. Call physician to inform him of the patient's financial status:
1) Inquire if the patient can be rescheduted should the admission be elective.

2) If the physician states the patient must receive service now, call the Patient Accounts
Manager for approval.

b. Sufficient information must be provided to the Patient Accounts Manager or his designee at
the time of the notification:

1) Name of patient.

2) Name of the patient's private physician.

3) Diagnosis and/or procedures requested.

4) Nature of the services (emergency room, inpatient with expected length of stay, outpatient
surgery, etc.).

5) Transferability of patient.

6) Proposed methods of payment, including amounts available for deposits and date for final

payment.

c. Verbal authorization is to be documented:

11-1200|E8
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1)

6)

7

9)

Admitting/registration personnel are responsible for recording the date, time, and person
who authorizes treatment.

The Admitting Supervisor will prepare a financial responsibility form for all cash patients
receiving services for each twenty-four {24) hour period:

a) The form will include the anticipated length of stay for inpatients.
b) Payments and/or arangements will be documented on the form for review by the
Patient Accounts Manager and/or designee.

The Patient Accounts Manager/designee will comment and/or acknowledge his review of
the form by his signature.

The forms will be maintained in chronological order by the Admitting Supervisor.
Forms must be reviewed daily for possible exhaustion of approval limits:

a) When the patient exceeds the approved limit, approval must be obtained for additionat
anticipated charges.

Cne copy of the patient responsibility form will be placed in the patient financial folder.

One copy of the form will be maintained for a monthly report, by attending physician. This
will enable the Chief Executive Officer to readily identify potential bad debt by physician.

All cash inpatients will be followed daily by the UR/DRG team:
a) Treatments and charges will be discussed in the daily UR/DRG meeting.

The group or private insurance carrier will be utilized for potential third-party liability injury
cases instead of the liability carrier.

10) The hospital will post its deposit requirements at each registration site.

11-1200[E8
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West Suburban Medical Center

Patient Transfer Agreements

(to be retained)
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HEALTH CARE SYSTEM

The proposed change of ownership will not restrict the use of other area facilities,

nor will it have an impact on other area providers.

Impact of the Proposed Transaction on Other Area Providers

Following the change of ownership, West Suburban Medical Center will continue
to operate with an “open” Medical Staff model, meaning that qualified physicians both
can apply for admitting privileges at the hospital, and admit patients to the hospital on a
voluntary basis—the physicians will not be required to admit only to West Suburban
Medical Center. In addition, the hospital’s Emergency Department will maintain its
current designated level, that being “comprehensive”. As a result, ambulance and
paramedic transport patterns will not be altered because of the change of ownership.
Last, because the current admissions policies of the hospital will not be changed, patients
will not be “deflected” from West Suburban Medical Center to other area facilities as a

result of the change of ownership.

Other Facilities Within the Acquiring Co-Applicants’ Health Care System

Vanguard Health Systems, the parent of the acquiring co-applicants owns two
other general acute care hospitals in the Chicago area: Louis A. Weiss Memorial
Hospital, located at 4646 North Marine Drive in Chicago and MacNeal Memornal

Hospital, located at 3249 South Oak Park Avenue, in Berwyn. Weiss Memorial is
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located 16.4 miles (30 minutes) from West Suburban Medical Center and MacNeal

Memorial is located 5.1 miles (15 minutes) from West Suburban Medical Center.

MacNeal Memonal is designated as a disproportionate share hospital, and both
hospitals provide a high percentage of their care to Medicaid recipients. During 2008,
21.4% and 20.5% of the patients admitted to Weiss and MacNeal, respectively, were

Medicaid recipients.

The table below presents the 2008 utilization, bed complements and services

provided by each of the two above-identified hospitals.

Weiss Memorial MacNeal Memorial
Number Utilization Number Utilization
Beds
Med/Surg 184 43.8% 272 62.9%
Pediatrics 0 10 38.7%
ICU 16 89.9% 26 53.4%
OB/Gyn 0 25 51.6%
Acute Mentall lliness 10 80.5% 64 60.1%
Rehabilitation 26 48.2% 0
236 48.9% 397 60.5%
QOther Services
Surgery (ORs/rs) 10 7,634 12 12,953
Cardiac Cath (rms/proc) 1 760 3 1,753
Emergency Dept (vistits) 22674 54,884
Qutpatients (visits) 81,943 177,849
tmaging (rms/proc)
GeneralR & F 11 36,271 7 63,336
Nuclear Medicine 3 3,847 3 7,375
Mammography 2 3,543 3 20,603
Ultrascund 2 3,836 7 23,636
Diag. Angiography 1 608 2 2,100
Interventional Angiog. 1 880 0
CT 1 10,829 3 27,518
MRI 1 2,526 3 7,928
Lithotripsy (proc) 45
Linear Accelerator (proc) 1 121
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Referral Agreements

Copies of West Suburban Medical Center’s current referral agreements are
attached. It is the intent of the prospective licensee, VHS West Suburban Medical
Ceﬁter, Inc., to retain all of West Suburban Medical Center’s referral agreements, and
each provider with which a referral agreement exists will be notified of the change of
ownership. Each of the existing referral agreements will continue in their current form
until those agreements are revised and/or supplemented by VHS West Suburban Medical
Center, Inc. That revision process is anticipated to take 6-12 months from the date of the

change of ownership.

Below are listed the facilities with which West Suburban Medical Center
currently maintains transfer agreements, along with the facility’s distance from West
Suburban Medical Center:

* Northwestern Medical Center (11.4 miles/20 minutes)

e Children’s Memorial Hospital (13.0 miles/24 minutes)

Referrals from West Suburban Medical Center will typically be made at the
discretion of the patient’s physician, in consultation with the patient and family. There
will not be a policy in place regarding any preference of referrals to health care system

members over other facilities.

Duplication of Services

As certified in this application, the acquiring co-applicants fully intend to retain

West Suburban Medical Center’s clinical programmatic complement for a minimum of
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two years. An initial evaluation of the clinical services provided by West Suburban
Medical Center would suggest that the hospital provides few, if any, clinical services not

typically provided by general acute care hospitals.

Availability of Community Services

West Suburban Medical Center is a primary provider of both hospital- and
community-based health care programs in its community, and it is the intent of the
acquiring co-applicants to provide a very similar community-based program complement,
understanding that in the case of all hospitals, the complement of community programs is
not static, and that from time-to-time programs are added or eliminated. Due in major
part to the broad scope of community programs and services currently provided, the
acquiring co-applicants have not at this time identified additional programs to be offered,
though it is fully anticipated that additional programs will be identified following the

change of ownership.

The community will continue to be made aware of programs offered by the
hospital through a variety of avenues, including hospital publications, local newspapers,
public service announcements, information provided in physicians’ offices, and

information provided to patients by staff.

Below is a list of community programs currently offered by West Suburban
Medical Center, and as of the writing of this document, it is not the intent of the acquiring
co-applicants to eliminate any of these programs.

s sponsoring and participation in 24 area health fairs

ATTACHMENT I18C

2/7




“Simple Steps to Fitness” program, focusing on diabetes, heart disease,
obesity, and hypertension

community walks with screemings

School of Nursing

Family Medicine Residency Program

Internal Medicine residency program

dietician visits to 12 elementary schoois to discuss emotional and
physical care

prostate screenings and educational programs

“Just for You” women’s health event

free month of mammograms

genatric depression program

community education programs on stroke prevention, diabetes
management, and healthy

free fitness assessments

“Family Birthplace”, through which bilingual prenatal programs are
provided on breastfeeding, infant and child CPR and sibling harmony
post-partum infant follow-up program

infant car seat program

hosted numerous community meetings, including: Alcoholic’s
Anonymous, Alliance to End Homelessness, Catholic Health
Association of India, Narcotic’s Anonymous, Proviso Children’s
Advocacy Center, Recovery education for the Family and Sara’s Inn
senior programming focusing on cholesterol, healthy living, diabetes,
osteoporosis, and fall prevention

SIDS prevention program

Westlake Medical Associates community clinic

language assistance programs

participation in the community welcome center for new immigrants
organized tours for school groups

school supply and clothing drive

blood drive

scholarship program in conjunction with Triton Community College
internships and mentoring programs for students interested in nursing,
radiology, physical therapy and health mimistry
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TRANSFERS TO CHILDREN'S

TRANSFER AGREEMENT
BY AND BETWEEN
CHILDREN'S MEMORIAL HOSPITAL AND

THIS TRANSFER AGREEMENT (this "Agreement") is entered into as of the first day
of August, 2004, by and between Children's Memorial Hospital,  an Jllinois non-profit
corporation ("Receiving Hospital") and A5 Supurban ./‘7?3?4(4 /! inois not for profit
corporation ("Transferring Facility") (each a "Party" and collectively "Parties").

WHEREAS, Transferring Facility owns and operates a general acute care hospital;

WHEREAS, Receiving Hospital owns and operates a general acute hospital and
ancillary facilities specializing in pediatric care:

WHEREAS, Transferring Facility receives from time to time patients who are need of
specialized services not available at Transferring Facility;

WHEREAS, the Parties are legally separate organizations and are not related in any way
to one another through common ownership or control; and

WHEREAS, the Parties desire to establish a transfer arrangement in order to assure
continuity of care for patients and to ensure accessibility of services to patients.

NOW, THEREFORE, for and in consideration of the terms, conditions, covenants,
agreements and obligations contained herein, and for other good and valuable consideration, the
receipt and sufficiency of which is hereby acknowledged, it is hereby mutually agreed by the
Parties as follows:

ARTICLE L

Patient Transfers

L1, Acceptance of Patients. Upon recommendation of an attending physician and
pursuant to the provisions of this Agreement, Receiving Hospital agrees to admit a patient as
promptly as possible, provided customary admission requirements are met, State and Federal
laws and regulations are met, and Receiving Hospital has the capacity to treat the patient. Notice
of the transfer shall be givén by Transferring Facility as far in advance as possible. Receiving
Hospital shall give prompt confirmation of whether it can provide health care appropriate to the
patient's medical needs. Receiving Hospital agrees to exercise its hest efforts to provide for
prompt admission of transferred patients and, to the extent reasonably possible under the
circumstances, give preference to patients requiring transfer from Transferting Facility.

1.2, Appropriate Transfer. It shall be Transferring Facility's responsibility to arrange
for appropriate and safe transportation and to arrange for the care of the patient during a transfer.
The Transferring Facility shall ensure that the transfer is an “appropriate transfer" under the
Emergency Medical Treatment and Active Labor Act, as may be amended ("EMTALA"}, and is
carried out in accordance with all applicable laws and regulations. The Transferring Facility
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shall provide in advance sufficient information to permit a determination as to whether the
Receiving Hospital can provide the necessary patient care. The patient's medical record shall
contain a physician's order transferring the patient. When reasonably- possible, a physician from

TSR
14 1

the Transferring Facility shall communicate directly with a physician from the Receiving

Hospital before the patient is transferred.

1.3, Transfer Log. The Transferring Facility shall keep an accurate and current log of
all patients transférred to the. Receiving Hospital and the disposition of such-patient transfers.

1.4, Admission to the Receiving Hospital from Transferring Facility When a patient's

need for admission to a center specialized in pediatric care is determined by his/her attending
physician, Receiving Hospital shall admit the patient in accordance with the provisions of this

Agreement.as follows:

(a)  Patients determined to be emetgent by the attending physician shall be
admitted, subject to bed, space, qualified personnel and.equipment: avmlablllty, providedthat all
usual conditions of admission to Receiving Hospital are'met.

(b)  All other patients shall be admitted according to the:establishiéd toutine of
Receiving Hospital. ' '

1.5.  Standard. of Performance: Each Party shall, in performing its obligations under
this Agreement, provide patient care services in accordance with the same-standards as services
provided under similar circumstances to all other patients of such Party, and as required by
federal and. state laws and Medicare/Medicaid certification-standards. Each Party shall mizintain
all legally required certifications and licenses from all applicable governmental and accrediting:
bodies, and shall. maintain full eligibility for participation in Medicare and Medicaid. Recewmg
Hospital shall maintain accreditation by the Joint Commission on Accreditation of Healttcdre:

Organizations ("JCAHO").

1.6.  Billing and Collections. Each Party shall be entitled to bill patients, payors,
managed care plans and any other third party responsible for paying a patient's bill, for services
rendered to patients by such Party and its employees, agents and representatives, and- neither
Party will have any liability to the other Party for such charges. Each Party shall be solely
responsible for all matters pertaifing to its bllllng and-collection of such charges. The Parties
shall ‘redsonably cooperate with each othier in the preparatlon and completion of all necessary
forms and documentation and the ‘determinaticn of insurance coverage and mniafiaged care

requirements for: each: transferred patient. Each Party shall havé the sole final respon51b111ty for

all.forms, doecumentation, and insurance verification.

1.7.  Personal Effects: Personal effects of any transferred patient shall bedelivered:to
the transfer tearh or admissions department of the'Receiving Hospital: Personal effects incliide
money, jewelry, personal papers and articles for personal hygiene.
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ARTICLEIL

Medical Records

Subject to applicable confidentiality requirements, the Parties shall exchange all
information which may be necessary or useful in the care and treatment of the transferred patient
or which may be relevant in determining whether such patient can be adequately cared for by the
other Party. All such information shall be provided by the Transferring Facility in advance,
where possible, and in any event, at the time of the transfer. The Transferring Facility shall send
a copy of all patient medical records that are available at the time of transfer to the Receiving
Hospital. Other records shal} be sent as soon as practicable after the transfer. The patient's
medical record shall contain evidence that the patient was transferred promptly, safely and in
accordance with all applicable laws and regulations. Each Party shall and shall cause its
employees and agents to protect the confidentiality of all patient information (including, but not
limited to, medical records, electronic data, radiology films, laboratory blocks, slides and billing
information), and comply with all applicable state and federal laws and regulations protecting the
confidentiality of patients' records, including the Health Insurance Portability and Accountability
Act of 1996 and the corresponding Standards for Privacy of Individually Identifiable Health
Information regulations.

ARTICLE Il

Term and Termination

3.1. Term. This Agreement shall be effective as of the day and year written above and
shall remain in effect until terminated as provided herein.

3.2, Temmination. This Agreement may be terminated as follows:

{(a) Termination by Mutual Consent. The Parties may terminate this

Agreement at any time by mutual written consent, and such termination shall be effective upon
the date stated in the consent.

(b)  Termination Without Cause. Either Party may terminate this Agreement,
without cause, upon thirty (30) days prior written notice.

(c)  Termination for Cause. A Party shall have the right to immediately
terninate this Agreement for cause upon the happening of any of the following;

(1) If such Party determines that the continuation of this Agreement
would endanger patient care.

(i)  Violation by the other Party of any material provision of this
Agreement, provided such violation continues for a period of fifteen (15)
days after receipt of written notice by the other Party specifying such
violation with particularity.
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(i) A general assigament by the other Party for the benefit of
creditors; the institution by or against the other Party, as debtor, of
proceedings of any.naturé uinder-any law of the United States or any state,
whether now existing or currently enacted or amended, for the relief of
debtors, provided that in-the évent-such proceedings -are institiited’ agamst_
the other Party-remain-unstayed' or undismissed for -thirty (30) days; the
>11qu1datlon of the' othier Paity: for: any reason; or the: appointiment of &
receiver. to take charge of the other’ Party's affairs, prowdcd such
appointmeht remiains iindischarged for thirty (30) days. ‘Such-termination
of the provisions of' this Agreement shall not affect obligations which
accrued prior-to-the effective date of such termination. -

(iv)  Exclusion of either Party fromi participation® inthe: Medicare- or
Medicaid programs or conviction: of either Party of 4 felony.

(v}  Either Party's loss or suspension: of any certification, licensé;
accreditation (including JCAHO or .other accreditation-as:- applicable), or
'other approval necessary to render patient care services.’

ARTICLEIV.

Non-Exclusive Relationship

This Agreement shall be non-exclusive. Either Party shall be free to enter into any other
similar arrangement at any time and nothing in'this Agreement shall‘be construed as limiting-the
right of either Party to affiliate or contract- with any other hospital, nursing horhé, home health:
agency, school or other entity on either a limited or general basis while this Agreement is in
effect. Neither Party shall use:the other Party's name ‘or'marks in any promdtiotial ‘or advertising
material without first obtaining the written consent of the other Party.

ARTICLE V.
Certi_ficatio_n and Insurance

5.1.  Licenses, Pennits, and Certification.. Each Party representsto the other that it’and
all of its employees, agents and representatives possess and shall maintain in valid and current
status during thie term of this Aigreement all required licénses; petmits and certifications enabling
such Party to provide.the services set forth in this Agreément.

5.2. ‘Insurance: Both Parties shall, at thieir ownrcost-and expense, obtain and maintain
in force during the term of this Agreement appropriate:levels of geiieral and professional liability
insurance coverage, in accordance with good business practice for acute-care hospitals in the
Chicagoland -area. Such insurarice shall be prowded by insufance company(ies) acceptable to
Parties and licensed to conduct business in thé: State of Illifiois ot ‘bya sélf-insurance program,
Verification of insufance shall be in the possession of ‘both Patties at all times while this .
Agreement is in effect. Both Parties shall be notified at - least thirty' (30) days proer to
cancellation, notice of cancellation, reduction, or material change in coverage to either policy, In
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the event the form of insurance is claims made, both Parties warrant and represent that they will
purchase appropriate tail coverage for claims, demands, or actions reported in future years for
acts of omissions during the term of this Agreement. In the event of insufficient coverage as
defined in this Section, or lapse of coverage, the non-breaching Party reserves the nght to
immediately and unilaterally terminate this Agreement.

5.3.  Notification of Claims. Each Party shall notify the other in writing, by certified
mail, of any action or suit filed and shall give prompt notice of any claim made against either by
any person or entity which may result in litigation related in any way to this Agreement.

ARTICLE VI

Indemnification

Each Party shall indemnify and hold harmless the other Party from and against any and
all manner of claims, demands, causes of action, liabilities, damages, costs, and expenses
(including costs and reasonable attorney's fees) arising from or incident to the performance of
such indemnifying Party's duties hereunder, except for negligent or willful acts or omissions of
the other Party. Notwithstanding anything to the contrary, a Party's obligations with respect to
indemnification for acts described in this article shall not apply to the extent that such application
would nullify any existing insurance coverage of such Party or as to that portion of any claim of
loss in which insurer is obligated to defend or satisfy.

ARTICLE VIL

Compliance With Laws

At all times, both Parties shall comply with all federal, state and local laws, rules and
regulations now in effect or later adopted relating to the services to be provided hereunder and
that may be applicable to the Parties including, but not limited to, laws, rules and regulations
regarding confidentiality, disclosure and retention of patient records, such as the regulations
promulgated under the Health Insurance Portability and Accountability Act of 1996. A Party
shall promptly notify the other Party if it receives notice of any actual or alleged infraction,
violation, default or breach of the same. Neither Transferring Facility or Receiving Hospital, nor
any employee, officer, director or agent thereof, is an "excluded person" under the Medicare
rules and regulations.

As of the date hereof and throughout the term of this Agreement: (a) Transferring Facility
represents, warrants and covenants to Receiving Hospital that Transferring Hospital 1s licensed
to operate a general acute care hospital in Illinois and is a participating facility in Medicare and
Medicaid; and (b) Receiving Hospital represents, warrants and covenants to Transferring Facility
that Receiving Hospital is licensed to operate a general acute hospital and ancillary facilities
specializing in pediatric care and to participate in Medicare and Medicaid.
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ARTICLE VIIL
Miscellaneous

8.1.  Non-Referral of Patients. Neitlier:Party is under:any-obligation to'refer or transfer
patients to the other Party and neither Party will receive any payment for any patient referred or
transferred to:the other Party. A Party may-refer or transfer patients to any facility based on the
professional judgment of. the: treating -physician -and the individual néeds and wishes of ‘the
patients,

8.2.  Relationship of the Parties. The Parties-expressly acknowledge that in performing
their respective obligations under this Agreement, they are each acting as independent
contractors. Transferring Facility and Hospital are niot and shall not be considered joint
venturers or partners, and nothing herein shall be construed to authorize either Party to act as
general:agent-forithe other. Neither Party, by virtué of this- Agreement, assumes any liability for
any debts or-obligations of either a financialor-legal nature-incurred by the other Party: Edch
Party:shall disclose in-its respective dealings that they are séparate entities.

8.3. Notiees. All notices and other communications under this: Agreement:shall“be:in
writing-and- shall be deemed received-when delivered: personally or-when‘deposited in-the:1-S,
mail, postage-prepaid, sent registered or- certified mail, return receipt Tequested or sent vid-a
nationally recognized and receipted overnight courier service; to the Parties at their tespective
principal office of record as set forth below or designated in writing from time to time. No
notice of a change of address shall be effective until received by the other Party:

To Receiving Hospital:

.Children's Memorial Hospital
2300 Children's Plaza
Chicago, IL. 60614
Attention: Gordon Bass, COO
Fax No.: (773) 880-4126

To Transferring Facility:
oy £, Kreu CEO
Lot Syubiar Dag Sedical Camfer
o Ll Cpury
Cnk Pack, T 1. D707

With a-copy to:

Jeannie Carmedelle Frey, Esq.
Senior Vice President

Legal Affairs/General Counsel
Resurrection Health Care
7435 West Talcott Avenue
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Chicago, IL 60631
(773) 792-5875 (fax)

8.4.  Assignment. Neither Party may assign its rights or delegate its obligations under
this Agreement without the prior written consent of the other, except that either Party may assign
all or part of its rights and delegate all or part of its obligations under this Agreement to any
entity controlled by or under common control with such Party.

8.5.  Entire Agreement; Amendment. This Agreement contains the entire agreement of
the Parties with respect to the subject matter hereof and may not be amended or modified except
in a writing signed by both Parties. All continuing covenants, duties, and obligations contained
herein shall survive the expiration or termination of this Agreement.

8.6. Govemning Law. This Agreement shall be construed and all of the nghts, powers
and liabilities of the Parties hereunder shall be determined in accordance with the laws of the
State of Illinois; provided, however, that the conflicts of law principles of the State of Illinois
shall not apply to the extent that they would operate to apply the laws of another state.

8.7. Headings. The headings of articles and sections contained in this Agreement are
for reference purposes only and will not affect in any way the meaning or interpretation of this
Agreement.

8.8. Non-discrimination. Neither Party shall discriminate against any individuals on
the basis of race, color, sex, age, religion, national origin, or disability in providing services
under this Agreement.

8.9.  Severability. If any provision of this Agreement, or the application thereof to any
person or circumstance, shall be held to be invalid, iliegal or unenforceable in any respect by any
court or other entity having the authority to do so, the remainder of this Agreement, or the
application of such affected provision to persons or circumstances other than those to which it is
held invalid or unenforceable, shall be in no way affected, prejudiced or disturbed, and each
provision of this Agreement shall be valid and shall be enforced to the fullest extent permitted by
law.

8.10. Successors and Assigns. This Agreement shall be binding upon, and shall inure
to the benefit of the Parties hereto, their respective successors and permitted assigns.

8.11. Waiver. No failure by a Party to insist upon the strict performance of any
covenant, agreement, term or condition of this Agreement, shall constitute a waiver of any such
breach of such covenant, agreement, term or condition. Any Party may waive compliance by the
other Party with any of the provisions of this Agreement if done so in writing. No waiver of any
provision shall be construed as a waiver of any other provision or any subsequent waiver of the
same provision.

8.12 Counterparts. This Agreement may be executed in any number of counterparts,
each of which shall be deemed an original, but all such counterparts together shall constitute one
and the same instrument.
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IN-WITNESS WHEREQF, the Parties have caused this Agreement to be executed and
delivered as of the day and year written above,

West Suburbary [Fedival Gn¥er

an Illinois:not-for profit-corporation

By: JO*C\IQ-—LR

U e a—
Neme: _ Jav Lo frevzer.

Titler Fyecirbt: Vo ,ﬂ,\gj,a/g,hf/cﬁ';

CHILDREN'S MEMORIAL HOSPITAL
By: (7'(5:-\»-- '

Name: Tom Schubnell

A ml )

Title: Administrator of Surgical & ER Services

ATTACHMENT 18C




PATIENT TRANSFER AGREEMENT
WEST SUBURBAN HOSPITAL MEDICAL CENTER
PEDIATRIC CRITICAL CARE CENTER

This Agreement is made and 1s effeclive as of the /5’T day of ﬁ"f”’eﬂ-{ br‘ , 2003
hy and between Children’s Memorial Hospital (*“Children’s Memorial™), 2300 Children’s Plaza,
Cincago, 1L 60614 and West Suburban Hospital Medical Center (“West Suburban Hospital™), 3
Ene Court, Qak Park, 1L 60302.

WHEREAS, West Suburban Hospital has submitted an application to the Illinois
Department of Public health (“IDPH”) for rccognition as a Pediatric Critical Care Center
(“PCCC™); and

WHEREAS, in connection with the recognition of West Suburban Hospital as a PCCC
by IDPH, West Suburban Hospital desires to enter into this transfer agreement to assure
continuity of care and treatment appropriate for critically i1l Pediatric patients whose medical or
surgtcal condition requires specialized treatment modalities unavailable at West Suburban
Hospital.

NOW THEREFORE, in consideration of the mutual promises and covenants contained
herein, Children’s Memorial and West Suburban Hospital hereby agree as follows:

t. When 1t is determined that a West Suburban Hospital patient will benefit from a higher
Icvel Pediatric Intensive Care (“tertiary care™), and when a Children’s Memorial
physician accepts transfer of a West Suburban Hospital patient, then Children’s Memorial
agrecs to aceept such a patient transfer as promptly as possible provided transfer
requirements are met and adequate staff and bed space to accommodate such a patient are
available.

!\J

When it is determined by a Children’s Memorial physician that the West Suburban
Hospital patient no longer requires tertiary care, then West Suburban Hospital agrees to
accept the transfer back of the West Suburban Hospital patient. This transfer will occur
as promptly as possible pending the acceptance of the transfer by a West Suburban
Hospital physician and the availability of adequate staff and bed space to accommodate
the patient,

3. The parties agree to devote their best efforts to promoting cooperation and effective
communication between the parties in rendering services hereunder, to foster the prompt
and effective evaluation, treatment and continuing care of recipients of these services.

4. The parties agree that the services provided by each party in connection with this
Agreement will be provided in conformity with all applicable federal, state and local
laws, standards, rulings, or regulations, including, but not limited to, the emergency
Medical Treatment and Active Labor Act (EMTALA). This shall aiso include the
obligation to comply with all State of lllinois and federal laws and regulations governing

-

-

Patient Transiee dgecewment — West Suburban Hospitnl Medical Center

!

-
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the confidentiality and release of patient medical record and health information,
including, but not limited to, the privacy standards of the Privacy Rules under the Health
Insurance Portability and Accountability Act of 1996 (“HIPAA”) and the'tegulations
promulgated thereunder. In connection with HIPAA compliance, the parties agree to
negotiate and execute an agreement, as business associates, with respect to the exchange
of protected health information of patients receiving services from either party, in
substantiaily-the form attached heretoas Attachiment B; by April 14, 2003. The:parties
dlso dgree to comply with fhe accreditation standifds of the Joint Commission on
Accredititioh of healthcare Organizations (“JCAHO”).

5. Charges for-services performed by either institution in connection with this Agreement
shall'be collected by the institution rendering such services ditectly fromn the patient, third
party payor or other sources normally billed by the iristitution. Neithér party'shall have.
any liability to the other party for such charges.

6. Each party acknowledges the hon-exclusive nature of the Agreement,.and nothing in‘this
Agreement’shall be construed as limiting the right of either party to contract under sirhilar
agreeiiients with any other institution whilé this Agrecment-is in effect. -

7. The relationship between Children’s Memorial and West Suburban Hospital shall be that
of independent contractors. The governing body of each institution shall have exclusive
control bf policiés, management, assets and affairs-of its respective institution. Each.
party will maintain professional and general liability insurance as will fully protect it
from any and all claims of any nature for damage to property or from personal injury
including death, made by anyone which may arisé from operations:carried on by either
party under'this Agiéement, or from the acts or omiissions of any of their respective
officers, directors, employees.or agents. Such insurance-shall be maintained at such
minimutn levels as are détermined to be mutually acceptéble. In the evént that such
insurance is not on an “occurrence basis” and is caricelled or terminated; theé party
canceling or terminating such insurance shall at all times, including without limitation,
after the expiration and termination of this Agreement for any reason, maintain
continuing insurance coverage for such cancelied policy of insurance through the
pirchdse of “‘prior acts™coverage with a subsequent policy of insurance, which provides
for a rétroactive date of coverage equal to the retroactive date of the insurance policy-that
was canceled or termindted, the purchase of an‘extended reporting endorsement or*“tail
coverage™ for the policy that was canceled or teriinated; or'siach othermethod -which
assures continuing coverage. Each party shall provide the other party with a‘certificte of
insurance or other reasonable evidence that the insurance coverage requirements of this
Agreement have been et Such-evidence shallbeprovided upon the:execution of this
Agréemerit, and thereafter in the event of any modification’or‘change in"coverage,or
uponthie othér paity’s:request. ‘Each party:shall notify-the-other party; in writing, at léast
thirty (30) days-prior to cancellation, modification or non-renewal of its liability.
coverage: Each. party-shall notify the other in writing within fifteeh (15):days afler:any .
fotice isTeceived of cancellation:of non-renewal ofiits:liability coverage. ;

Pationt Teanster Agreenient - West Suburban Hospital Medical Cenicr
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& The parties agree to assume the risk of liability for and to mdemmfy and hald each other
and their respective officers, agents and employees. harmless, from. and agamst all’ cla:ms,
causes of action, damages, suits, judgments, liabilities, josses, and expenses, inicluding

; damages for the dcath of any person or persons and damages to-any property (“Losses™),
resulting from, arising out of, .or connected with the neghgent acts or omissions of their
respective employees or agents. This covenant shall survive dny téfmination of thls

Agreement,

9. Thetermzof-the Agreement shall be one year from the date of ¢ executiort, and shail
automatically renew:for successive one (1) year periods, thercafter unless termmated as
follows:) either-party may.tefminate this Agreement at-any: time; w1thout cause, | wnth
ninety (90) days advance written notice to the other party; i1) either party provides notice
{o the other party that the other party has materially defaulted in the performance of any’
obligation under this Agreement, and other party fails to cure such default within thirty
(30) days+following the receipt of such-written notice, or.such other, longer time as' may .
be mutually agreed to by the parties in writing. Any such notice of defaulf, shall mclucle a
reasonable description or explanation of the nature of the default. All notices, requests,
demands; and-other coniffiunications:required or permitied hereunder shall: be in wntmg
and shall be deemed to have béen duly delivered ten (10) days after date of malhng via,
regular mail, or sooner upon presentation of adequate proof of earlier delivery; if
delivered in person of if sént via ‘overnight courier or by. reglstercd or-certified, first class
mail, postage prepaid. Notices: -shall be sent to the signatorics to this Agreement,,w1th a,
copy'toithe Pediatric/Intensive Care:Médical Director at the respective:instititions.

10. This Agrecment shall.automatically-terminate without regard to notice upon the date that
cither party to this Agreement: a) ceases to have a valid provider agréément with the.
Secretary of the Department of Health and Human Services; b) fails to renew, has
suspended, or revoked its State license to operation as an acute care hospital in-Illinois; or
c) either party dissolves or ceases its operatlons as an‘acute care hospital in the: State of
Illinois or files a petition in bankruptcy or is adjudicated bankrupt.

11. In providing services under this Agreement, each party agrees not to discriminate on the
basis of race, color, sex, age, religion, national origin, handicap or any other legally
prohibited factor.

12. This Agreement constitutes the entire agreement between the parties hercto, and there are
no representations, warranties, or prior understandings cxcept as-expressly set.forth
herein. Neither this Agreement nor any term or provision hereof may be changed,
waived, discharged, terminated or otherwise modified, except in writing executed with
the same formalities as this Agreement. This Agreement shall be deeined to have been
made and shall be construed and interpreted in accordance with tlie laws.of the State of
Nlinois. :

Pasivnt Traisfer Agreemens - West Suburban Hospital Medical Conver
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13, Neither party to this Agreement may assign any of the rights or obligations under this
j{{ig[cement ‘without thé express written consent of the other party. Any. attempt to-assign
this Agreement without conserit shall be-Void: ’

14. The waiverby any.party of hbreachor v’i"'q‘l’af,i"dn of Any-provision of this Agreement shall
not-operate as; ogb‘b construedto be, a wiaivef of any, subsequent:breach: of:the same or
other provisions. ' '

15. If any provision of this Agreement, or the application of such provision to any person or
circumstance, shall be held invalid, the remainder of this Agreement or the:application of*
siich provision.to any person or¢ircumstance other than those to whichi it is heldsinvalid,

“shll hot be affecied thereby; each 6f such provisions béing scverable’in.any such
instance.

IN' WITNESS WHEREOF, this-Agresment:lias béen ‘executed by the parties:on.the date
first written-above.

FOR‘WEST SUBURBAN HOSPITAL: FOR CHILDREN’S:MEMORIAL

WCENTER HOSPITAL

Signatire > Signature. &
Name Printed: Jay Kreuzer Name:Printed: Patrick M. Magoon

Title: Pres_i_dent & CEO Title: Presidept & CEO
Date:_¥)xyp [~7 Dat'eaﬁ-' ﬂvi o>

Petient Transfer Agreement- West Suburban Hospital Medical Center
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Northwestern Perinatal Center
Affiliation Agreement

NORTHWESTERN PERINATAL CENTER
AFFILIATION AGREEMENT
Level 1L

I Introduction

In November of 1974 the Department of Public Health, State of illinois, designated the
McGaw Medical Center of Northwestern University, hereinafter referred to as the "Center,” 2s a
regional perinatal center. The Northwestern Perinatal Center is composed of the following Levei Il

institutions:
(L}  Prentice Women's Hospital of Northwestern Memorial Hospital;

(2)  Evanston Women’s Hosﬁital of Evanston Northwestem Healthcare; and

(3}  Children's Memoﬁal Medical Center.

It is the goal of the Center to provide quality maternal-fetal and neonatal care services to
the families in the Center’s region of responsibility. It is the Center’s belief that it can best affect
the quality of perinatal cutcomes by providing leadership within the framework of a regionally
integrated system of perinatal services designed to maximize outcomes and to promote
appropriate use of services and resources. Facilitating the recognition of high-risk conditions and
perinatal consultation, referrel, or transfer are important to improve outcomes, Itis further
recognized that perinatal services must be provided in an environment which is both
professionally challenging to those who chose to serve in this area, as well as cost-effective in its

delivery for the benefit of all involved.

Subchapter I: Part 640 of the ADOPTED RULES OF THE ILLINOIS DEPARTMENT OF
PUBLIC HEALTH - REGIONALIZED PERINATAL HEALTH CARE CODE (77 IIL. Adm. Code
640) hercinafter referred to as the "Illinois Rules," and the CITY OF CHICAGO HOSPITAL
REGULATIONS FOR MATERNITY AND NEWBORN NURSING DIVISIONS, hercinafter

referred to as the "Chicago Regulations," require letters of agrecment between the Perinatal Center
and each Affiliated Referral Hospital. As part of this letter of agreement both the Perinatal Center
and Affiliated Referral Hospital agree to abide by the [llinois Rules and the Chicago Regulations

appropriate for its respective level of care.

: The Northwestern Perinatal Centet, representing the institutions of Northwestem Memorial
Hospitel, Evanston Hospital, and Children's Mermorial Medical Center, has agreed to enter into this

Affiliation Agreement with West Suburban Medical Center.
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Northwestern Perinatal Center _
Affiliation Agreement 2

II. Definitions

A, The Definitions contained: in the. Section 640.20 of the Illinois Rules dated
: . August 2000 and the Chicago Regulations dated November 2000 apply to this
. Affiliation Agreement and to the activities of the Northwestern Perinatel: Network,
The definitions described above are attached to and made a part of the Affiliation
Agreement,. All referencesin this Affiliation Agreement to either the Illinois
Rulesor the:Chicago Regulationsare-for the.dates mentioned above.

B. . Center. ‘I’he Northwcstcm Perinatal Center includes the campuses of the
three designated Level III institutions which are: the Prentice Women's Hospital
of Northwestern Memorial Hospital; the'Evanston Women’s Hospital of Evanston
Northwestern Healthcare; and the Children’s Memorial Medical Center. By.
definition, each-of these separate campuses of the Northwestern Perinatal Center
must meet the requirements for Level III designation.

C. Directors of the Center. The Center Directors are the matemal-fetal
medicine subspecielist and negnatologist who have: been designated by the
+ Chairman:of the Department of Obstetrics and Gynecology and the Chairman of
the Department of Pedisitrics at-the Northwestern University:Medical School.

D, BBJL@_H_Q},_@ Each:individual hospital which formelly affiliates. w1th
the Center by execution of an Affiliation Agreement, including West Suburban
Medical Center.

‘E. . Network. The Northwestern Perinatal Network shall include the three.

Leve! Nl institutions that comprise the Center and all of the Referral Hospitals.

E. Perinatal Ceriter Executt i .A committee:composed of
individuals: representmg the areas of Obstetncs Pedlatncs Nutsing, and: Hosplta]
Administration-from the three designated Level Il hospitals of the Center;

Q. ng;onal Quality Council (RQC). .A couneil composed of at least -one

. 'mdmdual from-each hospital, health departments, and organization:within.the.

.._;Network The Reglonal Qitality Council: réports to the Perinatal Center. Bxecutwe;

. Committee and is responmble for the 1mplcmentatmn ofa nétwork. conﬁnuous
quality improvement program as defined by the Illinois Department of Pubhc

.Health/Statew:de Quality Council,

H. ' etwork Eursmg Leadersm:; A reglonal pennatal nmnagement group k

conslstmg of nursing leadershlp representatwes from each hospital and service
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Northwéstem Perinatal Center
Affiliation Agreement ' 3

related agency and organization within the Network. The Network Nursing
Leadership provides a forum for communication, education and collaboration in
the establishment of Network priorities for system support activities and
eSoUrees,

HI.  Northwestern Perinatal Center Organization

A.

The Northwestern Perinatal Center shall have a Perinatal Center Executive
Committee which will be responsible for the overall operations of the Network.

I. . The Perinatal Center Executive Committee-shall be composed of no more
than twelve (12) voting members, four (4) members from each of the respective
Level I institutions, The four (4) members from each institution shall be
appointed by that institution, and shall represent the areas of Matemal-Fetal
Medicine, Neonatology, Nursing, and Hospital Administration. The four (4)
members of Children’s Memorial may include two pediatricians, The
Administrative Coordinator of the Center shall also serve as ex-officio members
of the Committee.

s 2 The chairman of the Perinatal Center Executive Committee shall be one of

the Directors of the Center.

3. The Perinatal Center Executive Committee shall at the Committee’s
discretion form subcommittees as appropriate representing the areas of
Obstetrics, Pediatrics, Nursing, and Hospital Administration, Each subcommittee
should be responsible to the Perinatal Center Executive Committee for issues that
fall within their respective area of expertise. :

4, The committee shall meet annually and as needed.

An Administrative Coordinator, reporting jointly to the Directors of the Center,
shall be responsible for ensuring coordination of all Network related activities.

1. - Eachof the Level Il institutions will designate an Outreach Education
. Coordinator who will be responsible for: coordinating the flow of perinatal
- information from and to that institution; maintaining a transport database;

fucilitating review of il perinatal mortalities; as well as educational and quality .
improvement activities.

2. The Administrative Coordinator shall be responsible for all fiscal activities
related to the administration of the State of Illinois Perinatal Agreement.
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Northwestem Perinatal Center -
Affiliation Agreement ‘ 4

C.

Iv.

A.

The Northwestern Perinatal Center shall havea Regionial Quality Council
(RQC) résponsible for 1mplementatzon of & network continious- quahty
improverient program #s-defiiied by the Illinois Depiitment of Public

HealtlyStatewide Quality Cotincil.

- L The Regional Quality Council shall be composed of at least one individual

from each hospital, heaith department; aid*orgarization Wi'thin ‘the Netwotk.

2. Theco-chiditmén of the Regional Quality Councll shall be appointed by
the Perinatal Cedtér Executive Comiuittee and'shiall rcpresent the speéialties of
materngl-fetal medicine and neonatology.

3. TheReglonal-Quality Couricil shall ineet quarterly and as neéded.

‘Ttié Northwestern Perinatal Center shill have &' network Nursing L.eéadership

Group for the prrpose sl commumcatlon, education, and the planning a.nd
evaluation'of rietwork programis and ‘services.

1. The Network Nurping Leadership Group will be composed of nirsing

* leadership representatives from each hospital, health department agency, and

organization Wwithin the Network.

2. The Network Nursing Leadership Group will meet quarterly and as.
needed. . ' ‘

Perinstal Center Clinical Services

Materpal and Neonatal Transport:
1. Each of the'thiree Level Iil iistinitions of the Northwestern Perinatal Center
provide matemal and/or neonatel transport systems 24 hours a day, 7 days a week,

These systems-are accessed through the obstétrical of neonital hotlines at each of
the Level Il instititions. All tertiary: ibased tiansport teams have’ educatmn,

. onentanon -and cemﬁcamn processes.

2 - The Nothwestem‘Pennatal Centeris. respons1ble fdr providmg transport of
- all mechcally eligible’ ‘perinatal‘patierits requiring care at a Level T fucility and must
. as&iire that appropriate persotinel atlend-patients duiring transport. Medical

eligibility will be determined by the Perinital Center with decisions relatinig to
trangports being made collaboratively based wpon the clinical _;udgmcnts of the

referring and receiving physicians. ‘Should the Perinatal Center fiot be able to aceept

a Network patierit for transport’ bec_apse of a 14tk of beds (obstetricalor'fizonatal),
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Northwestern Perinatal Center
Affiliation Agreement 5

the Ceriter assumes responsibility for placing that patient at another £acility capable
of providing the appropriate leve! of care. -

3 Transportation of the patient remains the responsibility of the accepting
Level IIl. Decisions regarding composition of 2 tranisport team and mode of
transport will be determined collaboratively by the receiving and referring
physicians and nurses, Transport team members may inchude paramedics, nurses,
and physicians,

4, Written protocols for the mechanism of transport will be distributed by the
Perinatal Center to the Referral Hospital. :

5. The Center will transfer patients back to the referring hospital as soon as
medically feasible. All decisions will be made collaboratively by referrmg and

receiving physicians,

Referral Services .

1. The three tertiary centers of the Northwestem Perinatal Center each have
complete genetic services including counseling, diagnostic procedures, laboratory
research, and foliow-up. Counseling and diagnostics are available preconception
through adulthood. Genetics consultations and services are available to all network
hospitals and professionals deily and via obstetric hotline for emergencies.

2. Patients with a prenatal diagnosis of a fetal anomaly are cared for in special
programs located at Evanston Hospital and Prentice Women’s Hospital. Women
with a suspected or confirmed diagnosis of intrauterine anomaly may be referred
from community hospitals into one of the two tertiary cemer prograrns. The
Evanston Hospital program provides evaluation and care of the patient with
suspected or diagnosed anomalies utilizing a team approach that includes maternal-
fetal medicine, genctic counseling, neonatology, Perinatal Family Support services,
and various pediatric sub-specialists. Professionals from Prentice Women’s
Hospital and Children’s Memorial Hospital combine to form a Fetal Assessment
and Intervention Team that meets monthly at Prentice. The Team consists.of
.materpzl-fetal medicine; neonatology; pediatric sub- -speciaities such as pediatric
neurosurgery, pediatric surgery, pediatric urology, and pedJatrlc cardiology: obstetnc
and pediatric-uitrasotind; social service; nursing; chaplain servicés; neonatal and ~
infant developmental follow-up services; and psychiatry. Famnilies with fetal
anomalies are provided with coordinated and comprehensive services through this

team.
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" . Northwestern Perinatal Center
Affiliation Agreement : 6.

C.

Followaup

1. Follow-up is available for slected’high-risk infants ihrough: comprehensive
Developmental Services at Prentice. Evanston and Childrén’s Meniorial Hospital.

. Specific developmental strengths and weaknesses are delineated for - parents and

referrls to comminity early intefvention programs:are made-when negessary, The

. Cénter makes &1l ‘#ppropriate refemls to the Early Intervéntion Mediéal‘Dlagnosnc

Network Dischtge from Devélopmerital F ollow-up is determined:jointly by staff
and parents when the child is appropriately placed acadermca[ly and has no naed of

.ﬁ.lrther service.

2, Thc Ceriter, in compliance-with ilinois Rules, refers all hlgh risk perinatal
patierits to the Illinois Diepartment of Public Health as-well as the local health
Agency to- insure that those pauents gre assessed at appropnate mlervals, receive
irtetvention as needed, and are réferred for needed support services. Thiy is done
through the Adverse Pregnancy Outcome Reporting System (néondtal) and the
Perinatal Trecking Program (maternal). A Maternal Discharge Recotd is filed for
each high-risk pregnant or post-partum patieit treated in the tertiary cefitérs, A High
Risk Infant Discharge Record is filed for-each high-risk-infant freated in the centers,

- The'local hiealth department or other desxg,nated loca] health,agency providing
‘.fo!low-up services to high risk pregnant post partum women and to thh-nsk infants
‘prepete a Follow-ip Report whichis submitted to IDPH with: ‘a.copy. to the tertiary
cenitet. Monthly repotts dre compiled by IDPH listing.all hospital referrals fo each

health: departmentfagency

v, Perinatal Network Communication

A

The Matemal-Fetal Medicine Director of the Center will oversee:
1. The‘mainfénanpe 6f’24‘«hquf-ob'ste'q-‘i;c’ hotlines—

'847/570-2230 it Evanston Hospital
312/472-0953 it Prenticc Women's: Hospital

“for irmedists consultation, refitfal, afid transport .ofﬁdlis;féfﬁﬁ:péﬁé'ﬁfts; '
'2; - '~ 'The prompt verbal ando‘or wntten commumcatmn regardmg patlent

who. carcd for the pauent to tie: refemng ph)’Slclﬂn at. hm/her oﬂ'me, 1f‘ available
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B. The Neonatal Director of the Center will oversee:
1. The maintenance of 24-hour neonatal hotlines—

800/540-4131 (Transport) at Children's Memorial Hospital
773/880-3940 (Consults) at Children's Memorial Hospital
847/570-2244 at Evanston Hospital

312/472-1002 at Prentice Women's Hospital

for immediate consultation, referral, and transport of neonatal patients;

2. The prompt sending of patient management and outcome information from
the Perinatal Center Neonatologist who cared for the pahent 10 the ptimary care
physician at his/her office, if available.

C.  While the Center physicians will endeavor to keep the referring physician informed
conceming the continuing progress of transferred/transported patients, the referring
physician is encouraged to call the Center frequently to check on interim
developments. .

VI.  Perinatal Center Financial Qperations

A, Program Costs .
1. The Administrative Coordinator of the Center will be responsible for

developing an operating budget on an annual basis associated with the direct
operating expenses for the Center-wide program. This operating budget will include
such expenses as cost of personnel (both administrative and secretarial), data
collection and processing, educational programming, and other costs that may be
essential to the operation of the Northwestern Perinatal Center. The fiscal year for
the Center shall be from July 1st through June 30th.

2. The Center.and Referral Hospital may agree to additional services. Costs for
these services will be negotiated between the Center and the Referral Hospital. A
written and signed addendum to this agreement will be added for thése services.

3. The cost of programs such as an annual meeting, educational seminars, and
special projects will be covered by the Center to the extent possible. Minimal fees
will be charged to participating individuals/institutions from the Network to help

* defray the costs. Educational programs that do not have sufficient participation to
cover the cost of the program may, at the discretion of the presenting party, be
canceled for "lack of funds."
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" B. Grants, Contracts, and Research Costs

‘All Network institutions are encouraged but not required to submit grant proposals to state,
local, and national agencies to undertake research endeavors on behalf of the Center. In .
conjunction with the granting egency's request, these monies will be exclusively used for the
research protocol to which they bave been approved. Grants or research proposals
submitted-on behalf of the Center or which utilize multiple hospital resources-(e:g., patients,
data, etc.) of the Center will require the prior approvel of the Perinatal Center Executive

Committee. N
VIL. Perinatal Center Education Services
A, Medical Educatiopal Services

Medical education is an integral component of the Joint Mortality and Morbidity Reviews
provided by the Center. The Center will make every-effort to respond to all additional
requests for medicel education.

" B.  Nusing Educational Services

The Center will establish, coordinate and maintain a yearly calendar of educational -
programming for pennatnl nurses including those at Network hospltals including courses on

- basic fetal monitoring, brcasﬁeedmg support, neonatel resuscitation, high risk maternal and
neonatal assessment and stabilization for transport. Additional programming will be
planned:in response to educational needs assessments by the Center, A tuition fee may be
charged.to participants so that course will be finanicially self-sustaining.

VI Joint Mortality and Morbidity Reviews

A The Center. will conduct quarterly Joint Mortality and Morb1d|ty Review
Conferences (“Joint M&M Revigw). with:each Referral Hospital. The Center will.
collaborate with the Referral Hospital to establish the format.and schedule for ‘the Reviews,
Modifications in the quarterly schedule may be made jointly by the Pennatal Center and

referral hospital, -

B. The Joint M&M Review shail include selected perinatef mortality and transport
cases for the purpose of communication, education, and quality improvement. A maternal- -
fetal medicine subspecialist, a neonatologist, and a perinatal nurse will attend from the
.Center. Review shall include a. detenmnatuon of the appropriateness of risk assessment,
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diagnosis and the adequacy of procedures to prevent disabilities or loss of life. Both system
logistics and clinical management will be discussed.

C. - The Center will provide periodic institutional and Network data comparison reports,-
including a synopsis of perinatal mortalities and attributable factors, to be used as a basis for
establishing priorities to improve maternal and neonatal outéomes.-

D. Except for submissions to the Regional and Statewide Quality Councils, the Center
will share no Referral Hospital’s statistical data or patient review information with any other
institution or agency, except on an anonymous de-identified basis, unless otherwise -
authorized by the Referral Hospital in writing. :

E Referral Hospitals may request data reports regarding their institution from the
Center.

IX.  Referral Hospital Obligations

A.  The Refetral Hospital will be responsible for communication of the conditions of
this Letter of Agreement to all dppropriate professional and administrativc staff. -

B. Thc Referral Hospital Physicians will utilize the "hot-line system estahlished by the
Center for consultation, referral, and transport.

C.  The Referral Hospital physicians will, within a reasonable time frame after
identification of the condition, consult and/or transfer to the Center obstetrical and neonatal

- patients who require the services of the Center, including but not limited to, patients
outlined in the Illinois Rules and attached Addendum I: Patient Care Services.

D.  The Referral Hospital will accept all medically eligible obstetrical/neonatal patients
for return transport subject to bed, space, qualified personnel and equipment availability and
provided all usual conditions for retuirn are met, Medical eligibility will be determined
jointly by transfetring and receiving physician.

E. The Referral Hospital staff will participate in the quarterly Joint Morbidity and
Mortality Review Conference. Written case summaries will be prepared arid submitted to
the Center prior to the review. Complete chart and FHR tracings should be available as well
as laboratory results, i.e. autopsy, biood work, etc. The expected attendance'is seventy-five
percent of all reviews for all perinatal medical staff. A

F..  The Referral Hospital will maintain and provide perinatal data to the Center as
tequired by the Illinois Rules for Joint M&M Reviews, and any other reasonable
information requests which are required to support Regional and Statewide Quality Council
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activities and have been approved by:the Northwestem Perinatal Center Executive
. Comimittee.

G.  The Referral Hospite! will participate in contimiing educational programs for both
nurses and physicians developed by the Center.

H. The Referral Hospital shall maintain an ongoing in-house continuing education .
program for all perinatal staff with documentation-of competency as required by the Illinois

Rules.

L The Referral Hosp:tal administration will designate-at- Ieast anie:fepresentative to
serve on the Regional Quality Council and at least one representative to attend Network
Nursitig Leadership meetings. These representatives will be responsible for bringing
information back to the Referral Hospital,

J. The Referral Hospital shall have in place a policy that outlines clinical situations in
which a Referral Hospital Farnily Practice must consult on site wnh a board eligible/board

certified Obstetrician or Neonatologist

K. The Referral Hospital shill Rave | in place a policy that outliries clinical sifuations in
~ which a Referral Hospital pediatric hospitalist must consult on site with a board-
eligible/board certified Neonatologist.

L. The Referral Hospltal shall have in place en interna quality assurance mechanism to
review perinatal outcomes and appropriateness of Obstetnc & Neonatal consultations and

transports,

- M, The Reférrail Hospital will assure the appropriate follow-up of neonafes with
handicapping conditions, including compliance with requirements of the Adverse Outcornes
of Pregnancy Reporting System (APORS) and HIV Rap1d Testing documentation.

X.  Amendments to the Affiliation Agreemenit

Amendments tothls basic Affiliation Letter-of Agreement (* Bas;c Agreement”) may be
recommended by the Referral Hospital.or the’ ‘Perinatal Center Executive Committee, Any
amendments made to the Basic Agreenient; will 'be-set forth in a signed writing dnd require
the approval of the Perinatal Céater Execuitive Comxmttee and the coricurresice of the

individual Referral Hospital which originaily mgned the Basic A,greemant. Thirty days
* written notice of any proposed amendment to the Basic Ag'reemcnt will be provided to each

of the individuel. Referral- Hospitals prior to the request for their signatue.,

Individual changes relating to.pat:ent care sgrvices or proceduiral matiers in thc;ddﬂér;di‘-qfi
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cach Basic Agreement will be made with the approval of the Perinatal Center Executive
Committee and the Referral Hospital.

This Basic Agreement shall take effect when signed by both parties, The Basic Agreement
including any addenda hereto (“Agreement™) will continue in effect for a period of three (3) years.

Thereafter this Agreement shall automatically renew for successive one year terms unless

terninated 2s follows:

(a) by one of' the institutions by giving 90 days advance written notice to the other
institution of its intention to tetminate;

{b) bya party immediately upon the happening of:

i Such party’s determination that continuation of this Basic Agreement would
endanger patient care; _

(if) - Violation by the other party of any material provision of this Basic
Agreement, which violation continues for a period of fifteen (15) days after
receipt of written notice by the other party specifying the violation;

(i}  The other party is debarred, suspended or excluded from Medicare,
Medicaid or any other federal or state funded health care program;

(iv)  Except with respect to a change from one accrediting organization to another
the other party's loss of suspension of any certification, license, accreditation
or other approval es necessary to render patient care services, and
particularly, perinatal and neonatal services hereunder; and

(v}  The other peu:ty‘s‘ failure to maintain the insurance required hereunder.

(c) by & party to the extent necessary to comply with any legal order issued to it by a
federal, state or local department, agency or commission, or accredifing
organization, or if reasonably detenmined that continued participation in this
Agreement would be consistent with the party’s status as a Medicare.or Medicaid
participant or an organization described in Article 501(c) (3) of the Internal
-Revenue Code of 1986, as amended, or would expose the party to undue risk of

. being deemed to have violated any law applicable to health care providers. Prior to
 termination pursuant to this subsection, the party shall first reasonably attempt to
_amend this Basic Agreement in 2 manner that will achieve the business purposes

hereof. If the party proposes an amendment to this Agreement hereunder, and such
amendment is unacceptable to the other party, the other party may choose to
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terminate this Basic Agreement immediately upon nofice at any time thereafter.

XL  Additional Provisions

A.  Eath party shall-and-shall cause its einployees and agents to protect the confidentialiy of
all patient information exchanged hereunder and comply with all applicable state and*federl
laws, rules and regulations protecting the confidentiality of patient records, including the Health
Insurance Portability and Accountability Act of 1996 and the corrésponding privacy énd secifity
regulations promulgated pursuant thereto ("HIPAA"). .

B, Each party shall maintain ail legally required cértifications and licenses from all
applicable governmental and accrediting bodies and shall maintain full eligibility for
participation in Medicare and Medicaid,

C.  Each party shall be entitled to bill patients, payors, managed care plans and any other
third party responsible for paying a patient's bill, for services rendered o patients by.such party |
and its employees, agents and representatives, and neither party will have any ligbility to the
other party for such chierges. Each party shall be solely responsible for all matters pertaining to its
billing and collection of such charges. The parties shall reasonably cooperate with each other in
the preparation and completion of all necessary forms and documentation and. the detérmination
of insurance covetage arid managed care requirements for each patient tranisferred hereunder,
Each party shall have the solé final responisibility for all forms, documentation, and insurance
verification,

D.  Each party shall, at its own cost:and expense, obtain and méintain in force during the term .
of this Agreement appropriate levels of general dnd professional liability insurance. coverage, in
accordance with good business practice for simtlarly situated ‘health caré providers. Such
insurance shall be provided by insurance company(ies) acceptable to the other party and licensed
to conduct ‘business in the State of Illinois, or by an appropriately désigned and operated
self-insurance program. Verification of insurance coverage shall be in_the possession of each
party-at dll times while this Agreement is in effect and shall be promiptly provided to the other
party upon request. Each party shall notify the other party at least thirty (30) days prior to-
termination, lapsé-or l0ss’ of adequate ‘insurance covérage as provided herein. In the event the -
form of insurance held by ' party is claiins thade, such party warrants and represents that it-will
purchase” appropriate tail covérage for claims, demends, or actions reported. in future years for
acts of omissions during the term’ of this Agreement. In the evént of insufficient coverage as
defined in this Secfion, of lapse of coverage, the non-breaching perty reserves_ flie right to
immediately’and unilaterally terminate this Agreement. ; , .
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E.  Each party shall indemnify and hold harmless the other party, together with its officers,
directors, agents, employees, affiliates, successors and assigns, from and against any and ail
manner of claims, demands, causes of action, liabilities, damages, costs and reasonable expenses
(including costs and reasonable attorney's fees) arising from or incident to the negligent or willful
misconduct in such indemnifying party's performance of its duties hereunder. -

F. The parties agree that nothing contained in this Agreement shall require any party to refer
or admit patients to, or erder any goods or services from the other party.

G.  Center certifies that neither it nor any of its employees or agents providing services
hereunder ("Personnel') have been excluded from participation in Medicare/Medicaid or any
other federal or state funded health care program. In addition, Center agrees to promptly notify
WSMC in the event of an investigation of Center’s or its Personnel's participation in & federal or
state health care program by federal, state or local officials. Should Center become suspended,
debarred or excluded from participation in Medicare, Medicaid or any other federal or state
funded health care program, this Agreement shall immediately terminate as of the date of such
suspension, debarment or exclusion. Additionally, should any Personnel become suspended,
debarred or excluded from participation in Medicare, Medicaid or any other federal or state
health care program, Center shall immediately remove such member of its Personne] from the

performance of Services hereunder.

H..  No party may assign this Agreement without the prior written consent of the other party-

L The invalidity or uncﬁforceability of any particular provision of this Agreement shall not
affect the other provisions hereof, and this Agreement shall be construed in all respects as if such

invalid or unenforceable provision were omitted.

J, No covenant or condition of this Agreement can be waived, except to the extent set forth
in writing by the waiving Party. :
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K. Notices. All notices that may be given under this Agreement shall be in writing,
addressed to'the receiving: party's address set forth below or to such other address-as:the receiving
party may designate by notice. hereunder, and shall be delivered by hand or by traceable courier
service (such ag Federal Express) or:sent by certified or registered mail; return receipt requested: -

WSMC: - . West Suburbdn Medical Center
3 Erie Court
Oak Park, Illinois 60302
Attention: Chief Executive Officer

Northwestern Perinatal Center; Northwesiern Memorial Hospital
_ Prentice — Petinatal Center -
250 E. Superior St. Suite’9-2243
Chicago, IL. 60611

All notices shall be.deemed to have been given, if by hand or traceable courier service, at the
time of the delivery-to the receiving party at the address set forth above or t6 such other address -
as the receiving:party may designate by notice hereunder, or if sent by certlﬁed or registered mail,.

on the 2™ business day afier such mailing,

No portion of this Agreement shall be construed to indicate thatthe Center is establishing the
standard of care or.responsible for the monitoring and performance of care in any of effiliate
institutions; These responsibilities-temain vested with the Board of Directors-and Professional Staff
of each iridividual institution. The responsibility for provision of spptopriate levels of malprectice
and liability coverage rests with each affiliate institution:
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For Referral Hospital

Chajrman of Obstetrics ind
Gynecology
Referral Hospital

N/’L.-«(/

Chairman of Pediatrics
Referral Hospital

Chief %ecutivc Officer

Referral Hospital

Signed; Date ‘A&/MU?

Revised; 472009

For the Northwestern Peninatal Center

Directdr, Matedmal-Fetal Medicine
Northwestern Perinatal Center

G

Director, Neonatology
Northwestern Perinatal Center
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The Departments of Obstetrics and Pediatrics of West Suburban Medical Centerfiave
agreed upon the following categories of high-risk maternel and neonatal patients for whom
consultation and/or transport: should be considered, as required by Section 640.42 of the

- llinois Regulations.

I Consultatloi, Referral; and Transport Guidelines - Maternal

A. The following mateme] petients are considered to be appropriate for management
and delivery by the primary physician at Level II facilities without requirement for a
maternal-fetal medicine consultation:

1. Normal current pregnancy although obstetric history may be suggesnve of
potential difficulties;

2. Sélected niedical conditions controlted with medical treatment Suchf-a_i‘s:fhiild'
chronic hypertension, thyroid disease, illicit drug use, urinary tract infection, and
non-systemic steroid dependent reactive airway disease;

3. Selected obstetric complications that present after 32 weeks gestatton such as:

mild pre-eclampsm/pregnamy induced hypertension, placenta previa, abruptlo
placenta, prcmaturc rupture of membranes; or prématuré labor;

4, Other selccted obstetric conditions that do not adversely affect matema] helth or

fetal;
well- bemg, such as: normal twin gestation, hyperemesis gravidium, suspected fetal

macrosomie, or incompetent cervical os;
5. Gestational diabétes, Class Al (White's criteria).

B. For the following maternal conditions, consultation with a maternal-fetal medicine
subspecislist with subsequent management and delivery at the appmpnatc facility as
determined by mutual collaboration is recommended: ,

1. Current obstetric hismry suggestive of potential difficulties such as: intrauterine
growth restriction, prior neonatal death, two or more previous preterm deliveries
less than 34 weeks, a single previous preterm delivery less than 30 weeks, birth of a
neonate with serious complications resulting in a handicapping condition, recurrent
sporitaneous abortion or fetal demise, family history of genetic disease;

2. Active chronic medical problems with known increase in perinatal mortelity, ©
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such as cardiovascular disease Class [ and Class II, autoimmune disease, reactive
airway disease requiring treatment with systemic cotticosteroids, seizure disorder,
controlled hyperthyroidism on replacement therapy, hypertension controlled ona
single medication, idiopathic thrombocytopenia pupura, thromboembolic disease,
malignant disease (especially when active), renal disease with functional
impairment, human immunodeficiency viral infection ( consultation may be with
maternal-fetal medicine or infectious disease subspecialist);

3. Selected obstetric complications that present prior to 34 weeks gestation such es:
suspected intrauterine growth restriction, polyhydramnios, oligohydramnios, pre-
eclampsia/pregnancy-induced hypertension, congenital viral disease, matemal
surgical conditions, suspected fetal abnormality or anomaly, isoimmunization with
antibody titers greater than 1:8, antiphospholipid syndrome;

4. Abnormalities of the reproductive tract known to be agsociated with an increase
in pretenn delivery, such as uterine anomalies or diethyl-stilbesterol exposure;

5. Insulin dependent didbetes Class A2 and B or greater (White's criteria).

C. For the following maternal condluons referral to & maternal-fetal medicine
subspecialist for evaluation shall occur. Subsequent patient management and site of
delivery shall be determined by mutual collaboration between the patient’s physician and
the matemal-fetal medicine subspecialist: .

1. Selected chronic medical conditions with a known increase in perinatal mortality
such

as: cardiovascular disease with functional impairment (Class i1l or greater),
respiratory failure requiring mechanical ventitation, acute coagulopathy, intractable
seizures, coma, sepsis, solid organ transplantation, active autoimmune disease
requiring corticosteroid treatment, unstable reactive airway disease, renal disedse
requiring dialysis or with e serum creatinine concentration greater than 1.5 mg%,
-active hyperthyroidism, hypertension that is unstable or requires more than one
medication to control, severe hemoglobinopathy,

2. Selected obstetric complications that present prior to 32 weeks gestation such as:
multiple gestation with more than two fetuses, twin gestation complicated by
-demise, discordance, maldevelopment of one fetus or by fetal-fetal transfusion,
premature labor unresponsive to first-line tocolysis, premature rupture of
membranes, medical and obstetrical complications of pregnancy possibly requiring
induction of labor or non-emergent cesarean section for matemnal or fetal indications

such-as severe pre-eclampsia;
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3. Isoimmunization with possible need:for intrauterine transfusion; -
4. Insulin-dependent diabetes:mellitus Classes C,D,R,F, .or H-(White’s criteria);

5. Suspected congenital anoraly or abnormahty requiring invasive. fetal prooedure,
neonatal surgery or postnatal medical iritervention to preserve| sze -such as: fetal
hydrops, pletral €ffusion, ascites, perslstent fetal an-hythmm, major organ system
malformation/malfunction, or genetic condition.

I  Consultation, Referrsl, Transport Giiidelines -Neonatal

A, The following neonatal patlents are considered appropriaté for Lével 1 facilities
without a requlrement for neonatology consultation:

1. Mﬂd to.moderate respiratory-distress (not neqwnng mechanical ventilation in
excess of 6 hoiwrs); ;

2. - Suspected néonatal sepsis, hypoglycemia responsive to glucose infusion, and
asymptomatzc neonates of diabetic mothers;

*

3. Nursery care.of infants with a birth weight greater than 1500 grams ‘who are-

othenmse well.
B. For the following neonatal conditions, neonatology consultation i is. recommended

1. Premature birth with gestation less than 32 weeks, but greater than or equal to 30
weeks;

2. ‘Infants.with a-birth weight less than 1500 grams, but greater than 1250 grams;
3, Inifants with 10 minute Apgar scores of 5 or less; '
4. Stable infants identified as having handicapping conditions or developmental
disebilities o |

that threaten subsequent development.

C. Transfer. shall occur upon recommdéridation of the Perinatal Center for each of the
fol!owmg neonatat conditionis: ..

. 1. '_Prcmamre-:ﬁir'th that is less than 30'weeks gwtaﬁon;

2, Birth weight less than or equal to 1250 grams;
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3. Infants requiring mechanical ventilation beyond the initial stabilization period of
6 hours;

4. Infants who require a sustained inhaled oxygen concentration in excess of 50% in
order to maintain a transcutaneous or arterial oxygen saturation greater than or equal

to 92%;

5. Infants with significant congenital heart disease associated with cyanosis,
congestive heart failure, or impaired peripheral blood flow;

6. Infants with major congenital malformations requiring immediate comprehensive
evaluation or neonatal surgery;

7. Infants requiring neonatal surgery with general dnesthesia;

8. Infants with sepsis, unresponsive to therapy, associated with persistent shock or
other organ system failure;

9, Infa;mts with unconu'ol]'qd seizures;

10. Infants with stupor, coma, hypoxic ischemic encephalopathy Stage Il or greater;
11. Infants requiting double-volume exchange trensfusion,

12, Infants with metabolic derangement persisting after initial correction ﬁcrapy;

13. Infants identified as having handicapping conditions that threaten life for which
transfer can improve outcome.
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REQUIRED FINANCIAL STATEMENTS
FOR EACH APPLICANT
ARE LOCATED AT THE END OF
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Vanguard Health Management, inc,
Einanctal Viability Ratfos

Current ratie

(a) Current assets
{b) Current Ifabilities
Current ratio [a/h]

Het margin percentage

{a) Net Income

{b) Net operating revenue
Net margin percentage [a/b]

Parcent debt tp total capitalization

{a} Long-term debt

{b} Equity

Percent debt to tatal caphaflzation [a/{a+b]]

(+] d epyice cov
{8} Net Income
[b) Depreciation
{c) Interest
{d} Amortization
{e} Principal and Interest
Projected debt service coveraga [{a+rc+d)/e]

Pavs Cash on Hand

{2} Cash and tnvestments

{b} Board deslgnated funds

{c} Operating expense

{d} Depreciation expense

Days cash on hand j{a+b) / {{c-d) / 365)]

Cushjon ratko

{a} Cash and Investments

{b} Board designated funds

{c} Maximum annual debt service
Cushion ratlo [{a+b)/c)

Projected (FYE Jun
2007 008 2009 2012) Standard
$518,099,132 $599,858,956 $731,622,425 $684,514,447
361,652 645 382,030,232 430,048,811 566,618,102
1.43x 1.57x 1.52x% 1.21x 1.50x
(5132,708,644) {5696,165) $28,626,734 548,547,795
58 4086 2,790,695 303 3,199,706,273 3,752,752.331
(5.15¢) {0.0%) 0.9% 1.3% 3.5%
1,520,737,217 1,525,543,051 1,543,624,950 1,732,137,510
566,679,019 573,796,487 595,864,030 392,341,013
72.9% T2.7% 72.1% 81.5% 60.0%
{5132,708,644) {$696,165} 528,626,734 548,547,795
115,379,004 127,753,505 126,864,684 144,892,315
131,556,788 128,380,452 113,596,310 135,337,468
3,260,000 3,260,000 3,708,358 3,415,415
131,552,912 129,852,018 119,413,930 143,337,468
0.89x 1.99x 2.29x 2.32x 1.75x
$126,286,541 $143,685,061 5310,050,104 150,776,018
2,335,714,427 2,524,383,522 2,897,351,592 3,377,598,B11
315,379,004 127,753,505 126 864,684 144,892,315 .
0.8 219 a0.3 17.0 920.0
$126,286,541 $143,685,061 - $310,050,104 5150,776,018
131,552,912 129,852,018 119,415,930 143,337,468
190 11 2.6 1.1 5.0

ATTACHMENT 75A




Vanéuard Heaith Financial Corporation, LL.C
Financial Viability Ratlos

Corrent ratlo

{a} Current assers
(b) Current fiabifities
Current ratio [a/b]

Het marein percentage

{a} Netincome
{b} Net operating revenue
Net margin percentage [a/b]

Percent debt 1o total capitalization

{a) Long-term debt

(b} Equity

Percent debt to total capltalization [a/{a+t)]

Prolected debt service coverage
(3} Netincome

{b} Depreciation

{c} Interest

{d) Amortizadon

{e) Principal and Interest

Projected dabt service coverage [{a+bectd)/e]

Davs Cash on Hand

{a} Cashand investments

(b} Board deslgnated funds

(c) Operating expense

(d} Depreciation expense

Days cash on hand {{a+b) / ({c-d} / 365)}

Cushion ratio

{a} Cash and Investments

{b) Boasd deslgnated funds

{c) Maximum annual debt service
Cushion ratio {(a+b)/c]

Projected (FYE Jun
2007 2008 2009 2012) Standard
$518,099,132 4599 858,956 731,622,425 $684,614,447
361,662,645 382030232 480048811 566,618,102
1.43x 157 1.52x L2x  1.56x
($98,035,133) 457,608,361 4$110,179,471 $89,150,724
2,580.317,758 2,788,610,054 3,199,148,237 3,738,925,920
{3.8%) 2.1% 3.4% 2.4% 3.5%
1,520,737,217 1,529,543,051 1,543,624,950 1,732,137,510
566,679,019 573,796,487 595,864,030 392,341,013
72.9% 70.7% TL1% B1.5%  £0.0%
(398,035,133} 557,608,361 $110,179,471 $89,150,724
115,379,004 127,753,505 126,864,684 144,892,315
123,763,513 122,140,222 111,614,613 135,337,468
3,260,000 3,260,000 3,708,358 3,415,415
123,759,637 123,611,788 117,035,233 143,337,468
117 2.51x 3.01x 2.60% 1.75x
126,286,541 143,685,061 310,050,104 150,776,018
2,300,634,587 2,463,893,747 2,815,240,819 3,323,173.472
115,379,004 127,753,505 126,864,684 144,892,315
2.1 22.4 42.1 17.3 90,0
$126,286,541 143,685,061 $310,050,104 150,776,018
123759.637 123,611,788 117.035.233 143,337,468
26 11 5.0

10 1.2
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VHS West Suburban Medical Center, Inc.

Financial Viability Ratios

Current ratio

(a) Current assets
(b) Current liabilities
Current ratio [a/b]

Net margin percentage

(a) Net income

(b) Net operating revenue
Net margin percentage [a/b]

Percent debt to total capitalization

(a) Long-term debt
({b) Equity
Percent debt to total capitalization [a/(a+b}]

Projected debt service coverage

{a) Net Income

{b) Depreciation

(c) interast

{d) Amortization

{e) Principal and interest

Projected debt service coverage [(a+b+c+d)/e]

Days Cash on Hand

{a) Cash and investments

{b) Board designated funds

(c) Operating expense

(d) Depreciation expense

Days cash on hand [{a+b} / {{c-d) / 365)]

Cushion ratio

{a) Cash and investments

{b) Board designated funds

{c) Maximum annual debt service
Cushion ratio [(a+b)/c}

Projected
(FYE Jun 2012)

Standard

532,915
29,333

1.12x

$387
250,430

0.2%

8,000
13,417

37.4%

$387
9,377
640

640

16.26x

100

240,026
8,377

0.2

100

640

0.2

1.50x

3.5%

60.0%

1.75x

90.0

5.0
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WANGUARD

HEALTH SYSTEMS

February , 2010

Ilinois Health Facilities
and Services Review Board

RE: Acquisition of Westlake Hospital and
West Suburban Medical Center

To Whom It May Concern:

Please be advised that, consistent with the financial statements provided in the
Applications for Permit (Attachment 75A), the acquiring applicants have sufficient funds
in the form of cash and short-term investments to address all costs associated with the
acquisition of Westlake Hospital in Melrose Park, Illinois and West Suburban Medical
Center m QOak Park, Illinois.

Vanguard Health Systems 20 Burton Hills Boulevard, Suite 100 * Mashvilte, TN 37&ITAQM'7§JB61S,665,6099

2¢Z




OPERATING START-UP COSTS

Due to the nature of this project, which is limited to a change-of-ownership of a
currently operating hospital, no operating start-up costs are anticipated. Further, the
hospital is not anticipated to operate at a deficit during its first year of operation.
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MISCELLANEOUS COSTS

The “Consulting and Other Fees” ($739,500) include an estimate of the costs
associated with outside legal and accounting services, community relations-related
consulting, CON development, CON-related review fees, and miscellaneous costs
associated with the acquisition.
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PROJECTED OPERATING and CAPITAL COSTS
per ADJUSTED PATIENT DAY

Woest Suburban Medical Center

2012

ADJUSTED PATIENT DAYS:
$78,385,000
$ 2,450

OPERATING COSTS

salaries & benefits
supplies
TOTAL

31,995

$98,419,000

$17.912.000
$116,331,000

| Operating cost/adjusted pt day:

$3,635.86 |

CAPITAL COSTS
interest
depreciation & amortization

$640,000

$9,377.000
$10,017,000

[ Capital cost/adjusted pt day:

$ 313.08 |
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Vanguard Health Management, Inc.
Income Statement

Met revenue

Querating Expenses
Salaries

Contract Labor
Bencfits

Sugplics
Professional fees
Health plan clalms expense
Purchased services
Repalrs
Maintenance
Marketing

Utilitles

Insurance

Cther operating exp

Nan-incame taxes
Rents and leases
Provision for doubtful accounts

Total operating expense
EBIMDA

Depreciation and amortization
Interest, net
Other non-operating expense
Equity method Income
Loss/igain} asset sales
Monitoring fee
Stack comp expense
Impairment loss

Total non-operating expenses

Income from cont ops hefare Income taxes
Income tax expense

income from contlnuing operations

Inceme from discontinued operations, net of taxe:
Net Incbrne

Net income attributable to non-controlling interes
Net income attributable to controlling Interest

Prajected (FYE Jun
2007 2008 2009 2012)
$2,580,724,085 $2,790,695,303  $3,199,706,273 $3,752,752,331
833,694,979 905,553,101 1,011,789,078 1,248,737,822
76,050,277 82,625,393 66,673,670 32,806,285
156,949,763 161,926,006 157,207,895 200,793,264
421,801,485 434,549,105 456,301,195 523,287,756
43,636,866 41,608,884 44,094,474 60,592,125
207,055,005 328,181,885 525,661,510 674,445,127
97,540,053 107,901,585 123,252,498 129,595,128
20,119,184 21,763,061 21,443,646 21,885,791
28,800,476 34,186,081 37,435,122 44,816,876
5,226,821 8,840,850 8,140,005 11,488,112
39,345,851 43,423,035 46,101,415 50,585,883
27,373,304 29,725,889 41,423,597 38,053,733
42,957,302 48,285,772 51,283,630 65,830,116
28,634,590 28,268,844 52,222,965 60,154,478
37,370,885 41,797 515 43,521,419 50,895,484
175,157,587 205,646,516 210,799,473 163,627,830
2,335,714,427 2,524,383,522 2,897,351,592 3,377.598,811
245,009,659 266,411,781 302,354,681 375,153,520
118,639,005 131,013,505 130,573,043 148,307,730
123,763,513 122,140,222 111,614,613 135,337,468
{40,580} (21,089) 615,470 -
(948,049) (704,381) {B14,516) {974,204}
{4,060,484) 852,743 {2,285,205) -
5,200,000 6,350,592 5,208,576 5,199,996
1,164,876 2,569,469 4,366,987 5,846,103
123,800,000 0 6,198,018 . -
367,518,280 62,201,062 255,476,986 293,717,093
($122,508,621} $4,210,720 446,877,695 $B1,436,427
(11,576,910) 1,655,846 15,984,716 30,388,632
($110,931,711) $2,554,874 530,892,979 $51,047,795
19,130,903 282,967 (501,790) -
($130,062,614) $2,271,907 $31,794,765 $51,047,795
2,645,030 2,968,072 3,158,035 2,500,000
($132,708,644) (5696,168) $28,626,734 $48,547,795
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Vanguard Health Management, Inc.
Balance Sheet

|AsseETS ]
Cash and short-term investments

Net patient receivables

Other recetvahles

Inventary

Other current

Total current assets

Gross PP&E
Accumulated depreciation

Net PP&E

Goodwill and intangibles
Investment In subs
Other assots

Total assets

[UABILITIES & EQUITY ]
Accounts payable

Accrued claims

Accrued expenses & other

Current maturities of iong-term debt

Total current Ikbilities

Professional and genernl habifity and workers com
Other liabilities
Long-term debt {less current portion}
Tota llabilities
. Equity

Total liabiiities and equity

Projected (FYE Jun

2007 2008 2009 20132)
126,286,541 143,685,061 310,050,104 150,776,018
287,268,881 300,413,207 275,292,627 371,777,786
32,540,667 37,141,330 45,375,473 84,796,980
46,820,030 49,191,373 48,301,610 57,176,530
25,183,013 69,427,986 52,598,612 20,087,134
$518,099,132 $599,858,956 $731,622,425 $684,614,447
1,457,350,687 1,568,965,521 1,692,608,367 2,280,809,246
(270,782,216} {395,008,122) (518,510,971} (932,709,281}
$1,186,568,471 $1,173,957,399 $1,174,097,396 $1,348,189,965
757,151,742 750,628,091 746,693,057 743,945,523
7,303,190 6,038,323 5,371,441 5,732,153
62,250,518 51,837,335 73,316,279 35,772,746
$2,531,373,054  52,582,320,103  $2,731,100,598 $2,818,254,835
144,091,308 155,119,270 127,916,344 181,472,219
61,308,931 51,082,279 117,623,285 135,044,100
148,295,531 167,871,808 226,552,307 242,101,783
7,956,875 7,956,875 7,955,875 8,000,000
361,652,645 382,030,232 480,048,811 566,618,102
61,570,571 74,086,604 76,724,943 86,493,475
20,733,602 22,863,729 34,837,364 40,658,735
1,520,737,217 1,529,543,051 1,543,624,950 1,732,137,510
1,964,694,035 2,008,522,616 2,135,236,568 2,425,913,822
566,679,019 573,796,487 595,864,030 392,341,013
2,531,373,054 2,582,320,103 2,731,100,598 2,818,254,835
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Vanguard Health Financial Corporation, LLC
Income Statement

Projected (FYE Jun
2007 2008 2009 2012)
Net revenue $2,580,317,758 $2,789,610,054 $3,199,148,237 $3,738,929,920
Opseratin nies
Salaries 812,457,371 872,382,817 967,723,287 1,195,256,875
Contract Labor 75,908,424 82,490,544 66,353,706 32,543,047
Benefits 155,033,455 160,141,783 154,345,763 195,568,174
Supplies 421,604,724 434,740,870 457,947,281 523,167,070
Professional fees 44,745,510 42,071,151 43,392,811 59,847,730
Health plan clalms expense 297,055,005 328,181,885 525,661,510 674,445,127
Purchased services 89,750,041 96,595,049 111,236,219 121,340,301
Repairs 19,752,113 21,404,722 20,949,338 20,980,986
Malntenance 27,676,346 32,537,907 36,019,011 42,095,786
Marketing 9,010,848 B,663,869 7,906,221 10,729,637
Utifittes 35,025,339 43,025,330 45,549,713 49,654,813
Insurance 26,938,733 29,625,254 30,743,451 34,796,520
Other operating exp 38,142,497 42,523,419 44,024,396 558,162,032
. - - 37,753,231
Non-income taxes 28,127,197 28,009,873 51,873,389 59,702,520
Rents and leases 34,273,077 38,294,561 39,715,250 46,501,792
Pravision for doubtful accounts 181,133,908 203,204,711 211,799,473 163,627,830
Totat operating expense 2,300,634,587 2,463,893,747 2,815,240,819 3,323,173,472
EBITDA 279,683,170 324,716,307 383,907,418 415,756,448
Depreciation and amortization 118,639,005 131,013,505 130,573,043 148,307,730
fnterest, net 123,763,513 122,140,222 111,614,613 135,337,468
Other non-operating expense . (40,580} (21,089) 615,470 -
Equity method income {948,049) {704,381) {814,516) {974,204}
Loss/{gain) asset sales {4,060,4B4} 852,743 {2,285,205) N
Monitoring fee 5,200,000 6,350,592 5,208,576 5,199,996
Stock comp expense 1,164,876 2,569,469 4,366,987 5,846,103
Impalrment loss 123,800,000 - 6,198,018 -
Total non-operating expenses 367,518,230 262,201,062 255,476,986 293,717,093
Income from cant ops before income taxes {587,835,110) 562,515,246 $128,430,432 $122,039,356
Income tax expense {11,576,910) 1,655,846 15,984,716 30,388,632
Income from cantinuing operations (676,258,200} 560,859,400 $112,445,717 $91,650,724
Incoma fram discontinued operations, net of taxe: 19,130,503 282,967 (901,790} -
Net income (595,389,103} $60,576,433 $113,347,506 $91,650,724
Net income attributable to non-controlling interes 2,646,030 2,968,072 3,168,035 2,500,000
Net Income attributabfe to controlling interest i {$98,035,133} 457,608,361 $110,179,471 $89,150,724
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Vanguard Health Financial Corporation, LLC
Balance Sheet

Profected (FYE Jun .
2007 2008 2009 2012)
|AssETS ]
Cash and short-term Investments $126,286,541 $143,685,061 $310,050,104 $150,776,018
Net patlent recelvables 287,268,881 300,413,207 275,292,627 371,777,786
Other receivables 32,540,667 37,141,330 45,379,473 84,796,980
Inventary 46,820,030 43,191,373 48,301,610 57,176,530
Other current 25,183,013 69,427,986 52,598,612 20,087,134
Tatal current assets $518,099,132 $599, 858,956 $731,622,425 $684,614,447
Gross PPLE 1,457,350,687 1,568,965,521 1,692,608,367 2,280,899,248
Accumulated depreciation {270,782,216) (395,008,122) {518,510,971} {932,709,281)
Net PP&E $1,186,568,471 $1,173,957,399 $1,174,097,396 $1,348,189,965
Goodwill and Intangibles 757,151,742 750,628,091 746,693,057 743,945,523
Investment kn subs 7,303,190 6,038,323 5,371,441 5,732,153
Other assels 62,250,519 51,837,335 73,316,279 35,772,746
Tatal assets $2,531,371,054 $2,582,320,103 $2,731,100,598 $2,818,254,835
[uABILTIES & EQUITY |
Accounts payable $144,091,308 $155,119,270 5127,916,344 5181,472,219
Accrued clalms 61,308,931 51,082,279 117,623,285 135,044,100
Accrued expenses & other 148,295,531 167,871,808 226,552,307 242,101,783
Current maturities of long-term debt 7,956,875 7,956,875 7,956,875 8,000,000
Total current liabilities $361,652,645 $382,030,232 $480,048,811 $566,618,102
Professional and general liabllity and workers cam 61,570,571 74,086,604 76,724,943 86,499,475
Other liabilities 20,733,602 22,863,729 34,837,864 40,658,735
Long-term debt {less current portion} 1,520,737,217 1,529,543,051 1,5432,624,950 1,732,137,510
Total liabilities $1,964,694,035 $2,008,523,616 $2,135,236,568 $2,425,913,822
Equlty 566,679,019 573,796,487 595,864,030 392,341,013
Total Habilities and equity 52,531,373,054 $2,582,320,103 $2,731,100,598 $2,818,254,835
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VHS West Suburban Medical Center, inc.

Income Statement

Net revenue

Operating Expenses

Salaries and wages

Payroll taxes and fringe benefits
Physicians' fees

Supplies

Other

Management services
Purchased services

Insurance

Taxes

Provisian for uncollectible accounts
Assessments and taxes

Total operating expense
EBITDA
Depreciation and amortization
Interest, net
Impairment costs

Investment {income) / loss, net
Unrestricted contributions

Total non-operating expenses
Income from cont ops before net assets
Net assets released
Change in pension funding status

Net income

Projected
{FYE Jun 2012)

$250,430

98,419
17,912
6,762
29,801
19,119
7,873
10,518
8,515
2,740
32,806
5,560

240,026

10,404

9,377
640

10,017

$387

5387
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VHS West Suburban Medical Center, Inc.

Balance Sheet

Projected
(FYE Jun 2012)

ASSETS

Cash and cash equivalents
Assets, limited in use
Patient A/R, net

Other receivables
Inventory

Other current assets

Total current assets

Assets, limited or restricted
Net PP&E

Deferred finance charges
Other assets

Total assets

5100

28,946

2,126
1,743

[uABILITIES & EQUITY

Current maturities of long-term debt
Accounts payables & accrued expense
Accrued payroll & benefits

Due to affiliates & other

Total current liabilities

Long-term debt {less current portion)
Estimated liability claims

Other liabilities

Total liabilities

Net assets / {deficit)

Total liabilities and equity

$32,915

73,970

$106,886

S0
11,150
8,719
9,464

529,333

8,000
56,135

$93,468
13,417

$106,886
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VANGUARD HEALTH SYSTEMS, INC.

CAUTIONARY STATEMENT REGARDING FORWARD-LOOKING STATEMENTS

This annual report on Form 10-K contains “forward-looking statements” within the meaning of the federal
securities laws that are intended to be covered by safe harbors created thereby. Forward-looking statements are
those statements that are based upon management’s plans, objectives, goals, strategies, future events, future revenue
or performance, capital expenditures, financing needs, plans or intentions relating to acquisitions, business trends
and other informaticn that is not historical information. These statements are based upon cstimates and assumptions
made by the Company ’s management that, although believed to be reasonable, are subject to numerous factors, risks
and uncertainties that could cause actual outcomes and results to be materially different from those projected. When

used in this annual report on Form 10-K, the words “estimates,
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expects,” “anticipates,” “projects,” “plans,”

“intends,” “believes,” “lorecasts,” “continues,” or fulure or conditional verbs, such as “will,” “should,” “could” or
“may,” and variations of such words or similar expressions are inlended 1o identify forward-looking statements.

These factors, risks and uneertainties include, among other things, statements rclating to:

.

Our high degree of leverage

Our ability to incur subslantially more debt

Operating and financial restrictions in our debt agreements

The impaei of the tightened crcdit markets and economic recession on our ability to service or refinance
our debt

Our ability to successfully implement our business strategies

Our ability to successfully integrate our recent and any future acquisitions

The highly competitive nature of the healtheare industry

Govemmential regulation of the industry, including Medicare and Medicaid reimbursement levels
Pressurcs to coniain costs by managed care organizations and other insurers and our ability to negotiate
acceptable terms with these third party payers

Qur ability to attract and retain qualified management and healthcare professionals, including physicians
and nurses

Potential federal or state reform of healthcare

Future governmental investigations

Potential management informaticn systems failures and the significant costs of systems integrations
The availability of capttal to fund our corporate growth strategy

Potential lawsuits or other ¢laims asserted against us

Our ability to maintain or increase patient membership and control costs of our managed healthcare
plans

Changes in general economic conditions, including the current U.S. economic recession, that could
adverscly impact our operating results, financial position and cash flows

Qur exposure to the increased amounts of and collectlion risks associated with uninsured accounts and
the co-pay and deductible portions of msured accounts

Cost of professional and general liability insurance and increases in the quantily and severify of
professional liability claims

Our ability to maintain and increase patient volumes and control the costs of providing services,
imcluding salaries and benefits, supplics and bad debis

Our failure to comply, or allegations of our failure to comply, with applicablc laws and rcgulations
The geographic concentration of our operations

Technological and pharmaceutical improvements that increase the cost of providing, or reduce the
demand for, healthcare services

Potential substantial Habilities arising from unfavorable retrospective revicws by governmental or other
pavers of the medical necessity of medical procedures performed at our hospitals

Lost future revenues from payer contract terminations resulting, from their unfavorable retrospective
reviews of the medical necessitv of medieal procedures performed at our hospitals

See “Item §A — Risk Factors™ for further discussion. We assume no obligation to update any forward-locking

stalements.




PARTI
Item 1. Business.
Company Overview

We own and operatc acute care hospitals, complementary outpatient facilities and related health plans
principally located in urban and suburban markets. We currently operatc 15 acute care hospitals which, as of June
30, 2009, had a total of 4,135 beds in the following four locations:

* San Antonio, Texas

« metropolitan Phoenix, Arizona
« metropolitan Chicago, Illinois
» Massachusetts

Historically, we have concentrated our operations in markets with high population growth and median income
in excess of the national average. Our oljective is to help communities achieve health for life by delivering an ideal
patient-centered experience in a highly reliable environment of care. We must continue o strengthen our financial
operalions to fund further investment in these communities. During the year cnded June 30, 2009, we generated
revenues of $3,199.7 million. During this period 78.8% of our total revenues were derived from acute care hospitals
and complementary outpatient facilities.

Qur general acute care hospitals offer a variety of medical and surgical services including emergency services,
gencral surgery, internal medicine, cardiology, obstetrics, orthopedics and neurology. In addition, certain of our
facilities provide on-campus and off-campus services including outpatient surgery, physical therapy, radiation
therapy, diagnostic imaging and laboratory services. We also own three strategically important managed care health
plans: a Medicaid managed health plan, Phoenix Health Plan, that served approximately 176,200 members as of
Tune 30, 2009 in Arizona; Abrazo Advantage Health Flan, a managed Medicare and dual-eligible health plan that
served approximately 2,800 members as of June 30, 2009 in Arizona; and MacNeal Health Providers a preferred
provider network that served approximately 39,700 member lives in metropolitan Chicago as of Junc 30, 2009 under
capitated contracts covering only outpatient and physician services.

We are a Delaware corporation formed in July 1997. Our principal executive offices are located at 20 Burton
Hills Boulevard, Suite 100, Nashville, Tennessee, 37215 and our telephone number at that address is (615) 665-
6000. OQur corporaic websitc address is www.vanguardhealth.com. Information contained on our website does not
constitute part of this Annual Report on Form 10-K. The terms “we”, “ous™, “thc Company™, “us”, “registrant™ and
“Vanguard™ as used in this report refer to Vanguard Healih Systems, Inc. and its subsidiaries as a consoiidated
entity, except where it is clear from the context thai such terms mean only Vanguard Health Systems, Inc.
“Suhsidiaries” means direct and indircct corporate subsidiaries of Vanguard Health Systems, Inc. and partnerships,
joint ventures and limited liability companies in which such subsidiarics are partners or members.

The Merger

On July 23, 2004, Vanguard executed an agreement and plan of merger (the “Merger Agreement”) with VHS
Holdings LL.C (“Holdings™) and Health Sysiemns Acquisition Corp., a newly formed Delaware corporation
{* Acquisition Corp.™), pursuant to which on September 23, 2004 Acquisition Corp. merged with and into Vanguard,
with Vanguard being the surviving corporation ({the “Merger™). In the Merger, holders of the outstanding Vanguard
capital stock, options to acquirc Vanguard common stock and other securities convertible into Vanguard common
stock received aggregate consideration of approximately $1,248.6 million.

The Blackstone Group, together with its affiliates (collectively, “Blackstone™), funded the Merger in part by
subscribing for and purchasing approximately $494.9 million aggregate amount of (1) Class A membership units in
Holdings and (2) common stock of Acquisition Corp. (merged with and into Vanguard), in an amount equal to




$125.0 million of such common stock. In addition, Morgan Stanley Capital Partners, together with its affiliates
(collectively, “MSCP™), subscribed for and purchased Class A membership units in Holdings by contributing to
Holdings a number of shares of Vanguard common stock equal to (1) $130.0 million divided by (2) the per share
consideration payable for each share of Vanguard common stock in connection with the Merger. Certain senior
members of management and certain other stockholders of Vanguard (the “Rollover Management Investors™)
subscribed for and purchased Class A membership units in Holdings, having an aggregate purchase price of
approximately $119.1 million, by (a) paying cash using the proceeds of consideration received in connection with
the Merger and/or (b) contributing shares of Vanguard common stock in the same manner as MSCP. Baptist Health
Services (“Baptist™), the former owner of our division, Baptist Health System of San Antonio, also purchased $5.0
million of Class A membership units in Holdings. Immediately after completion of the Merger in September 2004,
Blackstone, MSCP (together with Baptist) and the Rollover Management Investors held approximately 66.1%,
18.0% and 15.9%, respectively, of the common equity of Vanguard (most of which is indirectly held through the
ownership of the Class A membership units in Holdings). Certain members of senior management also purchased
$5.7 million of the equity incentive units in Holdings.

Our Mission and Business Strategies

Our mission is to help communities achieve health for life. We expect to change the way healthcare is delivered
in our communities through our corporate and regional business strategies. We have established a corporate values
framework that includes safcty, excellence, respect, integrity and accountability to support both our mission and the
corporate and regional business strategies that will define our future success. Some of the more key elements of our
business strategy are outlined below.

Delivery of an ideal patieni-centered experience

We expect all of our facilities to provide the best available experience for our paticnts. To achieve this goal, we
must create a highly reliable environment of care that yields superior safety and quality outcornes. We have
implernented and will continue to implement various programs to improve the quality of care we provide including
our patient safety initiative. We arc working, with an external consulting group to implement a company-wide patient
safety model that will combine information technology advancement such as bedside medication barcoding with
nursing process improvernents to create a high reliability organization. Our commitment to quality of care starts at
the top of our organization and spreads to all levels. Not only must our care be reliable, but our care must also be
e¢fficient and compassionale.

Providing efficient and compassionate carc requires collaboration and open communication lines between the
patients, physicians, nurses and payers. We have implemented best practices to provide our patients quick access to
key services they need to improve their health. We have rapid response teams and hourly nurse rounding in placc at
all of our hospitals to ensure that any patient health issues are communicated and addressed in a timely manner. We
have invested and will continue to invest significant capita) to strengthen information technology within our

" facilities that enable physicians, nurses and other ¢linicians 1o coordinate patient care from the time the patients

arrive at our facilities to the time thev leave,

We have implemented a comprehensive patient satisfaction monitoring program to measure our success in
providing an ideal patient-eentered experience. The patient satisfaction results are shared with all of our leadership
teams and are a component of incentive compensation plans for those leaders.

Nurse leadership initiatives

Our most valuable resource in improving the health of our patients is our nurse workforee. We arc in the early
stages of implementing a nursing professional practice model that will transform our delivery of patient eare. This
externally -validated model incorporates leadership, ¢linical practice, professional development and mierdisciplimary
collaboration to foster nursing practice that is evidence-based, innovative and patient-focused. The model will
identify the most important goals to achieve elinical excellence and will incorporate best practices and process input
from ali levels within the nursing organization. The goals established as part of the model will be formally measured
against nationally recognized sources for core measure benchmarking and will establish nursing peer reviews and
detailed action plans Lo improve upon any areas where goals are not met.




The success of this model depends upon our ability to gain the trust and loyalty of our nurse leadership teams

. and line staff. We will continue 1o invest in nurse recruiting and retention programs that provide our nurses clinical
advancement opportunities, precepior and training programs, work-life balance flexibility and competitive
compensation necessary to engage our nurses in this professional practice model. We are currently considering
initiatives such as talent evaluations, coaching programs, premier preceptor programs and hospital nurse advisory
councils to incorperate into our professional practice model. We believe that an engaged nurse workforce that shares
our values and commitment to exemplary nursing care will improve the care experience for our patients, inspire the
confidence of physicians practicing in our hospitals and reduce our {inancial costs of replacing nursing professionals
or utilizing eostly temporary nursing resources. We will utilize comprehensive nurse satisfaction surveys to measure
whether the model is being embraced by the nursing staff and if the initiatives included in the model result in a more
engaged workforce.

Physician coilaboration and alignment

In order to help our communities achieve health for life, we must work collaboratively with physicians to
provide clinically superior: healthcare services. The first step in this process is lo ensure that physieian resources are
available to provide the necessary services to our patients. During fiscal 2009, we recruited approximately 150
physicians to the communities we serve through both employment and non-employment initiatives. During fiscal
2010, we expect to recruit approximately 200 additional physicians primarily through employment arrangements.
Most of these recruiting initiatives relate to primary care or hospitalist physicians, but certain specialists will also be
targeted such as: cardiovascular, neurology, obstetrics/gy necology, orthopedics and urology. We will continue to
provide significant corporate and regional resources to assist in the relocation and management of these new
physician practices.

Delivering an ideal patient-centered experience requires that we align the goals of the physicians who practice
in our hospitals to the goals previously discussed in our nursing professional practice model while respecting
physician earc decisions and methods of practice. We have implemented multiple intiatives including physician
leadership councils, physician training programs and information technology upgrades to ease the flow of on-site

. and off-site communieation between physicians, nurses and patients in order to cffectively align the interest of all
patient caregivers. These imtiatives are just some of those included in our clinical integration roadmap.

Two significant initialives that are currently underway 1o achieve physician alignment are our employed
hospitalist strategy and our medical officer leadership strategy. We have currently implemenied our new hospitatist
model] in most of our Arizona hospitals and are beginning implementation in a second market. We intend to commit
significant resources during fiscal 2010 to grow our employed hospitalist program. We believe that hospitalists
provide an effective means through which care can be coordinated between specialist physicians and our nursing
staff. The existence of a strong, reputable group of hospitalists provides confidence to admitting physictans that their
patients will receive high-quality, coordinated care on a 24-hour, 7-day basis while in our hospitals. The hospitalist
model should improve patient satisfaction due to the inercase in the number of specialized physician encounters the
paticnts experience. To facilitate carc standards for our physicians, we have established chief medical officers at
each of our corporate, regional and hospital levels. These officers work with our physician leadership councils to
drive our quality of core initiatives. We will continue to utilize physician satisfaction surveys and physician
leadership council discussions to measure our physician integration success.

Expansion of services and care efficiencies

We continue 1o identify services that are in demand in the communities we serve that we do not provide or else
only provide on a limited basis. Some of our more significant planned service additions during fiscal year 2010
includc the following: women’s and children’s services in Phoenix; radiology and urology services in Chicago;
cardiology services in Massachusetts and orthopedics and women's services in San Antonio. We also plan to launch
standardization projects for our emergency and operating room departments across the company during fiscal 2010
that will result in process improvements, better patient throughput and more satisfied patients.

One area where we plan to use technology to improve care efficiencies is in our intensive care units. Duc to
shortages in the availability of intensivists, we are working to implement electronic intensive care umits (“EICUs™) at
. eertain of our hospitals. E1CUs will provide constant monitoring of intensive care patients even when an intensivist



15 not available at the bedside and will enhance communications to both the hospitalist and the specialty physicians
of patient conditions. We expect this initiative to improve lengths of siay by shortening the transition time between
intensive care beds and general beds and to improve mortality rates.

Strengthening our financial operations fo fund continuing community investmen!

In order to continue to invest in the capital, information and human resources necessary to improve health in our
communities, we must continue to generate strong financial returns. We believe that payment mechanisms for '
hospital providers will continue to transition during the upcoming years, and hospilals will need to transform their
delivery of care 1n order to be successful. We expect to combine e population health stralegy with a complex clinical
program strategy based on fee for episode as rermbursement transitions away from fee for service. Additionally,
quaiity of carc measures have become an increasingly important factor in governmental and managed care
reimbursement. We monitor core measures and other quality of care indicators on a monthly basis and continuously
iniplement process improvements to improve clinical quality.

Many payers, including Medicare and several large managed care organizations, currently require providers 1o
report cerlain quality measures in order to receive the {ull amount of payment increases that were awarded
auntormnatically 1n the past. For lederal fiscal year 2010, Medicare expanded the number of quality measures to 47
from 43 during federal {iscal year 2009. These measures include risk-adjusted outcomes measures such as 30-day
mortality measures for patients who suffered a heart attack, heart failure or pneumonia; additiona] measures rclated
to patients who underwent surgical procedurcs such as hospital-acquired infections data; and several patient
satisfaction indicators. Many large managed care organizations have developed quality measurement cnteria that are
similar to or even more stringent than the Medicare requirements. We believe that pay for performance
reimbursement will continue to evolve, and that quality measure scores themselves will determine reimbursement.
This is evidenced by the Center for Medicare Services’ (“CMS™) new reforms effective October 1, 2008 that took
the first sieps toward preventing Medicare from making additional payments to hospitals for treating patients that
acquired one of eleven 1dentified hospilal-acquired conditions during a hospital stay.

In addition to meeting the reporting or adherence requirements relaled to core measurce scores, we must also
continue to successfully negotiate favorable payment rates with our most significant managed care payers. Our
service expansion initiatives and organic market growth gives us an expanded presence in the markets we serve and
provides opportunilies for us to negotiate better rates with these managed care organizations. During fiscal 2009, our
San Antonio hospitals also were awarded participation in the CMS ACE demonstration projeet for cardiology and
orthopedic services. We believe that this reimbursement program will be beneficial to us if we are able to efficiently
marnage the carc of those patients,

Our Competitive Strengths
Concentrated Local Adarket Positions in Attractive Markets

We believe that our markets are attractive because of their favorable demographics, competitive landscape,
payer mix and opportunities for expansion. Ten of our 15 hospitals are locaied in markets with long-ierm population
growth rates in excess of the national average and all of our acule care hospitals are located in markets in which the
median household income is above the national average. For the fiscal year ended June 30, 2009, we derived
approximately 67% of our lotal revenues from the San Antonio and metropolitan Phoenix markets, which have hugh
long-term growth projections. Our facilities in thesc markcts primarily serve Bexar County, Texas, which
encompasses most of the metropolitan San Antonto area and Maricopa County, Arizona, which encompasses most
of the metropolitan Phoenix area. Our strong markel positions provide us with opportunities to offer integrated
services to palients, receive morce favorable reimhursement terms from a broader range of third party payers and
realize regional operating efficieneics. The U.S. Census Bureau projects that the number of individuals aged 65 and
older will increase by an average of 3.0% each year during the years 2010 to 2020 so that those individuals aged 65
and older would represent approximately 18.6% of the total U.S. population by 2020. Our presence in high growth
markets combined with the general aging of the United States population and expected longer life expectancies
should result in ngher demand for healthcare services and provide growth opportunities for us well into the future.




Sirong Management Team with Significant Equity Investment

Qur senior management has an average of more than 20 years of experience in the healthcare industry at various
organizations, including OrNda Healthcorp, HCA Inc. and HealthTrust, Inc. Many of our senior managers have been
with Vanguard since ils founding in 1997, and 11 of our 20 members of senior management have worked together
managing healthcare companies for up to 30 years, either continuously or from time to time. In connection with
consurmmation of the Merger, the Rollover Management Investors purchased Class A membership units in Holdings
having an aggregate purchase price of approximatcly $119.1 million which then represented approximately 15.9%
of our equity interests.

Proven Abilitv to Complete and Integrate Acquisitions

Including our first acquisition in 1998, we have sclectively acquired 18 hospitals, 12 of which were formerly
not-for-profit hospitals. Wc have subsequently sold 3 of these hospitals and ceased acute care operations m another.
We believe our success in compleling acquisitions is due in Jarge part to our disciplined approach to making
acquisitions. Prior to completing an acquisition, we carefully review the operations of the target facility and develop
a strategic plan to improve performance. We have routinely rejected acquisition candidatcs that did not meet our
financial and operational criteria.

We believe our historical performance demonstrates our ability to identify underperforming facilities and
improve the operations of acquired facilities. When we acquirc a hospital, we generally implement a number of
measures to lower costs, and we often make significant mvestments in the facility to expand existing services and
introduce new services, strengthen the medical staff and improve our overall market position. We expect 1o continue
to grow revenues and profitability in the markets in which we operate by improving quality of care, increasing the
depth and breadth of services provided and through the implementation of additional operational enhancements.

The Markets We Serve

Sem Antorio, Texas

In the San Antonio market, as of June 30, 2009, we owned and operated 5 hospitals with a total of 1