ORIGINAL  /L.9¢/7

ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND RREFS EBY ED

This Section must be completed for all projects. JUL 6 201

Facility/Project Identification AILITIES £

Facility Name: Resurrection Medical Center SES-REVIEW BOARD
Street Address: 7435 West Talcolt Avenue

City and Zip Code:  Chicago, IL 60631

County: Cock Health Service Area VI Health Planning Area. A-O1

Applicant /Co-Applicant ldentification
[Provide for each co-applicant [refer to Part 1130.220].

Exact Legal Name: Resurrection Medical Center

Address: 7435 West Talcott Avenue Chicago, I 680631
Name of Registered Agent: Ms. Sandra Bruce

Name of Chief Executive Officer.  Sister Donna Marie Wolowicki

CEO Address: 7435 West Talcott Avenue Chicago, IL 60831
Telephone Number: 773/792-5153

Type of Ownership of Applicant/Co-Applicant

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

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

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

Primary Contact

[Person to receive all correspondence or inquiries during the review period]
Name: Anne M. Murphy

Title: Partner

Company Name: Holland + Knight

Address: 131 South Dearborn Street  Chicago, IL 60603

Telephone Number. 312/578-6544

E-mai} Address; Anne.Murphy@hklaw.com

Fax Number: 312/578-6666

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

Name: none

Title:

Company Name:

Address:

Telephone Number:

E-mail Address:

Fax Number:




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

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

Facility/Project Identification

Facility Name: Resurrection Medical Center

Street Address: 7435 West Talcott Avenue

City and Zip Code:  Chicago, IL 60631

County: - Cook Heaith Service Area VI Health Planning Area: A-01

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

Exact Legal Name: Resurrection Health Care Corporation
Address: 7435 West Talcott Avenue Chicago, IL 60631
Name of Registered Agent: Ms. Sandra Bruce

Name of Chief Executive Officer:  Ms. Sandra Bruce

CEQ Address; 7435 Waest Talcott Avenue Chicago, Il 60631
Telephone Number: 773/792-5555

Type of Ownership of Applicant/Co-Applicant

X Non-profit Corporation 1 Partnership
U For-profit Corporation U Governmental
4 Limited Liability Company U] Sole Proprietorship 1 Other

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

standing.
o Parnerships 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.

| APPEND DOCUMENTAT!DN AS ATTACHMENT‘! IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF, THE .
FAPPLICATION FORM Nl ‘ e e , . N —

Primary Contact

[Person to receive all correspondence or inquiries during the review period]
Name; Anne M. Murphy

Title: Partner

Company Name: Holland + Knight

Address: 131 South Dearborn Street Chicago, IL 60603

Telephone Number: 312/578-6544

E-mail Address: Anne.Murphy@hklaw.com

Fax Number: 312/678-6666

Additional Contact

{Person who is also authorized to discuss the application for permit]
Name: none

Title:

Company Name:;

Address:

Telephone Number:

E-mait Address:

Fax Number:




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

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

Facility/Project Identification

Facility Name: Resurrection Medical Center

Street Address: 7435 West Talcott Avenue

City and Zip Code:  Chicago, IL 60631

County: Cook Health Service Area VI Health Planning Area: A-01

Applicant /Co-Applicant ldentification
[Provide for each co-applicant [refer to Part 1130.220].

Exact Legal Name: Provena Health

Address: 19065 Hickory Creek Drive Mokena, IL 60631
Name of Registered Agent: Mr. Guy Wiebking

Name of Chief Executive Officer.  Mr. Guy Wiebking

CEQ Address: 19065 Hickeory Creek Drive Mokena, IL 60631
Telephone Number: 708/478-6300

Type of Ownership of Applicant/Co-Applicant

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

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

standing.
o Partnerships must provide the name of the state in which 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 inguiries during the review period]
Name: Anne M. Murphy

Title: Partner

Company Name: Holland + Knight

Address: 131 South Dearbomn Street Chicago, IL 60603

Telephone Number: 312/578-6544

E-mail Address: Anne. Murphy@hklaw.com
Fax Number: 312/578-6666
Additional Contact

[Person who is also authorized to discuss the application for permit]
Name: none

Title:

Company Name:

Address:

Telephone Number:

E-mail Address:

Fax Number:




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

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

Facility/Project Identification

Facility Name: Resumrection Medical Center

Street Address: 7435 West Talcott Avenue

City and Zip Code: _ Chicago, IL 60631

County: Cook Health Service Area VI Health Planning Area: A-01

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

Exact Legal Name: Cana Lakes Health Care

Address: 7435 West Talcott Avenue

Name of Registered Agent: Ms. Sandra Bruce

Name of Chief Executive Officer:  Ms. Sandra Bruce

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

Type of Ownership of Applicant/Co-Applicant

X Non-profit Corporation [l Partnership
[l For-profit Corporation O Governmental
O Limited Liability Company O Sole Proprietorship il Other

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

standing.
o Partnerships must provide the name of the state in which organized and the name and address of

each partner specifying whether each is a general or limited partner.

Primary Contact

[Persen to receive alt corespendence or inquiries during the review period]
Name: Anne M. Murphy

Title: Partner

Company Name: Holland + Knight

Address; 131 South Dearborn Street  Chicago, IL 60803

Telephone Number:  312/578-6544
E-mail Address: Anne.Murphy@hklaw.com
Fax Number: 312/578-6666

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

Title:

Company Name:
Address:
Telephone Number:
E-mail Address;
Fax Number:




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

EMPLOYED BY THE LICENSED HEALTH CARE FACILITY AS DEFINED AT 20 ILCS 3960

Name: Sister Donna Marie Wolowicki

Title: Executive Vice President/CEO

Company Name: Resurrection Medical Center

Address: 7435 West Talcott Avenue, Suite 260 Chicago, ll. 60631
Telephone Number:  773/792-51563

E-mail Address: Sdonna@reshealthcare.org

Fax Number: 773/990-7626

Site Ownership

[Provide this information for each applicable site]

Exact Legal Name of Site Owner: Resurrection Health Care Corporation
Address of Site Owner: 7447 West Talcott Avenue Chicago, IL 60631

Street Address or Legal Description of Site: 7435 West Talcott Avenue Chicago, IL 60631
Proof of ownership or control of the site is to be provided as Attachment 2. Examples of proof of ownership
are property tax statement, tax assessor’'s documentation, deed, notarized statement of the corporation

attesting to ownershnp, an optlon to Iease a Ietter of intent to Iease ora Iease

;‘ APPEND DOCUMENTAT!ON AS ATTAGHMENT-z, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE .
APPLICATION FORM. . et .

Operating ldentity/Licensee
[Provide this information for sach applicable facility, and insert after this page.]
Exact Legal Name: Resurrection Medical Center

Address: 7435 West Talcott Avenue Chicago, iL 60631

X Non-profit Carporation Il Partnership

Il For-profit Corporation O Govermmental

O Limited Liability Company OJ 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.
o Persons with 5 percent or greater interest in the licensee must be identified with the % of

ownersh:p

T T T

T

s APPEND DOCUMENTATION AS ATI’ACHMENT-:I IN NUMERIG SEQUENTIAL ORDER AFTER THE LAST PAGE os THE "
APPLICATION FORM, .. ' . . N . o

Organizational Relationships

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

T R T T TR

APPEND DOCUMENTATION AS A'ITAGHMENT-4, IN'NUMERIC SEQUENTIAL ORDER. AFTER THE LAST PAGE OF THE .
| APPLICATION FORM. __ ~ ‘ y e,




Flood Plain Requirements
{Refer fo 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.gov or www.illinoisfloodmaps.org. This map must be in a
readable format. In addition please provide a statement attesting that the project complies with the

requarements of IIlm0|s Executwe Order #2005 5 {h ttg Ihwww.hfsrb.illinois.gov).

‘APPEND DOCUMENTA ON AS ATTACHMENT -5, IN NUMERIC SEQUENTIAV
APPLICATION FORM." :

Historic Resources Preservation Act Requirements
Refer 10 application instructions.]

Provide documentation regarding compliance with the requirements of the Historic Resources
Preservatlon Act

APPEND DOCUMENTATION AS ATI'ACHMENT-G IN NUMERIC SEQUENTIAL
APPLICATION FORM S

R THE LAST PAGE OF THE

DESCRIPTION OF PROJECT

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

Part 1120 Applicability or Classification:

Part 1110 Classification: [Check one only.]

[J  Substantive [[] Part 1120 Not Applicable
[ category A Project

X Non-substantive X cCategory B Project

(] DHS or DVA Project




2. Narrative Description

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

The proposed project is limited to a change of ownership of Resurrection Medical
Center, a 360-bed community hospital located in Chicago, llinois. The proposed change of
ownership is a result of the impending merger of the Resurrection and Provena systems through
a common “super parent’ corporation that will become the parent entity of Resurrection Health
Care Corporation (the current Resurrection system parent) and Provena Health (the current
Provena system parent).

It is the expectation of the applicants that, for a minimum of two years following the
change of ownership, all programs and services currently provided by Resurrection Medical
Center will continue to be provided, and consistent with IHFSRB requirements, access to the
hospital's services will not be diminished. The licensee will continue to be Resurrection Medical
Center.

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 2 change of ownership.

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




Project Costs and Sources of Funds Resurrection Medical Center

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

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

equal,

Project Costs and Sources of Funds

USE OF FUNDS

CLINICAL

NONCLINICAL

TOTAL

Preplanning Costs

Site Survey and Scil Investigation

Site Preparation

Off Site Work

New Construction Contracts

Modermization Contracts

Contingencies

Architectural/Engineering Fees

Consulting and Other Fees

$566,667

Movable or Other Equiprment (not in construction
contracts)

Bond Issuance Expense (project related)

Net Interest Expense During Construction {project
related)

Fair Market Value of Hospital

$550,162,890

Other Costs To Be Capitalized

Acquisition of Building or Other Property (excluding
iand)

TOTAL USES OF FUNDS

$550,729,657

SOURCE OF FUNDS

CLINICAL

NONCLINICAL

TOTAL

Cash and Securities

$566,667

Piedges

Gifts and Bequests

Bond Issues (project related)

Mortgages

Fair Market Value of Hospital

$550,162,990

Governmental Appropniations

Grants

Other Funds and Sources

TOTAL SOURCES OF FUNDS

5550 729 657




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:  § not applicable
Fair Market Value: $ not applicable

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 hon-capitalized operating start-up costs (including
operating deficits) through the first full fiscal year when the project achieves or exceeds the targef
utilization specified in Part 1100.

Estimated start-up costs and operating deficit costis $ __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). __ September 30, 2011

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

State Agency Submittals

Are the following submittals up to date as applicable:
X Cancer Registry
X APORS please see documentation requested by State Agency staff on following pages
X All formai document requests such as IDPH Questionnaires and Annual Bed Reports been
submitted
X All reports regarding outstanding permits
Failure to be up to date with these requirements will result in the application for permit being
deemed incomplete.
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Phone: 217-785-7126

FAX: 217-524-1770

- From: Rose, Kevin [mailto:Edwin.Rose@provena.org]

Sent: Wednesday, February 16, 2011 12:42 PM

- To: Fornoff, Jane
. Subject: APORS Reporting - Provena St. Mary's Hospital and Provena Mercy Medical Cente

- Dear Jayne -

Thank you for working with me and staff at the local Provena ministrles to assist us in
- improving our Adverse Pregnancy Outcome Reporting System (APORS) results. To

summarize our conversation, the APORS reporting level at Provena St. Mary’s Hospital is 77

~and at Provena Mercy Medical Center is 75%. Given that each ministry’s reporting level is
only slightly below target and that each ministry is making a good faith effort to improve it

reporting process such that they achieve target going forward, you will be recommending t

Illinois Health Facilities and Services Review Board staff that review of any future certificate
. of need applications by Provena Health/Provena Hospitals be allowed to proceed, and that
* APORS reporting will not be a matter Impacting project completeness.

Piease respond back to confirm that you agree with this, and that I have accurately
summarized our call. Thanks again — and I look forward to working with you and staff at tl

- Provena ministries to ensure that we meet our targets in the future.

_ Sincerely,

Kevin

Kevin Rose

System Vice President, Strategic Planning & Business Development

" Provena Health

19065 Hickory Creek Drive, Suite 300

Lad JATTAY e L1 1A e nl] Livin ameee fena il TalnaT {alhé nanerDa—T1INELELANI04 2NN
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From: Fornoff, Jane [mailto:Jane.Fornoff@Ilinois.gov]
Sent: Thursday, February 17, 2011 1:28 PM
. To: Rose, Kevin
. Cc: Roate, George
; Subject: RE: APORS Reporting - Provena St. Mary's Hospital and Provena Mercy Medical
- Center

Dear Kevin,

" Tam glad that you and the staff at Provena St. Mary’s and Provena Mercy Medical Center a
working to improve the timeliness of APORS (Adverse Pregnancy Outcome Reporting

- System). As I am sure you know, timely reporting is important because it helps assure tha
children achieve their full potential through the early case-management services provided t
APORS cases.

~ As we discussed, since their current reporting timeliness is close to the compliance level,

- provided each ministry continues to make a good faith effort to improve its reporting proce
+ T will be recommending to Illinois Health Facilities and Services Review Board staff that
 review of any future certificate of need applications by Provena Health/Provena Hospitals b
- allowed to proceed, and that APORS reporting will not be a matter impacting project

. completeness.

Jane

,- Jane Fornoff, D.Phil.

. Perinatal Epidemiologist

B Iilinois Department of Public Health

~ Adverse Pregnancy Outcomes Reporting System
535 W Jefferson St, Floor 3

- Springfield, IL 62761
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Cost Space Requirements

not applicable

Provide in the following format, the departmentfarea DGSF or the buildingfarea BGSF and cost. The type
of gross square footage either DGSF or BGSF must be identified. The sum of the department costs

MUST equal the total estimated project costs.

Indicate if any space is being reallocated for a different

purpose. Include outside wall measurements plus the depariment's or area’s portion of the surrounding
circulation space. Explain the use of any vacated space.

Gross Square Feet

Amount of Proposed Total Gross Square Feet

That Is:

Dept. ! Area

Cost

Existing

Proposed

New
Const.

Modemized

Asls

Vacated
Space

REVIEWABLE

Medical Surgical

Intensive Care

Diagnostic
Radiology

MRI

Total Clinical

NON
REVIEWABLE

Administrative

Parking

Gift Shop

Total Non-clinical

TOTAL




Facility Bed Capacity and Utilization

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

FACILITY NAME: Resurrection Medical Center CITY: Chicago

REPORTING PERIOD DATES: From: January 1, 2009 to: December 31, 2009
Category of Service Authorized | Admissions | Patient Days | Bed Proposed
Beds Changes Beds

214 11,399 56,316 None 214
Medical/Surgical

23 1,053 2,530 None 23
QObstetrics

17 230 473 None 17
Pediatrics

41 1,760 8,856 None 41
Intensive Care

65 1,370 17,925 None 865
Comprehensive Physical
Rehabilitation
Acute/Chronic Mental lliness
Neonatal Intensive Care
General Long Term Care
Specialized lLong Term Care
Long Term Acute Care
Qther ({identify)

360 15,812 86,100 None 360

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, twe 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 individua! that is the proprietor.

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

/ @70@)%&9 ¢ i C ?f“l

SIGNATURE SIGNATURE
Sandera Beuce gonin e c.ﬁch
PRINTED NAME PRINTED NAME )
PeeSidenst SecreiRe
PRINTED TITLE ~ PRINTED TITLE '
Notarization: Notarization;
Subscribed and m to before me Subscribed and swom to before me
this A day of /1énehn 20|} thise2 _ day of /7 art
Signature of Notafy Signature of Notary
Seal . Seal

PR
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*Insert EXAC LINDA MNOYOLA .

UG- STATETFTILLINDIS
M‘r COMMISSION EXPIRES:06/08/13 :,
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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 hiability company, any two of its managers of 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 lllinois Health Facilities Pianning 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.

e » C/m@ %«

SIGNATURE SIGNATURE Y
Sondkra Sence Jeannie O Frch
PRINTED NAME PRINTED NAME
President and (EO Secreetaioy
PRINTED TITLE PRINTED TITLE
Notarization: Notarization:
Subscribed and sworn to before me Subscribed and swomn to before me
this 2 2 day of m-d,/\.d»—\. 201 thiszl2. dayof /1
Signature of Notgff Signature of Notary
Ses ‘MMM»
OFFICIAL SEAL ‘ OFFICIAL SEAL 4
S NOTARY PUBLIC - STATE OF ILLINOIS ¢
' MY COMMISSION EXFIRE 506083 .
GNP DS B BB i 5 B




CERTIFICATION

The application must be signed by the authorized representative(s) of the applicant entry. The

authorized representative(s} are:

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

o in the case of a limited liability company, any two of its managers or members (or the sole
manager or member when 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

Provena Health

*

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
faor this application is sent herewith or will be paid upon request.

SIGNATURE

Guy Wiebking

PRINTED NAME

President and CEQ

PRINTED TITLE

Notarization:
Subscribed and sworn to before me
thi “day of

OFFICIAL SEAL
YVETTE B PORTER
NOTARY PUBLIC - STATE OF ILLINOIS
MY COMMISSION EXPIRES0907/14

*Insert EXACT legal name of the applicant

WAWARWARRANS

AL

/smmhgz)

Anthony Filer

PRINTED NAME

Assistant Treasurer

PRINTED TITLE

Notarization:

Subscrlb d and sworn 1o before me
thisA * Hay of_M,_éo_(_

Uotts B_Pinti

SlgrUhre of
OFFICIAL SEAL
Seal YVETTE B PORTER

NOTARY PUBLIC - STATE OF ILLINDIS
MY COMMISSION EXPIRES 0007714

WA




CERTIFICATION

authorized representative(s) are:

]

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

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

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

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

ondrerZopse

Sl C

SIGNATURE
[Samdirva Bprpuwcl

SIGNATURE

”Je,amwm C. ﬂzm

PRINTED NAME

reesigen T

PRINTED NAME

Seertiaegy

PRINTED TITLE

MNotarization:
Subscribed and swom to before me

this 2’2~ day of _ 20 11

Tt Sk s ,4@%’

Signature of Notde)

Ses
OFFICIAL SEAL
FLORITA DE JESUS-ORTIZ

PRINTED TITLE /

Notarization:

Subsecribed and swom to before me

this=2L-nd day of

AN

A Signature of Nota;;

1 OFFICIAL SEAL

i LINDA M NOYOLA
NOYARY PUBLIC - STATE OF ILL INQIS

way

MY COMMISSION EXPIRES:06/08413
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SECTION lil - BACKGROUND, PURPOSE OF THE PROJECT, AND ALTERNATIVES -
INFORMATION REQUIREMENTS

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

Criterion 1110.230 - Background, Purpose of the Project, and Alternatives

READ THE REVIEW CRITERION and provide the following required information:

BACKGROUND OF APPLICANT

1. Alfisting of all health care facilities awned or operated by the applicant, including licensing, and certification if
applicable.

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

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

4, If, during a given calendar year, an applicant submits more than one application for permit, the
documentation provided with the prior applications may be utilized to fulfill the information requirements of
this eriterion. 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 occumred 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-11, IN NUMERIC SEQUENTIAL GRDER AFTER THE LAST~ -
"PAGE OF THE APPLICATION FORM. EACH ITEM (1-4) MUST BE IDENTIFIED IN ATTACHMENT 11. ‘

B

PURPOSE OF PROJECT

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

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

3. ldentify the existing problems or issues that need o be addressed, as applicable and appropniate for the
project. [See 1110.230(b) for examples of documentation.]

4, Cite the sources of the information provided as documentation.

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

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

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

:.NOTE Informatlon regardmg the “Purpose of the Prolect" MII be mcluded m the State Agency Report

- APPEND DOCUMENTATION AS. ATTACHMENT-12, IN NUMERIC SEQUENT!AL ORDER AFTER THE LAST
PAGE OF THE APPLICATION FORM EACH ITEM (1-6) MUST BE IDENTIF!ED IN ATTACHMENT L




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

B) Pursuing a joint venture or similar arrangement with one or more providers or
entities to meet 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 1o serve all or a portion of
the population proposed to be served by the project; and

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

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

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

APPEND DOCUMENTATION AS ATT.




SECTION VI - MERGERS, CONSOLIDATIONS AND ACQUISITIONS/CHANGES OF
OWNERSHIP

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

NOTE: For all projects involving a change of ownership THE TRANSACTION DOCUMENT must be
submitted with the application for permit. The transaction document must be signed dated and
contain the appropriate contingency language.

A. Criterion 1110.240(b}, impact Statement
Read the criterion and provide an impact statement that contains the following information:
Any change in the number of beds or services currently offered.
Who the operating entity will be.
The reason for the {ransaction.
Any anticipated additions or reductions in employees now and for the two years following

completion of the transaction.
5. A cost-benefit analysis for the proposed transaction.

Rl

B. Criterion 1110.240(c), Access
Read the criterion and provide the following:
1. The current admission policies for the facilities involved in the proposed transaction.
2. The proposed admission policies for the facilities.
3. A letter from the CEO certifying 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. Explain what the impact of the proposed transaction will be on the other area providers.
2. 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 address);
b. the number of beds;
| c. alist of services, and
d. the utilization figures for each of those services for the last 12 month period.
3. Provide copies of all present and proposed 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.
6. Exptain how duplication of services within the care system will be resolved.
7. Indicate what services the proposed project will make available to the community that are
not now availabie.

o e




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

«  Section 1120.120 Availability of Funds - Review Criteria
» Section 1120.130 Financial Viability - Review Criteria
s Section 1120.140 Economic Feasibility - Review Criteria, subsection (a)

Vill. - 1120.120 - Availability of Funds

Resurrection Medical Center
The applicant shall document that financial rescurces shall be available and be equal to or exceed the estimated total
project cost plus any related project costs by providing evidence of sufficient financial resources from the following
sources, as applicable: indicate the dollar amount to be provided from the following sources:

£566,667 a) Cash and Securities - statements {e.g., audited financial statements, letters from financial
institutions, board resolutions) as to:

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

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

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

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

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

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

2) For revenue bonds, proof of the feasibility of securing the specified amount and
interest rate;
3) For mortgages, a letter from the prospective lender attesting to the expectation

of making the loan in the amount and time indicated, including the anticipated
interest rate and any conditions associated with the mortgage, such as, but not
limited to, adjustable interest rates, balloon payments, etc.;

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

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

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

aftesting to this intent;

f) Grants — a letter from the granting agency as to the availability of funds in terms of the amount and
fime of receipt;
g) All Qther Funds and Sources - verification of the amount and type of any other funds that will be
$550,162,990 used for the project—FMV of hospital

$559,729,657 | TOTAL FUNDS AVAILABLE

APPEND DOCUMENTATION AS ATTACHMENT -39,

] YN NUMERIC SEQUERTIAT'ORDER AFTER,THE LAS]1 PAGE DIETHE !
PL'ICTIO FORM. . — . : ;
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IX. 1120.130 - Financial Viability not applicable, funded through
Internal sources

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

Financial Viability Waiver

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

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

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

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

See Section 1120.130 Financial Waiver for information to be provided

" APPEND DOCUMENTATION'AS ATTACHMENT~40, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST " -~
PAGE OF THE APPLICATION FORM. : _ ‘ . . L

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

. Prov‘i'd_e Data fo‘r—.Pi'bjécts:,Classif_iéd - Categbry -A or Category B(I‘as‘t three years) 7 Catgg'or& B,
as: Goo e : : - 1| (Projected)

" Enter Historical and/or Projected
Years: o

Current Ratio

Net Margin Percentage

Percent Debt to Total Capitalization

Projected Debt Service Coverage

Days Cash on Hand

Cushion Ratic

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

2. Variance

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

"APPEND DOCUMENTATION AS ATTACHMENT 41, IN NUMERICAL ORDER AFTER THE LAST PAGE OF THE
"APPLICATION FORM., . = ! _ , Cee Lo o IR
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X. 1120.140 - Economic Feasibility

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

A. Reasonableness of Financing Arrangements

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

1)

2)

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

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

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

B) Borrowing is less costly than the liquidation of existing investments, and the
existing investments being retained may be converted to cash or used 1o retire
debt within a 60-day period.

B. Conditions of Debt Financing not applicable, no debt financing

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

7

2)

3)

That the selecied form of debt financing for the project will be at the lowest net cost
available;

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

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

C. Reasonableness of Project and Related Costs

Read the criterion and provide the following:

1. Identify each department or area impacted by the proposed project and provide a cost
and square footage allocation for new construction andfor 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) (B x E) (G +H)

Contingency

TOTALS

* Include the percentage (%) of space for circulation




D. Projected Operating Costs

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

E. Total Effect of the Project on Capifal Costs

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

TAPPEND DGCUMENTATION AS ATTACHMENT 42, IN-NUMERIC SEQUENTIAL
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Xl.  Safety Netlmpact Statement  NOt applicable, non-substantive project

SAFETY NET IMPACT STATEMENT that describes all of the following must be submitted for ALL SUBSTANTIVE AND
DISCONTINUATION PROJECTS:

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

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

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

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

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

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

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

A table in the following format must be provided as part of Attachment 43.

Safety Net Information per PA 96-0031

CHARITY CARE
Charity (# of patients) Year Year Year
Inpatient
Qutpatient
Total
Charity (cost In doliars)
Inpatient
Qutpatient
Total
MEDICAID
Medicaid (# of patients) Year Year Year
Inpatient
Qutpatient
Total
Medicaid (revenue}
Inpatient

Qutpatient




XIl.  Charity Care Information ~Resurrection Medical Center

Charity Care information MUST be furnished for ALL projects.

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

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

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

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

A table in the following format must be provided for all facilities as part of Attachment 44,

CHARITY CARE
2008 2009 2010
Net Patient Revenue $204,435.864 $280,129,629 $271,149 457
Amount of Charity Care (charges) $4,894 127 $6,713 421 $9,603,564
Cost of Charity Care $1,410,011 $1,869,515 $2,440,289




File Number 5366-580-2

To all to whom these Presents Shall Come, Greeting:

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

RESURRECTION MEDICAL CENTER, A DOMESTIC CORPORATION, INCORPORATED
UNDER THE LAWS OF THIS STATE ON NOVEMBER 30, 1984, 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 Hlinois, this 14TH
day of FEBRUARY AD. 2011

"-. £ ( n-t 0t
b i WL
) q AT i
Authentication #: 1104501226 M

Authenticate at: hitp:/iwww.cyberdniveillinois.com

SECRETARY OF §
A

PrACHMENT 1




File Number 3128-198-9

To all to whom these Presents Shall Come, Greeting:

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

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, IS IN GOOD STANDING AS
A DOMESTIC CORPORATION IN THE STATE OF ILLINOIS.

In Testimony Whereof, I hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 17TH '

~dayof  JANUARY  AD. . 201

. e i Q‘\ 7
Authentication #: 1101700286 ‘W'e/

Authenticate at: hitp:/www.cybendrivalilinols.com

SECRETARY OF STATE

ATTACHMENT1 --

M)




File Number 5380-798-4

To all to whom these Presents Shall Come, Greeting:

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

PROVENA HEALTH, A DOMESTIC CORPORATION, INCORPORATED UNDER THE LAWS
OF THIS STATE ON APRIL 10, 1985, APPEARS TO HAVE COMPLIED WITH ALL THE
PROVISIONS OF THE GENERAL NOT FOR PROFIT CORPORATION ACT OF THIS STATE,

AND AS OF THIS DATE, IS IN GOOD STANDING AS A DOMESTIC CORPORATION IN THE
STATE OF ILLINOIS. '

In Testimony Whereof, [ hereto set
my hand and cause to be affixed the Great Seal of
the State of Illinois, this 11TH
dayof =~ FEBRUARY  AD. 2011

h '| W .‘.1: Hilg
" N ll:‘:l.l i
Authentication #: 1104200726 ) M

Authenticate at: http:/Avww.cyberdrivaillineis.com

SECRETARY OF STATE

ATTACHMENT 1 = =




File Number 2595-936-1

To all to whom these Presents Shall Come, Greeting:

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

CANA LAKES HEALTH CARE, A DOMESTIC CORPORATION, INCORPORATED UNDER
THE LAWS OF THIS STATE ON JANUARY 05, 1939, 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 Wher eof, I hereto set

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

day of MARCH A.D. 2011

b O ; ' £
B "'l':..l Vs -
Authentication #: 1106302140 M

Authenticate at: http://www.cyberdrivaillinois.com

SECRETARY OF STATE

ATTACHMENT 1
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CHICAGO TITLE INSURANCE COMPANY
LOANPOLICY (2006)

SCHEDULE A POLICY NUMBER: 1401 - 008278308 - D2

DATEOFPOLICY: PreFommwemmsrer  dafl aﬁ Wm,? - W"

AMOUNT OF INSURANCE: $49, 900.000.00

LOAN NUMBER:

YOUR LOAN REFERENCE: RESURRECT{ON HOSPiTAL

1. NAME OF INSURED:

THE BANK OF NEW YORK MELLON TRUST COMPANY, N.A., A NATIONAL BANKING ASSOCIATION, AS
MASTER TRUSTEE

2. THE ESTATE OR INTEREST IN THE LAND THAT IS ENCUMBERED BY THE INSURED MORTGAGEIS: |
FEE SIMFLE, UNLESS OTHERWISE NOTED.

3. TITLEIS VESTED IN: ‘
RESURRECTION HEALTH CARE CORPORATION, AN ILLINOIS NOT FOR PROFIT CORPORATION

4. THE INSURED MORTGAGE, ANDITS ASSIGNMENTS, IF ANY. ARE DESCRIBED AS FOLLOWS:

MORTGAGE, ASSIGNMENT OF RENTS AND LEASES, SECURITY AGREEMENT AND FIXTURE FILING
DATED AS OF DECEMBER 1, 2009 AND RECORDED - AS DOCUMENT - MADE BY RESURRECTION
HEALTH CARE CORPORATION, AN ILLINOLS NOT-FOR-PROFIT CORPORATION, TO THE BANK OF NEW
YORK MELLON TRUST COMPANY, N.A., A NATIONAL BANKING ASSOCIATION, AS MASTER TRUSTEE,
TO SECURE INDEBTEDNESS NOT TO EXCEED $750,000.000.00.

THIS POLICY VALID ONLY IF SCHEDULE B IS ATTACHED
LAY £070CG VGG 12/22/09 11:52:33

ATTACHMENT 2




CHICAGO TTTLE INSURANCE COMPANY
LOAN POLICY (2006)
SCHEDULE A (CONTINUED)  pouicy NOMBER: 1601 - 008278308 - D2

5. THELAND REFERRED TO N THIS POLICY IS DESCRIBED AS FOLLOWS:
PARCEL 1;

THAT PART OF THE WEST HALF OF THE SOUTHEAST QUARTER OF SECTION 1, TOWNSHIP 40

NORTH, RANGE 12 EAST OF THE THIRD PRINCIPAL NERIDIAN, LYING SOUYH OF THE SOUTHERLY
LINE OF WEST TALCOTT AVENUE, AS NOW LOCATED AND OCCUPFED AND LYING NORTH OF A LINE
540 FEET NORTH FROM AND PARALLEL WITH THE RORTH LINE OF A TRACT OF LAND CONVEYED TD
WARTHA R. TAYLOR BY DEED DATEQ JULY 7, 1859, AND RECORDED JilLY 16, 185%, IN BOOK
177 OF DEEDS, PAGE 330, SAID NDRTH LINE OF THE TAYLOR TRACT, BEING A LINE 16.57
CHAINS OR 1083.62 FEET NORTH FROM AMD PARALLEL WITH THE SQUTH LINE OF SAID
SOUTHEAST QUARTER; EXCEPTING FRON THE ABOVE DESCRIBED TRACT, THE WEST 10 FEET AND
THE EAST 33 FEET THEREOF. ALSD, THAT PART UF THE WEST HALF OF THE NORTHEAST GQUARTER
OF SAID SECTION 1 LYING SOUTH OF SAID SOUTHERLY LINE OF WEST TALCOTT AVENUE,
EXCEPTING THEREFROM THE WEST 33 FEET THEREOF, ALSQO EXCEPTING THE FOLLOWING
DESCRIBED TRACT: COMMENCING AT THE INTERSECTION OF THE SCUTHERLY LINE OF WEST
TALCOTT AVENUE AND A LINE 33 FEET EAST OF THE WEST LINE OF THE NORTHEAST QUARTER OF
SECTION 1; THENCE SOUTH 56°17'42" EAST ALONG THE SOUTHERLY LINE OF WEST TALCOTT
AVENUE 871.31 FEET; THENCE SOUTH 33°42'1B* WEST 275.04 TO THE PCINT OF BEGINNING;
THENCE SOUTH 63°38'33" WEST, 180.45 FEET; THENCE NORTH 03°52'53" WEST, 17.72 FEET;
THENCE NORTH 71°06'12" EAST, 27.49 FEET; THENCE WORTH 25°36'25" WEST, 6.58 FEET;
THENCE NORTH 52°05'49" WEST, 21.28 FEET; THENCE SOUTH 86°05'40" WEST, 38.83 FEET;
THENCE SOUTH 44°11'07° WEST, 21.23 FEET; THENCE SOUTH 17°18°44" WEST, 6.62 FEET;
THENCE SOUTH 79°02'39" EAST, 27.4% FEET; THENCE SOUTH 03°55'44" EAST, 17.46 FEET;
THENCE NORTH 71°23'07" WEST, 131.12 FEET; THENCE SOUTH 18°36'53" WEST, 36.38 FEET;
THENCE NORTH 71°23'07" WEST, 4.70 FEET; THENCE SOUTH 18°36°53" WEST, 18.22 FEET;
THENCE SQUTH 71°23'07" EAST, 4.70 FEET; THENCE SOUTH 18°36'53™ WEST, 24.00 FEET;
THERCE SOUTH 71°23'07" EAST, 95,06 FEET; THENCE SOUTH 18°36'53" WEST, 87.70 FEET;
THENCE SOUTH B5°32°49" WEST, 14.38 FEET; THENCE NORTH 32°39'19™ WEST, 24.94 FEET;
THENCE 30UTH 39°00'32" WEST, 25.86 FEET; THENCE SOUTH 03°46°'05™ EAST, 38.50 FEET;
THERCE SOUTH 47°27°39" EAST, 25.77 FEET; THENCE NORTH 25°1B°32" EAST, 24.92 FEET;
THENCE NORTH B5°32'49" EAST, 14.49 FEET; THENCE SOUTH 26°2B'39" EAST, 145,35 FEET;
THENCE SQUTH 71°20'26" EAST, 28.93 FEET; THENCE NORTH 18°39°'34" EAST, 30.98 FEET;
THEMCE NORTH 63°04°59" EAST, 18,33 FEET; THENCE NORTH 18°34'43" EAST, 41.49 FEET:
THENCE NORTH 26°28°'38" WEST, ©4.91 FEET; THENCE NORTH 18°38'17" EAST. 90,23 FEET:
THENCE NORTH 63°38°'33" EAST, 209.89 FEET; THENCE NORTH 26°44'22" WEST, 26.13 FEET:
THENCE NORTH 63°15°'38" EAST, 9.57 FEET; THENCE NORTH 26°44'22" WEST, 33.30 FEET;
THENCE SOUTH 63°15'38" WEST, 9,30 FEET; THENCE NORTH 26°44'22" WEST, 19.10 FEET TO
THE POINT OF BEGINNING, IN COOK COUNTY, ILLINDIS,

PARCEL 2: EASEMENT FOR THE BENEFIT OF PARCEL 1 AS SET FORTH IN DECLARATION OF
EASEMENTS AND COVENANTS MADE BY RESURRECTION HEALTH CARE CORPURATION AND RECORDED -
AS DOCUMENT -, FOR {NGRESS AND EGRESS OVER (LAND DESCRIBED THEREIN.

THIS POLICY VALID QNLY IF SCHEDULE B IS ATTACHED
LPLCDS 12/04 DCG VGG 12/22/09 11:52:33

ATTACHMENT 2 .




CHICAGO TITLE INSURANCE COMPANY
LOAN POLICY (2006)
SCHEDULE B - PARTI POLICY NUMBER: 1401 - 005278308 - D2

EXCEPTIONS FROM COVERAGE

EXCEPT AS PROVIDED IN SCHEDULE B - PART 11, THIS POLICY DOES NOT INSURE AGAINST LOSS OR
DAMAGE (AND THE COMPANY WILL NOT PAY COSTS, ATTORNEYS' FEES OR EXPENSES) THAT
ARISE BY REASON OF:

1. OTE: THIS iS5 A PRO FORMA POLICY FURNISHED TO OR ON BEHALF OF THE PARTY TO
BE INSURED, IT DDES NOT REPRESENT THE PRESENT STATE OF TITLE AKD IS NOT A
COMMITMENT TO INSURE THE ESTATE OR INTEREST AS SHOWN HEREIN, NOR DOES IT
EVIDENCE THE WILLINGNESS OF THE COMPANY TD PROVIDE ANY AFFiRMATIVE COVERAGE
SHOWN HEREIN, ANY SUCH COMMITMENT MUST BE AN EXPRESS WRITTEM UNDERTAKING ON
APPROPRIATE FUORMS OF THE COMPANY.

| 2. EASEMENT FOR UNDERGROUND CABLES CREATED BY GRANT FROM THE RESSURECT3ON
SISTERS, A CORPORATION OF ILLINO1S, TO THE ILLINCIS BELL TELEPHONE COMPANY
DATED AUGUST 27, 1951 AND RECORDED JUNE 1B, 1952 AS DOCUMENT 15365409 WITHIN
A STRIP OF GROUND 5 FEET WIDE NORTH OF AND PARALLEL TO CENTER LINE OF
PETERSON AVENUE STARTING AT THE PROPERTY LiNE OF TALCOTT AVENUE 1,118.8 FEET
SOUTHEASTERLY OF INTERSECTION OF ORIOLE AND TALCOTT AVENUE AND EXTEND!NG
931.8 FEET TO THE WEST PROPERTY LINE OF OR!OLE AVENUE APPROXIMATELY 601 FEET
SOUTH OF THE INTERSECTION OF ORIOLE AND TALCOTT AVENUE.

(AFFECTS PARCEL 1)

J 3. RIGHTS OF THE PUBLIC, THE MUNICIPALITY AND THE STATE OF ILLINOIS IN AND TO
50 MUCH OF THE LAND TAKEN FOR TALCOTT AVENUE AND ORIOLE AVENUE.

(AFFECTS PARCEL 1)

N 4. TERMS, PROVISIONS OF THE KO FURTHER REMEDIATION LETTER RECORDED OCTOBER 22,
1997 AS DOCUMENT 97786534,

A8 5. EASEMENTS, COVENANTS ANO RESTRICTIONS (BUT OMITTING ANY SUCH COVENANT DR
RESTRICTION BASED ON RACE, COLOR, RELIGION, SEX, HANDICAP, FAMILIAL STATUS
OR NATIONAL ORIGIN UNLESS AND ONLY TU THE EXTENT THAT SAID COVENANT (A) IS
EXEMPT UNDER CHAPTER 42, SECTION 3607 OF THE UNITED STATES CODE OR (B}
RELATES TO HANDICAP BUT DOES NOT DISCRIMINATE AGAINST HANDICAPPED PERSONS),
RELATING TO INGRESS AND EGRESS, CONTAINER IN THE DECLARATION OF EASEMENTS
AND COVENANTS MADE BY RESURRECTION HEALTH CARE CORPURATION, RECORDED - AS
DOCUMENT NO. -, WHICH DOES NOT COWTAIN A REVERSIONARY OR FDRFEITURE CLAUSE.

Al 6. ANY LIEN, OR RIGHT TO A LIEN, FOR SERVICES, LABOR OR MATERIAL, TO BE
FURN#SHED AFTER SEPTEMBER 30, 2009, BEING THE OATE OF THE SWORN GEMERAL
CONTRACTOR'S STATEMENT COMPLETED 8Y PGWER CONSTRUCTION COMPANY, IMPOSED BY
LAW AND NOT SHOWN BY THE PUBLIC RECORDS.

LYBID 11708 DG VGG 12/22/08 11:52:33
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CHICAGO TITLE INSURANCE COMPANY

OWNERS/LOAN POLICY
PROFORMA ADD EXCEPTIONS

POLICY NUMBER: 1401 - 008275304 - D2

IN ADDITION 'TO THE MATTERS SET FORTH IN SCHEOULE B, THE TITLE TD THE ESTATE OR

INTEREST {N THE LAND DESCRIBED OR REFERRED TO IN SCHEOULE A 1S ALSO SUBJECT TO THE
FOLLOWING MATTERS:

M 1. 1. TAXES FOR THE YEAR 2009
2009 TAXES ARE NOT YET DUE OR PAYABLE,

PERM TAX# PCL
12-01-217-003-0000 10F 2

THIS TAX NUMBER PART Of PARCEL IN QUESTION AND OTHER PROPERTY. PART PARCEL 1
12-01-400-007 -0000 20F 2 '

THIS TAX RUMBER PART OF PARCEL IN QUESTION AND OTHER PROPERTY. PART PARCEL 1

FROADLOSN 11/06 DGC

VGG 12/22/08 11:52:33
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CHICAGO TITLE INSURANCE COMPANY
POLICY SIGNATURE PAGE

POLICY NUMBER: 1401 - 008278308 - D2

THIS POLICY SHALL NOT BE VALID OR BINDING UNTIL SIGNED BY AN AUTHORIZED SIGNATORY.

CHICAGO TITLE INSURANCE COMPANY

BY_Ah L2,
i AUTHORIZED SIGNATORY
-
POLSICH 4 /0 DGC VGG 12/22/08 11:52:34
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ENDIPE

ENDORSEMENT

ATTACHED TO AND FORMING A PART OF
POLICY NUMBER: 1401 - 008278308 - D2

ISSUED BY
CHICAGO TITLE INSURANCE COMPANY

COMPREHENS | VE ENDORSEMENT 1

THE COMPANY iNSURES THE OWNER OF THE INDESBTEDNESS SECURED BY THE INSURED MORTGAGE
AGAINST LOSS OR DAMAGE SUSTAINED B8Y REASON OF:

1. THE EXISTENCE, AT DATE OF POLICY, OF ANY OF THE FOLLOWING: (A) COVENANTS,
CONDITIONS OR RESTR!CTIONS UNDER WHICH THE LIEN OF THE WORTGAGE REFERRED TO 1IN
SCHEDULE A CAN BE DIVESTED. SUBQRDINATED OR EXTINGUISHED, OR ITS VALIDITY,
PRIORITY OR ENFORCEABILITY IMPAIRED. (B) UNLESS EXPRESSLY EXCEPTED IN SCHEDULE B:
{1) PRESENT VIOLATIONS ON THE LAND OF ANY ENFORCEABLE COVENANTS, CONDITIONS OR .
RESTRICTIONS, AND ANY EXISTING IMPROVEMENTS ON THE LAND WHICH VIOLATE ANY
BUILDING SETBACK LINES SHOWN ON A PLAT OF SUBDIVISION RECORDED OR FILED IN THE
PUBLIC RECORDS. (2) ANY |NSTRUMENT REFERREG TO IN SCHEDULE B AS CONTAINING
COVENANTS, CONDITIONS OR RESTRICTIONS ON THE LAND WHICH, IN ADDITION, (i)
ESTABLISHES AN EASEMENT ON THE LAND; (ii) PROVIDES A LIEN FOR LIQUIDATED DAMAGES;
(1ii) PROVIDES FOR A PRIVATE CHARGE OR ASSESSMENT; (iv) PROVIDES FOR AN OPTION TO
PURCHASE, A RIGHY OF FIRST REFUSAL OR THE PRIOR APPROVAL OF A FUTURE PURCHASER OR
OCCUPANT. (3} ANY ENCROACHMENT OF EXESTING IMPROVEMENTS LOCATED ON THE LAND ONTD
ADJOINING LAND, OR ANY ENCROACHMENT ONTO THE LAND OF EXISTING IMPROVEMENTS
LOCATED ON ADJOINING LAND. (4} ANY ENCRDACHMENT OF EXISTING 1MPROVEMENTS LOCATED
ON THE LAND ONTO THAT PORTION OF THE LAND SUBJECT TO ANY EASEMENT EXCEPTED IN
SCHEDULE B. (5) ANY NOTICES OF VIOLATION OF COVENANTS, CONDITIONS AND
RESTREICTIONS RELATING TO ENVIRONWENTAL PROTECTION RECORDED OR FELED N THE PUBLIC
RECORDS.

2. ANY FUTURE VIOLATION ON THE LAND OF ANY EXISTING COVENANTS, CONDITIONS OR
RESTRICT1ONS OCCURRING PRIOR TQ THE ACQUISITION OF TITLE TO THE ESTATE OR
INTEREST IN THE LAND BY THE INSURED, PROVIOED THE VIOLATION RESULTS iIN: (A)
INVALIDITY, LDSS OF PRIORITY, OR UNENFORCEABILITY DF THE LIEN OF THE INSURED
MORTGAGE: OR (B) LOSS OF TITLE TO THE ESTATE OR (NTEREST IN THE LAND IF THE
INSURED SHALL ACQUIRE TITLE IN SATISFACTION OF THE INDEBTEDNESS SECURED BY THE
INSURED MORTGAGE. ‘

3. ANY FINAL COURT ORDER OR JUDGMENT REQUIRING THE REMOVAL FROM ANY LAND
ADJOINING THE LAND OF ANY ENCROACHMENT EXCEPTED N SCHEDULE B.

4. ANY FINAL COURT QRDER -OR JUDGMENT DENYING THE RIGHT TO MAINTAIN ANY
EXISTING IMPROVEMENTS ON THE LAND BECAUSE OF ANY VIOLATION OF COVENANTS,
CONDITIONS OR RESTRICTIONS OR BUILDING SETBACK LINES SHOWN ON A PLAT OF
SUBDIVISION RECORDED OR FILED IN THE PUBLIC RECORDS.

WHEREVER IN TH!S ENOORSEMENT THE WORDS "COVENANTS, CONDITIONS OR RESTRICTIONS™
APPEAR, THEY SHALL NOT BE DEEMED TO REFER TO OR INCLUDE THE TERMS, COVENANTS,
CONDITIONS OR LIMITATIONS CONTAINED IN AN INSTRUMENT CREATING A LEASE. AS USED IN
PARAGRAPHS 1, 2 AND 4, THE WORDS “COVENANTS, CONDITIONS OR RESTRICTIONS™ SHALL
NOT BE DEEMED TO REFER TO OR INCLUDE ANY COVENANTS, CONDITIONS OR RESTRICTIONS
RELATING TO ENVIRONMENTAL PROTECTION.

THIS ENDORSEMENT 15 MADE A PART OF THE POLICY AND IS SUBJECT TO ALL THE TERMS AND

{CONT INUED)

VGG
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ENDORSEMENT

ATTACHED TO AND FORMING A PART OF
POLICY NUMBER: 1401 - 008278308 - D2

ISSUED BY
CHICAGO TITLE INSURANCE COMPANY
PROVISIONS THEREOF AND ANY PRIOR £NDORSEMENTS THERETO, EXCEPT TO THE EXTENT EXPRESSLY
STATED, IT NEITHER MODIFIES ANY OF THE TERMS AND PROVISIONS OF THE POLICY AND ANY

PRIOR ENDORSEMENTS, NOR DOES IT EXTEND THE EFFECTIVE OAYE OF THE POLICY AND ANY
PRIOR ENDORSEMENTS, NOR DOES 1T. INCREASE THE FACE AMDUNT THEREOF.

ENDCONT
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ENDORSEMENT

ATTACHED TO AND FORMING A PART OF
POLICY NUMBER: 1401 - 008278308 - D2

ISSUED BY
CHICAGO TITLE INSURANCE COMPANY

ALTA ENDORSEMENY FORM 3,1-06

1. THE COMPARY INSURES AGAINST LOSS OR DAMAGE SUSTAINED BY THE
- INSURED §N THE EVENT THAT, AT DATE OF PCLICY,

A. ACCORDING TO APPLICABLE ZONING ORDINANCES AND AMENDMENTS, THE LAND 1S NOT
CLASSIFIED AS INSYITUTIONAL PLANNED DEVELOPMENT NUMBER 72;

B. THE FOLLOWING USE OR USES ARE NOT ALLOWED UNDER THAT CLASSIFICATION:

HOSPITAL AND RELATED MEDICAL USES
RESEARCH, EDUCATION AND ACADEMIC USES
RESEARCH AND MEDICAL FACILITIES

DAY CARE CENTERS (ADULT AND CHILE)
PROFESS IONAL QFFICES
HOSPITAL-RELATED RESIDENTIAL USES
PARK ING

HEALTH, FITNESS AND WELLNESS CENTER
EMERGENCY HEL{PORT

RELATED USES

C. THERE SHALL BE NO LIABILITY UNDER THIS PARAGRAPH %1.B. IF THE USE OR USES
ARE NOT ALLOWED AS THE RESULT OF ANY LACK OF COMPLIANCE WITH ANY
CONDITIONS, RESTRICTIONS, OR REQUIREMENTS CONTAINED IN THE ZONING
ORDINANCES AND AMENDMENTS, INCLUDING BUT NOT LIMITED TO THE FAILURE TO
SECURE NECESSARY CONSENTS OR AUTHORIZATIONS AS A PREREQUISITE TO THE USE
OR USES. THIS PARAGRAPH 1.C. DOES NOT MODIFY OR LIMIT THE COVERAGE
PROVIDED IN COVERED RISK 5.

2, THE COMPANY FURTHER INSURES AGAINST LOSS OR DARAGE SUSTAINED BY
THE INSURED BY REASON OF A FIRAL DECREE OF A COURT OF COMPETENT
JURISDICTEION

A. PROHIBITING THE USE OF THE LAND, WITH ANY EXISTING STRUCTURE, AS INSURED
IN PARAGRAPH 1.B.; DR

B. REQUIRING THE REMOVAL OR ALTERATION OF THE STRUCTURE ON THE BASIS THAT, AT
DATE OF POLICY, THE ZONING ORDINANCES AND AMENDMENTS HAVE BEEN VIOLATED
W1TH RESPECT TO ANY OF THE FOLLOWING WATTERS:

I, AREA, WIDTH, OR DEPTH OF THE LAND AS A BUILDING SITE

(CONT INUED)

Al N/ DCG VGG
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ENDORSEMENT

ATTACHED TO AND FORMING A PART OF
POLICY NUMBER: 1401 - D08278308 - D2

ISSUED BY
CHICAGO TITLE INSURANCE COMPANY

FOR THE STRUCTURE
Il.  FLOOR SPACE AREA OF THE STRUCTURE
111. SETBACK OF THE STRUCTURE FROM THE PROPERTY LINES OF THE LAND
IV,  HEIGHT OF THE STRUCTURE, OR
V. NUMBER OF PARKING SPACES.
Vi. WNUMBER OF LOADING DOCKS.

3. THERE SHALL BE NO LIABILITY UNDER THIS ENDORSEMENT BASED ON

A. THE INVALIDITY OF THE ZONING ORDINANCES AND AMENDMENTS UNTIL AFTER A
FINAL DECREE OF A COURT OF COMPETENT JURISDICTEON ADJUDICATING THE
INVALIDITY, THE EFFECT OF WHICH 15 TO PROHIBIT THE USE OR USES;

B. THE REFUSAL OF ANY PERSON TO PURCHASE, LEASE OR LEND MONEY ON THE ESTATE
OR INTEREST COVERED BY THIS POLICY.

THIS ENDORSEMENT 13 ISSUED AS PART OF THE POLICY. EXCEPT AS IT EXPRESSLY STATES,
IT DOES NOT (F) MODIFY ANY OF THE TERMS AND PROVISIONS OF THE POLICY, (il) WMODIFY
ANY PRIOR ENDORSEMENTS, (il1) EXTEND THE DATE OF POLICY, OR (1V) INCREASE THE
ANOUNT OF |NSURANCE. TO THE EXTENT A PROVISION OF THE POLICY OR A PREVIQUS
ENDORSEMENT 1S INCONSISTENT WITH AN EXPRESS PROVISION OF THIS ENDORSEMENT, THIS
ENDORSEMENT CONTROLS. OTHERWISE, THIS ENDORSEMENTY IS SUBJECT TO ALL OF THE TERMS
AND PROVISIONS OF THE POLICY AND OF ANY PRIOR ENDORSEMENTS.

ATTACHMENT 2




ENDORSEMENT

ATTACHED TO AND FORMING A PART OF
POLICY NUMBER: {401 - 008278308 - D2

ISSUED BY
CHICAGO TITLE INSURANCE COMPANY

LOCATION ENDORSEMENT 5 - SURVEY

THE COMPANY HEREBY {NSURES THE (NSURED AGAINST LOSS OR DAMAGE WHICH THE |NSURED
SHALL SUSTAIN IN THE EVENT THAT:

THE PLAT OF SURVEY NADE BY CHICAGO GUARANTY SURVEY COMPARY, NUMBER
2009-13337-001, DATED NOVEMBER 20, 2009, DOES NOT ACCURATELY DEPICT THE LOCATIONS
OF THE EXTERIOR BOUNDARSES OF THE LAND ODESCRIBED IN SCHEDULE A, DDES NDT SHOW THE
PROPER DIMENSIONS OF SAID BOUNDARIES, AND DOES KOT CORRECTLY REFLECT THE ABSENCE
AS OF THE DATE OF SAID SURVEY OF ANY ENCROACHMENTS OR EASEMENTS NOT OTHERWISE
EXPRESSLY SET FORTH IN SCHEOULE B.

THLS ENDORSEMENT 1S MADE A PART OF THE POLICY AND IS SUBJECT TO ALL OF THE TERMS
AND PROVISIONS THEREOF AND OF ANY PRICR ENDORSEMENTS THERETO. EXCEPT TO THE
EXTENT EXPRESSLY STATED, IT NEITHER MODIFIES ANY OF THE TERMS AND PROVISIONS OF
THE POLECY AND ANY PRIOR ENDORSEMENTS, NOR DOES IT EXTEND THE EFFECTIVE DATE OF
THE POLICY AND ANY PRIOR ENDORSEMENTS, NOR DOES (T INCREASE THE FACE AMOUNT
THEREDF . o '

ENDIPC VGG

ATTACHMENT 2




ENDORSEMENT

ATTACHED TO AND FORMING A PART OF
POLICY NUMBER: 1401 - 008278308 - D2

ISSUED BY
CHICAGO TITLE INSURANCE COMPANY

LOCATION ENDORSEMENT 6 - CONTIGUITY TQ STREET

THE COMPANY HEREBY INSURES THE INSURED AGAINST LOSS OR DAWAGE WHICH THE |NSURED
SHALL SUSTAIN IN THE EVENT THAT, AT DATE OF POLICY:

THE COMPANY INSURES AGASNST LOSS OR DAMAGE SUSTAINED BY THE INSURED {F. AT DATE
QOF POLICY (I) THE LAND DOES NOT ABUT AND HAVE BOTH ACTUAL VEHICULAR AND
PEDESTRIAR ACCESS TO AND FROM TALCOTT AVENUE AND ORIOLE AVENUE (THE "STREETS"),
(11) THE STREETS ARE NOT PHYS{CALLY DPER AND PUBLICLY MAINTAINED, OR (iit) THE
INSURED HAS NO RIGHT TO USE EXISTING CURB CUTS OR ENTRIES ALONG THAT PORTION OF
THE STREETS ABUTTING YHE LAND,

THIS ENDORSEMENT IS MADE A PART OF THE POLICY AND 1S SUBJECT TO ALL OF THE TERMS
AND PRGVISIONS THEREOF AND OF ANY PRIOR ENDURSEMENTS THERETO. EXCEPT TO THE
EXTENT EXPRESSLY STATED, 1T NEITHER MODIFIES ANY OF THE TERMS AND PROVISIONS OF
THE POLICY AND ANY PRIOR ENDORSEMENTS, NOR DOES IT EXTEND THE EFFECTIVE DATE OF
THE POLICY AND ANY PRIOR ENDORSEMENTS, NOR DDES IT iNCREASE THE FACE AMOUNT
THEREOF . : .

BNDirG VGG
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ENDORSEMENT

ATTACHED TO AND FORMING A PART OF
POLICY NUMBER: 1401 - 108278308 - D2

ISSUED BY
CHICAGO TITLE INSURANCE COMPANY

P.1.N. ENDORSEMENT 2A

THE COMPANY HEREBY INSURES THE $NSURED AGAINST LOSS OR DAMAGE WHICH THE INSURED
SHALL SUSTAIN BY REASON OF ANY INACCURACIES IN THE FOLLOWING ASSURANCES:

{1) AT DATE OF POLICY, THE LAND DESCRIBED {N SCHEDULE A, TAKEN TOGETHER
AS A TRACT WITH OTHER LAND NOT iNSURED HEREIN, CONSTITUTES 2 PARCELS
FOR REAL ESTATE TAX PURPOSES; AKD

"(2) AT DATE OF POLICY, THE LAND DESCRIBED IN SCHEOULE A, TOGETHER WITH
OTHER LAND NOT INSURED HEREIN, IS ASSESSED FOR REAL ESTATE TAX
PURPOSES UNDER THE FOLLOWING PERMANENT INDEX NUMBERS:

12-01-277-003-0000 AND 12-01-400-007-0000.

THIS ENDORSEMENT 15 RADE A PART OF THE POLICY AND IS SUBJECT TO ALL OF THE TERMS
AND PROVISIONS THEREOF AND OF ANY PRIOR ENDORSEBENTS THERETO. EXCEPT TO THE
EXTENT EXPRESSLY STATED. T NEIJTHER MODIFIES ANY OF THE TERMS AND PROVISIONS OF
THE POLICY AND ANY PRIOR ENDORSEMENTS, NOR DOES T EXTEND THE EFFECTIVE DATE OF
THE POLICY AND ANY PRIOR ENDORSEMENTS, NOR DOES 1T INCREASE THE FACE AMOUNT
THEREOQF . .

ENDIFG VGG
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ENDORSEMENT

ATTACHED TO AND FORMING A PART OF
POLICY NUMBER: 1401 - 008278308 - D2

ISSUED BY
CHICAGO TITLE INSURANCE COMPANY

DOING BUSINESS ENDORSEMENT

THE COMPANY HEREBY INSURES THE NAMED (NSURED AT DATE OF POLICY AGAINST LOSS OR
DAMAGE WHICH THE INSURED SHALL SUSTAIN BY REASON OF THE ENTRY OF ANY COURT ORDER
OR JUDGMENT WHICH CONSTITUTES A FINAL DETERMINATION AND DENIES THE RIGHT TO
ENFORCE THE LIEN OF THE WORTGAGE REFERRED TO IN SCHEDULE A ON THE GROUND THAT
MAKING THE LOAN SECURED THEREBY CONSTITUTED A VIOLATION OF THE "DOING BUSINESS"
LANS OF THE STATE OF 1LLINOIS.

THIS ENDORSEWMENT 1S MADE A PART OF THE POLICY AND IS SUBJECT TO ALL OF THE TERMS
AND PROVISIONS THEREOF AND OF ANY PRIOR ENDORSEMENTS THERETD. EXCEPT TO THE
EXTENT EXPRESSLY STATED, T NEITHER MODIFIES ANY OF THE TERMS ANO PROVISIONS OF
THE POLICY AND ANY PRIOR ENDORSEMENTS, NOR DOES IT EXTEND THE EFFECTIVE DATE OF
THE POLICY AND ANY PRIOR ENDORSEMENTS. NOR DOES IT INCREASE THE FACE AMOUNTY
THEREOF .

ENDIFG VGG
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ENDORSEMENT

ATTACHED TO AND FORMING A PART OF
POLICY NUMBER: 1401 - 008278308 - D2

ISSUED BY
CHICAGO TITLE INSURANCE COMPANY

USURY ({LLINOIS LONGFORM) ENDORSEMENT

THE COMPANY HEREBY INSURES THE tNSURED AGAINST LOSS OR OAMAGE WHICH THE INSURED
SHALL SUSTAIN BY REASON OF THE ENTRY OF ANY COURT ORDER OR JUDGMENT WHICH
CONSTITUTES A FINAL DETERMINATION AND ADJUDGES:

1. 'THAY THE LIEM OF THE MORTGAGE DESCRIBED iN SCHEDULE A 1S [NVALIO OR
UNENFORCEABLE AS TO THE PRINCIPAL AND INTEREST DUE ON THE KOTE SECURED
THEREBY, SAID INTEREST BEING COMPUTED IN ACCORDANCE WITH THE PROVISIONS
OF SAID MORTGAGE AND NOTE, ON THE GROUKD THAT THE LOAN EVIDENCED BY THE
NOTE SECURED THEREBY IS USURICUS IN WHOLE OR IN PART; AND

2. THAT ANY PART OF THE PRINCIPAL AND INTEREST, SAI10 INTEREST HAVING BEEN
COMPUTED IN ACCORDANCE WITH THE PROVISIONS OF SUCH MORTGAGE AND NOTE,
WHICH HAS BEEN PAID TO THE {NSURED WUST BE REPAID, AS WELL AS ANY
ADDITIONAL SUMS WHICH MUST BE PAID TO THE PERSON ENTITLED TO SUCH
REPAYMENT ON THE GROLND THAT THE AMODUNT OF INTEREST SO PA1D OR CONTRACTED
FOR VIOLATED THE USURY LAWS OF THE STATE OF !LLINGHS.

THE INSURANCE AGAINST USURY RISKS AFFORDED BY THIS ENDQORSEMENT AND TS EFFECT ON
THE TITLE INSURANCE UNDER THE POLICY TO WHICH IT 1S ATTACHED SHALL SURYIVE THE
SATISFACTION OF THE MORTGAGE OR TRUST DEED, THE LIEN OF WHICH 1S THUS INSURED.

THIS ENDORSEMENT IS MADE A PART OF THE POLICY AND IS SUBJECT TO ALL OF THE TERMS
AND PROVISIONS THEREOF AND OF ANY PRIOR ENDORSEMENTS THERETO. EXCEFT 70 THE
EXTENT EXPRESSLY STATED, IT NEITHER MODIFIES ANY OF THE TERMS AND PROVISIONS OF
THE POLICY AND ANY PRIOR ENDORSEMENTS, NOR DOES IT EXTEND THE EFFECTIVE DATE OF
THE POLICY AND ANY PRIOR ENDORSEMENTS, NOR DOES IT INCREASE THE FACE AMOUNT

THEREOF .

VGG
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File Number 5366-580-2

To all to whom these Presents Shall Come, Greeting:

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

RESURRECTION MEDICAL CENTER, A DOMESTIC CORPORATION, INCORPORATED
UNDER THE LAWS OF THIS STATE ON NOVEMBER 30, 19834, APPEARS TO HAVE
COMPLIED WITH ALL THE PROVISIONS OF THE GENERAL NOT FOR PROFIT

CORPORATION ACT OF THIS STATE, AND AS OF THIS DATE, IS IN GOOD STANDING AS
A DOMESTIC CORPORATION IN THE STATE OF ILLINOIS.

In Testimony Whereof, I hereto set

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

day of FEBRUARY A.D. 2011

.. .. ¥ o “
NG
Authentication #: 1104501226 M :

Authenticate at: hitp:/Awww.cyberdriveillinots.com

SECRETARY OF STATE
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Resurrection Health Care'Corporation
Legal Organizational Structure
As of October 21, 2010
Footnotes

B >

Formerly named Saint Francis Hospital of Evanston {name change effective November 22, 2004)
Became part of the Resurrection system effective March 1, 2001, as part of the agreement of co-sponsorship between the Sisters of the Resurrection, Immaculate Conception Pravines and

the Sisters of the Holy Family of Nazareth, Sacred Heart Provinee
€ Created from merger of Saint Elizabeth Haspita] into Saint Mary of Nazareth Hospilal Center, end name change of latter {surviving) corporation, both effective 12/1/03. Saint Mary of
Nazareth Hospital Center (now part of Saints Mary and Elizabeth Medical Center) became part of Resurrection system under the co-spansorship agreement referenced in Footnote B above
D Saint Joseph Hospital, {/k/a Cana Services Corporation, k/a Westlake Health System
E  Formerly known s West Suburban Health Services, this 501(¢)(3) corporation bad been the parent corporation of West Suburban Medical Center priot to the hospital corporation becoming
part of the Resurrection Health Care system. Effective January 1, 2010, Resurrection Ambulatory Services assumed the assets and liabilities of Resurrection Serviees” ambulatory care
services division.
¥ A Cayman lslands corporation registered to do business as an insurance company
6 Corporation formerly known as Westlake Nursing and Rehabilitation Center (also fk/a Leyden Community Ex tended Care Center, Inc.)
W Resurrection Home Hesith Services, #/k/a Health Connections, Inc., is the combined operations of Extended Health Services, Inc., Community Nursing Service West, Resurrection Home
Care, and St. Francis Home Health Carc (the asseis of all of which were transferred to Henlth Connections, Inc. as of July 1, 1999). .
Holy Family Health Prefered is o former d/b/a of Saints Mary and Elizabeth Health Preferred, and Saint Joseph Health Preferred. Operates under the d/b/a names of Resummection Health
Preferred, Saint Francis Health Preferred, and Holy Family Health Preferred
D/B/A name for Proviso Family Services, a/k/a ProCare Centers, a'k/a Employee Resource Centers
Former parent of Holy Family Medical Center; non-operating 501(c}(3) “sheli” available for future use
An 1llinois general partnership between Seint Joseph Hospital and Advocate Northside Health System, an 1llinois not for profit corporation
Resurrection Health Care is the Corpornte Member of RMNY, with extensive reserve powers, including appointment/removal of all Directors end approval of amendments to the
Corporation's Articles and Bylaws. The Sponsoring Member of the Corporation is the Sisters of the Resurrection New York, Inc.
N Resurrection Services owns over 50% of the membership interests of BeimontHarlem, LLC, an Illinois limited liability company, which owns and operates an ambulatory surgery center
© Resurrection Services owns 8 majority interest in the following Illinois limited liability companies which own and operate slecp disorder diagnostic centers: RES-Health Sleep Care Center of
River Forest, LLC; RES-Health Steep Care Center of Lincoln Park, LLC; RES-Health Sleep Care Center of Evanston, LLC; RES-Health Sleep Care Center of Chicago Northwest, LLC
P Joint Venture for clinical Inb services for 2 other Catholic health care systems, Provena and Sisters of Saint Francis Health Services, Inc., consisting of an Indiana limited liability company of
which Resurrection Services is a 1/3 member, and a {ax-cxempt cooperative hospitel service corporation, of which all Resurrection tax-exempt system hospitals collectively have a 1/3 interest
2Farmerly named Westlake Community Hospital; all the assets of this corporation were sold to VHS Westlake Hospital Inc., effective August 1,2010
R Formerly named West Suburban Medical Center; all the assets of this corporation were sold to VHS West Suburban Medical Center, Inc., effective August 1, 2010

rec = >
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PROPOSED ORGANIZATIONAL CHART
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IDENTIFICATION OF PROJECT COSTS

Fair Market Value of Hospital
The insured value of the hospital was used to identify the Fair Market Value,

consistent with a discussion of methodology with JHFSRB staff.

Consulting and Other Fees

The transaction-related costs anticipated to be incurred by Provena Heaith and
Resurrection Health Care Corporation (approximately $8,500,000) was equally
apportioned among the thirteen hospitals, one ASTC and one ESRD facility for which
CON applications need to be filed. The transaction-related costs include, but are not
limited to: the due diligence process, the preparation of transaction-related documents,
the CON application development process, CON review fees, and outside legal counsel,
accounting and consulting fees.

ATTACHMENT 7




(& Resurrection L Sandra Bruce, FACHE

Q‘t@ Health Care® Presidens & Chief Bxerutive Officer

March 24, 2011

Tlinois Health Facilities

and Services Review Board
525 West Jefferson
Springfield, IL 62761

To Whom Tt May Concemy

In accorddniee with Review Grittrion 1110.930.; Background of the Applicant, we 3r¢ submittifig this leter
assiring the | He Ithﬁeﬂx es dnd Services Review Board (THFSRB) that:

LA

I oseph S}J" .
il : resolved in 2600
trestfon: () STH wis eifed twiten an

‘C;'Les m c@”ndﬁchng and documﬁn‘fm 2 roui;(ds on Jts

2305 @rte?*:b.v
it e this application.

this apphca‘non Z p]ease: do not hesxtate 1o call me.

Sincerely,

Sandra Bruce, FACHE
President & CEO
SB/fdjo

CO-SPONSORS
Sistess of the Holy Family of Nezareth & Sisters of the Resurrcetion ATTACHMENT 11




19065 Hickory Creek Drive, Suile 300
Makena, IL 60443

708 478-6300 Tel

708 478-5960 Fax

é
’ll} PROVENA

Health

March 23, 2011

Illinois Health Facilities

and Services Review Board
525 West Jefferson -
Springfield, 1L 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:

3. Neither Provena Health (“Provena”) 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 hospital or
ESRD facility during the three (3) year period prior to the filing of this
application, and

4. Provena Health 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 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 call me.

. OFFICIAL SEAL $
Sincerely, YVETTE B PORTER 2
‘ _ NOTARY PUBLIC - STATE.OF ILLINDIS &
Wp NY COMMISSION EXPRES M7/ §

Meghan Kieffer o

System Senior Vice President/General Counsel

ATTACHMENT 11




FACILITIES LICENSED IN ILLINOIS

IDPH
Name Location Licensure #
Hospitals Owned by Resurrection Health Care Corporation:
Saint Mary of Nazareth Hospital Chicago 2584
Saint Elizabeth Hospital Chicago 5314
Resurrection Medical Center Chicago 1974
Saint Joseph Hospital Chicago 5181
Holy Family Medical Center Des Plaines 1008
St. Francis Hospital of Evanston Evanslon 2402
Our Lady of Resurrection Medical Center Chicago 1719
Hospitals Owned by Provena Health:
Covenant Medicai Center Urbana 4861
United Samaritan Medical Center Danville 4853
Saint Joseph Medical Center Joliet 4838
Saint Joseph Hospital Elgin 4887
Provena Mercy Center Aurora 4903
Saint Mary's Hospital Kankakee 4879
Ambulatory Surgical Treatment Centers Owned by
Resurrection Health Care Corporation:
Belment/Harlem Surgery Center, LLC” Chicago 7003131
End Stage Renal Disease Facilities Owned by
Provena Health: -
Manteno Dialysis Center Manteno n/a
Long-Term Care Facilities Owned by
Provena Heatth:
Provena Villa Franciscan Joliet 2009220
Provena St. Anne Center Rockford 2004899
Provena Pine View Care Center St. Charles 2009222
Provena Cur Lady of Victory Bourbonnais 2013080
Provena Geneva Care Center Geneva 1988975
Provena McCauley Manor Aurora 1992916
Provena Cor Mariae Center Rockford 1927199
Provena St. Joseph Center Freeport 0041871
Provena Heritage Village Kankakee 0042457
Long-Term Care Facilities Owned by
Resurrection Health Care Corporation:
Holy Family Nursing and Rehabilitation Center Des Plaines 0048652
Maryhaven Nursing and Rehabilitation Center Glenview 0044768
Resurrection Life Center Chicago 0044354
Resurrection Nursing and Rehabilitation Cir. Park Ridge 0044362
Saint Andrew Life Center Niles 0044776
Saint Benedict Nursing and Rehabilitation Ctr, Niles 0044784
Villa Scalabrini Nursing and Rehabilitation Ctr. Northlake 0044792

Resurrection Health Care Corporation has a 51% ownership interest

i

Provena Heallh has a 50% ownership interest
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Healthcare Facllities Acceeditation Program

March 22, 2011

Margaret McDermott

Saints Mary and Elizabeth Medical Center
1431 N. Claremont

Chicago, IL 60622

Dear Ms. McDermott:

This letter is to certify that Saints Mary and Elizabeth Medical Center in Chicago, IL is
currently accredited by the Healthcare Facilities Accreditation Program (HFAP) of the
American Osteopathic Association (AOA)}.

The hospital was surveyed for re-accreditation by HFAP on November 15-17, 2010. They
are currently in process and have not yet received their Accreditation Letter or

Certificate.

You may use a copy of this letter with external organizations to demonstrate your
accreditation status. Questions about the HFAP may be directed to my attention via
phone at 312-202-8060. : -

Sincerely,

ooy L

Troy Ann Repuszka, RN, BScN,
Deputy Director, HFAP
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HEAP

Healthcare Facilities Accreditation Program

March 22, 2011

Sandra Bruce, CEO
Resurrection Medical Center
7435 W. Talcott

Chicago, IL 60637

Dear Ms. Bruce:

This letter is to certify that Resurrection Medical Center in Chicago, [L is currently
accredited by the Healthcare Facilities Accreditation Program (HFAP) of the American
Osteopathic Association (AOA).

The hospital was surveyed for re-accreditation by HFAP on November 29-December 1,
2010. They are currently in process and have not yet received their Accreditation Letter or
Certificate.

You may use a copy of this letter with external organizations to demonstrate your
accreditation status. Questions about the HFAP may be directed to my attention via
phone at 312-202-8060.

Sincerely,

oy ke

Troy Ann Repuszka, RN, BScN,
Deputy Director, HFAP
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Healthcare Facililies Accreditation Program

February 11,2011

Carol Schultz
Accreditation Coordinator
St. Joseph Hospital

2900 N. Lakeshore Drive
Chicago, IL 60657

Dear Ms. Schultz:

This letter is to certify that St. Joseph Hospital in Chicago, IL is currently accredited by
the Healthcare Facilities Accreditation Program (HFAP) of the American Osteopathic
Association (AQA).

The hospital was surveyed for re-accreditation by HFAP on October 11-13, 2010. They are
currently in process and have not yet received their Accreditation Letter or Certificate.

You may use a copy of this letter with external organizations to demonstrate your
accreditation status. Questions about the HFAP may be directed to my attention via
phone at 312-202-8060.

Sincerely,

oy Koo

Troy Ann Repuszka, RN, BScN,
Deputy Director, HFAP
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T A T T AR R D M R
BUREAU OF HEALTHCARE
HEALTHCARE FACILITIES ACCREDITATION PROGRAM

S A Y e 3 T B T B B T R R G T R A e R TR R

142 E. Ontario Street, Chicago, It 60611-2864 o 312 202 8258 | 800- 621 -1773 X 8258

January 7, 2011

John Baird

Chief Executive Officer
Holy Family Medical Center
100 North River Road

Des Plaines, IL 60016

Dear Mr Baurd :

The American Osteopathic Association's Bureau of Healthcare Facilities Accreditation Executive Committee, at its meeting
on January 4, 2011 reviewed the recertification survey report and found all Medicare conditions have been met. Your facility
has been granted Full Accreditation, with resurvey within 3 years and AOA/HFAP recommends continued deemed
status.

Holy Family Medical Center (All Sites as Listed) Program: Acute Care Hospital
100 North River Road CCN # 140105

Des PLaines, IL 60016 HFAP ID: 158128
Survey Dates: 08/23/2010 — 08/25/2010
Effective Date of Accreditation: 09/12/2010 - 09/12/2013

Condition Level Deficiencies: None
(Use crosswalk and CFR citiations, if applicable):

No further action 1s required.

Sincerely,

Lowpr & R,

George A. Reuther
Secretaty

GAR/pmh

C: Laura Weber, Health Insurance Specialist, CMS
Region V, CMS

|
| | ATTACHMENT 11
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AMERICAN OSTEQPATHIC ASSOGIATION.

BUREAU OF HEALTHCARE FACILITIES ACCREDITATION
HEALTHCARE FACILITIES ACCREDITATION PROGRAM

442 E. Ontarlo Street, Chicago, 1L 60611-2864 312 202 8258 | 800- 621 -1773 X 8258

January 24, 2011

Jeffrey Murphy

Chicf Executive Officer
Saint Francis Hospital
355 Ridge Avenue
Evanston, IL 60202

Dear Mr Murphy :

‘The American Osteopathic Assodation's Burean of Healthcare Facilities Accreditation Executive Committee, at its meeting
on January 18, 2011 reviewed the recertification survey report and found all Medicare conditions have been met. Your
facility has been granted Full Accreditation, with resurvey within 3 years and AOA/HFAP recommends continued
deemed status,

Saint Francis Hospital (All Sites as Listed) Program: Acute Care Hospital
355 Ridge Avenue CCN # 140080
Ewvanston, IL 60202 HFAP ID: 118676

Sutvey Dates: 10/4/2010 —-10/6/2010
Effective Date of Accreditaton: 10/26/2010 - 10/26/2013

Condition Level Deficiencies: [X] None
(Use crosswalk and CFR citiations, if applicable):

No farther action is tequired.

Sincerely,

Mwpe b sHe,

Geomge A. Reuther
Secretary

GAR/pmh

C: Laura Weber, Health Insumance Speciatist, CMS
Region V, CMS
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Healthcare Fagilities Ac,cfeditaiioﬁiProgram

March 11, 2011

Betsy Pankau

Accreditation Coordinator
QOur Lady of the Resurrection
5645 West Addison

Chicago, IL 60634

Dear Ms. Pankau:

This letter is to certify that Our Lady of the Resurrection Hospital in Chicago, IL is
currently accredited by the Healthcare Facilities Accreditation Program (HFAP) of the
American Osteopathic Association (ACA).

The hospital was surveyed for re-accreditation by HFAP on October 18-20, 2010. They are
currently in process and have not yet received their Accreditation Letter or Certificate.

You may use a copy of this letter with external organizations to demonstrate your
accreditation status. Questions about the HFAP may be directed to my attention via
phone at 312-202-8060.

Sincerely,

oy Qe

Troy Ann Repuszka, RN, BScN,
Deputy Director, HFAP
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Provena Covenant Medical Center
Utrbana, IL

has been Accredited by

The Joint Commission

Which has surveyed this organization and found it to meet the requirements for the

Hospital Accreditation Program

July 12, 2008

Accreditation is customarily valid for up to 39 months.

it 22 ottt o (a2

David L. Nahrwold, M.D. Organkmtion ID # Mark Chassin, M.D.
Chairman of the Beard Prestdent

The Joint Commission is an Independent, not-for-profit, natfonal body that oversees the safety and quality of health care and
othet services provided in accredited organbations. Information about accredited organizations may be provided directly
to The Joint Commission at 1-800-994-6610. Information regarding accreditation and the accreditetion performance of
individual organizatlons can he obtained through The Joint Commission’s web site at www.joinrcommission.org.
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Provena United Samaritans

Medical Center
Danville, IL

has been Accredited by

R T e

The Joint Commission
Which has surveyed this otganization and found it to meet the requirements for the

Hospital Accreditation Program

July 26, 2008

Accreditation is custormarily valid for up to 39 months.

LOewz'd. 2/ fudoneented. o W % e,

Dhavid L Nahrwold, MLD. Organtsation TD # Mark Chassin, M.D.
Chalrman of the Board President

The Joint Commission is an Independent, not-for-profit, national body that oversees the safety and quality of health care and
other services provided in accredited organizations. Information about accredited organizations may be provided directly
to The Jolnt Commission at 1-800-994-6610. Information regarding accrediration and the accreditation pedfarmance of
individual organizations can be cbrained through The Joint Commission’s web site ar www.jointcommission.org.
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B The Joint Commission

April §, 2011

Jeffrey L. Brickman, M.B.A. Joint Commission D #: 7364

President and CEO Prograin: Hospital Accreditation

Provena Saint Joseph Medical Center Accreditation Activity: 60-day Evidence of
333 North Madison Street Standards Compliance

Joliet, IL 60435 Accreditation Activity Completed: 04/05/2011

Dear Mr. Brickman:

The Joint Commission would like to thank your organization for participating in the accreditation process. This
process is designed to help your organization continuously provide safe, high-quality tare, treatment, and setvices
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 acereditation decision of Accredited for all services
surveyed under the applicable manuai(s) noted below:

iv itation Ma L itals
This accreditation eycle is effective beginning January 29, 2011, The Joint Commission reserves the right to
shorten or lengthen the duration of the cycle; however, the certificate and cycle arc customanily valid for up to 36
months.
Pleasc visit Quality Check® on The Joint Commission web site for updated information related 1o your
accreditation decision.
We encourage you to share this accreditation decision with your organization's appropriste staff, leadership, and

governing body. You may also want to inform the Centers for Medicare and Medieaid Services {CMS), state or
regional regulatory services, and the public you serve of your organization's accreditaton 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 owneyship of your organization or the health

care services you provide.

Sincerely,

o S0t fouin £ PR

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

ATTACHMENT 11




i -angage in the aciivity as. mzanm_ma w.n_B.. . S

H.Ecmn under :._m -sUHority of
*The Suis’of flinals -

Unmﬁ_::na_ o ‘Public Haaltk
o i, UKEBER

DDO48BY

c>zmd q. »mzmrmﬂ mau,
. DIRECTOR-

- BERPHIATION DATE - CATEGCRY |

.me\uwxww -BGBD);

_ mmrn LICENSE

_.N‘nmmszbr.:mawaﬁmr‘

e .m.,m__n.m.,_ﬂdn_cmn 0L/01/1

BUSINESS ADDRESS

S vmmﬁan ID mvH,_.brm .
. ..D&&\b SAINT: WJOSEPH iﬂmm‘,mﬂb—‘
LT e Gw._m bH_ﬂFH.ﬂm m.ﬁmmm.ﬂ :

...ymrmnz

R

fn‘m

2 ma_— 5 ¢EE.§
o “r.m
= mﬁmﬁm m% gmmmmmm A “_.mm
= ﬁmﬁmﬁnqﬂmmﬂ of. ﬁﬁwnﬁ. Emmm,wu.__ W
= =
= m EOmzmm. _umm?__j. Omm._.:u_O}._._OZ mmm_m._j}.mOZ &v M
Hfm - The person. firm of 369.&:9._ i_._aum _._m:_m appears on :.__m nm_.____rum_m has comptied with the M
pEe  Provislons of ihe linels Statutes and/or nulas, m:n an:_muu:m and _m.:m_.mq.c Buthorlzed io m

iy

i

e DISPLAY THIS PART IN &
CONSPICUOUS PLACE

REMOVE THIS CARD O .O>33< AS A
IDENTIFICATION

y

mnm.nm .oof mE:ﬂﬂm N .@ @ m h @

_ um«.mqﬂn..m:n af ﬂ:ﬂ_ﬁ :mm:n? .
i 7 LIGENSE, PERMIT, onmﬂ_u_oh:oz mmgmﬂéoz

wwmcmzn HOSPIFALS
N . }u.v_e.ﬂvz.ﬂ_).ﬂm T ﬂ}-_.mnm RY ~ LD, WURIBER

12/31/1%" | BGED ] kocmammu\

. THILL TTCENSE
: xcmzmxbw mumqu»r..‘.
. mmwmnﬂﬁcm. - 01/01/13 .

11786410

PROVENA HOSPITALS

D/B7A SAINT JOSEPH HOSPITAL
{7 NORTKR AIRLITE STRFEI
ELGIN It 66120

FEE RECEIPT NO.

ATTACHMENT 11



Provena Saint Joseph Hospital
Elgin, IL
has beeri Accredited by "

o
The Joint Commission
‘Which has surveyed this organization and found it to meet the requirements for the
Hospital Accreditation Program
May 10, 2008
Accreditation is customarily valid for up to 39 months.
Mowrit 2/ fotsentet e a2
David 1. Nahrwold, M.D. Organiztisn ID ¢ Mark Chassin, M D.
Chalrman of the Beard

President
The Joint Commission is an independent, not-for-profir, national body that oversees the safety and quality of health care and
other services provided in accredited organizations. Informaton about accredited organizations may be provided directly

to The Joint Commission at 1-800-994-6610. Information regarding accreditation and the accredirarion performance of
individual organizations can be obmained chrough The Joint Commission’s web site at www.jointcommission.org.
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J’ The Joint Commission

June 17, 2011

George Einhorn, RN Joint Commission ID #: 7240

Interim CEQ Program: Behavioral Health Care Accreditation
Provena Mercy Medical Center Accreditation Activity: 60-day Evidence of
1325 North Highland Avenue Standards Compliance

Aurora, IL 60506 Accreditation Activity Completed: 06/16/2011
Dear Mr. Einhorn:

The Joint Commission would like to thank your organization for participating in the accreditation process. This
process is designed Lo help your organization ¢ontinuously 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
compliance and operational improvement iool.

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

o] i ditati | ehavioral Healt

This accreditation cycle is effective beginning March 05, 2011. 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 36

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, ieadership, and

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 Joinl 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,

hhr S0t Boin B PR

Ann Scott Blouin, RN, Ph.D.
Executive Vice President
Accreditation and Certification Operations
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FEE RECEIPT NO.

oy ———

ATTACHMENT 11



7

i The Joint Commission

May 27, 2011

Michael Armo, MBA, MHA Joint Commission D #: 7367

President and CEO, Provena St. Mary's Program: Hospital Accreditation
Accreditation Activity: 60-day Evidence of

Standards Compliasice
Accreditation Activity Completed: 03/27/2011

Hospital.

Provena St. Mary's Hospital
500 West Court Street
Kankakee, 1L 60901

Dear Mr. Arno:

The Joint Commission would like 1o thank your organization for participating in the acereditation process. This
pracess is designed to help your arganization continuously provide safe. high-quality care, reatment, und scrvices
by identilying opportunities for improvement in vour processes and helping you lotlow through on and
implement these improvements, We ciicourige you to use the acereditation process as o continuous standards

compliance and opcrational improvement tool.
The Joint Commission is granting your arganization an accreditation decision of Accredited for all services
surveyed under ihe applicable manual(s) noted below:

Comprehensive Accreditation Manual for Hospilals

.

This accreditation cycle is effective beginnine April 92, 201!, The foint Commission reserves the right o shorlen
or lengthen the duration of the cycle; howcever, the certificaie and cyele are customarily valid for up to 36 months,
Please visit Quality Check® on The Joint Commission web site for updated information related 10 your
accreditation decision.

We cncourage you to shace this accreditation decision with your organization’s appropriate staff, leadership, and

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

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

carc scrvices you provide,

Sincercly,

o St fuen B IR

Ann Scott Blouin, RN, Ph.D.
Executive Vice President
Accreditation and Cenification Operations
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elmont/Harlem Surgical Center, LLC
Chicago, IL

has been Accredited by

The Joint Commission

Which has surveyed this organization and found it to meet the requirements for the

Ambulatory Health Care Accreditation Program

July 8, 2010

Accreditation is customarily valid for up to 39 months.

2l X ﬁ aloeenlel Organization 1D #452703 Mf 2

David L. Nahrwold, M.D. Print/Reprint Date: 7/21/10 Aﬁ}l‘éﬁm{%m’ M.D.

Chairman of the Board President




Printed: 11/14/2005

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
_CENTERS FOR NEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF JEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN GFCORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
B. WING
99ES-63 ! 1111512005
NAME OF PROVIDER OR SUPPLIER . STREET ADDRESS, CITY, STATE, ZiP CODE
MANTENO DIALYSIS CENTRE 1 EAST DIVISION
MANTENQ, IL 60950
%4y ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CROSS- Co*g}fg 1ON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENGED TO THE APPROPRIATE DEFICIENCY)
V 000| INITIAL COMMENTS V 000

Surveyor; 11384

A. Based on policy and procedure review,
interview with hemodialysis staff members and
review of patient records, Manteno Dialysis
Centre located at 1 E. Division St., Manteno, IL
has met the requirements at 42 CFR 403,
Subpart U and is in compiiance with the
Conditions of Coverage for End Stage Renal
Dialysis (ESRD) facilities in the State of iL, as of
11115/05. No deficiencies were cited.

11384

LA}ORATO Y DIRECTOR'S.QR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE
‘* WO L4/
@ity (e C&o Yihe5

. deficiancy statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it Is determined that
othar safeguards provide sufficlent protaction to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 680 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. if deficiencies are cited, an approved plan of correction is recﬂsite {o continued
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PURPOSE OF PROJECT

The project addressed in this application is limited to a change of ownership as

defined in the THFSRB’s rules, and does not propose any change to the services provided,
including the number of beds provided at Resurrection Medical Center. The facility will
continue operate as a general, acute care hospital. The hospital corporation will not

change, and no change in the facility’s IDPH license will be required.

The proposed change of ownership will result from the planned merger of the
Provena and Resurrection systems, through the establishment of a not-for-profit,
charitable “super parent” entity. This super parent will provide unified corporate
oversight and system governance by serving as the corporate parent of Resurrection
Health Care Corporation and Provena Health, each of which is the current parent entity of
the Resurrection and Provena systems, respectively. The proposed merger—and the
resultant deemed changeé of ownership of the systems’ facilities—will position
Resurrection and Provena to strengthen access to Catholic health care, improve their
long-term financial wiability, enhance clinical capabilities, improve employee and
medical staff satisfaction through a shared culture and integrated leadership, and position

the unified system for innovation and adaptation under health care reform.

ATTACHMENT 12




The table below identifies the hospital’s inpatient origin for the 12-month period
ending September 30, 2010; identifying each ZIP Code area that contributed a mimmum

of 1.0% of the hospital’s admissions during that period.

Cumulative
ZIP Code Community Admission % %
s
60631 Chicago-Norwood Park 1,856 12.8% 12.8%
60634 Chicago-Dunning 1,813 12.5% 252%
60706 Harwood Heights 1,510 10.4% 35.6%
60656 Chicago-Oriole Park 1,436 9.9% 45.5%
60630 Chicago-Jefferson Park 1,13 7.8% 53.3%
60068 Park Ridge 803 5.5% 58.8%
80714 Niles 768 5.3% 64.1%
60646 Chicago-Edgebrook 626 4.3% 68.4%
80641 Chicago-Irving Park 523 3.6% 72.0%
60707 Elmwood Park 344 2.4% 74.4%
60016 Des Plaines 339 2.3% 76.7%
60018 Des Plaines 311 2.1% 78.8%
60176 Schiller Park 221 1.5% 80.4%
60638 Chicago-Cragin 211 1.5% 81.8%
60618 Chicago-Avondale 165 1.1% 82.9%
other ZIP Code areas contributing <1% 2,480 17.1% 100.0%
14,637 100.0%

As can be noted from the table above, fifteen ZIP Code areas accounted for nearly
83% of the hospital’s admissions. This analysis clearly demonstrates that Resurrection

Medical Center provides services primarily to area residents.

The measurable goals resulting from the consolidating of the systems will be
continually high patient satisfaction reports, strong utilization levels, and improved

access to capital to ensure that the hospital’s physical plant is well maintained and that

ATTACHMENT 12




nceded equipment can be acquired. These goals will each be measurable within two

years,

ATTACHMENT 12




ALTERNATIVES

Section 1110.230(c) requests that an applicant document that the proposed project
is the most effective or least costly alternative for meeting the health care needs of the

population to be served.

This project is limited to a change of ownership resulting from the proposed
merger of the Provena and Resurrection systems. As described elsewhere in this
application, this is being implemented through the formation of a “super parent” entity
that will create unified system oversight. This super parent structure will create a change
in control, and under THFSRB rules, a change of ownership of thirteen (13) hospitals, one
(1) ambulatory surgical treatment center (ASTC), and one (1) end stage renal disease

(ESRD) facility.

In order to best respond to Section 1110.230(c) given the nature of the project,
technical assistance direction was sought from State Agency staff on February 22, 2010.
Through the technical assistance process, the applicants were advised by State Agency
staff that it would be appropriate to explain why this proposed system merger was the

only alternative considered.

ATTACHMENT 13




As explained in the Project Overview, Resurrection and Provena are committed to
advancing the shared mission of the existing health systems in a manner that improves
long-term financial viability, clinical integration and administrative efficiencies. For
these two not-for-profit Catholic health systems, the merger of the systems is uniquely

well-suited to meeting these mission, service delivery, and efficiency goals.

In very different circumstances, health systems might give serious consideration
to an asset sale/acquisition in exchange for cash considerations, or to a corporate
reorganization in which one party acquires and controls the other. Here, however,
Provena and Resurrection have determined, through a process of discernment that
involved both existing systems and the five (5) religious sponsors, that the systems
should come together in a merger of equals transaction through a super parent structure,
which will align corporate oversight, provide unified governance equally to entities
currently in both systems, and avert the need for asset sale/acquisition. The System

Merger Agreement has been submitted with this application.

ATTACHMENT 13




IMPACT STATEMENT

The proposed change of ownership will have a significant positive broad-based
and health care delivery impact on the communities historically served by Provena Saint
Joseph Hospital. Consistent with IHFSRB rules, this impact statement covers the two-

year period following the proposed change of ownership.

Reason for the Transaction

Through both discernment and due diligence processes, Provena Health
(“Provena™) and its sponsoring congregations have concluded that its hospitals can better
serve their patients and their communities if the Provena system were to merge with that
of Resurrection Health Care Corporation (“Resurrection”). By doing so, Provena
anticipates that it will be able to improve its administrative efficiencies and enhance its

clinical integration efforts, consistent with its mission.

Anticipated Changes to the Number of Beds or Services Currently Offered

No changes are anticipated either to the number of beds (178) or to the scope of

services currently provided at Provena Saint Joseph Hospital.

The current and proposed bed complement, consistent with Provena Saint Joseph

Hospital’s 2009 IDPH Hospital Profile are:

ATTACHMENT 19A




99 medical/surgical beds

15 intensive care beds

30 acute mental illness

34 comprehensive physical rehabilitation

Among the other clinical services currently offered and proposed to continue to
be provided are: surgery (including cardiovascular surgery), 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 remain Provena

Saint Joseph Hospital.

Additions or Reductions in Staff

No changes in clinical or non-system administrative staffing, aside from those
routine changes typical of hospitals, are anticipated during the first two years following
the proposed change of ownership. The applicants fully intend to offer all current
hospital employees positions at compensation levels and employee benefits equivalent to

their current position, compensation and benefits.

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 an apportionment of the transactional
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costs, categorized as “Consulting and Other Fees”. As required by the IHFSRB’s rules,
the value of the hospital is included in the project cost identified in Section I of this
application document. However, that identified component of the “project cost” does not

result in an expenditure by any applicant.

2. Benefit
The applicants believe that the community will benefit greatly from the change of
ownership, primarily through the combined system’s ability to operate more efficiently,

improve clinical integration, and enhanced access to capital.

In 2009, the hospital admitted approximately 8,800 patients, provided
approximately 94,900 outpatient visits, and treated over 33,000 patients in its emergency

department.

It is the expectation of the applicants that, for a minimum of two years following
the change of ownership, all programs and services currently provided by Provena Saint
Joseph Hospital will continue to be provided, and consistent with IHFSRB requirements,
access to the hospital’s services will not be diminished. Assessments related to potential

program expansion will commence shortly after the change of ownership/merger occurs.

Each of the hospitals included in the system merger will provide both charity care
and services to Medicaid recipients. According to IDPH data, during 2009 the admission

of Medicaid recipients to Resurrection hospitals ranged between 8.6% and 65.2%, and for
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Provena hospitals ranged between 11.0% and 27.3%. The primary variable in these
percentages is the geographic location of the individual hospitals. Over 20% of the
patients admitted to five (5) of the thirteen (13) Resurrection and Provena hospitals in

2009 were Medicaid recipients.

Finally, with over 1,100 employees (FTEs), Provena Saint Joseph Hospital is a
major area employer, and, as noted above, no changes in clinical or non-system
administrative staffing, aside from those routine changes typical of hospitals, are

anticipated during the first two years following the proposed change of ownership.
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ACCESS

Access to the facilities addressed in the merger will not become more restrictive
as a result of the merger; and letters affirming such from the Chief Executive Officers of

Provena Health and Resurrection Health Care Corporation are attached.

Both Provena and Resurrection currently operate with system-wide charity care
policies. Attached is the hospital’s Patient and Visitor Non-Discrimination policy, and
Provena’s Provision of Financial Assistance policy, which applies across all of its
hospitals. Provena and Resurrection intend to develop a new, consolidated charity care
policy for the combined system hospitais, generally taking the best elements of each of
the existing system policies. Provena and Resurrection representatives have offered to
the Tllinois Attorney General’s office that this new charity care policy will be shared in
draft form with the Attorney General’s office, so that the Attorney general’s office can
provide input into the policy. That policy, as of the filing of this application, is being
developed, and will be provided to State Agency staff when complete. Resurrection and
Provena have committed to the State Agency to provide this policy to the State Agency

prior to appearing before the State Board.

Provena Saint Joseph Hospital will, as is the case now, operate without any

restrictive admissions policies, related to race, ethnic background, rehigion, payment
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source, or any other factor. A copy of the hospital’s policy addressing non-
discrimination in its admissions practices is attached, and the policy will be retained
following the system merger. 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 Provena Saint Joseph Hospital are

anticipated to be discontinued as a result of the proposed change of ownership.
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Illinois Health Facilities
and Services Review Board
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To Whomn I Say Soneain

mﬁw‘ﬁ*ﬁm will not Wemie 16 resthctive.

Rﬁm i Provons; g@g?. t'&'a.fws éﬁ% e Niinols Aftogney General®s éﬁ%e ate gerently
453 ity eare palicr s I awtng the sydtish saerger. That ed polfsy wilf be
provided to e State Agency upon compi‘e‘ﬁemi
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President & CRO

Notarzed:
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Mnkena I B644E
708 478-6300 Yol
708478 5960 Fax.
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- Health.

March 23, 2011

Illinois Health Facilities
and' Services Review Board
Springfield, lilinois

To Whom It May Concern;

Please:be-advised that following the change of ownership of the hospitals-and ESRD.
fac111ty ditectly-ot indirectly owned or controlled by, Provena Health; the admissions
policies of those facilities will.not become more restrictive,

Provena and Resurrecflon, in.consultation with the Illinois, Attomey General’s-office, are

currently revising the charity care policy to-be used following the system merger. That
revised policy will be provided to. thé State. Agency. upon cemnpletion.

Sincerely,

B LOTBE
Guy Wiebking

President & CEO NOTARY.PUBLIC - STATE-OF ILLINOIS
' ) . MYCQMMSSIGNEXPIRESM?I’M

Notarized:
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CATEGORY: NUMBER.
Mission 200.60
TITLE: TITLE NUMBER:
Non-Discrimination in Patient Care 371.03
PAGE:
1 OF 2
EFFECTIVE DATE: REVISION DATE:
March 1999 December 2004
REFERTCH LOCATION:
1964 Civil Rights Act

Mission Policies are intended to delineate the values, behaviors and directives that guide the
Resurrection Health Care System as an organization whose identity and practices are consistent
with the Roman Catholic tradition and its teachings.

This policy defines the non-discriminatory practices applicable to all patients, visitors,
physicians and employees of Resurrection Medical Center.

No person will be discriminated against or otherwise denied benefits of care or service on the
grounds of race, sex, national origin, religion, age, sexual preference, disability or financial
means. This includes, but is not limited to the following characteristics.

1. Services will be provided in a way that protects the dignity of the person and enhances
the quality of life.

2. All patients will be admitted, receive care, be transferred and discharged appropriately
with no distinction in eligibility and without discrimination. Patients and/or
families/significant others will be given the choice in the vendor/facility for post acute
care placement or service.

3. All patients with the same health problem will receive the same standard of care.

4. All patient transfers will be in compliance with the Consolidated Omnibus Budget
Reconciliation Act (COBRA) and Emergency Medical Treatment and Active Labor Act
(EMTALA) provisions.
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5. Patient care decisions are to be based on the interests, needs and well being of the patient
and will not be influenced by the patient’s ability to pay.
6. Patient rooms will not be changed for racial or other discriminatory reasons.
7. Persons and organizations referring patients to Resurrection Medical Center (RMC) are

advised to do so without reference to race, sex, national origin, religion, age, sexual
preference, disability or financial means.

8. Physician practices associated with RMC will appropriately serve the economically poor,
disadvantaged and elderly, regardless of the source of referral and without discrimination.

9, Employees will be assigned to patient services without discrimination.
10.  Officers, employees, and physicians are bound by the Resurrection Health Care (RHC)
Code of Conduct and Conflict of Interest policies in the discharge of their duties for or on

behalf of RHC.

11.  The Chief Executive Officer is responsible for coordinating compliance with this policy.
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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

1.1 Federal Poverty evel 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
household 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.

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

(or Cook County as applicable) 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.

Illinois 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 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 Liquid 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.

19  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,
TriCare, 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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Financial Assistance/Charity Care and other Financial Assistance Programs

3.1

3.2

33

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.

Payment Caps Under Illinois 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.

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

ATTACHMENT 19B




%

34

@ Resurrection
= Health Care

... POLICY PROTOCOL

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) 6 OF 17
EFFECTIVE DATE: REVISION DATE: SUPERSEDES:
February 2002 January 2009 September 2004
REFER TO: LOCATION:

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.

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 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
medical services necessary to diagnose, treat or stabilize an emergency medical
condition.
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5.2  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 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/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 greater than $200,000.

5.3  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.

5.4 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
governmental 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 Patient Discounts

6.1

6.2

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.

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 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 altemative 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.

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 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
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 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 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, 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
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 is
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 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.

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

8.2

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
eligibility determination, and that there will be no further collection action taken
on the discounted portion of the patient's bill.

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 during 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 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.

10.2 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/Chanty Care.

12. Staff Training and Understanding of Hospital Financial Assistance/Chanty Care Program

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 hospital for the benefit of poor and underserved members of such hospital's
community.
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12.2  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.

| 12.3  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.

13. Collection Activity

13.1 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.

132  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

ATTACHMENT 198




W)

@

@ Resurrection

= Health Care

133

| : _ . POLICY PROTOCOL

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) 16 OF 17
EFFECTIVE DATE: REVISION DATE: SUPERSEDES:
February 2002 January 2009 September 2004
REFER TO: LOCATION:

criteria. Balances remaining after financial assistance 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 garnishment 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 [llinois 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/Chanty 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 is 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 is eligible for
such a charitable discount.
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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. For purposes of this section, health

care system refers to the combined Resurrection and Provena systems.

Impact of the Proposed Transaction on Other Area Providers

Following the change of ownership, Resurrection 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 Resurrection
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 admissions policies of the hospital will not be changed to become more
restrictive (please see ATTACHMENT 19B), patients will not be “deflected” from
Resurrection Medical Center to other area facilities as a result of the change of

ownership.
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Other Facilities Within the Acquiring Co-Applicants’ Health Care System

Upon the completion of the merger, twelve other hospitals will be in the new
Health Care System. All of those hospitals, with the exception of Holy Family Medical
Center, which operates as a Long-Term Acute Care Hospital (LTACH), operate as
general acute care hospitals.  The table below identifies the distance and driving time
(MapQuest, unadjusted) from Resurrection Medical Center to each of the other hospitals

in the Health Care System.

Proximity of Resurrection Medical Center (7435 W. Talcott Avenue Chicago) to:
Miles Minutes

Saint Francis Hospital 355 Ridge Avenue Evanston 9.3 24
Saint Mary of Nazarsth Hospital
and St. Elizabeth's Med. Ctr. 2233 W. Division Street  Chicago 11.2 18
Saint Joseph Hospital 2900 N. Lake Shore Drive Chicago 11.2 23
Our Lady of Resurrection Med. Ctr. 5645 West Addison Street Chicago 59 13
Holy Family Medical Center 100 North River Road Des Plaines 9.2 16
Provena United Samaritans Med. 812 North Logan Street Danville 182.2 192
Ctr.
Provena Covenant Medical Center 1400 West Park Avenue  Urbana 151.2 161
Provena Mercy Medical Center 1325 N. Highland Avenue Aurora 379 50
Provena Saint Joseph Hospital 77 North Airlite Street Elgin 337 44
Provena Saint Joseph Medical Ctr. 333 North Madison Street  Joliet 48.4 64
Provena St. Mary's Hospital 500 West Court Street Kankakee 726 88

Source: MapQuest, 2/23/11

Consistent with a technical assistance conference held with IHFSRB Staff on
February 14, 2011, historical utilization of the other facilities in the Health Care System
is provided in the form of 2009 IDPH Profiles for those individual facilities, and those

documents are attached.
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Referral Agreements

Copies of Resurrection Medical Center’s current referral agreements related to
IDPH “categories of service” not provided directly by the hospital are attached. It is the
intent of the applicants to retain all of Resurrection 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, if and as necessary. That
revision process is anticipated to take 6-12 months from the date of the change of

ownership.

The table below identifies the dnving time and distance between Resurrection

Medical Center and each hospital with which RMC maintains a referral agreement.

Referrai Site Service Miles* Minutes*
Loyola University Medical Center
2160 8. First Ave. Maywood perinatal 17.9 26

*MapQuest (unadjusted) March 3, 2011

Duplication of Services

As certified in this application, the applicants fully intend to retain Resurrection
Medical Center’s clinical programmatic complement for a minimum of two years. An
initial evaluation of the clinical services provided by Resurrection Medical Center would
suggest that the hospital provides few, if any, clinical services not typically provided by

general acute care hospitals. In addition, and as can be seen from the proximity data
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provided in the table above, the hospitals in the Health Care System do not have service

areas that overlap.

Availability of Services to the Community

The proposed merger will, because of the strength of the newly-created system,
allow for the development of important operations-based services that are not currently
available. Examples of these new programs, which will benefit the community, and
particularly the patient community are an electronic medical records (EMR) vehicle
anticipated to be implemented system-wide, enhanced physician practice-hospital
integration, more efficient equipment planning, replacement and procurement systems,
and expanded material management programs; all of which will benefit the community

through the resultant efficiencies in the delivery of patient care services.

In addition, Resurrection 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
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.
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Patients by Ethnicity

Hospital Profile - CY 2009 Resurrection Medical Center
QOwnership, Management and General Information

Patients by Race

. ADMINISTRATOR NAME:  Slster Donna Marie C.R. White 90.7% Hispanic or Latino: 2.4%
- ADMINSTRATOR PHONE  773-792-5153 Black 1.7% Not Hispanic or Latino: 92.0%
OWNERSHIP: Resuirection Medica! Center American indian 0.0% Unknown: 5.5%
OPERATOR: Resurrection Medical Center Asian 1.7%
MANAGEMENT: Mot for Profit Corporation Hawaiian/ Pacific 0.3% EPH Number: 1974
CERTIFICATION: None Unknown; 5.5% PA A-01
~ FACILITY DESIGNATION:  General Hospital HSA 6
ADDRESS 7435 West Talcott Avenue CITY: Chicago COUNTY: Suburban Cook (Chicago)
Facility Utilization Data by Cateqory of Service
Authorized Peak Beds Average Average CON Staff Bed
- . CON Beds Setup and Peak Inpatlent Observation [ength  Daliy Qccupancy Occupancy
Clinjcal Service 12/31/2009 Staffed Census Admlissions  Days Days of Stay Census 12/31/2009 Rate %
MedicaliSurgical 214 225 190 11,399 53788 2,530 459 154.3 721 68.6
0-14 Years 0 0
15-44 Years 835 2 851
45-64 Years 2,406 10,186
65-74 Years 2 188 10,249
75 Yeors + 5970 30,500
Pediatric 17 18 8 230 455 18 2.1 1.3 76 72
Intensive Care 41 30 30 2,838 8,856 3.4 243 59.2 80.9
Direct Admission 1,760 5510
Transfers 1,078 3,346
Ohstetric/Gynecology 23 3 3 1,053 2,466 64 24 6.9 30.1 22.4
Maternity 1,003 2385
Clean Gynecology 50 a1
Neonatal 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Swing Beds 0 0 0.0 0.0
Acute Mental lilness 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Rehabilitation 65 61 59 1,370 17,925 0 13.1 49.1 75.6 80.5
Long-Term Acute Care 0 0 0 0 0 0 0.0 0.0 0.0 0,0
Dedcated Observation 0 0
Facility Utilization 360 15812 83,488 2,612 54 2369 65.5
{Inciudes ICU Direct Admissions Only)
Inpatients and Qutpatients Served by Payor Source
Medicare Medicaid Other Public Private Insurance Private Pay  Charity Care Totals
62.0% 8.6% 0.1% 28.9% 1.0% 1.4%
inpatients 9805 1360 13 4253 161 220 15,812
39.2% 16.0% 0.1% 42.7% 2.2% 0.8%
Outpatients 52394 23859 137 67967 3581 1337 159,245
Financial Year Reported: 71112008 to 63072009 Inpatient and Qutpatient Net Revenue by Payor Source Chari Total Chanity
. . . arity Care Expense
Medicare Medicalid Other Public  Private Insurance  Private Pay Totals Care
Expense 1,869,615
Inpatient 65.7% 4.3% 0.0% 28.6% 1.4% 100.0% Totals: Charity
R S ]
evenue ( $) 127,765641 8,348,003 0 55,727,368 2,769,114 194610216 1,195,048 | oo 0 o of
OQutpatient 28.9% 6.1% 0.0% 64.8% 2.3% 100.0% Net Revenue
Revenue ( $) 22,972 910 5,210,335 0 55,408,824 1,926,915 85,518,984 674,466 0.7%
Birthing Data Newbom Nursery Ufilization Organ Transplantation
Number of Total Births: 1,038 Level 1 Palient Days 1,664 Kidney- o
Number of Live Births: 1,026 Level 2 Patient Days 1,653 Hoan o
Birthing Rooms: 0 Level 2+ Patient Days 90 Lung: o
Labor Reomes: 0 Total Nursery Patientdays 3,407 Heart/Lung: 0
Delivery Rooms: 0 Pancreas: °
Labor-Delivery-Re covery Rooms: 0 Laboratory Studies Liver: o
Labor-Delivery-Recovery-Postpartum Rooms: 17 Inpatient Studies 511,318 :
C-Section Rooms: 2 Outpatient Studies 438,246 Total: o
CSections Performed: 312 Studies Performed Under Contract 88,504
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HOSPITAL PROFILE - CY 2009 Resurrection Medical Center Chicago Page 2
Surgery and Operating Room Utilization
Surgical Specialty Operating Rooms Surgical Cases Surgical Hours Hours per Case
Inpatient Qutpatient Combined Total Inpatient Qutpatient Inpatient Outpatient Tofal Hours Inpatient Outpatient
Cardiovascular 0 1] 2 2 561 101 1886 1 2017 34 1.3
Dermatology 0 0 0 o 0 0 0 0 0 0.0 0.0
General 0 0 9 9 1066 993 1845 1092 2937 1.7 1.1
Gastroenterology 0 0 0 0 0 0 0 0 0 00 0.0
Neurology 0 0 0 0 8 44 1060 a3 1153 3.3 2.1
OB/Gynecoclogy 0 0 0 0 243 625 565 526 1091 2.3 08
OralfMaxillofacial 0 0 0 0 6 28 18 76 94 30 2.7
Ophthatmology 0 0 0 0 52 916 98 801 899 1.9 0.9
Orthopedic o 0 0 0 855 546 1539 731 2270 1.8 1.3
Otolaryngology 0 0 0 0 90 336 164 m 535 1.8 1.1
Plastic Surgery 0 0 0 0 13 60 22 83 105 1.7 1.4
Podiatry 0 0 0 0 53 74 70 125 195 1.3 1.7
Thoracic 0 0 0 0 179 16 435 24 459 2.4 1.5
Urology 0 0 1 1 350 815 605 584 1189 1.7 0.7
Totals 0 0 12 12 3786 4554 aao7 4637 12944 2.2 1.0
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 12 Stage 2 Recovery Stations 20
Dedicated and Non-Dedicated Procedure Room Utilzation
Progedure Reoms Surglcal Cases Sur urs Hotrs per Case
Procedure Typa Inpatient Qutpatient Combined Total Inpatient Outpatient inpatient Outpatient Total Hours I[npatient Outpatient
Gastrointestinal 0 0 5 5 1579 74 970 2519 3489 06 07
Laser Eye Procedures 0 2 o 2 o 16 0 10 10 0.0 06
Pain Management 0 0 4 4 191 6576 143 4932 5075 07 0.8
Cystoscopy 0 0 0 0 0 0 0 0 0 0.0 0.0
Multipurpose Non-Dedicated Rooms
0 0 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
Cardiac Catheterization Labs Cardiac Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 4 Total Cardiac Cath Procedures: 3,366
Cath Labs used for Angiography procedures 0 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) 1,987
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs 1 interventional Catheterization (15+) 813
Emergency/Trauma Care EP Catheterizations (15+) 566
Certified Trauma Center by EMS O ]
Level of Trauma Service Le_v_e_l 1 Le-v-e! 2 Total Car diac_-——m-l“(;aur:’gl:r‘;sé;sees: Data 215
Operating Rooms Dedi‘ca_ted for Trauma Care 0 z:ﬂ—:?::g ("(()e-a:: ;\edarct);l)éler): 212
Number of Trauma Visits: 0
Pattents Admitted from Trauma 0 Coronary Artery Bypass: Grafts (CABGS)
performed of total Cardiac Cases : 147
Emergency Service Type: Comprehensive i
Number of Emergency Room Stations 21 Total Outpatie t—&-————-———-——?r:'tits tient Service Data 159.245
. atient Vis s
Per:sons Treated by Emergency Se.rvlces. 38,300 Qutpatient Visits at the Hospital/ Campus: 159,245
Patients Admitted from Emergency: 9,625 Outpatient Visits Offsite/off campus 0
Total ED Visits (Emergency+Trauma): 38,300
Diagnostic/interventional Fquipment Examinations adiation Equipment Therapies/
Owned Contract Inpatient Outpatient Owned Contract Treatments
General Radiography/Fluoroscopy 9 o 33176 30,020 Lithotripsy 0 0 0
Nuciear Medicine 5 0 3,504 5,520 Linear Accelerator 1 0 4,907
Mammography 2 0 19 19,164 Image Guided Rad Therapy 1 0 5108
Uttrasound 9 0 6,240 11,421 Intensity Modulated Rad Therap 0 0 0
Diagnostic Angiography 0 0 0 0 High Dose Brachytherapy 1 0 7
Interventional Angiography 0 0 0 Proton Beam Therapy 0 0 0
Pasitron Emission Tomography (PET) 1 0 8 724 Gamma Knife 0 0 0
Computerized Axial Tomography (CAT) 3 o 12,006 18,683 )
Magnstic Resonance imaging 2 0 2390 5544 Cyber knife 0 0 0
ETTRcCIvERTI e e

Source: 2009 Annual Hospital Questionnaire, iilinois Department of Public Health,

Health Systems Development.




Hospital Profile - CY 2008 Saint Francis Hospital Evanston Page 1
Ownership, Management and General information Patients by Race Patients by Ethnicity
ADMINISTRATOR NAME;  Jefl Murphy White 48.2% Hispanic or Latino; 7.4%
ADMINSTRATOR PHONE  847-316-2353 Black 23.5% Not Hispanic or Latino: 75.9%
OWNERSHIP: Saint Francis Hospital American Indian 0.3% Unknown: 16.7%
OPERATOR: Saint Francis Hospital Asian 4.0%
MANAGEMENT: Not for Profit Corporation Hawaiian/ Pacific 0.0% IDPH Number; 2402
CERTIFICATION: None Unknowh: 24.1% HPA A-0B
FACILITY DESIGNATION:  General Hospital HSA 7
ADDRESS 355 Ridge Avenue OfTY: Evanston ______ COUNTY: Suburban Cook County

Facility Utilization Data by Category of Service

Authorized Peak Beds Average Average CON Staff Bed
. . CON Beds Setup and Peak Inpatient Observation (ength  Daily Qccupancy Occupancy
Clipical Service 12/31/2009 Staffed Census Admisslons  Days Days of Slay Census  12/31/2009 Rate %
Medical/Surgicaf 206 157 135 5,662 28,734 4,032 58 898 436 57.2
0-14 Years o /)
15-44 Years 889 3,318
45-64 Years 1,741 8,300
65-74 Years 1,151 6,190
75 Years + 1,881 10,926
Pediatric 12 12 6 283 636 211 30 2.3 193 19.3
Intensive Care 35 35 32 2,280 7.775 85 34 215 61.5 61.5
Direct Admission 1,678 5,840
Transfers 602 1,835
Obstetric/Gynecology 18 12 12 850 2148 152 27 6.3 35.0 52.5
Maternity 714 1,862
Clean Gynecology 136 286
Neonatal 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Long Tenm Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Swing Beds 0 0 0.0 0.0
Acute Mental lliness 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Rehabilitation 0 0 0 0 0 0 0.0 0.0 0.0 0.0
L.ong-Term Acute Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Dedcated Observation 0 0
Facility Utilization 271 8,473 39,293 4,480 5.2 1199 443
{Includes ICU Direct Admissions Only)
Inpatients and Outpatients Served by Payor Source
Medicare Medicaid Other Public Private Insurance Private Pay  Charity Care Totals
48.1% 21.3% 0.0% 25.8% 3.3% 1.5%
Inpatients 4072 1806 0 2186 282 127 BA73
27.5% 20.1% 0.0% 20.3% 30.9% 1.2%
Outpatients 32308 23699 0 23807 36315 1404 117,633
Financial Year Reported: 7/1/2008 1o 6/30/2009 |npatient and Outpatient Net Revenue by Payor Source Chari Total Charity
. arity Care Expense
Medicare Medlcaid Other Public  Private Insurance  Private Pay Totals Care
Expense 3,344,304
Inpatient 47 8% 23.1% 0.0% 26.0% 3.1% 100.0% Totals: Charity
Revenue + Lhan
(% 52,034,979 25,140,397 0 28,361,084  3,385602 108,922,062 1,883,268 | ‘cuiodor of
Outpatient 17.6% 10.5% 0.0% 58.3% 13.6% 100.0% Net Revenue
Revenue { $} 10,022,592 5,962,992 0 33,167,642 7,755,578 56,908,804 1,461,036 2.0%
Birthing Data Newbom Nursery Utilization Ortian Transplantation
Number of Total Births: 721 Level 1 Patlent Days 1,729 Kidney: 0
Number of Live Births: 710 Level 2 Patient Days 660 Hea n_y' 0
Birthing Rooms: 0 Level 2+ Patient Days 24 Lung: 0
Labor Rooms: 0 Total Nursery Patientdays 2,413 Heart/Lung: 0
Detivery Rooms: 0 Pancreas: 0
Labor-Delivery-Recovery Rooms: 0 Laboratory Studies Liver- ' 0
Labor-Delivery-Recovery-Postpartum Rooms: 18 inpatient Studies 402,225 ;
C-Section Rooms: 2 Ourtpatient Studies 229,844 Total: 0
CSections Performed: 175 Studies Performed Under Contract 7672

* Note: On4/22/2009, Board approved the voluntary reduction of 104 beds within Medical Surgical, Pediatric, Ob-Gyn and ICU categories of service. The
total bed count for the facility is 271 beds,
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HOSPITAL PROFILE - CY 2009 Saint Francis Hospital Evanston Page 2
Surgery and Operating Room Utilization
Surglcal Specialty 9] ting Rooms Surgical Cases Suryi ou Hours per Case
Inpatient Outpatient Combined Tota! Inpatient OQutpatient  inpatient Outpatient Total Hours Inpatient Outpatient
Cardiovascular 0 0 2 2 168 12 604 19 623 36 1.6
Dermatology 0 0 0 0 0 0 a 0 0 0.0 0.0
General 0 0 2 2 1096 801 2218 990 3208 2.0 12
Gastroenterology 0 0 2 2 0 0 a 0 0 00 0.0
Neurology 0 0 1 1 78 ] 244 13 257 34 16
OB/Gynecology 0 0 1 1 188 277 514 342 856 27 1.2
Oral/Maxiliofacial 0 0 0 0 0 0 ] 0 0 0.0 0.0
Ophthalmology 0 0 2 2 22 744 24 584 608 1.1 0.8
Orthopedic 0 0 2 2 565 706 1379 1001 2380 24 1.4
Otolaryngology 0 0 0 0 58 161 90 219 309 16 14
Plastic Surgery 0 0 1 1 23 54 82 94 176 38 1.7
Podiatry 0 0 0 0 9 92 12 121 133 13 1.3
Thoracic 0 0 0 0 0 0 0 0 0 0.0 0.0
Urclogy 0 0 2 2 141 147 243 129 352 16 0.9
Totals 0 o 15 15 2348 3002 5390 3512 8902 23 1.2
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 1 Stage 2 Recovery Stations 28
Dedicated and Non-Dedicated Procedure Room Utiization
Procedure Rooms Surgicel Case Surgical Hours Hours per Case
edure Type Inpatient Outpatient Combined Total Inpatient Outpatient Inpatient Outpatient Total Hours Inpatient Outpatient
Gastrointestinal 0 0 3 3 808 1830 616 1427 2043 08 08
Laser Eye Procedures 0 0 0 0 0 0 a 0 0 0.0 0.0
Pain Management 0 0 1 1 21 542 20 351 ETa 1.0 06
Cystoscopy 0 0 2 2 113 132 130 113 242 1.2 0.9
Multipurpose Non-Dedicated Rooms
0 0 ] 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 a 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 ] 0.0 0.0
Cardiac Cathetefjzation Labs Cardiag Catheterization Utilization
Total Cath Labs {Dedicated+Nondedicated labs). 2 Total Cardiac Cath Procedures: 836
Cath Labs used for Angiography procedures 0 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) 524
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0-14); 0
Dedicated EP Catheterization Labs 0 Interventional Catheterization (15+) 312
Emergency/Trauma Care EP Catheterizations (15+) 0
Certified Trauma Center by EMS v .
Level of Trauma Service L:;ﬁ:: LE_ViF 2 Total Car diac_——hu_rg_w_csaurr‘;:;?::sei: Data 75
) . Pediatric (0 - 14 Years): 0
Operating Rooms De.dl'cated for Trauma Care 2 Adult (15 (Years and Ol)der}: 75
Number of Trauma Visits: 851
Patients Admitted from Trauma 491 Coranary Artery Bypass Grafts (CABGs)
) ] performed of total Cardiac Cases : 63
Emergency Service Type: Comprehensive . A
Number of Emergency Room Stations 20 Total Outoat M%Ew 17693
N ota ent Visi !
Persons Treated by Emergency Services: 34,500 Outpaﬁ:nt Visits at the Hospitall Campus: 106,748
Patients Admitted from Emergency: 5,056 Outpatient Visits OffsHte/aff campus 10.885
Total ED Visits (Emergency+Trauma): 35,351 ’
Diagnostic/interventional Equipment Examinations adiation Equipment Therapies/
Owned Contract Inpatient Outpatient Owned Contract Treatments
General Rediography/Fluoroscopy 4 0 13,559 29,471 Lithotripsy 0 0 0
Nuclear Medicins 2 0 1,028 2,280 Linear Accelerator 0 119
Mammography 3 0 0 10,623 Image Guided Rad Therapy 0 0 0
Ultrasound 4 0 1,473 4435 Intensity Modulated Rad Therap 1 0 74
Diagnostic Angiography 0 0 0 0 High Dose Brachytherapy 0 0 0
Interventional Angiography 0 0 0 Proton Beam Therapy 0 0
Positron Emission Tomography (PET) 0 1 0 128 Gamma Knife 0 0
Computerized Axial Tomography (CAT) 2 0 2,968 18,677 ) 0 0
Magnetic Rescnance Imaging 1 0 897 2,119 Cyber knife 0 0 0
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Hospital Profile - CY 2009 Saint Mary Of Nazareth Hospital Chicago Page 1
Ownership, Management and General Information Patients by Race Patients by Ethnicity
ADMINISTRATOR NAME;  Margaret MeDemmott White 21.0% Hispanic or Latine: 13.8%
ADMINSTRATOR PHONE  312-770-2115 Black 25.7% Not Hispanic or Latino; 85.9%
OWNERSHIP: Saints Mary and Elizabeth Medicai Center DBA Saint American indian 0.1% Unknown; 0.3%
OPERATOR: Saints Mary and Elizabeth Medica! Center DBA Saint Asian 1.3%
MANAGEMENT: Not for Profit Corporation Hawaiian/ Pacific 0.0% IDPH Number: 2584
CERTIFICATION: None Unknown: 52.0% HPA A-02
FACILITY DESIGNATION:  General Hospital HSA 5
ADDRESS 2233 West Divison Street CiTY: Chicago COUNTY: Suburban Cook (Chicago}
Facility Utilization Data by Category of Service
Authorized  Peak Beds Average Average CON Staff Bed
. . CON Beds Setup and Peak Inpatient Observaion (ength  Daily Occupancy Occupancy
Clinical Service 12/31/2008 Staffed Census Admissions  Days Days  ofStay Census  12/31/2009 Rate %
Medical/Surgical 186 186 152 10,373 48,081 3,623 5.0 1417 762 76.2
0-14 Years 10 20
15-44 Years 2528 B,045
45-64 Years 3,883 17,282
65-74 Years 1,837 9,616
75 Years + 2,121 13,118
Pediatric 14 14 14 925 2,092 535 2.8 7.2 51.4 51.4
Intensive Care 32 32 30 2,010 7,979 5 4.0 21.9 68.4 68 4
Direct Admission 1,204 4,536
Transfers 806 3,443
Obstetric/Gynecology 20 20 20 2,199 5113 235 24 147 733 73.3
Maternity 2,193 5,103
Clean Gynecology 6 10
Neonatal 0 0 0 0.0 0.0 0.0 0.0
Lonrg Term Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Swing Beds 0 0 0.0 0.0
Acute Mental lilness 120 120 120 3,968 34,495 0 8.7 94.5 78.8 78.8
Rehabilitation 15 15 15 325 3,847 0 11.8 10.5 70.3 703
Long-Term Acute Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Dedcated Observation 0 o
Facility Utilization 387 18,994 101,607 4,398 586 290.4 750
{inciudes ICU Direct Admissions Only)
Inpatients and Qutpatients Served by Payor Source
Medicare Medicaid Other Public  Private Insurance Private Pay  Charity Care Totals
33.1% 42.9% 0.0% 18.8% 2.1% 2.1%
Inpatients 6478 8142 8 1562 402 402 18,994
20.6% 42.6% 0.1% 30.7% 3.3% 2.8%
Cutpatients 33067 68076 170 49228 5270 4524 160,335
Financial Year Report 7/1/2008 zo 6/30/2009 inpatiept and Qutpatient Net Revenue by Payor Source Charity Total Charity
Medicare Medicald Other Public  Private Insurance  Private Pay Totals Care Care Expense
Inpatient 36.8% 34.8% 0.0% 18.9% 9.5% 1000% Expense . z'sf'“"
Revenue ($) 64,870,370 61,419,970 0 13265730 16816201 176392271 1394628 | e Comr
Outpatient 16.6% 32.9% 0.0% 31.8% 18.7% 100.0% Net Revenue
Revenue ( $) 11,265,066 22,276,179 0 21,509,882 12,633,284 67,684,411 1,267,966 1.1%
Birthing Data Newbom Nursery Utilization Organ Transplantation
Number of Total Births: 2,014 Level 1 Patient Days 3,691 Kidney: 0
Number of Live Births: 2,004 Level 2 Patient Days 0 Heart: 0
Birthing Rooms: 0 Level 2+ Patient Days 1,409 Lung: 0
Labor Rooms: 0 Total Mursery Patientdays 6,100 Heart/Lung: 0
Delivery Rooms: 0 . Pancreas: 0
Lebor-Delivery-Recovery Rooms: 8 ) Laboratory Studies Liver: 0
Labor-Delivery-Recovery-Postpartum Rooms: ] Inpatient Studies 641,498 '
C-Section Rooms: 2 Outpatient Studies 251,694 Total: 0
CSections Performed: 544 Studies Performed Under Contract 3,466
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HOSPITAL PROFILE - CY 2009 Saint Mary Of Nazareth Hospital Chicago Page 2
Surgery and Operating Room Utilization
Surgical Speciaity Operating Rooms . Surgical Cases Surgical Hours Hours per Case
inpatient Outpatient Combined Total Inpatient Outpatient  [npatient Outpatient Total Hours Inpatient Qutpatient
Cardlovascular 0 0 1 1 843 87 2000 135 2135 24 16
Dermatology 0 0 0 0 0 0 0 0 0 0.0 0.0
General 0 0 6 6 963 704 1561 767 2328 16 1.1
Gastroenterology 0 0 0 0 8 15 7 9 16 14 08
Neurology 0 0 0 0 156 3 589 7 598 38 23
CB/Gynecology 0 0 0 0 519 499 744 403 1147 14 0.8
Oral/Maxillofacial 0 0 0 0 9 9 9 18 27 1.0 20
Ophthalmology 0 0 0 ¢ 2 149 4 229 233 20 1.5
Crthopedic 0 0 0 0 325 162 637 217 854 20 1.3
Otolaryngology 1) 0 0 0 70 99 66 109 178 08 1.1
Plastic Surgery 0 0 0 0 20 9 44 19 63 22 2.1
Podiatry 0 0 0 0 103 125 93 171 264 09 1.4
Thoragic 0 ] 0 0 173 26 297 17 314 1.7 07
Urology 0 0 1 1 324 298 447 300 747 14 1.0
Totals 0 0 8 8 3512 2185 6498 2401 8899 19 11
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 9 Stage 2 Recovery Stations 19
Dedicated and Non-Dedicated Procedure Room Utilzation
Brocedure Rooms Surgical Cases Sur o Hours per Gase
Procedure e Inpatient Outpatient Combined Teta! Inpatient OQutpatient Inpatlent Outpatient Total Hours Inpatient Outpatient
Gastrointestinal 0 0 3 3 1767 3958 628 1534 2162 0.4 0.4
Laser Eye Procedures 0 0 0 0 0 0 0 0 0 0.0 0.0
Pain Management 0 0 0 0 0 0 0 0 0 0.0 0.0
Cystoscopy 0 0 0 0 0 0 0 0 0 0.0 00
Multipurpose Non-Dedicated Rooms
0 0 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 00
Cardiac Catheterization Labs Cardiac Catheterization Utilization ‘
Total Cath Labs (Dedicated+Nondedicated labs): 2 Total Cardiac Cath Procedures: 1,438
Cath Labs used for Angiography procedures 0 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) 852
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs 0 Interventional Catheterization (15+) 268
Emergency/Trauma Care EP Catheterizations (15+)} 318
Certified Trauma Center by EMS | .
Level of Trauma Service Le_v_e_i 1 Le-V_e! 2 Total Cardiacﬁr‘%:a?pﬁ 75
" Pediatric (0 - 14 Years): 0
Operating Rooms Dedl.cated for Trauma Care 0 Adult (15(\,%“9 and Ol)der): 75
Number of Trauma Visits: 0
Patients Admitted from Trauma ¢ Corenary Artery Bypasg Graks (CABGs)
. performed of total Cardiac Cases : 51
Emergency Service Type: Comprehensive X o,
Number of Emergency Room Stations 3 Total Outoatie ‘W_M_Sﬂcﬂa 160,335
. otal Outpatient Visi )
g"”.“"s Treated by Emergency Services: 57,393 Outpationt Visits at the Hospitall Campus: 160,335
atients Admitted from Emergency: 11,665 Outpatient Visits Offsite/off campus 0
Tolal ED Visits {(Emergency+Trauma): 57,393
Diagnostic/interventional Equipment Examinatiops Radijation Equipment Therapiesf
Owned Contract [npatlent Outpatlent Owned Contract Treatments
General Radiography/Fluoroscopy 8 0 15,828 37,232 Lithotripsy 1 1 6
Nuclear Madicine 3 0 1,871 2,805 Linear Accelerator 1 0 124
Mammography 1 0 23 4,690 Image Guided Rad Therapy 0 0 0
Ultrasound 4 0 3416 16,042 Intensity Modutated Rad Therap 0 0 0
Diagnostic Angiography 0 0 0 ¢ High Dose Brachytherapy 0 ] 0
Interventional Angiography 0 0 0 Proton Beam Therapy i) 0
Positron Emission Tomography (PET) 0 0 0 0 Gamma Knife 0 0 g
Computerized Axial Tomography (CAT) 2 0 4,168 18,333 )
Magnetic Resonence Imaging 1 0 1,315 2,749 Cyber knife 0 0 0

Source: 2009 Annual Hospital Questionnaire, lllinois Department of Public Health, Health Systems Development.




Hospital Profile - CY 2009 Saint Joseph Hospital Chicago Page 1

Qwnership, Mahagement and General Information Patients by Race Patients by Ethnicity
ADMINISTRATOR NAME:  Roberta Luskin-Hawk White 68.6% Hispanic or Latino: 7.6%
ADMINSTRATOR PHONE  773-665-3972 Black 18.6% Not Hispanic or Latino: 84.2%
OWNERSHIP: Saint Joseph Hospital American |ndian 0.1% Unknown: 8.2%
OPERATOR: Saint Joseph Hospital Aslan 3.9%

MANAGEMENT: Not for Profit Corporation Hawaiian/ Pacific 0.5% 'DPH Number: 2493
CERTIFICATION: None Unknown: 8.2% HPA A-01
FACILITY DESIGNATION:  General Hospital _ HSA 6
ADDRESS 2900 North Lake Shore Drive CITY: Chicago COUNTY: Suburban Cook {Chicago)
Facility Utilization Data by Category of Service
Authorized  Peak Beds Average Average CON Staff Bed
] . CON Beds Setup and Peak Inpatient Observation [Length Dally Occupancy Oocupancy
Clinjcal Service 12131/2009 Staffed Census admissions  Days Days of Stay Census  12/31/2009 Rate %
Medical/Surgical 219 186 186 7,862 36,064 2,485 489 105.6 48.2 56.8
0-14 Years 1 6
15-44 Years 1,901 9,333
45-64 Years 2 550 11,695
65-7T4 Years 1,060 4,252
75 Years + 2350 10,878
Pediatric n 7 7 293 754 137 3.0 24 222 34.9
Intensive Care 23 21 21 1,587 6,734 65 43 186 81,0 88.7
Direct Admission 696 3,753
Transfers 891 2,987
Obstetric/Gynecology 23 23 23 1,825 4,453 103 24 125 54.3 54.3
Matemnity 1,903 4,406
Clean Gynecology 22 47
Neoriatal 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 26 26 26 852 5,996 0 92 16.4 63.2 63.2
Swing Beds 0 0 0.0 0.0
Acute Mental lliness 35 34 34 1,312 9,266 1 7.1 25.4 725 74.7
Rehabilitation 23 23 17 448 4 367 0 9.7 12.0 52.0 52.0
Long-Term Acute Care 0 Q 0 0 0 0 0.0 0.0 0.0 0.0
Dedcated Observation 0 0
Facility Utilization 360 13,188 67,634 2,791 53 192.9 536

(Includes ICU Direct Admissions Only)
Inpatients and Qutpatients Served by Payor Source

Medlcare Medicald Other Public Private Insurance Private Pay  Charlty Care Tofals
43.6% 16.2% 0.2% 37.7% 1.2% 1.1%
Inpatients 5747 2142 22 4572 161 144 13,188
26.2% 15.8% 0.1% 52.9% 51% 1.0%
Qutpatients 47383 _29662 158 99559 9558 1871 188,191
Financial Year Reported: 71112008 o 6/30/2009 Inpatlent and Qutpatient Net Revenue by Payor Source Chari Total Charity
Medi arity Care Expense
ledjcare Medicaid Other Public  Private Insurance  Private Pay Totals Care
I i o o, o 0 o Expense 1,487,626
npatient 46.8% 13.9% 0.0% 36.8% 2.5% 100.0% Totals: Chari
Revenue ( $) 64,832,024 19,200,122 0 51,002,178 3,520,673  138644,998 652789 | Carens % o;y
Outpatient 16.1% 36% 0.0% 72.0% 8.2% 100.0% Net Revenue
Revenue { §} 8,703,376 1,963,278 0 38,807,662 4430471 53,504,787 834 836 0.8%
Birthing Data Newbom Nursery Utilization Qrgan Transplantation
Number of Total Births: 1,837 Level 1 Patient Days 2,892 Kidney: 0
Number of Live Births: 1,833 Level 2 Patient Days 199 Hoare 0
Birthing Rooms: 0 Level 2+ Patient Days 2,812 Lung: 0
Labpr Rooms: 0 Total Nursery Patientdays §,903 Heart/Lung: 0
Delivery Rooms: 0 Pancreas: 0
Labor-Delivery-Recovery Rooms: 1 ) Laborgtory Studies ver: 0
Labor-Delivery-Recovery-Postpartum Rooms: 17 Inpatient Studies 434,758 )
C-Section Roons: 2 Outpatient Studies 111,988 Total: 0
CSections Performed; 557 Studies Performed Under Contract 4512

*Note: On 4/22/2009, Board approved the voluntary reduction of 42 beds within M/S, Ped and ICU categories of service. The total bed count for the facility is
360 beds. IMRT procedures are done on one of the Linear Accelerators.

ATTACHMENT 19C




HOSPITAL PROFILE - CY 2009 Saint Joseph Hospital Chicago Page 2
Surgery and Operating Room Utilization
Surgical Speclalty Operating Rooms Surgica] Cases jcal Hou Hours per Case
Inpatient Outpatient Combined Total Inpatient OQutpatient  Inpatient Qutpatient Total Hours Inpatient Outpatient
Cardiovascular 0 0 1 1 265 136 765 254 1019 29 1.9
Dermatology 0 0 0 0 0 0 0 0 0 0.0 0.0
General 0 0 10 10 603 718 1656 1357 3013 27 19
Gastroenterology 0 0 0 )] 22 1 25 1 26 {1 1.0
Neurology 0 0 0 0 74 21 276 55 RxY| 37 2.6
OB/Gynecology 0 0 0 ] 280 450 856 729 1585 31 1.6
Oral/Maxillofacial 0 0 0 0 4 1 6 1 7 1.5 1.0
Ophthalmology 0 0 0 0 2 987 5 1241 1246 25 1.3
Orthopedic 0 0 0 0 362 837 920 1487 2407 .25 1.8
Otolaryngology 0 0 0 0 66 776 92 998 1090 14 13
Plastic Surgery 0 0 0 0 39 N 267 1095 1362 6.8 33
Podiatry 0 0 0 0 30 241 51 445 496 1.7 1.8
Thoracic 0 0 o 0 40 11 135 20 155 34 1.8
Urology 0 0 1 1 133 339 212 473 685 1.6 1.4
Totals 0 0 12 12 1920 4849 5266 8158 13422 27 1.7
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 12 Stage 2 Recovery Stations 9
Dedicated and Non-Dedicated Procedure Room Utilzation
Procedure Rooms Surdical Cases rgical Hours Hours per Cage
Procedure Type Inpatient Qutpatient Combined Tota! Impatient Outpatient Inpatient Outpatient Total Hours Inpatient Outpatient
Gastrointestinal 0 0 4 4 736 3738 879 4219 5098 1.2 11
Laser Eye Procedures [ )] 1 1 1 133 3 177 180 3.0 13
Pain Management 0 0 1 1 225 954 263 534 797 1.2 06
Cystoscopy 0 0 [ 0 0 0 0 0 0 0.0 0.0
Multiptirpose Non-Dedicated Rooms
0 0 0 0 0 Q 0 0 0 0.0 0.0
0 0 0 ] 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
Capdiac Catheterization Labs Cardiac Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 2 Total Cardiac Cath Procedures: 882
Cath Labs used for Angiography procedures i Diagnostic Catheterizations (0-14) 0
Dedicated Diagnestic Catheterization Labs 0 Diagnostic Catheterizations {15+) 582
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations {0-14); 0
Dedicated EP Catheterization Labs 0 Interventional Catheterization (15+) 285
Emergency/Trauma Care EP Catheterizations (15+) 15
Certified Trauma Center by EMS O .
Leve! of Trauma Service Le-v-e_l 1 LE_Vj%! 2 Total Car diac-—'——!gﬁ__csaurrdg‘::;sc:sez: Data 64
) Pediatric (0 - 14 Years): o
Cperating Rooms Dedl'calted for Trauma Care 0 Adult (1 5(Years and Ol)der): o4
Number of Trauma Visits: 0
Patlents Admitted from Trauma 0 Coranary Astery Bypass Grafts (CABCs)
. performed of total Cardiag Cases : 53
Emergency Service Type: Comprehensive N A
Number of Emergency Room Stations 14 Total Outpatie t%ﬁ“ﬁ&s"ﬁ“_‘)*’_m 188.191
) ota ient Visi )
Persons Treated by Emergency Services: 20,131 Outpatient Visits at the Hospital/ Campus: 160,748
Patients Admitted from Emergency: 5,311 Outpatient Visits Offsite/off campus 27,443
Total ED Visits (Emergency+Trauma); 20,131 ’
Diagnostic/interventional Equipment Examinations Radiation Equjpment. Theraples/
Owned Contract Inpatient Outpatient Owned Contract Treatments
General Radiography/Flueroscopy 17 0 12,155 22,888 Lithotripsy 0 0 0
Nuclear Medicine 4 0 611 1,1 14 Linear Accelerator 1 0 167
Mammography 3 0 0 8,837 Image Gulded Rad Therapy 0 ] 0
Ultrasound 7 ] 2,966 11,466 Intensity Modulated Rad Therap 1 0 9
Diagnostic Angiography 0 0 0 0 High Dose Brachytherapy 1 0 s
Interventiona! Anglography 0 0 0 Proton Beam Therapy 0 0 0
Positron Emission Tomography (PET) 0 1 0 391 Gamma Knife 0 0 0
Computerizad Axial Tomography (CAT) t 0 3,308 9,644 )
Magnetic Resonance Imaging 1 0 1,922 2,478 Cyber knife 0 0 0
AP P ACHVENR T o

Source: 2009 Annual Hospital Questionnaire, Hincis Department of Public Health, Health Systems Development.




Hospital Profile - CY 2009

St. Elizabeth's Hospital

Chi

cago

Page 1

Ownership, Management and General Information

Patients by Race

Patients by Ethnicity

19.3% Hispanic or Latino:

4.0%

ADMINISTRATOR NAME:  Margaret McDermott White
ADMINSTRATOR PHONE  312-770-2115 Black 59.8% Not Hispanic or Latino: 75.6%
OWNERSHIP: Saints Mary and Elizabeth Medical Center DBA St El American Indian 0.0% Unknown: 20.5%
OPERATOR: Saints Mary and Elizabeth Medicaf Center DBA St El Aslan 0.4%
MANAGEMENT: Not for Profit Corporation Hawaiian/ Pacific 00%  |DFPHNumber: 2350
CERTIFICATION: None Unknown: 20 5% HPA A02
FACILITY DESIGNATION:  General Hospital HSA 6
ADDRESS 1431 North Claremont CITY: Chicago COUNTY: Suburban Cook {Chicagoe)
Facility Utilization Data by Category of Service
Authorized  Peak Beds Average Average CON Staff Bed
. . CON Beds Setup and Peak {npatient Observation [ength Daily Qccupancy Occupancy
Clinica) Service 12/31/2009 Staffed Census Admissions  Days Days  ofStay Census 1213172000 Rate %
Medical/Surgical 40 40 40 3,414 8,323 0 27 25.5 63.9 63.9
0-14 Years 1] 4]
15-44 Years 1,479 3,898
45-64 Years 1,866 5225
65-74 Years 67 194
75 Years + 2 6
Pediatric 0 0 0 0 0.0 6.0 0.0 0.0
Intensive Care 0 0 o 0 0 0.0 0.0 00 0.0
Direct Admission 0 0
Transfers 0 0
Obstetric/Gynecology 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Matemnity o o
Clesn Gynecology 0 0
Neonatal 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 28 26 22 525 6,849 0 13.0 18.8 67.0 722
Swing Beds 0 0 0.0 0.0
Acute Mental liness 40 70 70 2,181 18,452 0 85 50.6 126.4 72.2
Rehabilitation 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Long-Term Acute Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Dedcated Observation 0 0
Facility Utilization 108 6,120 34524 0 57 94.9 87.8
{includes ICU Direct Admissions Only)
Inpatients and Outpatients Served by Payot Source
Medlicare Medicaid Other Public Private Insurance Private Pay  Charity Care Totals
28.2% 65.2% 0.0% 6.0% 0.3% 0.3%
Inpatients 1726 3989 0 367 18 20 6,120
21.6% 40.8% 0.1% 32.6% 3.4% 14%
Qutpatients 5505 10402 34 8304 856 360 25,461
Financial Year Reported: 71112008 10 6/30/2009 Inpatient and Outpatient Net Revenue by Payor Source Charity Total Charity
Medicare Medicaid Other Public  Private Insurance  Private Pay Totals Care Care Expense
) Expense 390,005
Inpatient 23.9% 70.4% 0.0% 5.5% 06% 100.0% Fotals: Charfty
Revenue s CNay
(%) 0,260,892 27,203,305 0 2,126,999 216,467 38,827,663 322570 | Care us % of
Outpatient 16.3% 43.4% 0.0% 36.1% 4.5% 100.0% Net Revenue
Revenue ( §) 3,057 316 8,058,125 -0 6,755,379 838,631 18,709,451 67,435 0.7%
Birthing Data Newbom Nursery Utilization Organ Transplantation
Number of Total Births: 0 Level 1 Patient Days 0 Kidney: 0
Number of Live Births: 0 Level 2 Patlent Days 0 Heart}{. .
Birthing Rooms: 0 Level 2+ Patient Days 0 Lung: 0
Labor Rooms: 0 Total Nursery Patientdays 0 Heart/Lung: 0
Delivery Rooms: 0 Pancreas: 0
Labor-Delivery-Recovery Rooms: 0 Laboratory Studies Liver: : 0
Labor-Delivery-Recovery-Postpartum Rooms: 0 Inpatient Studies 83,706 :
C-Section Rooms: 0 Cufpatient Studies 51,107 Total: 0
CSections Performed: 0 Studies Performed Under Contract 0
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i Sumery and Operating Reom Utilization

Surgical Specialty Operaling Rogms Surgical Cases Surgaical Hours Hours per Case
Inpatient Outpatient Combined Total Inpatient  Outpatient Inpatient  Outpatient Tdtal Hours Inpatient Qutpatient
Cardiovascular 0 0 0 0 0 1 0 1 1 0.0 1.0
Dermatology 0 0 0 0 0 0 0 0 1] 0.0 0.0
General 0 0 4 4 0 385 0 411 41 0.0 1.1
Gastroenterclogy 0 0 0 0 0 0 0 0 0 0.0 0.0
Neurology 0 0 0 0 0 0 0 0 1] 0.0 0.0
OB/Gynecology 0 0 0 0 0 21 0 17 17 0.0 0.8
Oral/Maxillofacial 0 0 0 0 0 9 0 8 8 0.0 09
Ophthalmology 0 0 0 1] 0 536 0 462 462 0.0 0.9
Orthopedic ] 0 0 0 0 274 0 372 372 0.0 1.4
Otolaryngology 0 0 0 0 0 94 0 102 102 0.0 1.1
Plastic Surgery 0 0 0 0 0 2 0 2 2 0.0 1.0
: Podiatry 0 0 0 1] 0 59 0 76 76 0.0 1.3
Thoracic 0 0 0 1] 0 2 0 1 1 0.0 0.5
Urology 0 0 1 1 0 283 0 214 214 0.0 08
Totals 0 0 5 5 [ 1666 0 1666 1666 0.0 1.0
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 8 Stage 2 Recovery Stations 18
Dedicated and Non-Dedicated Procedure Room Utilzation
ce 0 Su ases Surgical Hours Hours per Case
Procedure Type Inpatient Outpatient Combined Totai Inpatient Outpatient Inpatient Qutpatient Total Hours inpatient OQutpatient
Gastrofntestinal 0 0 2 2 0 12 0 3 3 0.0 0.3
Laser Eye Procedures 0 0 0 0 0 0 0 0 0 0.0 0.0
. Pain Management 0 0 0 0 0 0 0 0 0 0.0 0.0
Cysfoscopy 0 0 0 0 0 0 o 0 0 0.0 0.0
Muitipurpose Non-Dedicated Rooms
0 0 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
Cardjac Catheterization Labs Cardiac Catheterization Utilization

| Total Cath Labs (Dedicated+Nondedicated labs}): 0 Total Cardiac Cath Procedures: (1]

' Cath Labs used for Angiography procedures 0 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) 0
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterizaficn Labs 0 interventional Catheterization (15+) 0

Emergency/T rauma Care EP Catheterizations (15+) 0
Certified Trauma Center by EMS g .
Leve! of Trauma Servige Le_v_E_I 1 Le_v_e! 2 Total CardiacW 0
. R Pediatric {0 - 14 Years): 0
Operating Rooms Dedulcated for Trauma Care 0 Adult (1 5(Years and Ol)der): 0
Number of Trauma Visits: 0
Patients Admitted from Trauma ] Coronary Artery Bypass Grafts (CABGs)
] . performed of total Cardiac Cases : 0
Emergency Service Type: Comprehensive X
Number of Emergency Room Stations 8 Yotal Outpati t?ﬂmﬂs ient Servjce Data 25.461
) otal Outpatient \Vis s
Per.sons Trea.ted by Emergency Services. 4,286 Outpatignt Visits at the Hospital/ Campus: 25,461
Patients Admitted from Emergency: 341 Outpatient Visits Offsite/off campus ]
Total ED Visits (Emergency+Trauma). 4,286
Diagnostic/interventional Equipment Examipations Radiation Equipment Therapies/
Owned Contract Inpatient Outpatient Owned Contract Treatments
General Radiography/Fiuoroscopy 7 0 860 8,260 Lithotripsy 1 1 34
Nuclear Medicine 0 0 0 0 Linear Accelerator 0 0 0
Mammography 1 0 0 3110 Image Guided Rad Therapy 0 0 0
Uttrasound 2 0 109 274 Intensity Modulated Rad Therap 0 0 0
Diagnostic Anglography 0 0 0 0 High Dose Brachytherapy 0 0 0
interventional Angiography 0 0 0 Proton Beam Therapy 0 0
Positron Emission Tomography (PET) 0 0 0 0 Gamma Knife 0 :
Computerized Axial Tomography (CAT) 1 0 112 552 ) 0 0
Magnetic Rasonance imaging 0 0 0 0 Cyber knife 0 0 0
ATIRCHNVENT T

Source: 2009 Annual Hospital Questiennaire, llinois Department of Public Health, Health Systems Development.
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FACILITY DESIGNATION:

General Hospital

ADDRESS

5 West Addison Street

: Chicago o
Facility Utilization Data by Cateqory of Service

Hospital Profile - CY 2009 Our Lady of Resurrection Medical Center Chicago Page 1
Ownership, Management and General Information Patients by Race Patients by Ethnicity

ADMINISTRATOR NAME: Ivette Estrada White 76.2% Hispanic or Latino: 9.8%
| ADMINSTRATOR PHONE  773-282-3003 Black 7.8% Not Hispanic or Latine: 76.3%

OWNERSHIP: Our Lady of the Resurection Medical Center American Indian 0.1% Unknown: 13.9%

OPERATOR: Our Lady of the Resurection Medical Centet Asian 1.8% \DPH Number- 1719

MAMAGEMENT: Not for Profit Corporation Hawsiian/ Pacific 0.2% .

CERTIFICATION: None Unknown: 13.9% :gﬁ A-01

6

Authorized  Peak Beds Average Average CON Staff Bed
. . CON Beds Setup and Peak {npatient Observation [ength  Dally Occupancy Occupancy
Clinical Service 123172009 Stafted Census Admissions  Days Days  ofStay Census  12/31/2009 Rate %
Medical/Surgical 213 193 124 6,884 33414 2,597 5.2 8a.7 46.3 51.1
0-14 Years 27 57
15-44 Years BB4 3,152
45-64 Years 1,978 9,385
65-74 Years 1,255 6,409
75 Years + 2,740 14411
Pediatric 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Intensive Care 20 20 20 1,600 6,393 38 40 17.6 88.1 88.1
Direct Admissian 1,154 4,605
Transfers 446 1,788
Obstetric/Gynecology 0 0 0 0 0 0 0.0 0.0 00 0.0
Maternity 0 0
Clean Gynecology o 0
Neonatal 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 66 56 49 1,372 13,966 0 10.2 38.3 58.0 68.3
Swing Beds 0 0 0.0 0.0
Acute Mental lliness 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Rehabilitation 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Long-Term Acute Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Dedcated Qbsearvation 0 0
Facility Utilization 299 9,410 53,773 2,633 6.0 154.6 51.7
{Inciudes ICU Direct Admissions Only)
Inpatients and Outpatients Served by Payor Source
Medicare Medicald Other Public  Private Insurance Private Pay  Charity Care Totals
62.7% 15.5% 0.0% 17.4% 2.8% 1.6%
inpatients 5898 1458 0 1642 263 149 8,410
36.6% 27.8% 0.1% 26.3% 7.5% 1.8%
Outpatients 38688 29528 95 27928 7995 1868 106,302
Financial Year Reported: 7/1/2008 to 6/30/2009 Inpatient and Qutpatient Net Revenue by Payor Source Chari Total Charity
, . . arity Care Expense
Medicare Medicaid Other Public  Private Insurance  Ptivate Pay Totals Care
. Expense 1,613,275
Inpatient 55.8% 5.8% 0.0% 17.8% 20.6% 100.0% Totals: Charity
Reve otlais: an
evenue ( ) 45372892 4,707,203 0 14,436,207 16,788,176 $1,304,368 922,725 | "care ns % of
Outpatient 19.2% 13.3% 0.0% 31.7% 35.7% 100.0% Net Revenue
Reverue { $) 10,380,455 7,196,801 0 17426306 19,287,337 53,991,399 690,550 1.2%
Birthing Data Newbom Nursery Utilization Organ Transplantation
Number of Total Births: 1 lLevel 1 Patient Days 0 Kidney: 0
Mumber of Live Births: 1 Level 2 Patient Days 0 Heart'y ' o
B“-thing Rooms: 0 Level 2+ Patient Days 0 Lung: 0
Lab'or Rooms: 0 Total Nursery Patientdays (] Heart/Lung: 0
Delivery Rooms: 0 Pancreas: 0
Labor-Delivery-Recovery Rooms: 0 Laboratory Studies Liver: ) 0
Labor-Delivery-Recovery-Postpartum Rooms: 0 Inpatient Studies 396,802 :
C-Section Rooms: Q outpatient Studies 297,369 Total: 0
CSections Performed: 0 Studies Performed Under Contract 10,827

* Note: According to Board action on 4/22/09, Board reduced 164 M/S beds overall voluntarily. New CON count for the facility is 299 beds

ATTACHMENT 19C




HOSPITAL PROFILE - CY 2009 Our Lady of Resurrection Medical Center Chicago Page 2
Surgery and Operating Room Utilization

Surdical Specialty Operating Rooms Surgical Cages Surgical Hours Hours per Case
Inpatient Qutpatient Combined Total Inpatient Oufpatient  Inpatient OQutpatient Total Hours Inpatient Outpatient
Cardiovascular 0 o 0 0 0 0 0 0 0 0.0 0.0
Dermatology 0 0 a 0 0 0 0 0 ] 0.0 0.0
General 0 0 8 8 880 426 1399 424 1823 16 1.0
Gastroenterology 0 0 0 0 a 1 3 1 4 1.0 1.0
Neurology 0 0 0 0 162 12 492 19 511 30 1.6
OB/Gynecology 0 0 0 0 122 169 175 156 N 1.4 0.9
Oral/Maxillofacial 0 0 0 0 0 0 0 0 0 0.0 0.0
Ophthalmology 0 0 0 0 5 612 4 353 as7 0.8 0.6
Orthopedic 0 0 0 0 364 360 603 442 1045 1.7 1.2
Otolaryngalogy 0 0 ] 0 41 56 61 70 13 1.5 1.3
Plastic Surgery 0 0 0 0 8 23 21 30 51 286 1.3
Padiatry 0 0 0 0 0 0 0 0 0 0.0 0.0
Thoracic 0 0 0 0 28 0 83 0 83 3.0 0.0
Urology 0 0 1 1 170 169 267 196 463 16 12
Totals 0 0 9 9 1783 1828 3108 1691 4799 17 0.9
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 8 Siage 2 Recovery Stafions 19
Dedicated and Non-Dedicated Procedure Room Utilzation
ced 3 Surgical Cases Surgical Hours Hours per Case
Procedure Type Inpatient Qutpatient Combined Total Inpatient CQutpatient Inpatient Outpatient Total Hours Inpatient  Outpatient
Gastrointestinal 1 1 0 2 1148 1403 1200 1501 2701 1.0 i.1
Laser Eye Procedures 0 0 0 0 0 0 ] 0 0 0.0 0.0
Pain Management 0 1 0 1 0 1225 0 18375 18375 0.0 15.0
Cystascopy 0 0 1 1 141 169 191 196 387 1.4 1.2
Multipurpose Non-Pedicated Rooms
MinorfLocal Procedur 0 1 0 1 0 89 0 59 39 0.0 0.7
0 0 0 0 0 o 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
Cardiac Catheterization Labs Cardiac Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 1 Total Cardiac Cath Procedures: 626
Cath Labs used for Angiography procedures 1 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnosﬁc Catheterization Labs 0 DiaQHOSﬁC Catheterizations (1 5+) 479.
Dedicated Interventional Catheterization Labs 0 interventional Catheterizations (0-14): o
Dedicated EP Catheterization Labs 0 Interventional Catheterization (15+) 146
Emergency/Trauma Care EP Catheterizations (15+) 0
Certified Trauma Center by EMS | )
Level of Trauma Service Le-v_e_l 1 Le-Vf-‘! 2 Total Car dlacw 0
Operating Rooms Dedicated for Trauma Care 0 Z:g‘l:’::g (\?e-a:: :nedagl)éler): g
Number of Trauma Visits: 0
Patients Admitted from Trauma 0 Coronary Artery Bypass Crafts (CABGS)
performed of total Cardiac Cases : 0
Emergency Service Type: Comprehensive .
Number of Emergency Room Stations 18 Total Oumaﬁent%ﬁgtw 106.302
Per.sons Trea.ted by Emergency Serwces: 39N7 Qutpatient Visits at the Hospital/ Campus: 106:302
Patients Admitted from Emergency: 6,634 Outpatient Visits Offsite/off campus 0
Total ED Visits (Emergency+Trauma): 37,917
Diagnostic/interventional Equipment Examinations Radiation Equipment, Therapies/
Owned Contract Treatments

Owned Contract Inpatient Outpatient

General Radiography/Fluoroscopy 7 0 13,247 29,193 Lithotripsy ] 0 ]
Nuclear Medicine 2 0 1,666 2,499 Linear Accelerator 0 0 0
Mammography 2 0 8 4,544 Image Guided Rad Therapy 0 ] 0
Ultrasound 4 0 3,487 5-53g Intensity Modulated Red Therap 0 0 0
Diagnostic Angiography 0 0 0 High Diose Brachytherapy 0 0 0
Interventional Angiography 0 0 0 Proton Beam Therapy 0 0 0
Positron Emission Tomography (PET) 0 0 0 0 Gamma Knife 0 0

Computerized Axial Tomography (CAT) 2 0 4,225 15,489 . 0
Magnetic Resonance fmaging 1 1 922 1,555 Cyber knife 0 0 0

Source: 2009 Annuai Hospital Questionnaire, Hlinois Department of Public Health, Health Systems Developme®t TTACHMENT 19C




Des Plaines
Patients by Ethnicity

Hospital Profile - CY 2009 Holy Family Medical Center Page 1

Ownership, Management and General Information

Patients by Race

ADMINISTRATOR NAME:  -John Baird White 71.2% Hispanic or Latino: 1.3%
ADMINSTRATOR PHONE  847-813-3161 Black 5.0% Not Hispanic or Latino: 79.0%
OWNERSHIP: Holy Family Medical Center American Indian 0.0% Unknown: 19.7%
OPERATOR: Holy Family Medicat Center Asian 25%

MANAGEMENT: Not for Pro‘:it Corporation Hawaiian/ Pacific 0.3% IDPH Number: 1008
CERTIFICATION: LongTerm Acute Care Hospital (LTACH) Unknown: 21.0% HPA A-07
FACILITY DESIGNATION:  General Hospital HSA 7
ADDRESS 100 North. River Road CITY: Des Plaines COUNTY: Suburban Cook County

Facility Utilization Data by Category of Service

CON

Authorized Peak Beds Average Average Staff Bed
. . CON Beds Setup and Peak Inpatient Observatton | ength Dally Oceupancy Occupancy
C||g|cal Sgg!lce 1213142009 Staffed Census Agmissions Days Days of Stay census 121312009 Rate %
Medical/Surgicat 59 110 100 1,524 32,196 0 21.1 88.2 IR 80.2
0-14 Years 4] 0
15-44 Years 507 3,009
45-64 Years 548 9,236
65-74 Years 179 7,529
75 Years + 202 12,422
Pediatric 0 0 0 0 0.0 0.0 0.0 0.0
Intensive Care 8 6 160 1,937 0 12.1 53 0.0 66.3
Direct Admission a7 448
Transfers 123 1,489
Obstetric/Gynecology 0 0 0 ] 0 0 0.0 0.0 0.0 0.0
Matemity 1] ¢
Clean Gynecology 0 0
Neonatal 0 0 0 0 0 0.0 0.0 0.0 0.0
fong Term Care 0 0 0 0 0 0.0 0.0 0.0 0.0
Swing Beds 0 0 0.0 0.0
Acute Mental lliness 0 0 0 0 0 0 0.0 0.0 0.0 00
Rehabilitation 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Long-Term Acute Care 129 0 Q 0 0 0 0.0 0.0 0.0 00
Dedcated Observation 7] 0
Facility Utilization 188 1,561 34,133 0 219 93.5 49.7
{Includes ICU Direct Admissions Only)
Inpatients and_Outpatients Served by Payor Source
Medicare Medicald Other Public Private Insurance Private Pay  Charily Care Totals
33.6% 14.0% 0.0% 48.9% 1.2% 2.3%
Inpatients 525 218 0 763 19 36 1,561
32.0% 24.8% 0.0% 38.5% 4.2% 0.6%
Outpatients 7164 5521 11 8624 950 135 22 405
Financial Year ried: 7/1/2008 1o 6/30/2009 Inpatient and Qutpatient Net Revenue by Payor Source Total Charity
. ] . Charity Care Expense
Medicare Medicald Other Public  Private Insurance  Private Pay Totals Care
Expense 186,520
Inpatient 49.7% 15.0% 0.0% 30.0% 5.3% 100.0% Totals: Charity
R 5 .
evenue ( §} 31,307,041 9,452,199 v} 18,919,331 3,353,949 63,032,570 184,754 | coroae % of
Outpatient 49.7% 15.0% 0.0% 30.0% 5.3% 100.0% Net Revenue
Revenue ( $) 5,291,206 1,597,515 0 3,197,553 566,851 10,653,125 1,766 0.3%
Birthing Data Newbom Nursery Utilization Organ Transplantation
Number of Total Births: 0 Level 1 Patient Days 0 Kidney: 0
Number of Live Births: ¢ Leve! 2 Patient Days v Heart'y- 0
Birthing Rooms: 0 Levei 2+ Patient Days 0 Lung: 0
Labor Rooms: 0 Totat Mursery Patientdays 0 Heart/Lung: 0
Delivery Rooms: 0 Pancreas: 0
Labor-Delivery-Recovery Rooms: 0 Laboratory Studies Liver- : 0
Labor-Delivery-Re covery-Postpartum Rooms: 0 inpatient Studies 130,069 -
C-Section Rooms: 0 Outpatient Studies 43,454 Total: 0
CSections Performed: 1] Studies Performed Under Contract 44795

* Note: On 4/22/09, Board approved the reclassification of the beds under new category of service called Long Term Acute Care (LTAC) per PART 1100 rule,
Facility opted to keep 59 beds in M/S and rest of the M/S beds clubbed with ICU were categorized gs LTAC beds =129 beds. According to Board action on

b the facility

4/22/09, Board reduced 50 LTAC beds voluntarily. New CON count for the facility is 188 beds (M/S=59, LTAC = YTy

utilzatlon prior to the Board action,




HOSPITAL PROFILE - CY 2009 Holy Family Medical Center Das Plaines Page 2
Surgery and Operating Room Uilization
Surgical Specialty Operati 00 Surgical Cases Surglcal Hours Hours per Case
inpatient Outpatient Combined Total inpatient Outpatient  Inpatient Outpatient Total Hours Inpatient Outpatient
Cardiovascular Q 0 0 1] 3 6 k| 8 11 1.0 13
Dermatology 0 0 0 0 0 0 0 0 0 0.0 0.0
General 0 0 1 1 66 74 87 60 147 1.3 08
Gastroenterology 0 0 o 0 82 77 82 75 127 0.6 1.0
Neurology 0 0 1] 0 0 0 0 0 0 0.0 0.0
OB/Gynecology 0 0 0 0 1 35 1 24 25 1.0 07
Oral/Maxillofacial 0 0 0 0 0 2 0 1 1 0.0 0.5
Ophthaimology 0 0 1 1 0 794 0 573 573 0.0 0.7
Orthopedic 0 0 0 0 0 18 0 Ky} 31 0.0 1.7
Otolaryngology 0 1] 0 1] 0 19 0 21 21 0.0 1.1
Plastic Surgery 0 1] 0 0 0 186 0 460 460 0.0 25
Podiatry 0 0 0 0 0 223 0 497 497 0.0 22
Thoracic 0 0 0 0 3 0 3 0 3 1.0 00
Urology 0 0 0 0 12 13 10 11 21 0.8 08
Totals 1] 5 2 2 167 1447 166 1761 1917 0.9 12
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 13 Stage 2 Recovery Stations 21
_Dedicated and Non-Dedicated Procedure Roorn Utilzation
Procedure Rooimns Sur, Case cal Ho Cas
Procedure Type Inpatient Qutpatient Combined Total Inpatient Outpatient Inpatient Outpatient Total Hours Inpatient Outpatient
Gastrointestinal 0 0 3 3 13 103 12 89 101 09 0.9
Laser Eye Procedures 0 0 1 1 0 145 o 37 37 0.0 0.3
Pain Management 0 0 0 0 0 0 0 0 0.0 0.0
Cystoscopy 0 0 1 1 7 ] 9 0 1.3 0.0
Multipurpose Non-Dedicated Rooms
0 0 0 0 0 1] ] 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
Cardiac Catheterization Labs Cardiac Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 0 Total Cardiac Cath Procedures: 0
Cath Labs used for Angiography procedures 0 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) 0
Dedicated Interventional Catheterization Labs 0 interventional Catheterizations {0-14): 0
Dedicated EP Catheterization Labs 0 Interventional Catheterization {15+) 0
Emergency/Trauma Care EP Catheterizations {15+) 0
Certified Trauma Center by EMS O .
Level of Trauma Service Le_V_e_l 1 '-e‘VfE 2 Total Car diaccs—au%?% 0
Operating Rooms Dedi.cated for Trauma Care 0 i:g::?:g (\?e-a::;'l?'gl)c:ler): g
Number of Trauma Visits: 0
Patients Admitted from Trauma 0 Coronary Artery Bypass_ Grafts (C@Gs)
performed of total Cardiac Cases : 0
Emergency Service Type: Stand-By o
Number of Emergency Room Stations 0 Total Outpati tﬁm_w 22 405
o ent Vi s
Persone Treated by Emergency Services: 0 Oulpationt Visits at the Hospitall Campus: 22,405
Patients Admitted from Emergency: 0 Outpatient Visits Offsite/off campus 0
Total ED Visits (Emergency+Trauma). 0
Examinations Radiation Equipment Therapies!

Diagnostic/Interventional Equipment

Owned Contract Inpatient Outpatient

Owned Contract Treatments

General Radiography/Fluoroscopy 8 0 5,055 4,191 Lithatripsy 0 0 0
Nuclear Medicine 2 0 50 410 Linear Accelerator 0 0 0
Mammography 3 1] 0 4,250 Image Guided Rad Therapy 0 0 0
Ultrasound 5 0 769 2,692 Intensity Modulated Rad Therap 0 0 0
Diagnostic Angiography 0 0 0 0 High Dose Brachytherapy 0 0 0
Interventional Angiography 0 0 0 Proton Beam Therapy 0 0 0
Positron Emission Tomography (PET) 0 0 0 0 Gamma Knife 0 0
Computerized Axial Tomography (CAT) 1 0 1,554 1,125 ) 0
Magnetic Resonance Imaging 1 0 0 722 Cyber knife 0 0 0
XTTECHNMERT ¢

Source: 20098 Annual Hospital Questionnaire, llinois Department of Public Health, Health Systems Development.
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Provena United Samaritans Medical Center

Danville

Page 1

Ownership, Management and General Information

Patients by Race

Patients by Ethnicity

ADMINISTRATOR NAME:  Mike Brown White 80.1% Hispanic or Latino: 2.1%
ADMINSTRATOR PHONE  217-443-5201 Black 16.9% Not Hispani¢ or Latino: 97.3%
OWNERSHIP: Provena Health American Indian 0.1% Unknown: 0.5%
OPERATOR: Provena Health Asian 0.2%
MANAGEMENT: Church-Related Hawaiian/ Pacific 00%  \DbriNumber: 4853
CERTIFICATION: None Unknown: 27% HPA D-03
FACILITY DESIGNATION:  General Hospital HSA 4
AODRESS 812 North Logan Street cITY: Danvillgﬂ_ COUNTY: Vermilion County
Facility Utilization Data by Cateqory of Service
Authorfzed Peak Beds Average Average CON Staff Bed
i i CON Beds Setup and Peak Inpatlent Observation (ength  Dally Occupancy Occupancy
Clinical Service 123112009 Staffed Census Admissions  Days Days  ofStay Census  12/31/2009 Rate %
Medical/Surgical 134 82 76 4,629 18,701 3,248 50 629 48.9 76.7
0-14 Years 4] 0
15-44 Years 708 2035
45-64 Years 1,318 5,251
65-74 Years 830 3806
75 Years + 1,773 8509
Pediatric 9 8 8 168 329 94 25 1.2 12.9 14.5
Intensive Care 14 12 12 996 1910 46 2.0 5.4 38.3 44.7
Direct Admission 642 1,231
Transfars 354 679
Obstetric/Gynecology 17 15 16 1,051 2,065 120 21 6.0 352 399
Maternity 816 1,738
Clean Gynecology 135 327
Neonatal 0 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 0 0 0 0 0 0.0 0.0 0.0 0.0
Swing Beds 0 0 0.0 0.0
Acute Mental lilness 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Rehabilitation 0 0 0 0 0 0 0.0 0.0 00 0.0
Long-Term Acute Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Dedcated QObsarvation 0 0
Facility Utilization 174 6,490 24,005 3,508 42 75.4 43.3
(Includes ICU Diract Admissions Only)
Inpatients and Dutpatients Served by Payor Source
Medicare Medjcaid Other Public Private Insurance Private Pay  Charity Care Totals
49.7% 24.2% 0.4% 22.1% 11% 2.6%
Inpatients 3224 1570 24 1434 7 167 6,490
19.3% 31.7% 0.9% 35.1% 84% 4.6%
Qutpatients 16876 27695 795 30690 7345 3853 87,354
Financial Year Reported: 11172009 r0  12/31/2009 Inpatient and Outpatient Net Revenue b or Source Chari Total Chanity
. . arity Care Expenise
Medicare Medicald Other Public  Private Insurance  Private Pay Totals Care 4.019.971
,019,9
Inpatient 37.6% 20.5% 0.3% 36.8% 4.8% 100.0% Expense Fotals: Charlty
R olals; &
evenue { §) 16,776,873 9,156,068 128,018 16,398,885 2,129,524 44,589,368  1,066068 | ore ns 9 of
Outpatient 14.4% 11.7% 1.5% £9.1% 13.3% 100.0% Net Revenue
Revenue { §) 10,036,415 8,123,116 1,056,472 41,059 236 9,246,308 69,521,547 2,953,903 3.5%
Birthing Data Newbom Nursery Utilization Organ Transplantation
Number of Total Births: 787 Levef 1 Patient Days 1,217 Kidney: 0
Number of Live Births: 787 Level 2 Patient Days 33 Hean-y- 0
Birthing Rooms: 0 Levei 2+ Patient Days ] Lung: 0
Labor Rooms: 0 Total Nursery Patientdays 1,250 Heart/Lung: 0
Delivery Rooms: 1] Pancreas: 0
Labor-Delivery-Recovery Rooms: 5 Laboratory Studies Liver: ' 0
Laber-Delivery-Re covery-Postpartum Raoms: 0 Inpatient Studies 476,188 ver:
C_Secﬁon Rooms: 1 Oul‘pa‘ﬁent Sh.ldieS 538,649 Tota]: 0
CSections Performed: 245 Studies Performed Under Contract 69,358

* Note: According to Board action on 4/22/09, Board reduced 36 beds (M/S= 24, Ped=9, OB=2, ICU=1) overall voluntarily. New CON count for the facility is
174 beds. Regarding Actual Cost of Services Provided to Charity Care Inpatients and Outpatients, Provena calculated using the 2009 iRS 990 Schedute H

TRAEIRTe B (the the AHQ

instructions to determine the cost to charge ratio. This methodology was used because the 2008 Medicare Cost 2ol
was due.




HOSPITAL PROFILE - CY 2009 Provena United Samaritans Medical Center Danville Page 2
Surgery and Operating Room thilization
Surgical Spedialty Operating Rooms Surgical Cages Surgigal Hours Hours per Case
inpatient Qutpatient Combined Total Inpatient Oufpatient  Inpatient Qutpatient Total Hours inpatient Outpatient
Cardiovascular o 0 0 0 63 13 171 13 184 27 1.0
Dermatology 0 0 0 0 0 0 0 0 0 0.0 0.0
General 0 1] 4 4 872 789 1817 873 2692 2.1 11
| Gestroenterology 0 0 2 2 138 108 150 73 223 1.4 0.7
Neurology o 0 0 D 0 L) 0 a o 0.0 0.0
OB/Gynecology 0 0 0 0 293 339 641 386 1027 2.2 1.1
Oral/Maxillofaclal 0 0 0 0 0 0 0 0 )] 0.0 0.0
Ophthalmology 0 0 0 0 0 0 0 0 0 0.0 0.0
Orthopedic 0 0 0 0 169 65 476 104 580 2.8 1.6
Otolaryngology 0 0 0 0 9 318 20 448 468 22 1.4
Plastic Surgery 0 0 0 0 1 i 1 1 2 1.0 1.0
Podiatry 0 0 0 0 1 17 1 25 26 1.0 15
Thoracic 0 0 0 0 0 0 0 0 0 0.0 0.0
Urology 0 0 0 0 25 5 42 6 48 1.7 1.0
Totals ] ] 6 6 1671 1656 3319 1931 5250 21 1.2
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 0 Stage 2 Recovery Stations 0
Dedicated and Non-Dedicated Procedure Room Utilzation
Procedure Reoms urgica 09 Surgical Hol Hours per Case
Procedu e Inpatient Qufpatient Combined Total Inpatient Outpatient Inpatient Outpatient Tolal Hours Inpatient Outpatient
Gastrointestinal 0 0 2 2 363 1161 277 8635 1142 0.8 0.8
Laser Eye Procedures 0 0 0 0 0 0 0 o 0 0.0 0.0
Pain Management 0 0 0 0 0 0 0 0 0 0.0 0.0
Cystoscopy 0 0 0 0 0 0 0 0 0 0.0 0.0
Multipurpose Non-Dedicated Rooms
0 0 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 1] 0 0 o 0 0.0 0.0
Cardiac Catheterization Labs Cardiac Catheterization Utilization
Total Cath Labs {Dedicated+Nondedicated labs): 1 Total Cardiac Cath Procedures: 56
Cath Labs used for Angiography procedures 0 Diagnostic Catheterizations (0-14) o
Dedicated Diagnostic Catheterization Labs 1 Diagnostic Catheterizations (15+) 56
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs 0 interventional Catheterization (15+) 0
Emergency/Traunma Care EP Catheterizations (15+) 0
Certified Trauma Center by EMS & )
Level of Trauma Service Lti\.r-e-l 1 LE_V_EEZ Total Car dlac%fi;:—r';scl;ﬂ%y-p-ﬁ 0
. Pediatric {0 - 14 Years): )]
Operaling Rooms Dedicated for Trauma Care 0 Adult (15(Years and Ol)der): 0
Number of Trauma Vislts: 0
Patients Admitted from Trauma 0 Coronary Artery Bypass' Grafts (CABGs)
] performed of total Cardiac Cases : 0
Emergency Service Type: Basic . R
Number of Emergency Room Stations 29 . Outpatient Service Data
Persons Treated by Emergency Services: 37,712 Total Outpatient Visits . 217,114
X ) ) Outpstient Visits at the Hospital/ Campus: 217,114
Patients Admitted from Emergency: 4,225 Outpatient Visits Offsite/off campus 0
Total ED Visits (Emergency+Trauma): 37,7112
Diagnostic/interventional Equipment Examinations Rediation Equipment, Therapies/
Owned Contract Inpatient Outpatient Owned Contract Treatments
General Radiography/Fluoroscopy 5 0 8930 23,841 Lithotripsy 0 0 0
Nuclear Medicine 2 0 402 1,803 Linear Accelerator 1 0 11,445
Mammography 1 0 0 3,925 Image Guided Rad Therapy 0 0 0
Uttrasound 2 0 922 6,877 Intensity Modulated Rad Therap 0 0 0
Diegnostic Angiography 0 0 0 0 High Dose Brachytherapy 0 0 0
Interventional Angiography Y 0 0 Proton Beam Therapy 0 0
Positren Emission Tomography (PET) 0 1 0 132 Gamma Knife 0 0 0
Computerized Axial Tomography (CAT) 2 0 3,222 11,462 ) 0
Magnetic Resonance Imaging 2 0 454 3,565 Cyber knife 0 0 0
Al .lﬂ\_,H T ——

Source: 2008 Annual Hospital Questionnaire, lllinois Department of Public Health, Health Systems Development.
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Provena Covenant Medical Centfer

Urbana

Page 1

Ownership, Management and Generai information

Patients by Race

Patients by Ethniclty

ADMINISTRATOR NAME: David A. Bertausi White 82.4% Hispanic or Latino: 1.1%
ADMINSTRATOR PHONE  217-337-2141 Black 14.0% Not Hispanic or Latine: 97 7%
OWNERSHIP: Provena Covenant Medical Center American Indian 0.1% Unknown: 1.2%
OPERATOR: Provena Covenant Medical Center Asian 1.2% I -
MANAGEMENT: Church-Related Hawafian/ Pacific 0.0% DPH Number: 4861
CERTIFICATION: None Unknown: 2.3% HPA D-01
FACILITY DESIGNATION:  General Hospital HSA 4
ADDRESS 1400 West Park Avenue CITY: Urbana COUNTY: Champaign County
e il
Facility Utilization Data by Category of Service
Authorized Peak Beds Average Average CON Staff Bed
. ) CONBeds  Selupand Peak Inpatient Observation (engtn  Datly Occupancy Occupancy
Clinical Service 12/31/2008 Staffed Census  Admissions  Days Days of Stay Census  12/31/2009 Rate %
Medical/Surgical 110 95 83 5,325 18,950 3,012 41 60.2 54.7 63.3
0-14 Years 4] 4
16-44 Years 653 1,806
45-64 Years 1,724 6,148
65-74 Years 1,027 3,703
75 Years + 1,821 7,283
Jediatric 4 3 74 140 0 1.9 0.4 6.4 96
ntensive Care 15 14 14 1,397 3,594 34 26 9.9 66.3 7.0
Direct Admission 659 1,695
Transfers 738 1,899
Ybstetric/Gynecology 24 22 22 1,249 2,839 74 23 8.0 333 36.3
Matemity 988 2223
Clean Gynecology 261 6716
' leonatat 0 0 0 0 0 0.0 0.0 0.0 0.0
. ong Term Care 0 0 ] 0 0 ¢ 0.0 0.0 0.0 0.0
. wing Beds 0 0 0.0 0.0
| cute Mental lliness 30 25 21 923 4,246 0 46 1186 38.8 46,5
chabilitation 25 21 19 396 4,362 0 1.0 12.0 47.8 56.9
sng-Tem Acute Care 0 0 0 ¢ 0 [ 0.0 0.0 0.0 0.0
sdcated Obssrvation 7] 0
acility Utilization 210 8,626 34131 3,120 4.3 102.1 48.6
(fncludes ICU Direct Admissions Only)
Inpatients and Outpatients Served by Payor Source
Medicare Medlcald Other Public Private Insurance Private Pay  Charity Care Tofals
45.3% 16.6% 1.9% 30.2% 2.8% 2.8%
| npatients 3951 1429 164 2602 238 242 8,626
16.6% 45.8% 1.9% 30.4% 4.0% 1.3%
utpatients 39058 107961 4488 1721 9524 3089 235,841
“inancial Year Reported: 11/2009 0 12/31/2009 Inpatient and Outpatient Net Revenue by Payor Scurce Chari Total Charity
A arity Care Expense
Medicare Medicalid Other Pubilc  Private insurance  Private Pay Totals Care 460130
304
patient 43.0% 16.2% 0.4% 38.5% 3.0% 1000y, Expense Totare chariy
otals: Chari
evenue ( $) 36,828,206 13,070,156 320,129 32,986,965 2,538,209 85,746,755 1646049 | ool ot
itpatient 11.9% 4.9% 26% 66.1% 14.4% 100.0% Net Revenue
wenue ( $) 9,423,391 3,928,867 2,085,649 52,568,920 11,481,099 79,487,926 2,755,255 2.8%
Birthing Data Newborn Nursery Utilization Organ Transplantation
umber of Total Births: 961 Level 1 Patient Days 1,592 Kidney- 0
umber of Live Births: 956 Level 2 Patient Days 0 Hon n_‘" o
irthing Rooms: 0 Level 2+ Patient Days 798 Lung: 0
’b.°" Rooms: 0 Total Nursery Patientdays 2,300 Heart/Lung: 0
elivery Rooms: 0 Pancreas: b
ibor-Delivery-Re covery Rooms: 9 Laboratory Studies ver: 0
ibor-Delivery-Recovery-Postpartum Rooms: 0 Inpatient Studies 225,927 )
-Section Rooms: 2 Outpatient Studies 271,900 Total: 0
Sections Performed: 275 Studies Performed Under Contract 58,884

Note: According to Board action on 4/22/09, Board reduced 44 beds (M/S= 18, Ped=12, AMI=10, ICU=3, Rehab=
¢ facility is 210 beds. Actual Cost of Services Provided to Cha
structions to determine the cost to char,

3 AHQ was due.

rity Care Inpatients and Outpatients was calculated
ge ratio. This methodology was used by Provena because the 2008 Medica

1) overall voluntarily. New CON count for

A ot st e




HOSPITAL PROFILE - CY 2009 Provena Covenant Medical Center Urbana Page 2
Surgery and Operating Room Utitization
Surgical Specialty Operating Rooms Surgical Cases Surgical Hou Hours per Case
Inpatient Qutpatient Combined Total Inpatient Qutpatient  Inpatient Outpatient Total Hours Inpatient Outpatient
Cardiovascular 0 0 0 0 178 473 495 614 109 28 1.3
Dermatology 0 Q 0 0 0 0 o 0 ] 0.0 0.0
General 0 0 12 12 45% 1199 1256 1557 2813 28 1.3
Gastroenterology 0 0 0 0 0 0 0 0 0 0.0 0.0
Neurology 0 0 0 0 20 54 56 70 126 28 1.3
OB/Gynecology 0 0 0 0 189 502 527 652 1179 28 1.3
Oral/Maxillofacial 0 0 0 0 11 30 k]| 38 69 28 1.3
Ophthalmology 0 0 o 0 194 514 540 666 1206 28 1.3
Orthopedic 0 0 0 0 413 1102 1153 1431 2584 28 1.3
Otolaryngology o o 0 1] 276 734 767 953 1720 28 1.3
Plastic Surgery 0 0 0 o 3 7 9 10 19 30 1.4
Podiatry 0 0 0 0 129 342 360 443 803 28 1.3
Thoracic 0 0 0 ] 17 46 47 59 106 28 1.3
Urology 0 0 0 0 237 630 660 818 1478 2.8 1.3
Totals 0 a 12 12 2118 5633 5901 7311 13212 238 13
SURGICAL RECOVERY STATIONS Stage 1 Recovery Statlons 15 Stage 2 Recovery Stations 0
Dedicated and Non-Dedicated Procedure Room Utilzation
Procedure Rooms Surgj ases Surgical Howys Hours per Case
Procedure Type Inpatient Cutpatient Combined Total Inpatient Outpatient Inpatient Outpatient Total Hours Inpatient Outpatient
Gastrointestinal 0 0 2 2 522 3444 434 2870 3304 0.8 0.8
Laser Eye Procedures 0 0 0 0 0 0 0 0 0 0.0 0.0
Pain Management 0 0 0 0 0 0 0 0 0 0.0 0.0
Cystoscopy 0 0 0 0 0 0 0 0 0 0.0 0.0
Multipurpose Non-Dedicated Rooms
0 0 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 a 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
Cardlac Catheterization Labs Cardiac Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 3 Total Cardiac Cath Procedures: 1,831
Cath Labs used for Angicgraphy procedures 3 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) 1,341
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EF Catheterization Labs 0 Interventional Catheterization (15+) 563
Emergency/Trauma Care EP Catheterizations (15+) 27
Certified Trauma Center by EMS | .
Level of Trauma Service Le’v—e-l 1 '-e_"_e! 2 Total Car!:!iE!cgsal::15:+':l"‘:-.fSCI:'I'—‘:;%VJ:)itg 123
" . Pediatric (¢ - 14 Years): 0
Operating Rooms Dedicated for Trauma Care 0 Aduit (1 5(Years and Ol)der): 123
Number of Trauma Visits: 0
Patients Admitted from Trauma 0 Coronary Astery Bypas:? Grafts (CABGs)
i performed of total Cardiac Cases : 109
Emergency Service Type: Comprehensive i i
Number of Emergency Room Stations 22 Total Out aﬁem%;sﬂumw 236 841
A u isi ¥
Per.sons Trea‘t ed by Emergency Services: 35,126 Outpati:nt Visits at the Hospital/ Campus: 235 841
Patients Admitted from Emergency: 4218 Outpatient Visits Offsite/off campus 0
Total ED Visits (Emergency+Trauma): 35,126
Diagnostic/interventional Equipment Examinations Radiation Equipmen Therapies/
Owned Contract Inpatient Outpatient Owned Contract Treatments
General Radiography/Flucroscepy 14 ) 12,224 20,241 Lithotripsy o 1 140
Nuciear Medicine 3 0 372 2,846 Linear Accelerator 1 0 3100
Mammography 1 0 0 2,379 Image Guided Rad Therapy 0 0 o
Ultrasound 4 0 2,260 4607 Intensity Modulated Rad Therap 0 0 0
Diagnostic Angiography 1 0 1,087 429 High Dose Brachytherapy 0 0 0
interventional Angiography 0 0 0 Proton Beam Therapy 0 0
Positron Emission Tomography (PET) 0 1 0 82 Gamma Knifs 0 0 0
Computerized Axial Tomography (CAT) 2 0 3,751 9,384 ) 0
Magnetic Resonance Imaging 1 0 a9 1,879 Cyber knife 0 0 0
P L W N G B P ——

Source: 2009 Annual Hospital Questionnaire, llinois Departm

ent of Public Health, Health Systems Development.
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Hospital Profile - CY 2009 Provena Mercy Medical Center

Patients by Ethnicity

Ownership, Management and General information Patients by Race

ADMINISTRATOR NAME:  James D. Witt White 62.8% Hispanic or Latine: 22.7%
ADMINSTRATOR PHONE  630-801-2616 Black 11.6% Not Hispanic or Latino: 75.0%
OWNERSHIP: Provena Hospitals dibfa Provena Merey Medical Cent Amertican Indian 0.0% Unknown: 2.3%
OPERATOR: Provena Hospitals d/bfa Provena Mercy Medical Cent Asian 0.6%
MANAGEMENT: Church-Related Hawaiian/ Pacific 00% 'DPHNumber: 4903
CERTIFICATION: None Unknown: 2%.0% A A-12
FACILITY DESIGNATION:  General Hospital - HSA 8
ADDRESS 1325 North Highland Avenue CITY: Aurora COUNTY: Kane County
) Facility Utilization Data by Category of Service
Authorized Peak Beis Average Average CON Staff Bed
. ) CON Beds Sectup and Peak Inpatient Observation (aength Daily Occupancy Occupancy
Clinical Service 12/31/2000 Staffed Census Admissions  Days Days of Stay Cenhsus 12/3112008 Rate %
Medical/Surgical 156 122 a7 5229 22430 3,479 5.0 71.0 455 58.2
0-14 Years 0 0
15-44 Years G972 3,368
45-64 Years 1,634 7,078
65-74 Years 800 4,067
75 Years + 1,723 7,932
Pediatric 16 16 11 443 867 370 28 34 21.2 212
Intensive Care 16 16 16 1,097 3425 50 32 95 59.5 595
Direct Admission 768 2,286
Transfers 329 1,139
Obstetric/Gynecology 16 16 15 1,239 2,620 79 22 74 46.2 46.2
Maternity 1,145 2,419
Clean Gynecology g4 201
Neonatal 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Swing Beds 0 0 0.0 0.0
Acute Mental lliness a5 72 64 2,718 16,682 0 6.1 45.7 48.1 635
Rehabilitation 0 0 0 0 0 0 0.0 00 0.0 0.0
Long-Term Acute Care o 0 0 0 0 0 0.0 00 0.0 0.0
Dedcated Qbsearvation 0
Facility Utitization 299 10,397 46,024 3,978 4.8 137.0 458
(includes |CU Direct Admissions Only)
Inpatients and Outpatients Served by Pavor Source
Medjcare Medicald Other Public Private Insurance Private Pay  Charity Care Totals
36.6% 27.3% 0.5% 30.2% 3.2% 21%
inpatients 2809 2838 55 M40 335 220 10,397
15.9% 30.9% 0.6% 32.2% 17.8% 26%
Outpatients 14809 28825 557 29986 16615 2462 93,254
Finencinl Year Reported: 1/1/2009 o 12/31/2009 Inpatient and Qutpatient Net Revenue by Payor Source Chari Total Charity
N arity Care Expense
Medicare Medicaid  Other Public  Private Insurance  Private Pay Totals Care
) Expense 6,367,773
Inpatient 39.1% 33.6% 0.4% 24.9% 1.9% 100.0% Totals: Charity
Revenue otais: Lha
(%) 30,667,645 26,391,006 350,575 19,532,576 1,501,912 78,443,804 2638341 | oo Sor o
Outpatient 17.1% 23.7% 04% 54.8% 4.1% 100.0% Net Revenue
Revenue ( §) 15,493,796 21,553,255 323,234 49,733,701 3,677,093 90,781,079 2,729,432 3.2%
Birthing Data Newbom Nursery Utilization Organ Transplantation
Number of Total Births: 1,124 Level 1 Patient Days 1,746 Kidnev: 0
Number of Live Births: 1,121 Level 2 Patient Days 989 Heart'y‘ 0
Birthing Rooms: o Level 2+ Patient Days 0 Lung: 0
Labor Rooims: 0 Total Nursery Patientdays 2,735 Heart/Lung: 0
Delivery Rooms: 0 Pancress: 0
Labor-Delivery-Recovery Rooms: 0 Laboratory Studies L creas. 0
Labor-Delivery-Recovery-Postpartum Rooms: 16 Inpatient Studies 238,354 ver.
C-Section Rooms- 2 Outpatient Studies 122,789 Total: 0
CSections Performed: 377 Studies Performed Under Contract 28,893

* Note: According to Board action on 4/22/09, Board reduced 16 beds (Ped=12, AMi=4) overall voluntarily. New CON count for the facility is 299 beds.
Actual Cost of Services Provided to Charity Gare Inpatients and Qutpatients was calculated using the 2009 IRS 980 Schedule H instructions to determine the
cost to charge ratio. This methodology was used because the 2009 Medicare Cost Report was not available at tiASTRE ATRNAIENT 19C




HOSPITAL PROFILE - CY 2009 Provena Mercy Medical Center Aurora Page 2
Surgery and Operating Room Utilization
Surgical Specialty Operating Rooms Surgical Cases Surgical Hours Hours per Case
Inpatient Qutpatient Combined Total Inpatient Outpatient  Inpatient Outpatient Total Hours Inpafient Outpatient
Cardiovascular 2 0 ] 2 377 74 1537 124 1661 41 1.7
Dermatology 0 0 0 0 0 0 0 0 0 0.0 0.0
General 0 0 10 10 668 678 1337 989 2326 20 1.5
Gastroenterology 0 0 o o 0 0 0 o 0 0.0 0.0
Neurology 0 0 0 0 54 33 230 78 308 4.3 24
OB/Gynecology ¢ 1] 0 0 138 210 308 240 548 22 i
Oral/Maxillofacial 0 0 0 0 3 2 ] 4 13 3.0 20
Ophthalmology Q 0 0 0 1 15 3 15 18 3.0 1.0
Orthopedic 0 0 0 0 539 390 1320 699 2019 2.4 1.8
Otolaryngology 0 0 0 0 75 75 115 88 203 15 1.2
Plastic Surgery 0 0 0 0 11 5 32 7 39 29 1.4
Podiatry 0 0 ] 0 29 k74 38 54 92 13 1.7
Thoracic 0 0 0 1] 0 0 0 0 0 0.0 0.0
Urology ] 0 0 0 84 117 194 157 351 23 1.3
Totals 2 0 10 12 1979 1631 5123 2455 7578 26 1.6
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 12 Stage 2 Recovery Stations 19
Dedicated and Non-Dedicated Procedure Room Utilzation
Procedure Rooms Surgical Cases Surgi s Hours per Case
Procedure Type Inpatient Outpatient Combined Total Inpatient Outpatient Inpatient Outpatient Total Hours Inpatient Outpatient
Gastrointestinal 0 0 2 2 a1 1305 865 1310 2175 1.1 1.0
Laser Eye Procedures 1] 0 ¢ 0 0 0 0 0 0 0.0 0.0
Pain Management 0 0 0 0 0 0 0 0 0 0.0 0.0
Cystoscopy 0 0 0 0 0 0 0 ¢ 0 0.0 0.0
Multipurpose Non-Dedicated Rooms
0 0 0 1] 0 0 0 0 ¢ 0.0 0.0
0 0 0 o 0 0 ] 0 0 0.0 0.0
0 0 0 0 0 0 1] 0 0 0.0 0.0
Cardiac Catheterization Labs Cardiac Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 3 Totat Cardiac Cath Procedures: 1,701
Cath Labs used for Angiography procedures 1 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) 983
Dedicated [nterventional Catheterization Labs - 0 Interventional Catheterizations (0_1 4): 0
Dedicated EP Catheterization Labs 0 Interventional Catheterization (15+) 531
Emergency/Trauma Care EP Catheterizations (15+) 187
Certified Trauma Center by EMS ¥ .
Level of Trauma Service Level 1 Level 2 ) Cardiag Surery Data
Adult . Total Cardiac Surgery Cases: 185
. . Pediatric {0 - 14 Years): o
Operating Rooms Deldl.cated for Trauma Care 0 Adult (15 (Years and Ol)der): 185
Number of Trauma Visits: 658
Patients Admitted from Trauma 334 Coronary Artery Byp ass Grafts (CABGs)
performed of total Cardiac Cases : 185
Emergency Service Type: Comprehensive . i
Number of Emergency Room Stations 26 Total Outoat tw_L_E_més_f!M 198,631
. o ent Visi X
Per.sons Trea.ted by Emergenicy Services. 43,713 Outpaﬁgnt Visits at the Hospital/ Campus: 196,631
Patients Admitted from Emergency: 4 485 Outpatient Visits Offsite/off campus 0
Total ED Visits (Emergency+Trauma). 44,371
Examinations Radiation Equipment Therapies!

Diagnostic/interventional Equipment

Owned Contract Inpatient Outpatlent

Owned Contract Treatments

General Radiography/Flucrascopy 4 o 12,923 26,254 Lithotripsy 0 1 20
Nuclear Madicine 2 0 1,035 3,308 Linear Accelerator 0 0 0
Mammagraphy 2 0 0 3,497 Image Guided Rad Therapy 0 0 0
Ultrasound 3 0 2,531 9,994 Intensity Modulated Rad Therap 0 0 0
Diagniostic Angiography 0 0 0 0 High Dose Brachytherapy 0 0 0
Intarventional Angiography 0 0 0 Proton Beam Therapy 0 o 0
Positron Emission Tomography (PET) 0 0 0 0 Gamma Knife 0 0 0
Computerized Axial Tomography (CAT) 3 0 4,665 13,917 )
Magnatic Resonance Imaging 2 0 658 2,465 Cyber knife 0 0 0
FrrcHrENT-t e ————

Source: 2008 Annual Hospital Questionnaire, lllinois Department of Public Health, Health Systems Development. o




Hospital Profile - CY 2009

Provena Saint Joseph Hospital

Elgin

Page 1

Ownership, Management and General Information

Patients by Race

Patients by Ethnicity

ADMINISTRATOR NAME:  Stephen O. Scogna White 81,5% Hispanic or Latino: 9.8%
ADMINSTRATOR PHONE  847-695-3200 x5474 Black 5.6% Not Hispanic or Latino: 89.3%
OWNERSHIP: Provena Hospltals d/b/a Provena Saint Joseph Hospi American |ndian 0.0% Unknown: 0.8%
OPERATOR: Provena Hospitals d/b/a Provena Saint Joseph Hospi Asian 1.5% \DPH Number: 887
MANAGEMENT: Church-Related Hawaiian/ Pacific 0.0% umoer:
CERTIFICATION: None Unknown: 115%  PA A-11
FACILITY DESIGNATION:  General Hospitai HSA B
ADDRESS 77 North Airlite Street CITY: Elgin COUNTY: Kane County
_ -
Facility Utilization Data by Catego Service
Authorized Peak Beds Average Average CON Staff Bed
- , CON Beds Setup and Peak Inpatient Observatlon Lepgth  Daily Occupancy Occupancy
Clinical Service 12/34/2009 Staffed Census Admisslons  Days Days  ofStay Census  12131/2009 Rate %
Medical/Surgical 99 99 99 5890 27862 3810 54 86.8 876 876
0-14 Years 34 75
15-44 Years 941 3,341
45-64 Years 1,774 7,903
65-74 Years 1,008 5495
75 Years + 2,043 11,048
Pediatric 0 0 0 0 0.0 0.0 0.0 0.0
Intensive Care 15 15 15 1,123 4,210 37 11.5 76.9 76.9
Direct Admission 637 2,493
Transfars 486 1,717
Obstetric/Gynecology 0 i5 6 232 508 66 25 16 0.0 105
Mafernity 215 468
Clean Gynecology 17 40
Neonatal 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 0 0 0 0 0 0.0 0.0 0.0 0.0
Swing Beds 0 0 0.0 0.0
Acute Mental lilness 30 30 25 1,185 6,055 0 51 166 55.3 55.3
Rehabilitation M 34 34 902 9,691 0 10.7 26.6 7841 78.1
Long-Term Acute Care o 0 o 0 0 ] 0.0 0.0 0.0 0.0
Dedcated Observation 0 4
Facility Utilization 178 8,846 48,326 3,878 59 1430 80.3
(Includes ICU Direct Admissions Onfy)
Inpatients and Outpatients Served by Payor Source
Medicare Medicald Other Public  Private Insurance Private Pay  Charily Care Totals
52.9% 11.0% 0.7% 30.6% 2.4% 2.4%
Inpatients 4679 975 63 2711 210 208 8,846
26.7% 17.9% 0.4% 42.7% 11.5% 1.7%
Outpatients 24364 17017 422 40545 10954 1582 B4 884
Financial Year Reported: 112008 r0  12/31/2008 Inpatient and Outpatient Net Revenue by Payor Source Charity Total Charity
Medicare Medicald  Other Public  Private Insurance  Private Pay Totals Care Care Expense
. Expense 3,749,548
Inpatient 52.0% 17.7% 0.3% 28.1% 1.9% 100.0%
Revenue (s) Totals: Chamy
39,020,448 13,249,904 210,860 21,061,538 1,439,586 74,9682 236 1,675,691 Care as % of
Outpatient 22.5% 14.4% 0.4% 60.1% 2.6% 100.0% Nef Revenue
Revenue ( §) 20,044 749 12,794,644 327,225 53,398,002 2,348,798 88,913,419 2,073,857 2.3%
Birthing Data Newbom Nursery Utilization Organ Transplantation
Number of Total Births. 222 Level 1 Patient Days 368 Kidnev: 0
Number of Live Births: 222 Level 2 Patient Days 239 Hea d,y' 0
Birthing Rooms: 0 Level 2+ Patient Days 62 Lung: 0
Labor Rooms: 0 Total Nursery Patientdays 670 Heart/Lung: 0
Delivery Rooms: 0 Pancreas- 0
Labor-Delivery-Recovery Rooms: 7 Laboratory Studies Lver 0
Labor-Delivery-Recovery-Postpartum Rooms: 0 Inpatient Studies 238,112 )
C-Sectlon Rooms: 1 Outpatient Studies 162,236 Total: (v}
CSections Performed: 47 Studies Performed Under Centract 80,753

* Note: According to project#08-033, approved on 10/13/09, facility discontinued 15 bed OB category of service. The data shown is prior to ist
discontinuation. Actual Cost of Services Provided to Charity Care Inpatients and Outpatients was calculated using the 2009 IRS 990 Schedule H instructions
TRV

RIF was due.

to determine the cost to charge ratio. This methodology was used because the 2009 Medicare Cost Report was #Y




HOSPITAL PROFILE - CY 2009 Provena Saint Joseph Hospital Elgin Page 2
Surgery and Operating Room Utilization
Surglcal Specialty Operatl 0oms Surglca! Cases - Surgical Hours Hours per Case
Inpatient Qutpatient Combined Total fnpatient Outpatient  Inpatient Outpatient Total Hours Inpatient Qutpatient
Cardiovascular 0 0 0 0 207 32 830 74 904 40 23
Dermatology 0 0 0 0 0 0 0 0 0 0.0 0.0
General 0 0 10 10 1040 981 1919 1261 3180 1.8 1.3
Gastroenterology 0 0 0 0 713 1170 741 1169 1910 1.0 1.0
Neurology 0 0 0 0 98 10 32 19 331 a2 1.9
OB/Gynecology 0 0 0 0 63 103 141 115 256 22 1.4
OratiMaxillofacial 0 0 0 0 4 0 4 0 4 1.0 0.0
Ophthalmalogy 0 0 0 0 3 279 4 287 299 1.3 1.0
Orthopedic 0 0 0 0 565 588 1472 1001 2473 286 1.7
Otolaryngology 0 0 0 0 77 200 118 377 485 15 1.9
Plastic Surgery 0 0 0 0 19 41 73 84 157 3.8 20
Podiatry 0 0 0 0 4 3 9 49 58 23 1.8
Thoracic 0 0 0 0 0 0 0 0 0 0.0 0.0
Urclogy 0 0 0 0 189 502 278 510 788 1.5 1.0
Totals 0 0 10 10 2982 asazr 5901 4946 10847 2.0 13
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 11 Stage 2 Recovery Stations 22
Dedicated and Non-Dedicated Procedure Rooms Utilzation
Procedure Rooms Surgjcal Cages Surgical Hours Hours per Case
Proceduye Type Inpatient Outpatient Combined Total Inpatient Outpatient [npatient Outpatient Total Hours Inpatient Outpatient
Gasltrointestinal 0 0 0 0 0 0 0 0 0 0.0 0.0
Laser Eye Procedures 0 0 0 0 0 0 0 0 0 0.0 0.0
Pain Management 0 0 0 0 0 0 0 0 0 0.0 0.0
Cystoscopy 0 0 0 0 ] 0 0 0 0 0.0 0.0
MuHipurpose Non-Dedicated Rooms
0 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 ] 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
Cardiac Catheterization Labsg Cardiac Catheterization Utilization
Total Cath Labs {Dedicated+Nondedicated labs): 4 Total Cardiac Cath Procedures: 1,373
Cath Labs used for Angiography procedures 2 Diagnhostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations {15+) 732
Dedicfted Interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs 0 Interventional Catheterization (15+) 481
EmergencyfTrauma Care EP Catheterizations (15+) 160
Certified Trauma Center by EMS (¥
Level of Trauma Service L;\;ﬁllti Le-v-e! 2 Total Cardiacw 64
Operating Rooms Dedicated for Trauma Care i Pediatric (0 - 14 Years). 0
Number of Trauma Visits: 564 Adult (15 Years and Older): 64
Patients Admitted rom Trauma a24 Coronary Artery Bypass Grafts (CABGs)
. . performed of tota! Cardiac Cases ! 64
Emergency Service Type: Comprehensive i
Number of Emergency Room Stations 20 Total Outoati t-%ﬁgﬂm—w& 204,613
. otal Qutpatient Vis s
Persons Treated by Emergency Services: 32913 Outpatient Visits o the Hospltall Campus: 172,261
Patients Admitted from Emergency: 4,257 Qutpatient Visits Offsite/off campus 32,352
Total ED Visits (Emergency+Trauma): 33,477 '
Diagnostic/interventional Equipment Examinations Radiation Equipment Therapies/
Owned Contract Inpatlent Outpatlent Owned Contract Treatments
General Radiography/Flucroscopy 5 o 14,504 22,969 Lithotripsy 0 0 0
Nuglear Medicine 3 0 91 '491 3217 Linear Accalarator 2 0 4,854
Mammography 3 0 o 6,823 image Guided Rad Therapy 0 0 0
Uttrasound 5 0 3,507 9428 Intenslty Modulated Rad Therap 1 0 1120
Diagnostic Angiography 0 0 0 High Dose Brachytherapy 0 0 0
Interventional Angiography 0 0 0 Proton Beam Therapy 0 0 ‘
Positron Emission Tomegraphy (PET) 0 1 0 182 G Knife 0
) ! amma Kn 0 0 0
Computerized Axial Tomography (CAT) 2 0 6,194 16,786 ,
Magnetic Resenence Imaging 1 0 1,449 2,538 Cyber knife 0 a 0

2ETTRCHNERT 190

Source: 2009 Annual Hospital Questionnaire, [llinois Departrent of Public Health, Health Systems Development,




Hospital Profile - CY 2009

Provena Saint Joseph Medical Center

Joliet

Page 1

Ownership, Management and General Information

Patients by Race

Patients by Ethnicity

ADMINISTRATOR NAME:  Jeffrey L. Brickman White 77.3% Hispanic or Latino; 8.2%
ADMINSTRATOR PHONE  815-725-7133 Black 12.7% MNot Hispanic or Latino: 91.5%
OWNERSHIP: Provena Health American Indian 0.0% Unknown: 0.3%
OPERATOR: Provena Hospitals d/b/a Provena St. Joseph Medical Asian 0.8% \DPH Number- 4838
MANAGEMENT: Not for Profit Corporation Hawallan/ Pacific 0.0% amoer:
CERTIFICATION: None Unknown: 9.2% HPA A13
FACILITY DESIGNATION: General Hospital HSA g
ADDRESS 333 North Madison Street CITY: Joliet COUNTY: Will County
Facility Utilization Data by Category of Service
Authorized Peak Beds Average Average CON Staff Bed
- CON Beds Setup and Peak Inpatlent Observation Length  Dally Qccupancy Occupancy
Clinical Sepvice 1213112009 Staffed Census Admissions  Days Days  ofStay Census 123172009 Rate %
Medical/Surgical 319 282 27 15,783 67,402 9,063 48 209.5 65.7 74.3
0-14 Years 20 94
1544 Years 3,366 11,237
45-64 Years 4,893 19,502
8§5-74 Years 2 680 13171
75 Years + 4804 23,398
Pediatric 13 13 13 525 1,415 692 4.0 58 444 444
{ntensive Care 52 52 51 4,413 11,848 22 2.7 325 62.5 62.5
Direct Admission 2801 8350
Transfers 1,612 3,498
Obstetric/Gynecology 1 3 33 2,406 6,039 275 26 7.3 52.4 52.4
Maternity 2182 5,500
Clean Gynecology 224 539
Neonatal 0 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Swing Beds 0 0 0.0 0.0
Acute Mental liiness 3t 31 3 1,390 9613 0 6.9 26.3 85.0 85.0
Rehabilitation 32 32 30 570 6,544 0 11.5 17.9 56.0 56.0
Long-Term Acute Care 0 ] 0 0 0 0.0 0.0 0.0 0.0
Dedcated Observation 0 0
Facility Utilization 4380 23AT5 102,861 10,052 4.8 309.4 64.4
{includes ICU Direct Admissions Only)
Inpatients and Qutpatients Served by Payor Source
Medicare Medicaid Other Publlc Private Insurance Private Pay  Charity Care Totals
46.0% 13.4% 0.9% 34.5% 3.2% 2.0%
Inpatlents 10793 3154 212 8099 751 466 23,475
27.4% 16.9% 0.8% 48.5% 5.2% 13%
Outpatients 63576 39251 1779 112829 12070 2827 232,432
Finangiel Year Reported: 11/2009 o  12/31/2009 Inpatient and Qutpatient Net Revenue by Payor Source Chari Total Charity
arity Care Expense
Medicare Medicaid Other Public  Private Insurance  Private Pay Totals Care
Expense 7,284,458
Inpatient 50.0% 11.1% 0.0% 25.3% 13.6% 100.0% Totals: Charity
Revenue { § als: Chari
($) 101,834,552 22,548,805 0 51620,573 27,643,931 203,647,861 337784 | cure as % of
Qutpatient 22.3% 6.0% 0.0% 51.9% 19.7% 100.0% Net Revenue
Revenue { $) 46,700,399 12,443,368 0 108,545,931 41 267,927 208,957 625 3,906,527 1.8%
Birthing Data Newbom Nursery Utilization Organ Transplantation
Number of Total Births: 2,016 Level { Patient Days 3,719 Kidney: 0
Number of Live Births: 2,011 Level 2 Patient Days 0 Hearl'y‘ 0
Birthing Rooms: 0 Level 2+ Patient Days 1,943 Lung: 0
Labor Rooms: 0 Total Nursery Patientdays 5,662 Heart/Lung: 0
Delivery Rooms: 0 Pancreas: 0
Labor-Delivery-Recovery Rooms: 0 Laboratory Studjes Liver: ' 0
Labor-Delivery-Re covery-Postpartum Rooms: 33 Inpatient Studies 766,465 ver.
C-Section Rooms: 2 Outpatierlt Studies 603,298 Total: 0
CSections Performed: 745 Studies Performed Under Contract 31,054

* Note: The 2 Linear Accelerators are capable of performing IGRT, IMRT and Brachytherapy treatments. Actual Gost of Services Provided to Charity Care
to charge ratio. This methodology was used

ATTACHMENT 19C

Inpatients and Outpatients was calculated using the 2008 IRS 990 Schedule H instructions to determine the cost

because the 2008 Medicare Cost Report was not avaitable at time the AHQ was due




HOSPITAL PROFILE - CY 2008 Provena Saint Joseph Medical Center Joliet Page 2
Surgery and Operating Room Utilization
Surgical Specjalty Operating Rooms Surgleal Cases - Surgical Hours Hours per Case
Inpatient Outpatient Combined Total inpatient Outpatient  Inpatient Outpatient Total Hours inpatient OQutpatient
Cardiovascuiar 0 0 2 2 237 0 1377 0 1377 58 0.0
Dematology 0 0 0 0 o 0 0 0 0 0.0 0.0
General 0 0 8 B 1383 1564 2553 1989 4542 i8 1.3
Gastroenterology o 0 0 0 1962 3416 1405 2393 3798 0.7 0.7
Neurology 0 0 0 0 373 49 1548 124 1672 4.2 25
OB/Gynecology 0 0 0 0 346 686 775 763 1538 22 1.1
Oral/Maxillofacial 0 0 0 0 2 25 5 62 67 25 25
Ophthalmology 0 0 0 0 6 386 1M 363 374 1.8 09
Orthopedic 0 0 0 0 900 854 1974 1294 3268 2.2 1.5
Otolaryngology ] 0 0 0 143 436 201 541 742 1.4 1.2
Plastic Surgery 0 0 0 0 16 101 29 195 224 1.8 1.9
Podiatry ] 0 0 0 19 118 30 246 276 1.6 2.1
Thoracic 0 0 0 0 421 197 1266 323 1589 3.0 1.6
Urology 0 0 0 o 213 232 743 1309 2052 3.5 56
Totals 0 0 10 10 6021 8064 11917 9602 21519 2.0 1.2
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 10 Stage Z Recovery Stations 0
Dedicated and Non-Dedicated Procedure Room Utilzation
Procedure Reoms Su c Surgica Hours per Case
Procedure Type Inpatient Qutpatient Combined Total Inpatient Outpatient  Inpatient Outpatient Total Hours Inpatient  Qutpatient
Gastrolntestinal Q 0 3 3 1962 3416 1405 2393 3798 0.7 07
Laser Eye Procedures 0 0 1 1 0 56 0 21 21 0.0 04
Paln Management 0 0 1 1 57 170 66 202 268 1.2 1.2
Cystoscopy 0 0 1 1 184 350 251 i85 636 1.4 1.1
Multipurpose Non-Dedicated Roons
0 0 1 1 0 2 0 1 1 0.0 05
0 0 0 0 0 0 0 0 0 0.0 0.0
0 1] 0 0 0 ] 0 0 0 0.0 0.0
Cardiac Catheterization Labs Qa_rdiacCat____MzMj_m
Total Cath Labs (Dedicated+Nondedicated labs): 4 Total Cardiac Cath Procedures: 2,714
Cath Labs used for Angiography procedures 0 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations {15+) 1,320
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterlzation Labs 1 Interventional Catheterization { 5+) 995
Emergency/Trauma Care EP Catheterizations (15+) 190
Certified Trauma Center by EMS ] i
Level of Trauma Service Lﬁ‘d'ﬁ:t" Level2 Total Cardiaccsaurr:?; sé';s:s: oete 855
Operating Rooms De.di.cated for Trauma Care 1 z;’:;:’::; (38;:: ;Zagl)c:ier]: 8 52
Nu r.nber of TrPu ma Visits: 204 Coronary Artery Bypass Grafts (CABGs)
Patients Admitted from Trauma 866 performed of total Cardiac Cases : 284
Emergency Service Type: Comprehensive '
. Outpatient Service Data
Number of Emergency Room Stations 43 Total Outpatient Visits 506,576
:"j“:’:: ;;‘::::dbf‘:ofn"‘;:::‘;gnijf‘"ces' fg'igg Outpatient Visits at the Hospital/ Campus: 464,506
. ’ ' Outpatient Visits Offsite/off campus 42,070
Total ED Visits (Emergency+Trauma):; 70,469
iagnostic/interventional Equipment Examinations Radiation Equipment Therapies!
Owned Contract Inpatient Outpatient Owned Contract Treatments
sneral Radjography/Fluoroscopy 29 0 26372 71,389 Lithotripsy 0 ! 27
iclear Medicine 4 0 3,667 10,206 Linear Accelerator 2 0 70
immography 2 0 0 13,856 Image Guided Rad Therapy 2 0 40
rasound 8 0 5,143 19,181 Intensity Medutated Rad Therap 2 0 16
ignostic Angiography 0 0 0 0 High Dose Brachytherapy 2 ] 19
erventional Angiography 0 0 0 Proton Beam Therapy 0 0 0
sitron Emisston Tomography (PET) 0 1 0 0 Gamma Knife 0 0 0
mputerized Axiel Tomography (CAT) 7 0 6,981 29,106 ;
: ; 4 4,170 8,779 Cyber knife 0 0 0
ignetic Resonance Imaging 0 , : ATTACIHMENT 190

Irce: 2009 Annual Hospital Questionnaire, lllinois Department of Public Health, Health Systems Development,




Kankakee

Patients by Ethnicity

Hospital Profile - CY 2009 Provena St Mary's Hospital Page 1

Ownership, Management and General Information

Patients by Race

ADMINISTRATOR NAME:  Michael Amo White 78.3% Hispanic or Latino: 3.1%
ADMINSTRATORPHONE  (815) 937-2401 Black 20.7% Not Hispanic or Latino; 96.6%
OWNERSHIP: Provena Hospitals American Indian 0.0% Unknown: 0.3%
OPERATOR: Provena Hospitals d/b/a Provena St.Marys Hospital Asian 0.2%
MANAGEMENT: Church-Related Hawaiian/ Pacific 0.0% IDPH Number: 4879
CERTIFICATION: None Unkriown: o7%  HPA A4
FACILITY DESIGNATION:  General Hospital HS3A 9
ADDRESS 500 West Court Street CITY: Kankakee COUNTY: Kankakee County
~— e S
Facility Utilization Data by Category of Service
Authorized  Peak Beds Average Average CON Staff Bed
oy " CCN Beds Setup and Peak Inpatlent Cbservation Length Datlly Qccupancy Occupancy
Clinjcal Service 12131/2009 Staffed Census Admissions  Days Days of Stay Census  12/31/2009 Rate %
Medical/Surgical 105 83 77 4471 19,084 952 45 54.9 52.3 66.1
0-14 Years 5 19
15-44 Years B17 2,600
45-64 Years 1,789 6,969
65-74 Years 694 3272
75 Years + 1,166 6,224
Pediatric 14 13 10 542 1,711 445 40 59 422 454
Intensive Care 26 25 25 2,051 5,860 75 29 16.3 62.5 65.0
Direct Admission 1,417 3,233
Transfers 634 2,627
Obstetric/Gynecology 12 13 8 466 1,042 52 2.3 3.0 25.0 231
Maternity 420 936
Clean Gynecology 48 106
Neonata! 0 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Swing Beds 0 0 0.0 0.0
Acute Mental lliness 25 21 21 649 3,488 3 5.4 96 383 45.5
Rehabilitation 0 0 0 0 0 0.0 0.0 0.0 00
Long-Term Acute Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Dedcated QObservation 0 0
Facility Utilization 182 7,545 31,185 1,527 4.3 896 49.2
{includes ICU Direct Admissions Only)
Inpatients and Outpatients Served by Payor Source
Medicare Medicald Other Public Private Insurance Private Pay  Charlty Care Tofals
46.0% 17.8% 1.2% 28.3% 4.2% 1.9%
Inpatients 3474 1343 94 2171 320 143 7,545
26.9% 15.1% 1.4% 40.9% 14.1% 1.5%
Qutpatients 27886 15592 1481 42310 14624 1582 103,475
Financial Year Reported: 111/2009 o 123112009 Inpatient and Qutpatient Net Revenue by Payor Source Chari Totef Charity
" . . ty Care Expense
Medicare Medicafd Other Public  Private Insurance  Private Pay Tofals Care 2657 530
Inpatient 52.5% 14.5% 0.2% 29.7% 3.4% 100.0% Expense Tot ', c;n ity
Revenue als: Char
(%) 32,691,073 9,028,207 105,333 18,527,435 1,932,268 62284316 1856922 | (e ne 9 of
Outpatient 19.1% 8.9% 0.2% 65.9% 5.9% 100.0% Net Revenue
Revenue ( $) 15,172,947 7,045,738 132,298 52,276,990 4,708 645 79,336,618 800,608 1.9%
Birthing Data Newbom Nursery Utilization Organ Transplantation
Number of Total Births: 424 Level 1 Patient Days 781 Kidnev: 0
Number of Live Births: 420 Levet 2 Patlent Days 242 Heart‘vn 0
Birthing Rooms: 0 Level 2+ Patient Days 20 Lung: 0
Labor Rooms: 0 Total Nursery Patientdays 1,043 Hear/Lung: 0
Delivery Rooms: 0 Pancreas: 0
Labor-Delivery-Recovery Rooms: 1 Laboratory Studies Liver 0
Labor-Delivery-Recovery-Postpartum Rooms: 4 Inpatient Studies 187,326 :
C-Section Rooms: 1 Outpatient Studies 204 947 Total: 0
CSections Performed. 116 Studies Performed Under Contract 0

* Note: According ta Board action on 4/22/09, Board reduced 4 ICU beds overall voluntarily, New CON count for the facility is 182 beds. Actual Cost of
Services Provided to Charity Care Inpatients and Outpatients (Part If, Question 3 on page 14) was calculated using the 2009 RS 990 Schedule H instructions
to determine the cost to charge ratio. This methodology was used because the 2009 Medicare Cost Report was nAfERilaGI-RNIENIE A9 vas due.




HOSPITAL PROFILE - CY 2009 Provena St Mary's Hospital ‘ Kankakee Page 2
Surqery and Oporating Room Utilization

Surgical Specialty Operati ooms Surgical Cases Surgleal Hou Hours per Case
. Inpatient Cutpatient Combined Total Inpatient Outpatient  Inpatient Outpatient Total Hours Inpatient Outpatient
! Cardiovascular 0 0 0 0 0 0 0 0 0 0.0 0.0
| Dermatology 0 0 0 0 0 0 0 0 0 0.0 0.0
General 0 0 7 7 450 640 839 989 1828 19 1.5
Gastroenterology 0 0 0 0 166 69 201 83 284 1.2 1.2
Neurclogy 0 0 0 0 51 747 121 909 1030 24 1.2
OB/Gynecology 0 0 0 0 197 248 s 416 807 2.0 1.7
Oral/Maxillofacial 0 0 0 0 12 9 24 17 41 2.0 i.9
Ophthalmology 0 0 0 0 3 385 8 422 430 27 1.1
Orthopedic 0 0 0 0 394 607 1047 1223 2270 27 2.0
Otolaryngology 0 0 0 0 10 285 15 360 375 15 1.3
Plastic Surgery 0 0 0 0 1 3 4 66 70 4.0 2.0
Podiatry 0 0 0 0 11 76 18 154 172 1.6 2.0
Thoracic 0 0 0 0 24 14 60 17 77 25 1.2
Urology 0 0 1 1 197 659 301 872 1173 1.5 13
Totals 0 0 8 8 1516 3772 3029 6528 8557 2.0 1.5
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 0 Stage 2 Recovery Stations 0
pedicated and Non-Dedicated Procedure Room Utilzation
Procedure Rooms Surgical Cases s ours Hours per Case
cedu e Inpatient Qutpatient Combined Total Inpatient OQutpatient Inpatient Outpatient Total Hours Inpatient Oufpatient
Gastrointestinal 0 0 5 5 360 1289 3s2 1565 1947 1.1 1.2
Laser Eye Procedures 0 0 1 1 0 22 0 17 17 0.0 08
Pain Management 0 0 v 0 0 0 0 0 0 0.0 0.0
Cystoscopy 0 0 ¢ V] 0 0 0 0 0 0.0 0.0
Multipurpese Non-Dedicated Rooms
0 0 0 0 o 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 o 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
Cardiac Catheterization Labs Cardiac Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 2 Total Cardiac Cath Procedures: 658
Cath Labs used for Angiography procedures 2 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) 522
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs 0 interventional Catheterization (15+) 113
Emergency/Trauma Care EP Catheterizations (15+) 23
Certified Trauma Center by EMS
Leve! of Trauma Service L::ﬁ:: '-e""_e! 2 Total Car diacw 0
Operating Rooms Dedicated for Trauma Care 1 Pediatric (0 - 14 Years). o
Number of Trauma Visits: 201 Adult {15 Years and Older): 0
Patients Admitted from Trauma 223 Coronary Artery Bypas§ Grafts (CABGs)
performed of total Cardiac Cases : 0
Emergency Service Type: Comprehensive .,
Number of Emergency Room Stations 22 Total Outoatie t%fimm 218,663
: . ota nt Vis 3
Persons Treated by Emergency Services: 31,174 Otpatient Visits at the Hospitall Campus: 187,202
Patients Admitted from Emergency: 5913 Outpatient Visits Offsite/off campus 31461
Total ED Visits (Emergency+Trauma): 31,465 '
Diagnostic/interventional Equipment Examinations Radiation Equipment. Thereplies/
Owned Contract Inpatient Outpatient Owned Contract Treatments
General Radiography/Fluoroscopy 7 0 7,780 30,258 Lithotripsy 0 1 156
Nuclear Medicine 2 0 1,405 1,861 Linear Accelerator 0 0 0
Msmmogrephy 4 0 0 4,584 Image Guided Rad Therapy 0 0 0
Ulirasound 4 0 2,102 6,361 Intensity Modulated Rad Therap 0 0 0
Diagnostic Angiography 0 0 0 0 High Dose Brachytherapy 0 0 0
Interventional Angicgraphy 0 0 0 Proton Beam Therapy 0 0 0
Positron Emission Tomography (PET) 0 1 0 0 Gamma Knife 0 0
Computerized Axiaf Tomography (CAT) 2 0 2,494 15,811 ) ]
Magnetic Rescnance Imaging 2 0 609 255 Cyber knife 0 0 0
PP HvENT

Source: 2009 Annual Hospital Questionnaire, IMincis Department of Public Health, Health Systems Development.




AMBULATORY SURGICAL TREATMENT CENTER PROFILE-2009

BELMONT/HARLEM SURGERY CENTER, LLC CHICAGO

NUMBER OF PATIENTS BY AGE GROUP

NUMBER OF PATIENTS BY PRIMARY PAYMENT SOURCE

AGE MALE FEMALE TOTAL PAYMENT SOURCE MALE FEMALE TOTAL
0-14 15 12 27 Medicaid 25 26 51
15-44 159 185 344 Medicare 414 851 1,265
45-64 308 322 630 Cther Public 0 0 0
65-74 266 388 654 Insurance 488 433 921
75+ Yea 192 420 612 Private Pay 10 16 26
TOTAL 940 1,327 2,267 Charity Care 3 1 4
TOTAL 940 1,327 2,267
NET REVENUE BY PAYOR SOURCE for Fiscal Year Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense Total Net Revenue
18.7% 0.5% 0.0% 58.6% 222% 100.0% 0%
870,580 21,951 0 2,730 613 1,035,739 4,658,883 16,139
OPERATING ROOM UTILIZATION FOR THE REPORTING YEAR
SURGERY
PREP and AVERAGE
SURGERY CLEAN-UP TOTAL CASE
TOTAL TIME TIME SURGERY TIME
SURGERY AREA  SURGERIES (HOURS) (HOURS) (HOURS) (HOURS)
Cardlovascular 0 0.00 0.00 0.00 0.00
Dermatology 0 0.00 0.00 0.00 0.00
Gasfroenterology 266 133.00 88.00 221.00 0.83
General 16 12.00 7.00 19.00 1.19
Laser Eye 0 0.00 0.00 0.00 0.00
Neurologleal 0 0.00 0.00 0.00 0.00
OB/Gynecology 0 0.00 0.00 0.00 0.00
Opthalmology 1304 652.00 325.00 977.00 0.75
Oral/Maxillofacial 0 0.00 0.00 0.00 0.00
Orthopedic 287 287.00 119.00 406.00 1.41
Otolaryngology 37 22.00 12.00 34.00 092
Pain Management 148 74.00 24.00 98.00 0.66
Plastic 0 0.00 0.00 0.00 0.00
Podiatry 164 164.00 68.00 232.00 1.41
Thoracic 0 0.00 0.00 0.00 0.00
Urology 45 30.00 22.00 52.00 1.16
TOTAL 2267 1,374.00 665.00 2039.00 0.90
PROGEDURE ROOM UTILIZATION FOR THE REPORTING YEAR
PREP and AVERAGE
SURGERY CLEAN-UP TOTAL CASE
PROCEDURE TOTAL TIME TIME SURGERY TIME
SURGERY AREA ROOMS  SURGERIES (HOURS) (HOURS) (HOURS) (HOURS)
Cardiac Catheteriza 0 0 0 0 0 0.00
Gastro-Intestinal 0 0 0 0 0 0.00
Laser Eye 0 0 0 1] 0 0.00
Pain Management 0 0 0 0 0 0.00
TOTALS 0 0 0 0 0 0.00

ATTACHMENT 19C

Source:Ambulatory Surgical Treatment Center Questionnaire for 2009, lilinois Department of Public Health, Health Systems Development

Page 88 of 274
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AMBULATORY SURGICAL TREATMENT CENTER PROFILE-2009 BELMONT/HARLEM SURGERY CENTER, LLC CHICAGO
Reference Numbers Facility Id 7003131 Number of Operating Rooms 4
Heaith Service Area 006 Planning Service Area 030 Procedure Rooms 0
BELMONT/HARLEM SURGERY CENTER, LLC Exam Rooms 0
: 3101 NORTH HARLEM AVENUE Number of Recovery Stations Stage 1 5
| CHICAGO, IL 60634 Number of Recovery Stations Stage 2 8
! Administrator Date
' FAITH MCHALE Completed
4126/2010

Registered Agent '

' RESURRECTION SERVICES Limited Liability Company (RA required)
Legal Owner
HOSPITAL TRANSFER RELATIONSHIPS
HOSPITAL NAME NUMBER OF PATIENTS
RESURRECTION MEDICAL CENTER, CHICAGO 2
OUR LADY OF RESURRECTION, CHICAGC 0
0
0
0
STAFFING PATTERNS DAYS AND HOURS OF OPERATION
PERSONNEL FULL-TIME EQUIVALENTS Monday 10
Administrator 0.00 Tuesday 10
Physicians 0.00 Wednesday 10
Nurse Anesthetists 0.00 Thursday 10
Dir. of Nurses 1.00 Friday 10
Reg. Nurses 2.00 Saturday 0
Certified Aldes 1.00 Sunday 0
Other Hith, Profs. 2.00
Other Non-Hith. Profs 3.00
TOTAL 9.00

FACILITY NOTES

ATTACHMENT 19C
Source:Ambulatory Surgical Treatment Center Questionnaire for 2009, Iflinois Department of Public Health, Heatth Systems Development
Page 87 of 274 10/28/2010




HISTORICAL UTILIZATION OF
MANTENO DIALYSIS CENTER

Provena Health maintains a 50% ownership interest in Manteno Dialysis Center,
15-station ESRD facility located in Manteno, Illinois. According to data provided by The
Renal Network, Manteno Dialysis Center operated at 41.11% of capacity dunng the
reporting quarter ending September 30, 2009.

ATTACHMENT 19C




ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA COR MARIAE CENTER

ROCKFORD

PROVENA COR MARIAE CENTER

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

Page 1609 of 2238

3330 MARIA LINDEN DRIVE Aggressive/Anti-Social 0 DIAGNOSIS
ROCKFORD, IL. 61114 Chronic Alcoholism 0 Neoplasms 0
Reference Numbers  Fadility ID 6005771 Developmentally Disabled 0 Endocrine/Metabolic 0
Health Service Area 001  Planning Service Area 201 Drug Addiction 0 Blood Disorders 0
Administrator Medicaid Recipient 0 *Nervous System Non Alzheimer 0
Teresa Wester-Peters Medicare Recipient 0 Alzheimer Disease 0
Mental lliness 0 Mental lliness 0
Contact Person and Tefephone Nen-Ambulatory 0 Devefoprental Disability 0
gf;_‘;r:_"_:;ll?; Non-Mobile 0 Clrculatory System 28
Date Public Ald Recipient 0 Respiratory System 23
Registered Agent Information Completed Under 65 Years Qld 0 Digestive System 10
Teresa Wester-Peters 42912010 - Unable to Self-Medicate 0 Genitourinary Systern Disorders 14
3330 Marla Linden Drive Ventilator Dependent 1 Skin Disorders 4
Rockford, IL 61114 Infectious Disease w/ Isolation 0 Musculo-skeletal Disorders 14
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Pofsanings 10
NON-PROF CORPORATION No Restrictions 0 Other Me.dical Con‘d.itjons 12
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'I' ?;';::_Zdwa' Conditons 12;
LIFE CARE FACILITY Ne Totat Residents Diagnosed as Mentally lif 14
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/1/2009 113
LEVEL OF CARE BEDS SET-UP  USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 484
Nursing Care 73 73 69 73 69 4 73 16 Totaf Discharges 2009 475
Skilied Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 122
Intermediate DD 0 0 0 0 0 0 0
Sheltered Care 61 61 53 61 53 8 Identified Offenders 0
TOTAL BEDS 134 134 122 134 122 12 73 16
FACILITY UTILIZATION - 2009
B8Y LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private  Private  Charity Licensed Peak Beds
Medicare Medicaid Other Public insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat.days Occ.Pct. Pat. days Oge Pct. Pat. days Pat. days Pat. days Pat. days Pat. days Oce. Pct.  Qce. Pet.
Nursing Care 10344 38.8% 4319 74.0% 0 0 8821 167 23651 88.8%  88.8%
Skilled Under 22 0 0.0% 0 0 0 0 0 0.0% 0.0%
Intermediate DD 0 0.0% 0 0 0 0 0 0.0% 0.0%
Sheltered Care v} 1570 17775 0 19345 86.9% 86.9%
TOTALS 10344 38.8% 4319 74.0% 0 1570 26596 167 42996 87.9% 87.9%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE - DECEMBER 31, 2009
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
| AGE GROUPS Male Female Male Female Male Femele Male  Female Male  Female TOTAL
Under 18 1] 0 0 0 0 0 0 0 0 0 ]
18 to 44 0 0 0 0 0 0 0 0 0 0 0
45 to 59 v} 0 0 0 0 0 0 0 0 v} 0
60 to 64 1 1 0 0 0 v} 0 1 1 2 3
65to 74 2 2 0 0 0 0 2 3 4 5 g
7510 84 3 12 0 0 0 0 5 8 8 20 28
85+ 10 38 0 0 0 0 10 24 20 62 82
TOTALS 16 53 0 ] 0 0 17 36 33 89 122
jource:Long-Term Care Facility Questionnaire for 2009, Iflinois Department of Public Health, Health Systems Develﬂ)ﬁnAcMNT 19C
10/8/2010




ILLINCIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA COR MARIAE CENTER ROCKFORD

PROVENA COR MARIAE CENTER

3330 MARIA LINDEN DRIVE

ROCKFORD, IL. 61114

Reference Numbers  Facility ID 6005771

Health Service Area 001  Planning Service Area 201

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE AVERAGE DAILY PAYMENT RATES
LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 43 207
Nursing Care 36 12 3 3 15 0 69 Skilled Under 22 0 0
Skilled Under 22 0 0 0 0 0 0 0 Intermediate DD 0 0
ICF/DD 0 0 0 0 0 0 Shelter 144 0
Sheltered Care 0 0 53 0 53
TOTALS 36 12 3 3 68 0 122
RESIDENTS BY RACIAL/JETHNICITY GROUPING STAFFING
RACE Nursing Sund22 ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 1 ] CATEGORY EQUIVALENT
Amer. Indian 0 0 0 0 0 Administrators 2.00
Black 4 0 0 0 4 Physictans 0.00
Hawatian/Pac. isl. 0 0 0 0 0 Director of Nursing 1.00
White 65 0 0 52 117 Registered Nurses 9.54
Race Unknown 0 0 0 0 0 LPN's 13.78
Total 89 0 0 53 122 Certified Aides 4178
Other Health Staff 0.00
ETHNICITY Nursing SkUnd22 ICF/DD Shelter Totals Non-Health Staff 58.70
Hispanic 0 0 0 L 1 Totals 126.80
Non-Hispani¢ 69 0 o 52 121
Ethnicity Unknown 0 0 0 0 0
Total 69 0 0 53 122
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense™  Total Net Revenue
36.0% 5.9% 0.0% 5.5% 52.6% 100.0% 0.3%
3,213,321 522,027 0 494 247 4,684,406 8,814,001 25,072

*Charity Expense does not include expenses which may be considered a community benefit,

Source:Long-Term Care Facllity Questionnaire for 2009, Htlinois Department of Public Health, Health Systems Development
ATTACHMENT 19C 10/872010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA GENEVA CARE CENTER

GENEVA

PROVENA GENEVA CARE CENTER

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

1101 EAST STATE STREET Aggressive/Anti-Social 0 DIAGNOSIS
GENEVA, IL. 60134 Chronic Alcoholism 1 Neoplasms 0
Reference Numbers  FacilityID 6003503 Developmentally Disabled 1 Endocrine/Metabolic 1
Health Service Area 008  Planning Service Area 089 Drug Addiction 1 Blood Disorders o
Administrator Medicaid Reciplent 0 *Nervous System Non Alzheimer 5
Dawn Renee Furman Medicare Reciplent 0 Alzheimer Disease 24
Mental lliness 0 Mental lliness 11
Contact Person and Telephone Non-Ambulatory 0 Developmentat Disabifity 1
E:O‘i‘g-;si:"m” Non-Mobile 0 Circulatory System 10
Date Public Aid Recigient 0 Respiratory System 10
Registered Agent Information Completed Under 65 Years Old 0 Digestive Systern 3
5/12/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 1
Ventilator Dependent 1 Skin Disorders 0
Infectious Disease w/ Isolation 0 Muscuto-skeletal Disorders 2
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Poisonings 1
NON-PROF CORPORATION No Restrictions ] Other Medical Conditions 12
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'I’ ?;r;—:\/ll-esdlcai Conditions 81
LIFE CARE FACILITY No Total Residents Diagnosed as Mentally lll 15
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/1/2008 s
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2008 190
Nursing Care 107 106 106 106 81 26 83 59 Total Discharges 2009 198
Skilled Under 22 0] 0 0 0 0 0 0 Residents on 12/31/2009 81
Intermediate DD 0 0 0 0 0 0 0
Sheltered Care 0 0 0 0 0 0 ldentified Offenders 0
TOTAL BEDS 107 106 106 106 81 26 63 69
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charity Licensed Peak Beds
Medicare Medicald Other Public  Insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat days Occ.Pct. Pat.days Occ.Pct. Pat. days Pat. days Pat. days Pat. days Pat. days Occ. Pet.  Occ. Pet.
Nursing Care 6481  28.2% 19671 78.1% 0 3N 5973 0 32436 83.1% 83.8%
Skilled Under 22 0 00% 0 0 0 0 0 0.0% 0.0%
Intermediate DD 0 00% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 1] 0 0 0 0.0% 0.0%
TOTALS 6481 28.2% 19671 78.1% 0 311 5073 0 32426 83.1% 83.8%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE -DECEMBER 31, 2009
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male  Female Male  Fermale Male Female Male Female Male Female TOTAL
Under 18 0 0 0 0 0 0 0 0 0 0 0
1810 44 0 0 0 0 0 0 0 0 0 0 0
45 to 59 1 0 0 0 0 0 0 0 1 0 1
60 to 64 1 0 0 0 0 0 0 0 1 0 1
65t0 74 4 4 0 0 0 0 0 0 4 4 8
7510 84 6 19 0 0 0 0 0 0 6 19 25
85+ 6 40 0 0 0 0 0 0 6 40 46
TOTALS i8 63 0 0 0 0 0 0 18 63 81
Source:Long-Term Care Facility Questionnaire for 2008, lilinois Department of Public Health, Health Systems Development
ATTACHMENT 19C 10/8/2010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA GENEVA CARE CENTER GENEVA

PROVENA GENEVA CARE CENTER

1101 EAST STATE STREET

GENEVA, IL. 60134

Reference Numbers  Facility ID 6003503

Health Service Area 008  Planning Service Area 089

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE AVERAGE DAILY PAYMENT RATES
LEVEL Other Private ~ Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 274 224
Nursing Care 15 47 0 1 18 0 81 Skilled Under 22 0 o
Skilled Under 22 0 0 0 0 0 0 0 Intermediate OO 0 0
ICFIOD 0 0 0 0 0 0 Shelter 0 0
Sheltered Care ] 0 0 0 0
TOTALS i5 47 0 1 18 0 81
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing SklUnd22  ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 0 CATEGORY EQUIVALENT
Amer. Indian 0 0 0 0 0 Administrators 1.00
Black 0 0 0 0 0 Physicians 0.50
Hawalian/Pac, Isl. 0 0 0 0 0 Director of Nursing 1.00
White 81 0 0 0 81 Registered Nurses 7.50
Race Unknown 0 0 0 0 0 LPN's 12.00
Total 81 0 0 0 81 Certified Aides 41.00
Other Health Staff 7.00
ETHNICITY Mursing SkUndzz  ICF/DD Shelter Totals Non-Health Staff 24.00
Hispanic 0 0 0 0 0 Totals 94.00
Non-Hispanic 81 0 0 0 81
Ethnicity Unknown 0 0 0 0 0
Total 81 0 0 0 81
NET REVENUE BY PAYOR SOURGCE (Fiscal Year Data) Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense* Total Net Revenue
327% 38.5% 0.0% 1.5% 27.2% 100.0% 0.0%
2,055,000 2,417,269 0 95,656 1,709,374 6,277,299 0

*Charity Expense does not include expenses which may be considered a community benefit.

Source:Long-Term Care Facllity Questionnaire for 2009, lincis Department of Public Health, Health Systems Developmen
. RTECHMENT 19C  jom20m0
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA HERITAGE VILLAGE

KANKAKEE

FPROVENA HERITAGE VILLAGE ADMISSION RESTRICTIONS RESIDENTS BY PRIMARY DIAGNOSIS
901 NORTH ENTRANCE Aggressive/Anti-Socia 1 DIAGNOSIS
KANKAKEE, IL. 60801 Chronic Alcohalism 1 Neaplasms 0
Reference Numbers  Facility [D 6004246 Developmentatly Disabled 0 Endocrine/Metabolic 0
Health Service Area 008  Planning Service Area 091 Drug Addiction 1 Blood Disorders 0
Administrator Medicaid Recipient 1 *Nervous System Non Alzheimer 0
Carol Mcintyre Medicare Recipient 0 Alzheimer Disease 19
Mental lliness 1 Mental lliness 0
Contact Person and Telephone Nan-Ambutatory 0 Developmental Disability .
R D cINTYRE Non-Mobile 0 Circulatory System 3
Date Public Aid Recipient 0 Respiratory System 10
Registered Agent Information Completed Under 65 Years Old 0 Digestive System 5
4/9/2010 Unable to Self-Medicate 0 Genitourinary System Disorders ]
Ventilator Dependent 1 Skin Disorders 1]
Infectious Disease w/ Isolation 0 Musculo-skeletal Disorders 0
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Poisonings ]
NON-PROF CORPORATION No Restrictions 0 Cther Medica! Conditions 8
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by '{’ :-lgl:ll-‘l::;ﬂcal Conditions 72
LIFE CARE FACILITY No . }
Total Residents Diagnosed as Mentally il 0
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/4/2009 72
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 295
Nursing Care 51 51 51 51 42 9 51 0 Total Discharges 2009 223
Skilled Under 22 1] 0 0 0 0 0 0 Residents on 1273172009 74
Intermediate DD 0 ] 0 0 a 0 ]
Sheltered Care 79 36 36 36 32 47 Identified Offenders 0
TOTAL BEDS 130 87 87 87 74 56 H 0
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private  Private Charity Licensed Peak Beds
Medicare Medicaid Other Public insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat days Occ. Pct. Pat.days Occ. Pct. Pat days Pat. days Pat. days Pat. days Pat. days Occ. Pct.  Oce, Pet,
Nursing Care 8657  46.5% o 00% 0 547 8197 0 18401 98.9%  98.9%
Skilled Under 22 0 00% 0 0 0 0 0 0.0% 0.0%
Intermediate DD 0 0.0% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 0 5840 365 6205 21.5% 47.2%
TOTALS 8657 46.5% 0 0.0% 0 547 15037 365 24606 51.9% 77.5%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE - DECEMBER 31, 2009
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male Female Male Female Male Female Male  Female Male  Female TOTAL
Under 18 0 0 0 0 0 0 0 0 0 0 0
18 to 44 0 0 0 0 0 ] 0 0 0 0 0
4510 59 1 0 0 0 0 0 0 0 1 ] i
60 to 64 4] 0 0 0 0 ] 0 0 0 ] 0
65to 74 0 4 0 0 0 0 0 0 0 4 4
75 to 84 5 10 0 0 0 0 0 4 5 14 19
85+ 3 19 0 0 0 0 4 24 7 43 50
TOTALS 9 33 0 0 0 0 4 28 13 61 74
Source:Long-Term Care Fagility Questionnaire for 2008, lllincis Department of Public Heaith, Health Systems Development
ATTACHMENT 19C  1oe010
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ILLINOIS LONG-TERM GARE PROFILE-CALENDAR YEAR 2003 PROVENA HERITAGE VILLAGE KANKAKEE

PROVENA HERITAGE VILLAGE

901 NORTH ENTRANCE

KANKAKEE, IL. 60801

Reference Numbers  Facility ID 6004246

Health Service Area 009  Planning Service Area 091

RESIDENTS BY PAYMENT SOURGE AND LEVEL OF CARE AVERAGE DAILY PAYMENT RATES
LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 206 177
Nursing Care 24 0 0 10 8 0 42 Skilled Under 22 0 0
Skilted Under 22 0 0 0 0 0 0 0 Intermediate DD 0 0
ICFIDD 0 0 0 0 0 0 Shelter 113 102
Sheltered Care 0 0 EX| i 32
TOTALS 24 0 0 10 k] 1 74
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing Skilund22  ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 0 CATEGORY EQUIVALENT
Amer. Indian 0 0 0 0 0 Adminisirators 1.00
Black _ 1 1] 0 0 1 Physicians 0.00
Hawaiian/Pac. Isl. 0 0 0 0 0 Director of Nursing 1.00
White 41 0 0 32 73 Registered Nurses 7.00
Race Unknown 0 0 0 0 0 LPN's 11.00
Total 42 0 0 32 74 Certified Aides 41.00
Other Health Staft 4,00
ETHNICITY Nursing SKUnd22  ICF/DD Shelter Totals Non-Health Staff 48.00
Hispanic 0 0 0 0 0 Totals 113.00
Non-Hispani¢ 42 0 0 32 74
Ethnicity Unknown 0 0 0 0 0
Total 42 0 0 32 ‘ 74
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense*  Total Net Revenue
47.3% 0.0% 0.0% 3.7% 49.0% 100.0% 0.2%
2,600,153 0 0 200,575 2,691,589 5,492,317 9,000

“Charity Expense does not include expenses which may be considered a community benefit.

Source:Long-Term Care Facility Questionnaire for 2009, lllincis Department of Public Health, Health Systems Develop[‘ment
ATTACHMENT 19C 10/812010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA MCAULEY MANOR

AURORA

PROVENA MCAULEY MANOR ADMISSION RESTRICTIONS RESIDENTS BY PRIMARY DIAGNOSIS
400 W. SULLIVAN ROAD Aggressive/Anti-Social 0 DIAGNOS!S
AUROCRA, 1. 60506 Chronic Alcoholism 0 Neoplasms 3
Reference Numbers  Facility ID 6005912 Developmentally Disabled 0 Endocrine/Matabolic 0
Health Service Arez 008  Planning Service Area 089 Drug Addiction 0 Blood Disorders 0
Administrator Medicaid Reciplent 0 *Nervous Systern Non Alzheimer 5
Jennifer Roach Medicare Recipient 0 Alzheimer Disease 3
Mental lliness 1 Mental Hiness 1
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 0
Bill Erue Non-Mobile 0 Circulatory System 17
630-859-3700 Date Public Aid Recipient 0 Respiratory System 3
Registered Agent Information Completed Under 65 Years Old 0 Digestive System 6
Megan Kieffer 5/712010 Unable to Self-Medicate 0 Genitourinary System Disorders 0
18065 Hickory Creek Drive Suite 300 Ventllator Dependent 1 Skin Disorders 1
Mokena, 1L 60448 Infectious Disease w/ Isolation 0 Musculo-skeletal Disorders 15
FACILITY OWNERSHIP Other Restrictions 0 Injuries anfl Poisonings 4
NON-PROF CORPORATION No Restrictions 0 Other Meldlcal Con.d.iﬁons 5
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'I' :;:::tesdlcal Conditions Gg
LIFE CARE FACILITY No Total Residents Diagnosed as Mentatiy Ii 1
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
LICENSED BEDS BEDS BEDS BE‘DS AVAILABLE MEDICARE MEDICAID Residents on 1/1/2009 62
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 517
Nursing Care 87 87 74 87 63 24 87 9 Total Discharges 2009 516
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 63
Intermediate DD 0 0 0 0 0 0 0
Sheltered Care 0 0 0 0 0 0 Identified Offenders 0
TOTAL BEDS 87 87 74 87 63 24 87 9
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private  Private Charity Licensed Peak Beds
Medicare Medicaid Other Public Insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat. days Occ. Pct. Pat.days Occ. Pct. Pat days Pat. days Pat. days Pat. days Pat. days Occ.Pct.  Occ. Pet.
Nursing Care 1051  334% 1312 39.9% 0 695 10073 192 22863 720%  72.0%
Skilled Under 22 0 0.0% 0 0 0 0 0 0.0% 0.0%
Intermediate DD 0 0.0% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 0 0 0 0 0.0% 0.0%
TOTALS 10591 3.4% 1312 39.9% 0 6595 10073 192 22863 72.0% 72.0%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE - DECEMBER 31, 2009
NURSING CARE SKL UNDER 22 INTERMED. GD SHELTERED TOTAL GRAND
AGE GROUPS Male Female Male Female Male Female Male Female Male Female TOTAL
Under 18 o 0 0 0 0 0 0 0 0 0 0
1810 44 1 0 0 0 0 0 0 0 1 0 1
4510 59 0 1 0 0 0 0 0 0 0 3 1
60 to 64 2 0 0 0 0 0 0 0 2 0 2
B5to 74 5 1 0 0 0 0 0 0 5 1 6
7510 84 5 10 0 0 0 0 0 0 5 10 15
85+ 6 32 0 0 0 0 1] 0 6 32 38
TOTALS 19 44 0 0 0 0 0 0 19 44 63
Source:Long-Term Care Facility Questionnaire for 2009, lllincis Department of Public Health, Health Systems De[\&ejf‘%‘rxné HMENT 19C (0812010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2008 PROVENA MCAULEY MANCR AURORA

PROVENA MCAULEY MANOR

400 W, SULLIVAN ROAD

AURORA, IL. 60506

Reference Numbers  Facdility ID 6005912

Health Service Area 008  Planning Service Area 089

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE AVERAGE DAILY PAYMENT RATES
LEVEL Cther Private  Charity LEVEL OF CARE SINGLE DQUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 238 207
Nursing Care 24 4 0 4 3 0 63 Skilled Under 22 0
Skilled Under 22 0 0 0 0 0 0 0 Intermediate DD 0 0
|ICF/DD 0 0 0 0 0 0 Shelter 0 0
Sheltered Care 0 0 0 0 0
TOTALS 24 4 0 4 31 0 63
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing SklUnd2z  ICF/OD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 o 0 0 0 CATEGORY EQUIVALENT
Amer. Indian 0 0 0 0 0 Adminisirators 1.00
Black 1 0 0 0 1 Physicians 0.00
Hawaiian/Pac. Isl. 0 0 0 0 0 Director of Nursing 1.00
White 60 0 0 ¢ 60 Registered Nurses 7.00
Race Unknown 2 0 0 0 2 LPN's 3.00
Other Health Staff 6.00
ETHNICITY Nursing Skund22  ICF/DD Shelter Totals Non-Heatth Staff 32.00
Hispanic 2 ] 0 0 2 Totals 72.00
Non-Hispanic 61 0 0 0 61
Ethnicity Unknown 0 ¢ 0 0 0
Total 63 0 0 0 62
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity Charity Care
Care Expense as % of
Medicare Medicaid Cther Public  Private Insurance Private Pay TOTALS Expense*  Total Net Revenue
48.8% 2.4% 0.0% 3.0% 458% 100.0% 0.1%
3,259,177 161,944 0 201,199 3,056,364 6,678,684 7,530

*Charity Expense does not include expenses which may be considered a community benefit,

Source:Long-Term Care Facility Questionnaire for 2009, Hllinois Department of Public Heatth, Health Systems Development
ATTACHMENT 19C 10/8/2010
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ILLENOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA OUR LADY OF VICTORY

BOURBONNAIS

PROVENA OUR LADY OF VICTORY

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

20 BRIARCLIFF LANE Aggressive/Anti-Social i DIAGNOSIS
BOURBONNAIS, iL. 860914 Chronic Alcoholism 0 Neoplasms 2
Reference Numbers  Fadility ID 6007009 Developmentally Disabled 0 Endocrine/Metabolic 5
Heatth Service Area 009  Planning Service Area 091 Drug Addiction g Blood Disorders 2
Administrator Medicaid Recipient 0 *Nervous System Non Alzheimer 5
Robin Gifford Medicare Reclplent 0 Alzheimer Disease 1
Mental lilness 0 Mental liiness 1
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 0
‘ ;igB:;f;:gRD Non-Mobile 0 Circulatory System 25
Date Public Ald Recipient 0 Respiratory System 17
Registered Agent Information Completed Under 65 Years Old 0 Digestive System 2
5/6/2010 Unable to Self-Medicate 0 Genitourinary System Disorders B
Ventilator Dependent 1 Skin Disorders 2
' Infectious Disease wf Isolation 0 Musculo-skeletal Disorders 9
‘ FACILITY OWNERSHIP Other Restrictions 0 Injuries and Polsonings 5
| NON-PROF CORPORATION No Restrictions Q Other Medical Conditions 10
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'l’ _T;:_ﬂ‘;dlcal Conditions 92
LIFE CARE FACILITY No Total Residents Diagnosed as Mentally 11} 1
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/1/2009 g5
| LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 208
’ Nursing Care 107 107 107 107 94 13 55 g0 Total Discharges 2009 206
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 94
Intermediate DD 0 0 0 0 0 0 0
Sheltered Care 0 0 0 0 0 0 Identified Offenders 0
TOTAL BEDS 107 107 107 107 94 13 55 90
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charlty Licensed Peak Beds
Medicare Medicaid Cther Public  Insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat. days Occ. Pct. Pat. days Occ. Pct. Pat. days Pat. days Pat days Pat days Pat. days Occ. Pct.  Oce. Pct.
Nursing Care 7908 394% 23104 70.3% 0 480 2785 0 34275 87.8%  87.8%
Skilled Under 22 0 00% 0 0 0 0 0 0.0% 0.0%
Intermediate DD 0 0.0% 0 0 0 0 0 0.0% 0.0%
Sheltered Cara 0 0 0 0 0 0.0% 0.0%
TOTALS 7906 39.4% 23104 70.3% 0 480 2785 0 34275 B7.8% 87.8%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE - DECEMBER 31, 2009
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male Femate Male  Female Maie  Female Male  Female Male Female TOTAL
Under 18 0 0 1] 0 0 0 0 0 0 0 0
1810 44 0 1 0 0 0 0 0 0 0 1 1
45t0 59 0 0 0 0 0 0 0 0 0 0 0
60 to 64 2 2 0 0 0 0 0 0 2 2 4
65t0 74 4 10 0 0 0 0 0 0 4 10 14
75t0 84 10 20 0 0 0 0 0 0 10 20 30
85+ 4 41 0 0 0 0 0 0 4 41 45
TOTALS 20 74 0 0 0 0 0 0 20 74 94
Source:Long-Term Care Facllity Questionnaire for 2009, lilinois Department of Public Health, Health Systems Devalopment
ATTACHMENT 19C 10/8/2010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA OUR LADY OF VICTORY BOURBONNAIS

PROVENA OUR LADY OF VICTORY

20 BRIARCLIFF LANE

BOURBONNAIS, IL. 60914

Reference Numbers  Facility ID 6007009

Health Service Area 009  Planning Service Area 091

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE AVERAGE DAILY PAYMENT RATES
LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 177 173
Nursing Care 21 64 0 0 9 0 94 Skilled Under 22 0 0
Skilled Under 22 0 0 0 0 0 0 0 Intermediate DD 0 0
ICF/DD o 0 0 Q 0 0 Shelter 0 0
Sheitered Care 0 0 0 0 0
TOTALS 21 64 0 0 9 0 94
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing SkiUnd22  ICF/OD Shelter Totals " EMPLOYMENT FULL-TIME
Aslan 0 0 0 0 0 CATEGORY EQUIVALENT
Amer. Indian 0 0 0 0 0 Administrators 1.00
Black 8 0 0 0 8 Physicians 0.00
Hawaiian/Pac. sl. 0 0 0 0 0 Director of Nursing 1.00
White 86 0 0 0 86 Registered Nurses 10.00
Race Unknown 0 0 0 0 0 LPN's 16.00
Total 94 0 0 0 94 Certified Aides 27.00
Othar Health Staff 0.00
ETHNICITY Nursing SkiUnd22 ICF/DD Shelter Totals Non-Health Staff 37.00
Hispanic Q 0 0 0 0 Totals 92.00
Non-Hispanic 94 0 0 0 94
Ethnicity Unknown 0 0 0 0 0
Total a4 0 0 0 94
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense*  Total Net Revenue
38.1% 46.8% 0.0% 2.6% 12.5% 100.0% 0.0%
2,380,646 2,918,597 0 162,985 777678 6,240,916 0
“Charity Expense does not include expenses which may be considered a community benefit.
Source:Long-Term Care Facility Questionnaire for 2008, lllinols Department of Public Health, Health Systems Development
ATTACHMENT 19C 107812010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA PINE VIEW CARE CENTER

ST. CHARLES

PROVENA PINE VIEW CARE CENTER

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

611 ALLEN LANE Aggressive/Anti-Social 0 DIAGNOSIS
ST. CHARLES, IL. 60174 Chronic Aleoholism 0 Neoplasms 4
Reference Numbers  Facllity ID 6007439 Developmentally Disabled 0 Endocrine/Metabalic 0
Health Service Area 008  Planning Service Area 089 Drug Addiction 1 Blood Disorders o
Administrator Medicaid Recipient 0 *Nervous System Non Alzhelmer 5
MELISSA ADAMS Medicare Recipient 0 Alzheimer Disease 1
Mentai lliness 1 Mental lilness 3
Contact Person and Telephone Non-Ambulatory 0 Devetopmentat Disability 0
:;:::;;ITZR;?ND Non-Mobile 0 Circulatory System 12
Date Public Aid Recipient 0 Respiratory System 1
Registered Agent Information Completed Under 65 Years Old 0 Digesfive System a
5/7/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 5
Ventilator Dependent 1 Skin Disorders 4
Infectious Disease wf Isolation 0 Musculo-skeletal Disorders 11
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Poisenings 4
NON-PROF CORPORATION No Restrictions 0 Cther Me'dical COnld.iﬁOHS 36
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'l ?;r;—;\.\fll-esdlcal Conditions 10:
LIFE CARE FACILITY Ne Total Residents Diagnosed as Mentally lll 24
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
LICENSED BEDS BEDS BEDS BEDS AVAILABLE WMEDICARE MEDICAID Residents on 1/1/2009 8e
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 270
Nursing Care 120 110 110 110 103 17 120 60 Total Discharges 2009 255
Skilled Under 22 0 0 0 Q 0 0 0 Residents on 12/31/2009 103
Intermediate DD 0 0 0 0 0 0 0
Shehered Care 0 0 0 0 0 0 Identified Offenders 0
TOTAL BEDS 120 110 110 110 103 17 120 60
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charity Licensed Peak Beds
Medicare Medicaid Other Public Insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pal. days Occ.Pct.  Pat days Occ. Pct. Pat. days Pat. days Pat. days Pat. days Pat days Occ. Pct.  Occ. Pet.
Nursing Gare 8gg5s  20.3% 17874 816% 0 607 7533 0 34909 797%  86.9%
Skilled Under 22 0 00% 0 0 0 0 0 0.0% 0.0%
Intermediate DD 0 00% 0 0 0 0 0 0.0% 0.0%
Sheftered Care 0 0 0 0 0 0.0% 0.0%
TOTALS 8895  20.3% 17874  81.6% 0 807 7533 0 34909 79.7%  869%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE - DECEMBER 31, 2009
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male Female Male Female Male  Female Male Female Male Female TOTAL
Under 18 0 0 0 0 0 0 0 0 0 0 0
18 to 44 0 0 0 0 0 0 0 0 0 0
45t0 59 1 1 0 0 0 0 0 0 1 1 2
60 to 64 3 2 0 0 0 0 0 0 3 2 5
6510 74 2 5 0 0 0 0 0 0 2 5 7
75 to 84 8 13 0 0 0 0 0 0 8 13 21
a5+ 12 56 0 0 0 0 0 0 12 SB 68
TOTALS 26 77 0 0 0 ] 0 0 26 77 103
Source:Long-Term Care Facility Questionnaire for 2009, illinois Department of Public Heaith, Health Systems Devejopmen
ATTACHMENT 19C  1ommo10
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA PINE VIEW CARE CENTER

ST. CHARLES

PROVENA PINE VIEW CARE CENTER

611 ALLEN LANE

ST.CHARLES, L. 60174

Reference Numbers  Fadility {0 6007429

Heaith Service Area 008  Planning Setvice Area 089

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE

AVERAGE DAILY PAYMENT RATES

LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 327 227
Nursing Care 25 50 0 1 27 0 103 Skilled Under 22 0 0
Skitled Under 22 0 0 0 0 0 0 0 Intermediate DD 0 0
ICF/DD . 0 ] 0 0 0 0 Shelter 0 0
Sheltered Care 0 0 0 0 0
TOTALS 25 50 0 1 27 0 103
RESIDENTS BY RACIALETHNICITY GROUPING STAFFING
RACE Mursing Skund22  ICFOD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 0 CATEGCRY EQUIVALENT
Amer. Indian 0 ] 0 0 0 Administrators 1.00
Black a 0 0 0 0 Physicians 0.00
Hawailan/Pac. Isl. 0 0 0 0 0 Director of Nursing 1.00
White 103 a 0 0 103 Registered Nurses 20.00
Race Unknown Q 0 0 0 0 LPN's 5.00
Total 103 0 1] 0 103 Certified Aldes 38.00
Cther Health Staff 0.00
ETHNICITY Nursing SklUnd22 ICF/DD Shelter Totals Non-Heatth Staff 41.00
Hispanic Q 0 0 0 0 Totals 106.00
Non-Hispanic 103 0 1] 0 103
Ethnicity Unknown 0 0 0 Q 0
Total 103 0 0 0 103
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Cherity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense*  Total Net Revenue
38.1% 30.5% 0.0% 2.6% 28.8% 100.0% 0.0%
2,855,512 2,289,829 0 193,073 2,163,888 7,502,302 0
*Charity Expense does not include expenses which may be considered a community benefit.
Source:Long-Term Care Facility Questionnaire for 2009, Hiinois Department of Public Health, Health Systems Development
ATTACHMENT 19C 10/8/2010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2008 PROVENA ST. ANN CENTER

ROCKFORD

PROVENA ST. ANN CENTER

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

4405 HIGHCREST ROAD Aggressive/Anti-Social 1 DIAGNOSIS
ROCKFORD, IL. 611¢7 Chronic Aleohclism 1 Neoplasms 4
Reference Numbers  Fadlity ID 6008817 Developmentally Disabled 1 Endocrine/Metabolic 4
Health Service Area 001 Planning Service Area 201 Drug Addiction 1 Blood Disorders 0
Administrator Medicaid Recipient 0 *Nervous System Non Alzhelmer 7
Janelle Chadwick Medicare Recipient 0 Alzheimer Disease 0
Mental lliness 1 Mental lliness 4]
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 0
JANELLE CHADWICK Non-Mobile 0 Circulatory System 33
815-229-1999 Date Public Aid Recipient 0 Respiratory System 8
Registered Agent Information Completed Under 65 Years Old 0 Digestive System 5
Meghan Kieffer 4128/2010 Unable to Sel-Medicate 0 Genitourinary Systemn Disorders 13
19608 Hickory Creek Drive Suite 300 Ventilator Dependent 1 Skin Disorders 4
Mokena, IL 60448 Infectious Disease w/ Isolation 0 Musculo-skeletal Disorders 26
FACILITY OWNERSHIP Other Restrictions 0 Injurtes and Poisonings 34
NON-PROF CORPORATION No Resfrictions 0 Other Medical Conditions 5
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by ‘I’ :g:ﬂ?cal Conditions 142
LIFE CARE FACILITY No Total Residents Diagnosed as Mentally Il} 0
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/1/2009 153
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 724
Nursing Care 179 179 163 179 143 36 119 60 Total Discharges 2009 734
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 143
Intermediate DD 0 0 0 0 0 0 0
Sheltered Care 0 0 0 0 0 0 Identified Offenders 0
TOTAL BEDS 179 179 163 179 143 36 118 60
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private  Charity Licensed Peak Beds
Medicare Medicaid Other Public Insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat. days Ocec.Pct. Pat days Occ. Pct. Pat. days Pat. days Pat.days Pat days Pat, days Occ. Pet,  QOcc. Pct.
Nursing Care 15823  364% 19188 87.6% 0 3254 16973 0 55238 84.5%  84.5%
Skilled Under 22 0 00% 0 0 0 0 0 0.0% 0.0%
Intermediate DD 0 00% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 0 0 0 0 0.0% 0.0%
TOTALS 15823  36.4% 19188 87.6% 0 3254 16973 0 55238 84.5% 84.5%
RESIDENTS BY AGE GROUP, SEX AND LEVEL COF CARE - DECEMBER 31, 2009
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male Female Mate  Female Male Female Male  Female Male Female TOTAL
Under 18 0 1) 0 0 0 0 0 0 0 0
18 t0 44 0 0 0 0 0 ] 0 0 0 0 0
45to 59 1 1 0 0 0 0 0 0 1 1 2
60 to 64 0 2 0 0 0 0 0 ¢ 1] 2 2
65to 74 5 8 0 0 0 0 0 ¢ 5 8 13
75 to 84 8 27 0 0 0 0 0 0 8 27 35
85+ 23 &8 0 0 0 0 0 0 23 &8 91
TOTALS 37 106 0 0 0 0 1) 0 37 106 143
Source:Long-Term Care Facility Questionnaire for 2009, lllinois Department of Pubfic Health, Health Systems Development
10/8/2010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA ST. ANN CENTER

ROCKFORD

PROVENA ST. ANN CENTER

4405 HIGHCREST ROAD

ROCKFOQORD, IL. 61107

Reference Numbers  Facility ID 6008817

Heaslth Service Area 001  Planning Service Area 201

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE

AVERAGE DAILY PAYMENT RATES

LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 231 195
Nursing Care 44 52 ] 8 39 0 143 Skilled Under 22 0 0
Skifled Under 22 0 0 0 0 0 0 0 Intermediate DD 0 0
ICFDD 0 0 0 0 0 0 Shelter 0 0
Sheltered Care 0 0 0 0 0
TOTALS 44 52 0 8 39 0 143
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing $xdUnd22  ICFDD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 0 CATEGORY EQUIVALENT
Amer. Indian 0 0 0 0 0 Administrators 1.00
Black 7 0 0 0 7 Physiclans 0.00
Hawaiian/Pag, Isl. 0 0 0 0 0 Director of Nursing 1.00
White 1386 0 o 0 136 Registered Nurses 21.00
Race Unknown 0 0 0 0 0 LPN's 35.00
Total 143 0 0 0 143 Certified Aides 100.00
Other Health Staff 5.00
ETHNICITY Nursing SkdUnd22 ICF/DD Shelter Totals Non-Health Staff 54.00
Hispanic 1 o o 0 1 Totals 217.00
Non-Hispanic 142 0 ] 0 142
Ethnicity Unknown 0 0 0 0 0
Total 143 0 0 0 143
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense*  Total Net Revenue
39.0% 18.5% 0.0% 8.5% 34.0% 100.0% 0.0%
4,961,570 2,358,343 0 1,081,399 4,329,706 12,731,018 0

*Charity Expense does notinclude expenses which may be considered a community benefit.

Source:Long-Term Care Facility Questionnaire for 2009, illinois Department of Public Health, Health Systems Deve,llqﬁ_‘ment

ACHMENT 19C 10/8/2010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA ST. JOSEPH CENTER

FREEPORT

PROVENA ST. JOSEPH CENTER

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

659 EAST JEFFERSON STREET Aggressive/Anti-Social 0 DIAGNOSIS
FREEPORT, IL. 61032 Chronic Alcohgclism 0 Neoptasms 2
Reference Numbers  Fadility ID 6008973 Developmentally Disabled o Endocrine/Metabolic 5
Health Service Area 001 Planning Service Area 177 Drug Addiction 0 Blood Disorders 1
Administrator Medicaid Recipient 0 *Nervous System Non Alzheimer 11
Michelle Lindeman Medicare Recipient 0 Alzheimer Disease 3
Mental lliness 1 Mental liness 6
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 2
Michelfe Lindeman Non-Mabile 0 Circulatory System 41
815-232-6131 Date Public Aid Recipient 0 Respiratory System 5
Registered Agent Information Completed Under 65 Years Oid 0 Digestive System 7
5/4/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 3
Ventilator Dependent 1 Skin Disorders 0
Infectious Disease w/ Isolation 0 Musculo-skeletal Disorders 9
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Poisonings 2
NON-PROF CORPORATION No Restrictions 0 Other Medical Conditions 5
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by ‘I’ -l:.l;r::.—:l'-esdical Conditions 102
LIFE CARE FACILITY Ne Total Residents Diagnosed as Mentally lil 9
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDRICAID Residents on 1/1/2009 103
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 193
Nursing Care 120 111 111 108 102 18 120 94 Total Discharges 2009 jo4
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 102
Intermediate DD 0 0 0 0 0 0
Sheltered Care 0 0 0 4] 0 0 Identified Offenders 0
TOTAL BEDS 120 111 11 108 102 18 120 94
FACILITY UTIL!ZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charity Licensed Peak Beds
Medicare Medicaid Other Public  Insurance Pay Care TOTAL Beds SetUp
LEVEL OF CARE Pat days Occ.Pct. Pat.days Occ. Pcl. Pat. days Pat. days Pat. days Pat. days Pat. days Oc¢e. Pot. Oce. Pet.
Nursing Care 4263  97% 23066  67.2% 0 1291 10535 0 391565 89.4% 96.6%
Skilled Under 22 0 00% 0 0 0 0 0 0.0% 0.0%
Intermediate DD 0 0.0% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 0 0 0 0 0.0% 0.0%
TOTALS 4263 9.7% 23066 67.2% 0 1291 10535 0 39158 89.4% 96.6%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE -DECEMBER 31, 2009
NURSING CARE SKL UNDER 22 INTERMED. DO SHELTERED TOTAL GRAND
AGE GROUPS Male  Female Male Female Male Female Mate Female Male Female TOTAL
Under 18 0 0 0 0 0 0 0 0 0 0 0
18 to 44 0 0 0 0 0 0 0 0 0 0 0
45 {0 59 0 0 0 0 0 0 0 0 0 0 0
60 to 64 0 0 0 0 0 0 0 0 0 0 0
65to 74 1 8 0 0 0 1] 0 0 1 8 9
75 to 84 9 23 0 0 0 0 0 0 9 23 32
85+ 9 52 0 0 0 1] 0 0 9 52 61
TOTALS 19 83 0 0 0 0 0 0 19 83 102
Source:Long-Term Care Facility Questionnaire for 2009, llinols Department of Public Health, Health Systems DEXWX&IMNT 19C 82010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA ST, JOSEPH CENTER FREEPORT

PROVENA ST. JOSEPH CENTER

659 EAST JEFFERSON STREET

FREEPCRT, IL. 61032

Reference Numbers  Fadility ID 6008973

Health Service Area 001  Planning Service Area 177

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE AVERAGE DAILY PAYMENT RATES
LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 195 163
Nursing Care 12 59 0 2 29 0 102 Skifled Under 22 0 0
Skilled Under 22 0 0 0 0 0 0 0 Intermediate DD 0 0
ICFIDD o 0 0 0 0 0 Shelter 0 0
Sheltered Care 0 0 0 0 1]
TOTALS 12 59 0 2 29 0 102
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing SkiUnd22 ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 0 CATEGORY EQUIVALENT
Amer. Indian 0 0 0 0 0 Administrators 1.00
Black 3 0 0 0 3 Physicians 0.00
Hawaiian/Pac. Isl. 0 0 1] 0 0 Director of Nursing 1.00
White 98 0 0 0 98 Registered Nurses 8.00
Race Unknown 1 0 0 0 1 LPN's 15.00
Totat {02 0 0 0 102 Cerfified Aides 44 00
Other Health Staff 6.00
ETHNICITY Nursing SkUnd22 ICF/OD Shelter Totals Non-Health Staff 47.00
Hispanic 0 0 0 0 0 Totals 122.00
Non-Hispanic 101 0 0 0 101
Ethnicity Unknown 1 0 0 0 1
Total 102 0 0 0 102
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data} Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense®  Total Net Revenue
18.4% 40.8% 0.0% 6.3% 34.5% 100.0% 0.1%
1,196,547 2,662,594 0 411,964 2,245919 6,507,024 4 872

*Charity Expense does nat include expenses which may be considered a community benefit.

Source;Long-Term Care Facllity Questionnaire for 2009, lliincis Department of Public Health, Health Systems Developmen
ATTRCHMENT 19C 5010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA VILLA FRANCISCAN

JOLIET

PROVENA VILLA FRANCISCAN

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

210 NORTH SPRINGFIELD AVENUE Aggressive/Anti-Soclal 0 DIAGNOSIS
JOLIET, IL. 60435 Chronic Alcoholism 0 Neoplasms 0
Reference Numbers  Facility ID 8012678 Developmentally Disabled 0 Endocrine/Metabolic 2
Health Service Area 009  Planning Service Area 197 Drug Addiction 0 Blood Disorders 1
Administrator Medicaid Recipient 0 *Nervous System Non Alzheimer 2
Ann Dodge Medicare Recipient 0 Alzheimer Disease 0
Mental tiiness 0 Mental lliness 3
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 0
::45'\_'7250_2?0% Non-Mobile 0 Cireulatary System 4
Date Public Aid Reclpient 0 Respiratory System 5
Reglstered Agent information Completed Under 65 Years Old 0 Digestive System 2
4/28/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 9
Ventilator Dependent 0 Skin Disorders 2
Infectious Disease w/ Isolation 0 Musculo-skeletal Disorders 90
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Poiscnings 2
NON-PROF CORPORATION No Restrictions 1 Other Medical Conditions 36
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by '’ .T-I;l.}-‘:ﬂl-esdical Conditions 152
LIFE CARE FACILITY No .
Total Residents Diagnosed as Mentally ill 102
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/1/2009 166
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 517
Nursing Care 176 176 173 176 158 18 176 82 Total Discharges 2009 525
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 158
Intermediate DD 0 0 0 0 0 0 0
Sheltered Care 0 0 0 0 0 0 Identified Offenders 0
TOTAL BEDS 176 176 173 176 158 18 176 82
FACILITY UTILZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charity Licensed Peak Beds
Medicare Medicaid Other Public Insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat. days ©Qcc.Pct. Pat days Occ. Pct. Pat days Pat. days Pat. days Pat. days Pat. days QOce. Pet.  Oce. Pet.
Nursing Care 24804  38.8% 16739 S5.9% 0 989 16317 0 58939 91.7% 9t.7%
Skilled Under 22 0 0.0% 0 0 0 0 0 0.0% 0.0%
intermediate DD 0 00% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 0 0 0 0 0.0% 0.0%
TOTALS 24894 38.8% 16739 55.9% 0 989 16317 0 58939 91.7% 91.7%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE - DECEMBER 31, 2009
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male Female Male Female Male  Female Male Female Male  Female TOTAL
Under 18 0 0 0 0 ¢ 0 0 0 0 0 0
18 to 44 0 0 0 0 0 0 0 0 0 0 0
4510 59 3 0 0 0 0 0 0 0 3 0 3
60 to 64 2 0 0 0 0 0 0 0 2 0 2
65t 74 7 8 0 0 0 0 0 0 7 8 15
75 to 84 25 38 0 0 0 0 0 ¢ 25 38 63
85+ 9 66 0 0 0 0 0 0 9 66 75
TOTALS 46 112 0 0 0 0 0 0 46 112 158
Source:Long-Term Care Facility Questionnaire for 2009, llinois Department of Public Health, Health Systems DEKWE& HMENT 19C 62010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA VILLA FRANCISCAN JOLIET

PROVENA VILLA FRANCISCAN

240 NORTH SPRINGFIELD AVENUE

JOLIET, IL. 60435

Reference Numbers  Facility ID 6012678

Health Service Area 009  Planning Service Area 197

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE AVERAGE DAILY PAYMENT RATES
LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 280 250
Nursing Care 77 43 0 1 a7 0 158 Skilled Under 22 0 0
Skilled Under 22 0 0 0 0 0 0 0 Intermediate DD 0 0
ICF/OD 0 0 0 0 0 0 Shefter 0 0
Sheltered Care o 0 0 0 0
TOTALS 77 43 0 1 7 0 158
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Mursing Sklund22  ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 0 CATEGORY EQUIVALENT
Amer. Indian 1] 0 ] i} 0 Administrators 200
Black 9 0 0 0 9 Physicians 0.00
Hawaiian/Pac. Isl. 0 0 o 0 0 Director of Nursing 1.00
White 149 0 0 0 149 Registered Nurses 23.42
Race Unknown 0 0 0 0 0 LPN's 14.40
QOther Health Staff 14,00
ETHNICITY Nursing SklUnd22  ICF/DD Shelter Totals Non-Health Staff 137.38
Hispanic 7 0 0 Q 7 Totals 258.00
Non-Hispanic 151 0 0 0 151
Ethnicity Unknown 0 0 0 0 0
Total 158 0 0 0 158
NET REVENLUE BY PAYOR SOURCE (Fiscal Year Data) Charity Cherity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense* Total Net Revenue
51.8% 15.4% 0.0% 0.9% 31.9% 100.0% 0.0%
7.277,014 2,169,644 0 119,626 4478378 14,044 662 0

*Charity Expense does notinclude expenses which may be considered a community benefit.

Source:Long-Term Care Facility Questionnaire for 2009, Hlinols Department of Public Heatth, Health Systems Development
ATTACHMENT 19C |0/8/2010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 ST. BENEDICT NURSING & REHAB

NILES

ST. BENEDICT NURSING & REHAB

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

6930 WEST TOUHY AVENUE Aggressive/Anti-Sosial 1 DIAGNOSIS
NILES, IL. 60714 Chronic Afcoholism 1 Neoplasms 3
Reference Numbers  Fadlity ID 6008874 Developmentally Disabled 1 Endocrine/Metabolic 5
Health Service Area 007  Planning Service Area 702 Drug Addiction 1 Blood Disorders 0
Administrator Medicaid Recipient 0 *Nervous System Non Alzheimer 8
Peter Goschy Medicare Recipient 0 Alzheimer Disease 0
Mental lliness 1 Mental lliness 0
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 0
gff;"gl?f:ls Non-Mobile 0 Circulatory System 26
Date Public Aid Recipient 0 Resplratory System 28
Registered Agent Information Completed Under 65 Years Old 0 Digestive System 10
Sandra Bruce =/6/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 4
7435 West Talcott Ventilator Dependent 1 Skin Disorders 0
Chicago, IL 60631 infectious Disease w/ Isolation 0 Musculo-skeletal Disorders 0
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Poisonings 0
NON-PROF CORPORATION No Resfrictions 0 Other Me}iical Con‘d.itions 12
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'l ?;T:L':mal Conditions gg
LIFE CARE FACILITY Ne Total Residents Diagnosed as Mentally Il 0
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/1/2009 96
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 150
Nursing Care 29 99 99 99 96 3 99 89 Total Discharges 2009 150
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 96
Intermediate DD 0 0 0 0 0 0 0
Sheltered Care 0 0 0 0 0 0 Identified Offenders 0
TOTAL BEDS 99 99 a9 99 96 3 a9 99
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private  Private Charity Licensed Peak Beds
Medicare Medicaid Other Public Insurance Pay Care TOTAL Beds SetUp
LEVEL OF CARE Pat days Occ.Pct. Pst. days Occ. Pet. Pat days Pat. days Pat. days Pat. days Pat. days Oce. Pot.  Oce. Pct.
Nursing Care 7889 21.8% 3350 14.8% 0 0 21399 0 34638 95.9%  959%
Skilled Under 22 0 00% 