ORIGINAL

ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

APPLICATION FOR PERMIT RECEIVED

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION

JuL 6 20M

This Section must be completed for all projects. I )«— b§

HEALTH FACILITIES &
Facility/Project Identification SERVICES REVIEW BOARD
Facility Name: Provena Saint Joseph Medical Center
Street Address; 333 North Madison Street
City and Zip Code: Joliet, IL 60435
County: Kane Health Service Area 1X Health Planning Area: A-13

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

Exact Legal Name: Provena Hospitals

Address: 19065 Hickory Creek Drive  Mokena, IL 60448
Name of Registered Agent: Mr. Guy Wiebking

Narne of Chief Executive Officer.  Mr. Guy Wiebking

CEO Address: 19065 Hickory Creek Drive  Mokena, IL 60448
Telephone Number:; 708/478-6300

Type of Ownership of Applicant/Co-Applicant

X Non-profit Corporation O Partnership
4 For-profit Corporation O Governmental
N Limited Liability Company [l 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.

Primary Contact

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

Title: Partner

Company Narne: Holland + Knight

Address: 131 South Dearborm Street  Chicago, IL 60603

Teiephone 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: Provena Saint Joseph Medical Center

Street Address: 333 North Madison Street

City and Zip Code: Joliet IL 60435

County: Kane Health Service Area  IX Health Planning Area: A-13

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

Exact Legal Name: Provena Health

Address: 19065 Hickory Creek Drive Mokena, IL 60448
Name of Registered Agent: Mr. Guy Wiebking

Name of Chief Executive Officer:  Mr. Guy Wiebking

CEO Address: 19065 Hickory Creek Drive  Mokena, IL 60448
Tetephone Number: 708/478-6300

Type of Ownership of Applicant/Co-Applicant

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

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

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

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

Primary Contact

[Person to receive all correspondence or inquiries during the review period]
Name; 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: 312/578-6666

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 ldentification

Facility Name: Provena Saint Joseph Medical Center

Street Address: 333 North Madison Street

City and Zip Code: Joliet, IL 60435

County. Kane Health Service Area  IX Health Planning Area;. A-13

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

Exact Legal Name: Resurrection Health Care Corporation
Address: 355 N. Ridge Avenue Chicago, IL 60202
Name of Registered Agent: Ms. Sandra Bruce

Name of Chief Executive Officer:  Jeffrey Murphy

CEO Address: 355 N. Ridge Avenue Chicago, IL 60202
Telephone Number: 847/316-2352

Type of Ownership of Applicant/Co-Applicant

X Non-profit Corporation Ol Partnership
] For-profit Corporation (] Governmental
] Limited Liability Company ] Sole Proprietorship J 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.

Primary Contact

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

Titie: Partner

Company Name: Holiand + 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 aiso 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

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

| Facility/Project Identification

‘ Facility Name: Provena Saint Joseph Medical Center
Street Address: 333 North Madison Street
| City and Zip Code: Jolist, IL 60435
County. Kane Heaith Service Area  I1X Health Planning Area:  A-13

Applicant /Co-Applicant Identification
Provide for each co-applicant frefer 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
| CEQ Address. 7435 West Talcott Avenue Chicago, IL 60631
| Telephone Number: 773/792-5555

Type of Ownership of Applicant/Co-Applicant

X Non-profit Corporation O Partnership
A For-profit Corporation dJ Governmental
™ Limited Liability Company ™ Sole Proprietorship O Other

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

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

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

Primary Contact

[Person to receive all correspondence or inquiries during the review period]
Name: 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@hkiaw.com
Fax Number: 312/578-6666

Additional Contact

[Person who is also authorized to discuss the application for permit]
Name: noneg

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: Jeff Brickman

Title: Senior Vice President & CEQ

Company Name: Provena Saint Joseph Medical Center
Address: 333 North Madison Street Joliet, IL 60435
Telephone Number:  815/725-7133

E-mail Address: Jeffrey brickman@provena.org

Fax Number: B15/773-7852

Site Ownership

[Provide this information for each applicable site]

Exact Legal Name of Site Owner: Provena Health

Address of Site Owner: 19065 Hickory Creek Drive Mokena, I 60448
Street Address or Legal Description of Site: 333 North Madison Street Joliet, IL 60435

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 ownership, an optian to lease, a letter of intent to lease or a lease,

P h i
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“APPLICATION FORM?

Operating Identity/licensee
[Provide this information for each applicable facility, and insert after this page.]

Exact Legal Name: Provena Hospitals

Address: 19065 Hickory Creek Drive Mokena, IL 60448

X Non-profit Corporation 1 Partnership

J For-profit Corporation 1 Governmental

] Limited Liability Company 1 Sole Proprietorship 1 Other

o Corporations and limited liability companies must provide an llinois Certificate of Good Standing.

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

o Persons with 5 percent or greater interest in the licensee must be identified with the % of

ownership.

Organizational Relationships

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

fmancnal contrlbutton ’
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Flood Plain Requirements
[Refer to application instructions.]

Provide documentation that the project complies with the requirements of llfinois Executive Order #2005-5
pertaining to construction activities in special flood hazard areas. As part of the flood plain requirements
please provide a map of the proposed project location showing any identified floodplain areas. Floodplain
maps can be printed at www.FEMA.qov or www.illinoisfloodmaps.org. This map must be in a
readable format. In addition please provide a statement attesting that the project complies with the
requirements of lllinois Executive Order #2005-5 (http./iwww.hfsrb.illinois.qov).

APPEND DOCUMENT;ATION AS ATTACHMENT -5, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. ) )

Historic Resources Preservation Act Requirements
[Refer to application instructions.]

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

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

DESCRIPTION OF PROJECT

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

Part 1120 Applicability or Classification:
Part 1110 Classification: [Check one only.]
| Substantive [ Part 1120 Not Applicable

[ Category A Project
X Non-substantive X Category 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 itis being done. If the project site does NOT have a street address, include a legal
description of the site. Include the ralionale regarding the project's classification as substantive or non-substantive.

The proposed project is limited to a change of ownership of Provena Saint Joseph
Medical Center, a 480-bed community hospital located in Joliet, lllinois. 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 Provena Saint Joseph
Medicai Center will continue to be provided, and consistent with I[HFSRB requirements, access
to the hospital’s services will not be diminished. The licensee will continue to be Provena Saint

Joseph 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 a change of ownership.

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




Project Costs and Sources of Funds  Provena St. Joseph 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 refated 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 Soil investigation

Site Preparation

Off Site Work

New Construction Contracts

Modernization Contracts

Contingencies

Architectural/Engineering Fees

Consulting and Other Fees

$566,667

Movable or Other Equipment (not in construction
contracts)

Bond Issuance Expense (project related)

Net Interest Expense During Construction (project
related)

Fair Market Value of Hospital

$621,817,000

Other Costs To Be Capitalized

Acquisition of Building or Other Property (excluding
land)

TOTAL USES OF FUNDS

$622,383,667

SOURCE OF FUNDS CLINICAL

NONCLINICAL

TOTAL

Cash and Securities

$566,667

Pledges

Gifts and Bequests

Bond !ssues (project related)

Mortgages

Fair Market Value of Hospital

$621,817,000

Govemmental Appropriations

Granis

Other Funds and Sources

TOTAL SOURCES OF FUNDS

$622,383,667

NDTE ITEMIZATION OF,EACH: LINE ITEM MUST, BE PROVIDED AT ATTACHMENT.7, IN. NUMERIC SEQUENTIAL ORDER AFTER

THE AST PAGE OF;THE ‘APPLICATION FORM,




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

Estimated start-up costs and operating deficit costis $ __none

Project Status and Completion Schedules

Indicate the stage of the project’s architectural drawings:
X None or not applicable J 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.
[] Project obligation is contingent upon permit issuance. Provide a copy of the
contingent “certification of obligation” document, highlighting any language related to
CON Contingencies

bligation will occur a

TR R - TR YRR

fter permit issuance

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 formal document requests such as IDPH Questionnaires and Annual Bed Reports been
submitted
X All reports regarding outstanding permits
Failure to be up to date with these requirements will result in the application for permit being

deemed incomplete.
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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 ministries 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 itx
* reporting process such that they achieve target going forward, you will be recommending t
. Hlinois Heaith 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.

Please 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 t
" Provena ministries to ensure that we meet our targets in the future.

i Sincerely,

. Kevin

Kevin Rose
System Vice President, Strategic Planning & Business Development

Provena Health

- 19065 Hickory Creek Drive, Suite 300
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' From: Fonoff, Jane [mallto:Jane.Fornoff@Illinois.gov]

. Sent: Thursday, February 17, 2011 1:28 PM

To: Rose, Kevin

"~ Ce: Roate, George -

- Subject: RE: APORS Reporting - Provena St. Mary's Hospital and Provena Mercy Medical
Center

Dear Kevin,

" I am 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
* I 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 Fomoff, D.Phil.

" perinatal Epidemiologist

~ Illingis 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 depariment/area DGSF or the building/area 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 realiocated for a different
purpose. Include outside wall measurements plus the department's or area’s portion of the surrounding
circulation space. Explain the use of any vacated space.

Gross Square Feet Amount of Propose_lc_ihztt:::! Gross Square Feet

New Vacated

Dept. / Area Cost Existing | Proposed Const Modemized | Asls Space

REVIEWABLE

Medical Surgical

intensive Care

Diagnostic
Radiology

MRI

Total Clinical

NON
REVIEWABLE

Administrative

Parking

Gift Shop

Total Non-clinical

TOTAL

APPEND DOCUMENTATION 2
APPLICATION FORM. . .

ATTACHMENT-9, IN }




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.

Provena
FACILITY NAME: Saint Joseph Medical Center CITY: Joliet

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

319 15,783 76,465 None 319
Medical/Surgical

33 2,406 6,314 None 33
Obstetrics

13 525 2,107 None 13
Pediatrics

52 2,801 11,870 Nene 52
Intensive Care

32 570 6,544 None 32
Comprehensive Physical
Rehabilitation

31 1,380 9613 None 31
Acute/Chronic Mental lliness
Neonatal Intensive Care
General Long Term Care
Specialized Long Term Care
Long Term Acute Care
Other {(identify)

480 23,475 112,913 None 480

TOTALS:




O

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

o inthe case of a partnership, two of its general partners (or the sole general 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 Hospitals
in accordance with the requirements and procedures of the lllinois Heaith 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.

%LQQQL— Am

i SIGNATURE ,‘B/IGI\‘IATUR% A

| Guy Wiebking Anthony Filer
PRINTED NAME PRINTED NAME
President and CEQ Agssistant Treasurer
PRINTED TITLE PRINTED TITLE
Motarization; Notarization:

Subsgcribgd and swom to before me Subscribed and sworn to hefore me
thlsip' ay of ﬂ/lmj;:-z@” thisod2”ay ofM,iﬂ_ll__

Signaye of » Slgna
OFFICIAL SEAL ] OFFICIAL SEAL
Seal YVETTE B PORTER 4 Seal YVETTE B PORTER
NOTARY PUBLIC - STATE OF ILLINOIS NOTARY PUBLIC - STATE OF ILLINOIS
MY COMMISSION EXPIRES0007/4 ' MY COMMISSION EXPIRES-0W07/14

‘Insert EXACT legal name of the applicant




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

o inthe case of a partnership, two of its general partners (or the sole general 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
for this application is sent herewith or will be paid upon request.

o Lo O

ra
SIGNATURE ——_ > saNATURE O / '
Guy Wiebking _ Anthony Filer
PRINTED NAME PRINTED NAME
President and CEQO Assistant Treasurer
PRINTED TITLE PRINTED TITLE
Notarization; Notarization:

Subscribed and sworn to before me Subscrlbed and sworn to before
thisedR *Hay of Iﬁj,wh/ oToH this “May of I?dd/wa- oTO

UYyottr, B. Pl

Sigpature of Ngtary OFFICIAL SEAL Slﬂ}bre of NOlgo
v YVETTE 8 PORTER OFFICIAL SEAL

¥ PUBLIC - STATE OF ILLINOIS 4
NOTARY PUBL b Seal YVETTE 8 PORTER

MY COMMISSION EXPIRES:09/07114
' NOTARY PUBLIC - STATE OF ILLINOIS
MY COMMISSION EXPIRES 09/07/14

Seal

*Insert EXACT legal name of the applicant




CERTIFICATION

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

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

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

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

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

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

This Application for Permit is filed on the behalf of ___Resurrection Health Care Corporation___
in accordance with the requirements and procedures of the 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.

re T (o

SIGNATURE SIGNATURE
Samclea Berwce J@amn e - FE‘C\»]
PRINTED NAME PRINTED NAME )
PrecideNt and (£0 Se crefary
PRINTED TITLE PRINTED TITLE
Notarization: Notarization:
Subscribed and sworn to before me Subscribed and sworn to before me
this =22~ day of w 201} this 22 day of Ny o4
ke D r O~ ot gy
Signature of Notary {/ =~ Slgnature of Notary
OFFICIAL SE 3 OFFICIAL SEAL 3
FLORITA DE JESUS 0RT12 s 3. 3 LINDA M NOYOLA "
; ane of tag apPlicant NOTARY PUBLIC - STATE OF ILLINOIS &
____ PP { MY COMMISSION EXPIRES:06/08/13  {
"""""" huiadhd o - [ 7V PP, §




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

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

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

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

*

This Application for Permit is filed on the behalf of __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.

SIGNATURE IGNATURE Y A
Sowdeas Beuce ’Jeawmc C. Teey
PRINTED NAME PRINTED NAME

Pres1oe Nt Secretary

PRINTED TITLE PRINTED TITLE

Notarization: Notarization;

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

this €3 ok day of YT\-&MA this=.dud day of _¥¥\a _adA
M‘Q /‘M«@z ﬂwﬁ mh) o

Signature of Notary, / Signature of Notary

OFFICIAL SEAL

FLORITA DE JESUS-ORTIZ
NOTARY PUBLIC - STATE OF ILLINOIS
*Ingert EXAGPIBSEN RS S1HY

S e I B e e L e
WA AR AW NN WY

OFFICIAL SEAL
LINDA MNOYOLA

MY COMMISSION EXPIRES:06/08/13

4 4
¢ :
§  NOTARY PUBLIC - STATE OF ILLNOIS §
[

4 [
4 ¢




SECTION Il - 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. Alisting of all health care facilities owned or operated by the applicant, including licensing, and certification if
applicable.

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

3. Authorization permitting HFSRB and DPH access to any documents necessary 1o venfy the information
submitted, including, but not limited to; official records of DPH or other State agencies; the licensing or
cerlification records of other states, when applicable; and the records of nationally recognized accreditation
organizations. Failure to provide such authorization shall constitute an abandonment or withdrawal
of the application without any further action by HFSRB.

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 fulfil! the information requirements of
this criterion. In such instances, the applicart shall attest the information has been previously provided, cite
the project number of the prior application, and cerify that no changes have occurred regarding the
information that has been previously provided. The applicant is able to submit amendments to previously
submitted information, as needed, to update and/or clarify data.

APPEND DOCUMENTATION'AS ATTACHMENT-14, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
| PAGE OF THE APPLICATION FORM. EACH ITEM (1-4) MUST BE IDENTIFIED IN ATTACHMENT 11.
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PURPOSE OF PROJECT

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

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

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

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
heaith status and well-being.

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

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

NOTE: Information regarding the “Purpose of the Project” will be included in the State Agency Report.

 APPEND DOCUMENTATION ‘AS ATTACHMENT-12, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
' PAGE OF THE APPLICATION FORM. EACH ITEM (1-6) MUST BE IDENTIFIED IN ATTACHMENT 12.
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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 meeat all or a portion of the project's intended purposes; developing
alternative settings to meet ail or a portion of the project's intended purposes;

)] Utilizing other health care resources that are available to serve all or a portion of
the population proposed to be served by the project; and
D) Provide the reasons why the chosen alternative was selected.
2) Documentation shall consist of a comparison of the project to aiternative options. The

comparison 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 ATTACHMENT-13, 1IN NUMERIC SEQUENTIAL'ORDER AFTER: THE.LAST
PAGE OF THE APPLICAT!ON FORM O R




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

This Section is applicable to projects involving merger, consolidation or acquisition/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 transaction.
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.

AW =

B. Criterion 1110.240(c), Access
Read the criterion and provide the following:
1. The cumrent admission policies for the facilities involved in the proposed transaction.
2. The proposed admission policies for the facilities.
3. A letter from the CEQ 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.
Explain how duplication of services within the care system will be resolved.
Indicate what services the proposed project will make available to the community that are
not now available.

o

N;

. APPEND DOCUMENTATION AS ATTACHMENT-19, IN NUMERIC SEQUENTIAL/ORDER AFTER THE LAST PAGE OF THE- . '
APFLICATION FORM. - - - T o e T




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

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

VIll. - 1120.120 - Availability of Funds

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

$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 value, 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 peried, variable or
permanent interest rates over the debt time period, and the anticipated repayment schedule) for any
interim and for the permanent financing proposed to fund the project, including:

1) For general obligation bonds, proof of passage of the required referendum or
evidence that the governmental unit has the authority to issue the bonds and
evidence of the 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 assaciated with the mortgage, such as, but not
limited to, adjustable interest rates, balloon paymenmts, eic.;

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

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

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

f) Grants - a letter from the granting agency as to the availability of funds in terms of the amount and
time of receipt;
g) All Other Funds and Sources - verification of the amount and type of any other funds that will be
$621,817,000 used for the project-—~FMV of hospital

$622,383,667 | TOTAL FUNDS AVAILABLE

¥APPLICATION FORM!

APPEND DOCUMENTATICN AS'ATTACHMENT'-SG. IN NUMERIC SEQUENTIAL'ORDER AFTER THE LAST, PAGE OFTHE




IX. 1120.130 - Financia! 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.

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

Current Ratio

Net Margin Percentage

Percent Debt to Total Capitalization

Projected Debt Service Coverage

Days Cash on Hand

Cushion Ratio

Provide the methodology and worksheets utilized in determining the ratios detailing the calculation
and 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 erganization,

public or private, shall assume the legal responsibility to meet the debt obligations should the
applicant default.




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

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

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

B) Borrowing is lass costly than the liquidation of existing investments, and the
existing investmants 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 projects that involve debt financing. The applicant shall
document that the conditions of debt financing are reascnable by submitting a notanzed statement
signed by an authorized representative that attests to the following, as applicable:

1} That the selected form of debt financing for the project wilt be at the lowest net cost
available;
2) That the selected form of debt financing will not be at the lowest net cost available, but is

mere advantageous due to such terms as prepayment privileges, no required morigage,
access to additional indebtedness, term (years), financing costs and other factors;

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

C. Reasonableness of Project and Related Costs
Read the criterion and provide the following:

1. Identify each department or area impacted by the proposed project and provide a cost
and square footage allocation for new construction andfor modernization using the
following format (insert after this page).

COST AND GROSS SQUARE FEET BY DEPARTMENT OR SERVICE

A 8 C D E F G H
Department Totai
(list below) Cost/Square Foot Gross Sq. Ft. Gross 8q. Ft. Const. $ Mod. $ Cost
New Mod. New Circ.* | Mod. Circ.* (A xC) {(BxE) (G +H)

Contingency

TOTALS

* Include the percentage (%) of space for circulation




D. Projected Operating Costs

The applicant shall provide the projected direct annual operating costs (in current dollars per equivalent
patient day or unit of service) for the first full fiscal year at iargst utilization but no more than two years

following project completion. Direct cost means the fully aliocated costs of salaries, benefils and supplies
for the service.

E. Total Effect of the Project on Capital Costs

The applicant shall provide the total projected annual capital Costs {in current doliars per equivalent
patient day) for the first full fiscal year at target utilization but no more than two years following project




XI.  Safety NetImpact 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 heatth care system to cross-subsidize safety net services, if reasonably
known to the applicant.

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

Safoty Net Impact Statements shall also include ail of the following:

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

2. For the 3 fiscal years prior to the application, a certification of the amount of care provided to Medicaidpatients. Hospital and non-
hospital applicents shall provide Medicald information in a manner consistent with the information reporied each year to the lllinois
Department of Public Health regarding "Inpatients and Qutpatients Served by Payor Source” and "Inpatient and Cutpatient Net
Revenue by Payor Source” as required by the Board under Section 13 of this Act and published in the Annual Hospital Profite.

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 86-0031

CHARITY CARE
Charity (# of patients) Year Year Year
Inpatient
Qutpatient
Total
Charity {cost In dollars)
Inpatient
Qutpatient
Total
MEDICAID
Medicaid (# of patients) Year Year Year
Inpatient
Quipatient
Total
Medicaid (revenue)
Inpatient

Qutpatient




XIl.  Charity Care Information Provena St. Joseph 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 latesi 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 ot operates one or more facilities, the reporting shall be for each individual faciifty focated in illinois, if
charity care costs are reported on a consolidated basis, the applicant shall provide documentation as to the cost of charity
care; the ratio of that charity care to the net patient revenue for the consolidated financial statement, the allocation of
charity care costs; and the ratio of charity care cost to net patient revenue for the facility under review.

3 f 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
2007 2008 2008
Net Patient Revenue $259,764,852 | $382,839,029 $412,605,486
Amount of Charity Care (charges) $14,301,375 $29,400,285 $32,266,523
Cost of Charity Care $4,093 355 $8.202,679 §7,284 458

YAPPEND,DOCUMENTATION AS ATTACHMENT441IN NUI

TAPPLICATION FORMMIR

Sources:
IDPH Annual Hospital Questionnaire for Net Patient Revenue and Cost of Charity Care
Internal Financial Statements for Amount of Charity Care (charges)




File Number 5968-176-1

To all to whom these Presents Shall Come, Greeting:

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

PROVENA HOSPITALS, A DOMESTIC CORPORATION, INCORPORATED UNDER THE
LAWS OF THIS STATE ON NOVEMBER 30, 1997, 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 11TH
day of FEBRUARY AD. 2011

) ‘.' 'l SR\ ‘“:I" V
} . ’.u'::. V) g ‘;:'
W . ‘_____ S % ’
Authentication #: 1104200730 M

Authenticate at: hitp:/www.cyberdriveillinois.com

SECRETARY OF STATE

ATTACHMENT 1




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, I hereto set

my hand and cause to be affixed the Great Seal of
the State of Ilinois, this 11TH

dayof ~ FEBRUARY  AD. 2011

\ ; T
: 'l.llli...ﬁ:.. ! E !
_ Authentication #: 1104200728 ) M W

Authenticate at: hitp:/fwww.cyberdriveillinols.com

SECRETARY QF STATE T

’
ATTACHMENT 1 " "=
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File Number 3128-198-9

To all to whom these Presents Shall Come, Greeting:

1, Jesse White, Secretary of State of the State of lllinois, 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, 1 hereto set
my hand and cause to be affixed the Great Seal of
the State of Ilinois, this 17TH |
v, VI dayof  JANUARY  AD. 2011 .
Authanﬂationmwoozaa lee/ W

Authenticate at: http/Awww.cyberdrivellingis.com

SECRETARY OF STATE

ATTACHMENT | -




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 Whereof, I hereto set

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

day of MARCH AD. 2011

q ."'-"u'..'."" 2,
Authentication #: 1106302140 E M W

Authenticate at: hitp://www.cyberdriveillinois.com

SECRETARY OF STATE

r
ATTACHMENT 1




Evidence of Site Control- : % PROVENA
Provena hospitals : Health
PROPERTY

Firat-Party insurance that indemnifies the owner or users of propeny for its loss, or the loss of its income-
producing abllity, when the loss or damage s caused by a covered peril.

INSURER: FM Global

NAMED INSURED: Provena Health and any subsidiary, and Provena Health's interest in
any partnership or joint venture in which Brush Engineered Material
{nc. has management control or ownership as now constituted or
hereafter Is acquired, as the respective interest of each may appear;
all hereafter raferred to as the “Insured”, including legal

representatives.
PoLicYNo.: FCg98
Pouicy PERIOD: ' June 1, 2010 - June 1, 2011 beginning and ending at 12:.01 AM at
the location of the property insured
PERILS INSURED: “All Risk “of physical loss or damage including flood, earthquake,
{Loss OR DAMAGE INSURED) and Bofler & and Machinery Insurance ag more fully stated in the

policy form. {see anclosad FM Quote)

Indirect or Remote Loss

Interruption of business (except as provided under Bl Coverage)
Loss of Market

Mysterious disappearance '

Law or Ordinance (except as provided under Demolition and
Increasad Cost of Construction and Decontamination Costs)
Voluntary Paring of Proparty

Nuclear Reaction / Radiation

Hostile Warlike Action

Terrotism (except as provided under Terrorism Coverage)
Fraudulent or Dishonest Act or Acts

Lack of Incoming Services (except as provided by Service
Interruption)

Defective Design / Faulty-Materla! /Faulty Workmanship
Wear and Tear '

Settling, Cracking, Shrinking, bulging of pavements, floors,
foundations...

Changes in temperatura

Insect, animal or vermin damage

Rain, sleet or Snow damage to Interior of buildings under
construction :

« Pollution

. « Wind damage to Landscaping, lawns, trees, shrubs, etc. (all as
more fully stated in the policy form)

“Proprietary information: Data provided on this page is propristary between Aon and Provena.
This Insuranca document Ia furnished to you as a matter of information for your convenienca. It only summarizes the listed
policy(les) and Is not intendad to reflect all the terms and conditions or exclusions of suah policyties). Mereover, the Information
contalned In this document refiacts coverage as of the date of this summary as shown below of the policy(ias) and does not includs
subsequent changes. Thls decument is not an insurance policy and does not amend, alter or extend the covaerage afforded by the
listed polioy(ies). The insurance affarded by the listed poticy(ies) Is subject to all the terma, excluslons and conditions of suoh

policy(les}.
insurance Summary, June 1, 010 - June 1, 2011 «28. . Am

PERILS EXCLURED:

a & 0 8 & 9 & & & @

ATTACHMENT 2
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’R PROVENA

Health
PROPERTY AND INTERESTS . Property: All real and personal property owned, leased, acquired
INSURED: by, used by, intended for use by the Insured, Including but not

limited to:

* & 9 & &

Property while in Transit

Property of Others In the Insured’s Care, Custody and Control
including costs to defend allegations of liability for loss or
damage to such property

Improvements and Betterments

Personal Property of Employees and Officers

Property of Others that the Insured has agreed to insure
Electronic Data Processing Equipment and Medla

Fine Arts

Newly Acquired Property

Miscellaneous Unnamed Locations — Personal Property

(all as more fully stated In the policy form)

COVERAGES/EXTENSIONS OF COVERAGE:

* & ¢ & & & .02 0 4 & P * @

s & & @& % & 2

Business Interruption, including Interdependency
Extended Perlod of Liability

Extra Expense

Expediting Expense

Consequentlal/Sequential Damage

Accournis Recelvable

Leasehoid Interest

Rental Value and Rental Income’

Royalties, Licensing Fees, Technical Fees, Commissions
Research and Development

Fine Arts '

Contingent Business Interruption

Contingent Extra Expense

Service Interruption (Off Pramises Power) — Property Damage
and Time Element

Civil or Military Authority

ingress/Egress

Demolition -and increased Cost of Construction — Property
Damags and Time Element

Debris removal

l.end and Water Decontamination and Clean Up Expense
Comprehensive Boller & Machinery Insurante

Automatic Coverage for Newly Acquired Properties
Valuable Papars and Records

Electronic Date Processing Media

Protection and Preservation of Property (Sue and Labor)

(all as more fuily stated in the attached policy form)

Proprietary Information: Data provided on this page Is propristary betwesn Acn and Provena.

This Insuranca document is fumished to you a3 a matter of Information for your convanlence. It only summarzes the Iistad
policy(les) and is not intended 1o reflact all the terms and condltions or exclusicns of such policy(las). Moreovar, the information
contatnad In this documant reftects coverage as of the date of thls summary as shown below of the policy(les) and does not include
subsequant changas. This document is not an insuranice palicy and doss not amend, alter or extend the covorage afforded by the
listed policy(les). The Insurance afforded by tha listed policy(ies) Is subject to ail the tarms, exclusions and conditions of such

polleylles).

Insurancg Summary, June 1, 2010 - June 1, 2011

ATTACHMENT 2




’R PROVENA
Health

SPECIAL CONDITIONS:

s Brands and Labels

« Contro! of Damaged Merchandise

« Pair and Set/Conseguential Reduction in Value
« Errors and Omissions .

o Loss Adjustment Expenses/Professional Fees
{all as more fully stated in the policy form)

PROPERTY EXCLUDED: * Watercraft, etc.
« Land, etc., except land improvements (not gt Minas)
« Currency, Money, etc. |
e Animals, Growing Crops, Standing Timber, etc.
« Water, stc. '
« Export and import shipment, etc.
« Waterborne Shipmenis via the Panama Canal
+ Waterborne Shipments to and from Alaska, Hawaii, Puerto
Rico, Guam and Virgin Islands
+ Underground Miries, mine shafts and any property within such
. mine or shatt
{alf as more fully stated in the policy form)
VALUATION: + Building and structures at the lasser of repair or replacement
cost .
o Machinery, squipment, fumiture, fixtures, and improvemants
and bettarments at replacement cost new
+ Valuable Papars and Records and EDP Media at value blank
plus cost of transcription
« Finished Stock at Selling Price
¢ Stock in Process at cost of materials, labor and overhead
Property of others at amount stipulated in leass, or Insured’s
contractual or legal liability
« Fire demage resulting from Terrorism — Actual Cast Value
{all as more fully stated in the policy form)
PoLicy LimiTs: $500,000,000 ., Policy Limit per occurrence, except;
Included Gross Eamings
12 Months  Gross Profits
365 Days Ordinary Payroll -
or as noted below and in tha policy form
SUBLIMITS: - $100,000,000 Accounts Receivable

Dependent Time Element
$20,000,000 < Peroccurrence

$10,000,000 « Peor location
included e« For all suppliers direct and indirect and

customers .

Propriatary Information: Data provided on this page Is propristary between Aon and Provena.

This Insurence document Is furnished to you aa a matter of Information for your corvenianca. it only summarizes the listed
policy(ies) and Is not Intended to reflect all the terms and conditions or exclustons ¢f such palicy(ies). Moreover, the information
contained In ihls document refiacts coverage as of the data of this summary a6 ahown below of tha palicy(les) and does not include
subssquent changes. This document s not an insurance policy and does not amend, aiter or axtend ihe coverage afforded by the
fistad policy(tes), The Insurance afforded by the fisted policy(les) is subject to all the tenms, exclusions and conditlons of such

policy(lea).

Insurence Summary, June 1, 2010 = June 1, 2011 -27- Aw
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Excluded

Included
$10,000,000
Yes

included
Included
$100,000,000
$100,000,000
Excluded

$100,000,000
Excluded

90 Days
$100,000,000

$100,000,000

$100,000,000
included
$5,000,000

Excluded

30 Days
Excl. Wind
$10,000,000
$10,000,000

Excluded

$100,000,000

’R PROVENA
Health

+ California, Alaska, Hawaii, Puerto Rico, New
Madrid and Pacific Northwest High Hazard
Zones for Earth Movement, Terrorism'

Control of Darhaged Merchandise

¢ Goods held for resale

Data, Medla and Software and Computer

Systems — Non Physical Damage combined

¢ Valuation in¢ludes Research Costs

Defense Costs

Debris Removal

Deferred Payments/Propsrty Sold under

Conditional Sales Agreements

Earth Movement per occurrence and in the

aggregate in any one policy year

» California, Alaska, Hawaii, Puerto Rico, New
Madrid and Pacific Northwest High Hazard
Zones for Earth Movement, Terrorism

Errors & Omissions (PD/BI/EE)

» Calitornia, Alaska, Hawali, Puerto Rico, New
Madrid and Pacific Northwest High Hazard

Zones for Earth Movement, Terrorism

Extended Period of indemnity

Extra Expense and . Expediting Expense

Cormbined .

Fine Arts

* but not to exceed 10,000 limit per item for
Irreplaceable Fine Arts not on a schedule of
file with the company

Flood par occurrence

Increased Cost of Construction & Demuoiition,

including resultant time element at the time of

loss

Ingress/Egress - the lesser of limit shown or 30

day period

» California, Alaska, Hawail, Puerto Rico, New
Madrid and Pacific Northwest High Hazard
Zones for Earth Movement, Terrorism

Interruption by Civil Authority — the lesser or limit

shown or -___ day pariod.

Landscaping, including Treas, Shrubs and Plants

Leasshold Inerest

Miscellaneous Unnamed Locations/ Personal

Property .

» California, Alaska, Hawaii, Puerto Rico, New
Meadrid and Pacific Northwest High Hazard

Zones for Earth Movement, Terrorism

Newly Acquired Property (Automatic Coverage -

90 day reporting)

Proprietary information: Data provided on
Thig Insuranca document is fumished to yol
polley(les) and is not intended 1o reflect alf
contalned in this document reflects covera
subsequent changes. This docurment Is n

ot an insurance polk
listed policy{les). The insurance afforded

Insurance Summary, June 1, 2010~ June 1, 20M

this page Is proprietary between Acn and Provena,

u as a matter of information for your convenienca. It only summarizes tho listed

the terms and conditions or exciusions of such policy{ies). Moreover, the information

ge es of the date of this summary as shown below of the policylies) and does not Include
cy ant! doss not amend, alter or extend the coverage afforded by the
by the listed policy{les} s subject to all the terms, exclusions and condiions of such

-98.
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Excluqed

$10,000,000

Excluded

Included
included
$100,000
$25,000,000

$2,500,000

Excluded

$10,000,000
Included
$10,000,000

$1,000,000
$100,000,000
Repair or
restors only

Included

$500,000,000
$5,000,000
$1,000,000

$1,000,000
12 Month

DEDUCTIBLES:
$50,000
1 x DEQ

% PROVENA
Health

» California, Alaska, Hawaii, Puetto Rico, New
Madrid and-Pacific Northwest High Hazard
Zones for Earth Movement, Terrorism

Off Premise Storage for Propenty Under

Construction

+ California, Alaska, Hawaii, Puerto Rico, New
Madrid and Pacific Northwest High Hazard
Zones for Earth Movement, Tarrorfsm

Rents

Research and Development (TE)

Animals (PD)

Service Interruption- Property Damage and Time

Element Combined

+ Data, Voice and Video except accidental
occumrence is excluded

* California, Ataska, Hawali, Puerto Rico, New
Madrid and Pacific Northwest High Hazard
Zones for Earth Movement, Terrorism

Soft Costs

Tax Treatment of Profits

Transit, property in the duie course of {excludes

ocean cargo)

* Time Element

Valuable Papers

* butnotto exceed 10,000 limit per item for
Irreplaceable Valuable Papers and Records
not on a schedule of flle with the company

Boj Mach — per all terms and

conditions of the policy form

Certified Terrarism - TRIPRA

Terrorism

» Miscellaneous Personal Property, Off
Premises Storage for Property Under
Construction, and Temporary Removal of
Property .

Flood

Terrorism Time Element

These limits shall not include the ACV portion of

fire damage caused by Terrorism

QOr as further definad in the policy form

Per Qccurrence
Property Damage

Time element

DEQ = Daily Equivalent
Except as follows:

Proprietary Information: Data provided on this page Is propristary betwesn Aon and Provena,

This insurance document is fumished to you as a matter of information for your converience. It only summarizes the iisted )
poliey(les) and Is not intended to reflact all the terms and conditions or exclustons of such poficy(ies). Morecver, the information
contained in thls dooument reflacta coverags as of the data of this summary as shown bslow of the policy(las) and does not Include
subsaequent changes. This document Is not an insurance policy and does not amend, alter or extend the coverage afforded by the
listad policy(les). The Insurance atforded by the fisted policy(ies) Is sublect o all the terms, exclusions ar conditions of such

policy(ios).

Insurance Summary, June 1, 2010 — June 1, 2011
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$100,000 min. .

5% per location

$100,000

$25,000

48 hrs, waiting
period and 48
hr, ded.

Min. $100,000
48 hrs, waiting
period and 48
hr. ded.

Min. 100,000
$100,000

$100,000
$100,000
$100,000
5% of Values®*

$100,000
minfloc,

24 hrs,
Policy
deductible(s}
per location
$100,000

f ProVENA
Health

Namnes Storm Wind
(all affected locations are subject to this
deductible)
Flood (suriace water exposure)
¢ Provena Pineview Care Center
611 Allen Lane
St. Charles, IL
Transit
s Property
Data, Programs, and Software/Malicious
Introduction of Machine Code

Computer Systems ~ Non Physical Damage

Dependent Tims Element Location

Per occurrenceflocation except;

+ Per location for Earthquake Shock

= Per location for Flood

+ Perlocation for Named Storm Wind* except;
(*at all aftacted locations, are subject to this
deductible) n

Service Imetmptidn Waiting Period
Terrorism — TRIPRA, and ACV portion of fire
damage caused by Terrorism

Property Damage and Time Element deductible

combined applies at the following locations:

s Covenant Medical Center
130-1412 West Park
(excluding 1307 and 1405 West Park)
Urbana, 1L

+ Provena United Samaritans Medical Center
812 Norih Logan
Danville, IL

« St Mary's Hospital .
(including bridge over West Court Street)
500 West Court Street
Kankakee, IL

¢ Provena 8t. Joseph Medical Center
Madison Street, Glenwood and Springfieid
333 North Madison :
Jolist, IL

" Propristary information: Data provided on this page Is proprietary betwean Aon and Provena,
This insurance dooument ie fumished to you as a matter of information for your convenience. It only summarlzes the listed
poficy{las) and Is not intended to reflect all the terms and condittons or exclusions of such policy(ies). Moreover, tha information
contained in this document reflects coverage as of the data of this summary as shown below of the policy(les) and does not Inchude
subsequent changes. This document Is not an insurence policy and does not amend, alter or extend tha covaraga afforded by the
iisted poliey(les). Tha insurance afforded by the listed policy(las) Is subject to alt the terms, exclusions and conditlons of such
policy{ies).

Insurance Summary, Jure 1, 2010 - June 1, 2011 -30- Am
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9} PROVENA
Health

* St Joseph Hospital
77 North Airlite Street
Elgin, iL
« Provena Mercy Center
1325 North Highland Avenue

Aurora, iL
ANNUAL PREMIUM: $1,029,000 ‘
CLAIMS REPORTING PROCEDURES:  Doug Backes
FM Globhal
South Northwest Highway

Park Ridge, IL 60068
Phone: 847-430Q 7401
Fax: B847-430-7499

Proprietary Information: Data provided cn this pags Is proprietary between Aon and Provena,

This Insurance documant is fumished to you as a matter of Information for your convenience. It anly summarizes the listed
policy(ies) and ks not intended to reflect all the terms and condilions or exciusions of such pollcy(les). Mateover, the information
conlained in this document reflects coverage as of the date of this summary as shown below of the policy(ies) and does not include
subsequent changes. This documsnt ig not an insurance policy and does not amend, alter or extend the coverage affordad by the
listed policydies). The Insurance afforded by the listed policy{ies) I8 subject to all the terms, exclusions and conditions of such-
policy{les).

Insurance Summary, June 1, 2010 ~June 1, 2011 -31- Am
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File Numbey 5968-176-1

To all to whom these Presents Shall Come, Greeting:

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

PROVENA HOSPITALS, A DOMESTIC CORPORATION, INCORPORATED UNDER THE
LAWS OF THIS-STATE ON NOVEMBER 30, 1997, 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, 1 hereto set
my hand and cause to be affixed the Great Seal of
the State of Ilinois, this 11TH
dayof . FEBRUARY A.D. 2011

Authentication #: 1104200730 | " '

Authenticate at: hitp/Avww.cybardriveillineis.com

SECRETARY OF STATE

" ATTACHMENT 3
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Resurrection Health C are‘COrporation
Legal Organizational Structure
As of October 21, 2010
Footnotes

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

the Sisters of the Holy Family of Nezareth, Sacred Heart Pravince
¢th Hospital Center, and name change of latter (surviving) corporation, bath effective 12/1/03, Saint Mary of

Created from merger of Saint Elizabeth Hospital into Saint Mary of Nazan
Nozareth Hospital Center (now part of Saints Mary and Elizabeth Medical Center) became part of Resumection system under the co-sponsorship agreement referenced in Footnote B sbove

Saint Joseph Hospital, {/k/a Cana Services Corporation, fk/a Wastlake Health System
Formetly known ns West Suburban Health Services, this 501(c}{3) corporation hod been the parent corporation of West Suburban Medical Center prior to the hospital corporation becoming

pert of the Resurrection Health Care system. Effective January 1, 2010, Resurrection Ambulatory Services assumed the assets and linbilities of Resurrection Services” ambulatory care
services division,
A Cayman Istands corparation registered to do business as an insurance company
Corporation formerly known as Westlake Nursing and Rehabilitation Center (alsa £/k/a Leyden Community Extended Care Center, Inc.)
Resurrection Home Health Services, f/k/a Health Connections, Inc., is the combined operations of Extended Health Services, Inc., Community Nursing Service West, Resurrection Home
Care, ond St. Franeis Home Health Care {the asscts of all of which were transferred 1o Health Connections, Inc. as of July 1, 1999).
Holy Family Health Preferred is a former d/b/a of Saints Mary and Elizabeth Health Preferred, and Saint Joseph Health Preferred. Operates under the d/b/a names of Resurrection Health
Preferved, 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 Emplayee Resource Centers
Former parent of Holy Family Medical Center; non-operating 501(c)(3) “shell” available for future use
An Nlinois genernl partnership between Saint foseph Hospital and Advocate Northside Health System, an {llinois not for profit carporation
Resurrection Health Care is the Corporate Member of RMNY, with extensive reserve powers, including appointment/remaval of zll Directors and approval of amendments (o the
Corporation's Articles and Bylaws. The Sponsoring Member of the Corporation is the Sisters of the Resurrection New York, Inc.
Resurreetion Services owns over 50% of the membership interests of Belmont/Harlem, LLC, an 1llinois limited liability company, which owns and operates an ambulatory surgery center
Resurrection Services owns a majority interest in the following Hlinois limited liability companies which own and operate slesp disorder diegnostic centers: RES-Health Sleep Care Center of
River Forest, LLC; RES-Health Sleep Care Center of Lincoln Park, LLC; RES-Health Sleep Care Center of Evanston, LLC; RES-Health Sleep Care Center of Chicago Northwest, LLC
Joint Venture for clinical lab 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 tax-exempt cooperative hospitel service corporation, of which all Resurection tax-exempt system hospitals collectively have a 1/3 interest
Formerly named Westlake Community Hospital; al) the essets of this corporation were sold to VHS Westlake Hospital Inc., effective August 1,2010
Formerly named West Suburben Medical Center; all the assets of this carporation were sold to VHS West Suburban Medical Center, Inc., effective August 1, 2010
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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 IHFSRB staff.

Consulting and Other Fees

The transaction-related costs anticipated to be incurred by Provena Health 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
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%’3 @ Résurrection 1 San_dm Bruc:c, bAC_[—IE
% Health Care’ Presidenst & Chisf Executive Officer

March 24, 2011

Illinois Health Facilities

and Services Review Board
525 West Jefferson
Springfield, IL 62761

To Whom It May Concen;

In accm:dance w;th Rewigyw Gri

; _';,Jon 1110, 230:b, Baekground of the Apphcant, wc are submittisg this lett
65 Ry

t.

| ‘(fJeS mmeci‘ical staff trammg and corﬁpeﬁéncms m
tions, c’a,(;h cf whlch mvolves hfe safefy Gmde

If we can in any- way plo‘mie assistarice fo your siaffregarding these assurances or any other issue relative to
this application; please do not hesitate 1o call me.

Sincerely,

Sandra Bruce, FACHE
President & CEO

SB/fdjo

CO-5PONSORS
Sisters of the Holy Family of Nazareth & Slstars of the Resurreedon ATTACHMENT 11




19065 Hickory Greek Drive, Suile 300
Mokena, IL 60448

708 478-6300 Tet
704 478-5960 Fax

o

N PROVENA
Health

March 23,2011

Hlinois Health Facilities

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

To Whom It May Concern:

‘In accordance with Review Criterion 1110.230.b, Background of the Applicant, we are
submitting this letter assuring the Illinois Health Facilities and Services Review Board
(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
%ﬁé@/\‘ . NOTARY PUBLIC - STATE OF 1LLNDIS
KW\/ NY COMMISSION EXPIRES 0907114
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 Evanston 2402
Cur Lady of Resurrection Medicai Center Chicage 1719
Hospitals Owned by Provena Health:
Covenant Medical 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 4878
Ambulatory Surgical Treatment Centers Owned by
Reasurrection Health Care Corporation:
Belmont/Harlem Surgery Center, LLC* Chicago 7003131
End Stage Renal Disease Facilities Owned by
Provena Heaith: -
Manteno Dialysis Center Manteno nia
Long-Term Care Facilities Owned by
Provena Health:
Provena Villa Franciscan Joliet 2008220
Provena St. Anne Center Rockford 2004899
|Provena Pine View Care Center St. Charles 2009222
Provena Our Lady of Victory Bourbonnais 2013080
Provena Geneva Care Center Geneva 1998975
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 Corpuoration:
Holy Family Nursing and Rehabilitalion Center Des Plaines 0048652
Maryhaven Nursing and Rehabilitation Center Glenview 0044768
Resurrection Life Center Chicago 0044354
Resurrection Nursing and Rehabilitation Ctr. Park Ridge 0044362
Saint Andrew Life Center Niles 0044776
Saint Benedict Nursing and Rehabilitation Cir. Niles 0044784
Viita Scalabrini Nursing and Rehabilitation Ctr. Northlake 0044792

Resurrection Health Care Corporation has a 51% cownership interest

L]

Provena Health has a 50% ownership interest |

ATTACHMENT 11
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~gt——— DISPLAY THIS PART IN A
CONSPICUOUS PLACE

REMOVE THIS CARD TO CARRY AS AN
IDENTIFICATION

@

1L/06/10 | .

_ SAINTS: NARV- AND-ELLZABETH HED -
L BJU7A SAINY ) BARY LOF RAZARETH. N
. 2233 WEST DIVESION STAEET -
CHILAGE . - 1L 60622 -

FEE RECEIPT NO.
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. D/B/A SALNT FLIZABETH  HOSPITAL
1433 - ?QWﬁzrnﬁbnmzmzﬂ.#ﬂmzcm
THICAGD - 14 610622

FEE RECEIPT NO.
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Healthcare Facilities Accreditation 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,

oy Kogen

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

ATTACHMENT 11
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Healthcare Facllities 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, 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 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,

S e

Troy Ann Repuszka, RN, BScN,
Deputy Director, HF AP
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Healthcare Facilities Accreditation Program

February 11,2011

Carol Schultz
Accreditation Coordinator
St. Joseph Hospital

2000 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 (AOA).

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 Ko

Troy Ann Repuszka, RN, BScN,
Deputy Director, HFAP
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UREAU OF HEALTHCARE FACILITIES ACCREDITATION
HEALTHCARE FACILITIES ACCREDITATION PROGRAM

e = st Yoo,

T e R R B R T B R A AR T

R Al s

142 E. Ontario Street, Chicago, IL 60611-2864 i 312 202 §258 j 800- 621 -1773 X 8258

January 7, 2011

John Baird

Chief Executive Officer
Holy Farruly Medical Center
100 North River Road

Des Plaines, IL 60016

Dear Mr Baird ;

The American Osteopathic Association's Bureau of Healthcare Facilities Accreditation Executive Comumittee, 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 yeats 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
Effcctive Date of Accreditation: 09/12/2010 - 09/12/2013

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

No further action is requixed.

Sincerely,

Morpe b K,

George A. Reuther
Secretary

GAR/pmh

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

ATTACHMENT 11
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AMERICAN OSTEOPATHIC ASSOCIATION

BUREAU OF HEALTHCARE FACILITIES ACCREDITATION
HEALTHCARE FACILITIES ACCREDITATION PROGRAM

142 E. Ontario Street, Chicago, I 60611.2864 312 202 8268 | 800- 621 1773 X 8268

Januaty 24, 2011

Jeftrey Murphy

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

Dear Mr Murphy :

The American Osteopathic Assodation's Bureau of Healthcare Facilities Accreditation Executive Committee, at its mecting
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
deeined status.

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

Survey Dates: 10/4/2010-10/6/2010
Effective Date of Accreditation: 10/26/2010 - 10/26/2013

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

No further action is required.

Sincerely,

Sowper . R,

George A. Reuther
Secretary

GAR/pmh

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

. IL #118676\Saint Francis Hospital. IL. 40080, Hosp.doc.
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Healthcare Facilities Accredhtation Program

March 11, 2011

Betsy Pankau

Accreditation Coordinator
Our Lady of the Resurrection
5645 West Addison

Chicago, IL 60634

Dear Ms. Pankau:

This letter 1s 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 (AQA).

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 Kepoe

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 custornarily valid for up to 39 months.

bt st b (a2

COrgantmtion 1D # Meark Chassin, M.D.

Chairman of the Board Presi
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 organkations. Information sbout sccedited organizations may be provided directly

to The Joine Commission at 1-800-994-5610. Information regarding accreditarion and the accreditation performance of
individual orgenizations can be obtained through The Joint Commission’s web site at www.jointcommission.omg.
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Provena United Samaritans

Medical Center
Danville, 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 26, 2008

Accreditation is customarily valid for up to 39 months.

st 2/l busntt. - Dk Has

Organization IO # Mark Chassin, M.D.
Chatrman of the Board President

The Joine Commission is an independent, not-for-profit, national body that oversees the safery and quality of health care and
other services provided in accredited organizations. Information sbout accredited organizations may be provided directly
to The Joint Commission ac 1-800-994-6610. Information regarding accredication and the sccredimtion performance of
individual organizations can be obtained through The Joint Commission’s web site at www.jointcommission.org.
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P The Joint Commission

April 5, 2011

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

President and CEQ Program: Hospital Accreditation

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

Joliet, 1L, 60435 Accreditation Activity Completed: 04/05/2011

Dear Mr. Brickman:

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

compliance and operational improvement tool.
The Joint Comrnission is granting your organization an accreditation decision of Accredited for all services
surveyed under the applicable manual(s) noted below:

v jtati a r Hospitals
This acereditation cycle is cffective beginning January 29, 2011. The Joint Commission reserves the right to
shorten or lengthen the duration of the cycle; however, the certificate and eycle are customarily valid for up to 36

months.
Please visit Quality Check® on The Joint Commission web site for updated information related 1o your

accreditation decision.

We encourage you 1o share this accreditation decision with your organization’s appropriate staff, leadership, and
governing body. You may aiso want to inform the Centers for Medicare and Medicaid Services (CMS), state or
regional regulatory services, and the public you serve of your arganization's accreditation decision.

Please be assured that The Joint Commission will keep the report confidential, except as required by law. To
ensure that The Joint Commission’s mformation aboul your urganization 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,

fhon St fossn &, PRD

Ann Seort Blouin, RN, Ph.D.
Executive Vice President
Accreditation and Certification Operations
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Provena Saint Joseph Hospital
Elgin, IL
has beeri Accredited by ;

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.

LQ% 2/ udusoll Y /74 (fassio

Organltadon ID ¢ Mark Chassin, MLP.
Chairman of the Boand President

The Joint Commission is an independent, not-for-profir, natlonal body chat oversees the safery and quality of health care and
other services provided in accredited organizations. loformation about accredited organizations may be provided direcdy
to The Joint Commission at 1-800-994-6610. Information regarding accreditation and the arcredimrion performance of
individual organizations can be obtained through The Joint Commission’s web site at www.jointcommission.org.

ATTACHMENT 11




ﬁunvv
:..w

A

m. rm;rz_ﬂ..m ﬁmﬂ% ﬁmmﬁnmﬂbdﬂz REGIS] _mhﬂ.ﬁz .o.mm

e e B ORI S

T (e, U &7 Gl Slrild cas BROAWE on Bal etidng ke by RISTTAET B e
PrRsQnG oF e Seved GUAGTBE &St ABT 3 E{ssSRronE &5T B Sarehy syburingd o
BRI by P Sieiarty S ndatond sty

A Sy Kk GLrarry of

S TATN) qﬁ @magrm. Hally e bmesdan

L gt 3 TR e

Hmagmapp BGHE 0004903
FULL LIGENSE
GENERAT HDSFETNL
EFFECTIVE: 01/01/11

T

EIVREPRREE -

BUSIHERS ADDRESS

W FPROVERA RERCY CEHTER
L3325 RORTH HIGHLARE AVENUE

.&%@.ﬁw .I_,m_mw a_ﬂumu AT

e RSB P PANT i

LS FtuenEs PLASE

REMQUE 3800 LoD T CABRY 45 &N
HRHTINTATION

‘

Staste of Rl .N__uﬁ_ g m 41
Trpartiment of Pubic Mealeh
LICENSE, PERMET, GERTIFICATION, RERISTRANION

PROVERA HERCY nﬁwmm%w‘_ -
_ HWHWﬁ%HH BEAD aaqkﬁaw
o FULL LICGNS

GERERAL HYSPI TAL
EFFEC TIVE:S OXFOL/1L

RS GE4 1IN

PROVWENS HUSPETALS uncmhwzmmn4
LEMTER FOR hEATE M CARE AECANICE
1325 NORTH FIGHLAND AVEKLE
ASRDRA IL 405045

FEE RECTINT W0,

T med mem s et b ke

ATTACHMENT 11




W The Joint Commission

June 17, 2011

George Einhomn, RN Joint Commission TD #: 7240

Interim CEQO 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. Einhom:

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 care, treatment, and services
by identifying opportunities for improvement in your processes and helping you follow through on and
implement thesc 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 acercditation decision of Accredited for all services
surveyed under the applicable manuai(s) noted helow:

rehensiv itafi } for Behavi

This acereditation cycle is cffective beginning March 05, 2011. The Joint Commission rescrves 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, leadership, 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 Joint Commission’s information about your organization is always accurate and current, our
policy requires that you inform us of any changes in the name or ownership of your organization or the health
care services you provide.

Sincerely,

tw Sott frasn M IR

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

ATTACEMENT 11




-i——— DISPLAY THIS PART IN A
CONSRPICUOUS PLACE

REMOVE THIS CARD TO CARRY AS AN
{DENTIFICATION

11/06/10

PROVENA HOSPITALS
D/B/A_SAINT MARY'S HOSPITAL
500 WEST COURY STREET
KANKAKEE IL 60901

FEE RECE!PT NO.

e Rt = i . gl e .t et

S A Y

ATTACHMENT 11




by idenlifying opportunitics jor improvement i yowr pragesses and helping you (ollow thraogh on and
implement these improvements. We cncourge you o esc the acereditation process as a continuous standards
complianree and operational improvement tool.

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

Comprehensive Accreditation Manual for Hospitals

This accreditation cycle is effective beginning April 02, 2011, The Joint Commission reserves the right @ shorten
or lengthen the duration of the cycle; however, the certificare and cyvele are customarily valid for up to 36 months.
Ptease visit Quality Check® on The Joint Commission web site for updated information relared to your
accreditation decision.

We cncourage you to share this accreditation decision with your organization's appropriate staff, lcadership, and
voverning body. You may also want to inform the Centers for Medicrre and Medicaid Scrvices {CMS), stalc or
regional regulatory services, and the public you serve of your organization’s accreditation deciston.

Please be assured that The Joint Conunission will keep the report confidential, except as required by law. To
ensure that The Joint Commission’s information about your vrganization is always sccurate 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.

7 The Joint Commission _
May 27, 2011
Michael Ao, MBA, MHA Joint Commission iD #: 7367
President and CEQ, Provena St Mary's Prograim: Hospital Accreditation
Haospital. Accreditation Activity: 60-day Evidence of
Provena Si. Mary's Hospital Standards Compliance
500 West Court Street Accreditation Activity Completed: 03/27/2011
Kankakee, IL 60901
Dear Mr. Arno:
The loint 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-gquality core, treatment, und services

Sincercly,

fon Sott o N PRD

Ann Scott Blouin, RN, Ph.D.
Executive Vice President
Acereditation and Certification 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 4@4“‘/”& Organization [D #452703 W %f e

David L. Nahrwold, M.D. Print/Reprint Date: 7/21/10 Aﬁgém{%]d’ 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. 0938-0381_
STATEMENT OFJEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN QT CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
99ES-63 B. WING 11/15/2005
NAME OF PROVIDER OR SUPPLIER - STREET ADDRESS, CITY, STATE, ZIP CODE
MANTENOQO DIALYSIS CENTRE 1 EAST DIVISION
MANTENO, IL 60950
{4} D 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- COMggg oM
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEFICIENCY)
V 00| INITIAL COMMENTS VvV 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 £. Division St., Manteno, (L
has met the requirements at 42 CFR 405,
Subpart U and is in compliance with the
Conditions of Coverage for End Stage Renal

Dialysis (ESRD) facilities in the State of IL, as of
11/16/05. No deficiencies were cited.

11384

LA}ORATO Y DIREGTOR: R PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE
\ e O /,
aito CEO Wi

. deficiency statement ending with an asterisk (") denofes a deficiency which the institution may be excused from correcting providing it Is determined that
other safeguards provide sufficient profection to the patients. (Sae Instructions.) Except for nursing homes, the findings stated above are disclosable 80 deys
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 foliowing the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is reqluisite to continued

program participation. ATTACHMENT
IRM CMS-2567(02-99) Previous Versions Obsolete aQCX11 if continuation sheet Page 1 of 1




PURPOSE OF PROJECT

The project addressed in this application is limited to a change of ownership as
defined in the IHFSRB’s rules, and does not propose any change to the services provided,
including the number of beds provided at Provena Saint Joseph 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 povernance 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 changes of ownership of the systems’ facilities—wll position
Resurrection and Provena to strengthen access to Catholic health care, improve their
long-term financial viability, 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 Adm. % %
60435 Joliet 5,602 23.5% 23.5%
60436 Joliet 2,037 8.5% 32.0%
60586 Plainfield 1,643 6.9% 38.9%
60431 Joliet 1,563 6.5% 45.4%
60403 Crest Hil 1,510 6.3% 51.7%
60404 Shorewood 1,211 5.1% 56.8%
60433 Joliet 8956 4.0% 60.8%
60432 Joliet 825 3.5% 64.3%
60544 Plainfield 734 3.1% 67.3%
60441 Lockport 696 2.9% 70.3%
60481 Wilimington 674 2.8% 73.1%
60446 Romeoville 650 2.7% 75.8%
60410 Channahon 603 2.5% 78.3%
60447 Minooka 523 2.2% 80.5%
60451 New Lenox 517 2.2% B2.7%
60450 Morris 398 1.7% B4.3%
60416 Coal City 292 1.2% 85.6%
60408 Braidwood 257 1.1% 86.6%
other ZIP Code areas contributing <1% 3,190 13.4% 100.0%
23,881 100.0%

As can be noted from the table above, eighteen ZIP Code areas accounted for over
86% of the hospital’s admissions. This analysis clearly demonstrates that Provena Saint

Joseph 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

ATTACHMENT 12




access 1o capital to ensure that the hospital’s physical plant is well maintained and that
needed equipment can be acquired. These goals will each be measurable within two

years.

ATTACHMENT 12
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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 IHFSRB 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 Medical Center. Consistent with [HFSRB 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 Heaith 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 (480) or to the scope of

services currently provided at Provena Saint Joseph Medical Center.

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

Medical Center’s 2009 IDPH Hospital Profile are:




319 medical/surgical beds

13 pediatrics beds

52 intensive care beds

33 obstetrics/gynecology beds

31 acute mental illness

32 comprehensive physical rehabilitation

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

outpatient clinics, and physical, occupational, and speech therapy.

Operating Entity

Upon the change of ownership, the operating entity/licensee will remain Provena

Saint Joseph Medical Center.

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
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 23,500 patients, provided
approximately 232,400 outpatient visits, and treated over 70,000 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 Medical Center 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
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 2,600 employees (FTEs), Provena Saint Joseph Medical Center
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.




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 hospitals, 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 Medical Center will, as is the case now, operate without any

restrictive admissions policies, related to race, ethnic background, religion, 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
reciprents, 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 Medical Center are

anticipated to be discontinued as a result of the proposed change of ownership.
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19065:Hickory Creek:Drive; Shie:300
Mokena, iU 50448
708-478:6300 Tal
708.478-5960: Fax.

F B
n} PROVENA

" Health.

March 23, 2011

Illinois Health Facilities
and Services Review Board
Springfield, Illinois

To ‘Whom It May Concern;

Pleasebe advised that following the change of ownership of the hospitals and ESRD
facility directly or indirectly owned or controlled by Provena Health, the admissions
policies of those facilities will not become more restrictive.

Provena and Resurrection, in-consultation with the Illinois Attorney General’s office; are
currently revising the charity care policy to-be used following the system metger. That
revised policy will be provided to the State. Agency upon completion.

Sincefre.lys
o Wbhing= | n?n'?é‘p?a“m
President & CEO ‘ ¢ NOTARY PUBLIC - STATE.OF ILLINOIS

MY COMMISSION EXPIRES 08107114

Notarized:
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. .
DE Resurrection i Sandra Bruce, FACHE
Health Care® President & Chif Bvenutize Officer
March 24, 2011

Illinois Health Facilities
and Services Review Board
Springfield, Ilinois

To Whom Jt Muy Cancss

Ploase be adeived thed ollpwing the ehange of ewrership of the hospitals amd A#TC dissatly or
1gd of controlled by Resurtreotinn Huslh Care Corporation, the aduiissions polisies of

mﬁa@ﬂ fttes will net b #o58 restrictive,

Resumesiion and Poveng, b corsltation with the llinofy Altomey General®s sffice, e gurrently
sl the chvriiy aave elfor do by wsed Solfowdsp g the syelem voerger. That gesdied polfuy will bg
mﬁéﬁ&t@ the Blate A

gency upon completian,

President &'CEO

Notatized:

oA S
' -STA OFH.LNOB
m;mm ﬁ o

CO-SPONSORS

Sisters of the Holy Family of Naeareth & Sisters of the Resorrection AWAW 2B




CURRENT ADMISSIONS
and
CHARITY CARE POLICIES

ATTACHMENT 19B




2

728 PROVENA
Saint Joseph Medical Center Policy Manual
Section: ADMITTING Number: 3.1
Subject: Admission of Inpatients Page: 10of3

Effective date: 8/04

Supersedes: 1/02

PURPOSE:

To ensure the Medical Center’'s favorable image by ensuring that all patients are processed in an
efficient, courteous manner.

POLICY:

All patients of physician’s on staff at Provena Saint Joseph Medical Center are admitted
regardless of race, color, creed, sex, national origin, economic status, disability or age.

All patients are admitted in an efficient, accurate and courteous manner, obtaining demographic
and financial information, maintaining confidentiality and respect for each patient at all times.

PERFORMED BY:
Patient Registration Staff

SPECIAL INSTRUCTIONS/FORMS TO BE USED:

1. Reservation Form #590001257 - (if unable to enter online).

2, General Admission Consent To Treat, Release Information and Assignment of Benefits
#590001136

3. MSP Secondary Payor Form #281 - (if unable to enter cnline).

4. Inpatient Verification Checklist

PROCEDURE:

l. Admission Notification

A, Receive notification of patient’s admission to the Medical Center from physician or
physician designee.

B. Enter reservation in formation in computer (SCH Routine) or transcribe on
reservation form - (during computer downtime), the following information for proper
placement of patient:

Patient legal name

Date of birth

Admitting/Attending physician

Date and time of admission/surgery ATTACHMENT 19B
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PROVENA

Saint Joseph Medical Center Policy Manual
Section: ADMITTING Number: 3.1
Subject: Admission of Inpatients Page: 20f3

Procedure to be performed and/or diagnosis

Patient home phone number

Patient type, Inpatient, AM admit or Observation

Ask if patient needs Telemetry Isolation or any Cardiac Drips.
Page the PPC.

© oo o

1. Preadmission Process

A. Call patient prior to admission, when possible to obtain demographic, financial
information, generating a computerized admission form and [abels from the online

computerized information system.

B. Label the following documents in preparation of the patient’s arrival.
1. Wristband
2. General Admission Consent form
C. File ali admission documents for future admissions in inpatient filing cabinet in

admission date order.
1. Elective/Direct Admitting - Patients’ Arrival to the Medical Center
A. Greet patient upon arrival to the Medical Center in an efficient, courteous manner.

B. Obtain the necessary, required signatures, if “AM” surgical admission, signatures
are obtained on the surgery unit.

C. Give the patient the Privacy Practices booklet, if needed, Patient Information & TV
Guide, and the Non-Medicare/Medicare Admission packet.

D. Call Receiving Nursing unit for notification of patient’s arrival.

E. Transport patient to his/her assigned patient room, notifying the Nursing Unit Staff.

F. Forward Admission Documents to Nursing Station.
G. Instruct patient to have a seat in a comfortable chair until the nurse comes into the
room.
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4,5 PROVENA
Saint Joseph Medical Center Policy Manual
Section: ADMITTING Number: 3.1
Subject: Admission of Inpatients Page: 30f3
G. Lock brakes in wheelchair, when applicable, to allow patient to get up from

wheelchair to have a seat in a comfortabie chair until the nurse comes into the
room.

H. Return to Admitting with wheelchair.

] Follow hand washing technique according to Medical Center Policy and Procedure.

V. Emergency Room Admissions:

A. Emergency Room Staff notifies PPC of admission order and designated bed
assignment, i.e., Pediatrics, ICU, Telemetry and Psych.

B. Emergency Room Staff notifies Admitting Room Control of an Admission by
sending an Inpatient Room Request via the computer. Once the PPC has assigned
the patient a bed, the Emergency Room Staff send another Inpatient Room
Request with a bed assignment and the admitting diagnosis.

C. Admitting Room Control prepares Inpatient‘Observation computerized admission
form and labels. They prepare the needed bookkeeping folders for Patient

Accounts.

Revised: 7/98, 11/00, 1/02, 8/04 ATTACHMENT 19B




AN PROVENA
ealth
SYSTEM POLICY
Section: Finance Policy Number; 5.1
Patient Financial Services
Subject: Provision for Financial ‘Assistance — Provena Hospitals Page: 10of10
Executive Owner: System Senior VP, Chief Financial Officer Approval Date:  05/01/06

Effective Date:  02/2011
Last Review Date: 1/17/11
Revised Date: 1/17/11
Supersedes: 8/4/10

POLICY

In order to promote the health and well-being of the community served, individuals who bave no health
msurance, with limited financial resources, and who are unable to access entitlement programs shall be
eligible for free or discounted heaith care services based on established criteria for hospital charges.
Eligibility criteria will be based upon the Federal Poverty guidelines, family size and medical expense,
Provena Health is committed to: ‘

. Communicating to patients so they can more fully and freely participate in providing the
needed information without fear of losing basic assets and income;

. Assessing the patients’ capacity to pay and reach payment arrangements that do not
jeopardize the patients’ health and basic living arrangements or undermine their capacity
for self-sufficiency;

. Upholding and honoring patients’ rights to appeal decisions and seek reconsideration, and
to have a self-selected advocate to assist the patient throughout the process;

. Avoid seeking or demarding payment from or seizing exempt income or assets; and

. Providing options for payment arrangements, without requiring that the patient select

higher cost options for repayment.
PURPOSE

Our Mission and Values call us to serve those in need and maintain fiscal viability. Provena Health has a
long tradition of serving the poor, the needy, and all who require health care services, However, our
Ministries alone cannot meet every community need. They can practice effective stewardship of
resources in order to continue providing accessible and effective health care services, In keeping with
effective stewardship, provision for financial assistance will be budgeted annually. Our Hospital
Ministries will follow the Illinois Hospital Uninsured Patient Discount Act and the Ilinois Fair Patient
Billing Act.
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PROVENA HEALTH ‘ : SYSTEM POLICY

Section: Finance - PFS Policy #: 5.1

Subject: Provision for Financial Assistance Page: 20f 10

We also continue to play a leadership role in the community by helping to promote community-wide
responses to patient needs, in partnership with government and private organizations.

This policy identifies circumstances when the ministry or related joint venture may provide care without
charge or at a discount commensurate with the ability to pay, for a patient whose financial status makes it
impractical or impossible to pay for medically necessary services. This policy applies only to hospital
ministry charges and not independent physicians or independent company billings. The provision of free and
discounted care through our Financial Assistance program is consistent, appropriate and essential to the
execution of our mission, vision and values, and is consistent with our tax-exempt, charitable status.

Resources are limited and it is necessary to set limits and guidelines. These limits are not designed to turn
away or discourage those in need from seeking treatment. They are in place to assure that the resources the
ministry can afford to devote to its patients are focused on those who are most in need and least able to pay,
rather than those who choose not to pay. Financial assessments and the review of patients’ financial
information are intended for the purpose of assessing need as well as gaining a holistic view of the patients’
circumstances.

SPECTAL INSTRUCTIONS/ DEFINITIONS

1. Definitions

A. Assets: Provena Health may use assets in the determination of the 25% maximum collectible
amount in 12-month period. Assets will not be used for initial financial assistance eligibility.
Patient may be excluded if patient has substantial assets (defined as a value in excess of 600%
Federal Poverty Level — attachment I) Certain assets will not be considered: the uninsured
patient's primary residence; personal property exempt from judgment under Section12-1001
of the Code of Civil Procedure; or any amounts held in a pension or retirement plan.
Distributions and payments from pension or retirement plans may be included as income.
Acceptable documentation of assets include: statements from financial institutions or some
other third party verification of an asset’s value. Ifno other third party exists the patient shall
certify as to the estimated value of the asset.

B. Charity Care: Health care services that were never expected to result in cash. Charity care

- results from providing health care services free or at a discount to individuals who do not
have the ability to pay based upon income and family size compared to established federal
poverty guidelines, .

C. Financial Assistance Committee: A group of people consisting of local ministry staff and
leadership that meets monthly to review requests for financial assistance. The committee will
consist of the Chief Executive Officer, Chief Financial Officer, VP Mission Services,
Revenue Integrity Director (or designee), Risk Manager, Director of Case/Care Management,
Patient Financial Counselor/Customer Service Representative/Collection Manager and the
Director of Pastoral Care or a similar mix of individuals for ministries associated with

Provena Health.
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D,

H.

Family: The patient, his/her spouse (including a legal common law spouse) and his/her legal
dependents according to the Intemal Revenue Service rules. Therefore, if the patient claims
someone as a dependent on his/her income tax return, they may be considered a dependent for
purposes of the provision of financial assistance.

Family Income: the sum of a family's annual earnings and cash benefits from all sources
before taxes, less payment made for child support. Examples include but are not limited to:
Gross wages, salaries, dividends, interest, Social Security benefits, workers compensation,
training stipends , regular support from family members not living in the household,
government pensions, private pensions, insurance and annuity payments, income from rents,
royalties, estates and trusts,

Uninsured patient: is a patient of a hospital and is not covered under a policy of health
insurance and is not a beneficiary under a public or private health insurance, health benefit, or
other health coverage program, including high deductible health insurance plans, workers'
compensation, accident liability insurance, or other third party liability.

Illinois resident: a person who currently lives in Illinois and who intends to remain living in
Ilinois indefinitely. Relocation to Illinois for the sole purpose of receiving health care
benefits does not satisfy the residency requirement. Acceptable verification of Illinois
residency shall include any one of the following:
Any of the documents listed in Paragraph (J);
A valid state-issued identification card;
A recent residential utility bill;
A lease agreement;
A vehicle registration card,
A voter registration card,
Mail addressed to the uninsured patient at an Illinois address from a
government or other credible source;
8. A statement from a family member of the uninsured patient who
resides at the same address and presents verification of residency; or
9. A letter from a homeless shelter, transitional house or other similar
facility verifying that the uninsured patient resides at the facility.
All non-IL resident applications will be reviewed by the ministry Financial Assistance
Committee. (See Financial Assistance Committee definition.)

NSOk W~

Income Documentation: Acceptable family income documentation shall include one (1)
of the following:
a copy of the most recent tax return;
a copy of the most recent W-2 form and 1099 forms;
copies of the 2 most recent pay stubs;
written income verification from an employer if paid in cash; or
one other reasonable form of third party income verification deemed
acceptable to the hospital.

S
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I Catastrophic Discount: a discount provided when the patient responsibility payments
specific to medical care at Provena Health Hospitals, even after payment by third-party
payers, exceed 25% of the patient’s family annual gross income. Any patient responsibility in
excess of the 25% will be written off to charity.

J. Medically Necessary Service: any inpatient or outpatient hospital service, including
pharmaceuticals or supplies provided by a hospital to a patient, covered under Title X VIII of
the federal Social Security Act for-beneficiaries with the same clinical presentation as the
uninsured patient. A "medically necessary” service does not include any of the following:

1. Non-medical services such as social and vocational services.

2. Elective cosmetic surgery, but not plastic surgery designed to correct
disfigurement caused by injury, illness, or congenital defect or deformity.

3. Services deemed not necessary by the patient’s insurance provider,

IL Financial Assistance Guidelines and Eligibility Criteria (see Attachment #1)
A. Patient must be uninsured and meet the eligibility criteria noted below or meet the
definition for the Catastrophic Discount.

Eligibility Criteria
Up to 200% 100%
201 -300% 50%
301 - 400% 80%
401 - 500% 75%
501 - 600% Appl‘OX. 72% {caloulation based on IL Hospital uninsured discount Act)

B. All patients will be treated with respect and faimess regardless of their ability to pay.

C. The Eligibility Criteria discount percentage will be updated annually based on the
calculation set forth by the Illinois Uninsured Patient Discount Act. The Federal Poverty
Guideline calculations will also be updated annually in conjunction with the published
updates by the United States Department of Health and Human Services.

D. Individuals who are deemed eligible by the State of Illinois to receive assistance under the
Violent Crime Victims Compensation Act or the Sexual Assault Victims Compensation
Act shall be deemed eligible for financial assistance at a level to be determined on a case-
by-case basis by the Financial Assistance Committee.

E. A financial assistance application will not need to be repeated for dates of services incurred
up to six (6) months after the date of application approval. Once financial assistance
eligibility has been granted, all open accounts from 12 months before the date of approval
are grandfathered in as financial assistance.

F. A patient may apply for financial assistance at any time during the revenue cycle process.
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G. After the financial assistance adjustment has been computed, the remaining balances will
be treated in accordance with Patient Financial Services policies regarding payment
arrangements, If a patient is unable to meet the payment arrangement guidelines, the
Revenue Cycle Representative (or designee) may review and recommend additional
financial assistance to the ministry Financial Assistance Committee.

II.  Presumptive Financial Assistance Eligibility

A. Presumptive eligibility may be determined on the basis of individual life circumstances. In
these situations, a patient is deemed to be eligible for a 100 percent reduction from charges
(i.e. full write-off). A patient is presumed to be eligible and therefore does not need to
complete a financial assistance application if they meet one of the following criteria:

1. Participation in state funded prescription programs.

Participation in Women’s Infants, and Children’s Programs (WIC)
Food stamp eligibility

Subsidized school lunch program eligibility.

Eligibility for other state or local assistance program that is unfunded.
Low income/subsidized housing is provided as a valid address

Patient is deceased with no known estate.

e AU S

Patient receiving free care from a community clinic and the community
clinic refers the patient to the ministry for treatment or for a procedure.
9. Patient states that he/she is homeless. The due diligence efforts are to be
documented.
10. Patient is mentally or physically incapacitated and has no one to act on
his/her behalf.
| 11. Patient is currently eligible for Medicaid, but was not eligible on a prior
i date of service, instead of making the patient duplicate the required
paperwork; the ministry will rely on the financial assistance determination
process from Medicaid.
12. Patient receives a MANG denial due to asset availability.

B. When a patient does not complete an application and there is adequate information to
support the patient’s inability to pay these cases will be submitted to the ministry’s
Financial Assistance Committee for approval. If approved, 100% write off to financial
assistance will be granted for all open accounts from 12 months before the date of
approval. Assistance will not be granted for future dates of service.
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PROCEDURE

L Identification of Potentially Eligible Patients

A. Where possible, prior to the admission or pre-registration of the patient, the
ministry will conduct a pre-admission/pre-registration interview with the patient,
the guarantor, and/or his/her legal representative. If a pre-admission/pre-
registration interview is not possible, this interview should be conducted upon
admission or registration or as soon as possible thereafter. In case of an emergency
admission, the ministry’s evaluation of payment alternatives should not take place
until the required medical screening-has been provided. At the time of the initial
patient interview, the following information should be gathered:

1. Routine and comprehensive demographic data and employment
information.
2. Complete information regarding all existing third party coverage.

B. Those patients who may qualify for financial assistance from a governmental
program should be referred to the appropriate program, such as Medicaid, prior to
consideration for financial assistance.

C. Prior to an account being authorized for the filing of suit, a final review of the
account will be conducted and approved by the Revenue Cycle Representative (or
designee) to make sure that no application of financial assistance was ever
received. Prior to a summons being filed, the Chief Financial Officer’s (CFO)
approval is required. Provena Health Ministries will not request nor support the
use of body attachments from the court system for payment of an outstanding
account; however, it is recognized that the court system may take this action in
dependently.

1I. Determination of Eligibility

A. All patients identified as potential financial assistance recipients should be offered
i the opportunity to apply for financial assistance. If this evaluation is not conducted
| : until after the patient leaves the ministry, or in the case of outpatients or emergency
| services, a Patient Financial Services representative will mail a financial assistance
application to the patient for completion upon request. In addition, whenever
| possible, patient billing and collection communications will inform patients of the
| availability of financial assistance with appropriate contact information. When no
| representative of the patient is available, the ministry should take the required
action to have a Jegal guardian/trustee appointed or to act on behalf of the patient.

B. Patients are responsible for completing the required application forms and cooperating
with the information gathering and assessment process, in order to determine
eligibility for financial assistance. (See Special Instructions, Il Presumptive
Eligibility for exceptions).
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C. Inthe evaluation of an application for financial assistance, a patient’s family size,
income and medical expenses will be determining factors for eligibility and
discount.

D. The Catastrophic Discount will be available to patients who have medical expenses
from a Provena Health Hospital that exceed 25% of the patient’s family annual
gross income, even after payment by third-party payers. Any patient responsibility
in excess of the 25% will be written off to charity. Services that are determined not
medically necessary by a third-party payer will not be eligible for this discount.

E. The Financial Assistance Committee will consider patient accounts on a case-by-
case basis that are exceptions to the eligibility criteria. The Committee has the
authority to approve/reject any ministry specific exceptions to the Provision for
Financial Assistance policy based on unusual or uncommon circumstances. This
includes the review of all non-IL resident applications. All decisions, whether
approved or rejected, must have the rationale clearly and formally documented by
the committee and maintained in the account file,

II.  Notification of Eligibility Determination

A, Clear guidelines as to the length of time required to review the application and
provide a decision to the patient should be provided at the time of application. A
prompt turn-around and written decision, which provides a reason(s) for denial (if
appropriate) will be provided, generally within 45 days of the ministry’s Financial
Assistance Committee’s decision after reviewing a completed application. Patients
will be notified in the denial letter that they may appeal this decision and will be
provided contact information to do so.

B. Ifa patient disagrees with the decision, the patient may request an appeal process in
writing within 45 days of the denial. The ministry’s Financial Assistance
Committee will review the application. Decisions reached will normally be
communicated to the patient within 45 days, and reflect the Committee’s final and
executive review.

C. Collection activity will be suspended during the consideration of a completed
financial assistance application or an application for any other healthcare bracket
(i.e., Medicare, or Medicaid, etc.). A note will be entered into the patient’s
account to suspend collection activity until the financial assistance process is
completed. If the account has been placed with a collection agency, the agency will
be notified by telephone to suspend collection efforts until a determination is made,
This notification will be documented in the account notes. The patient will also be
notified verbally that the collection activity will be suspended during consideration.
If a financial assistance determination allows for a percent reduction but leaves the
patient with a self-pay balance, payment terms will be established on the basis of
disposable income.
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D.

If a determination is made that the patient has the ability to pay all or a portion of a
bill, such a determination does not prevent a reassessment of the person’s ability to
pay at a later date.

Refunding Patient Payments — No refunds will be given for payments made prior to
the financial assistance approval date.

If the patient has a change in his/her financial status, the patient should promptly
notify the Central Billing Office (CBO) or ministry designee. The patient may
request and apply for financial assistance or a change in their payment plan terms.

IV.  Patient Awareness of Policy

A.

Signage

Signage will be visible in all ministries at points of registration in order to create
awareness of the financial assistance program: At a minimum, signage will be
posted in all patient intake areas, including, but not limited to, the emergency
department, and the admission/patient registration area.  All public information
and/or forms regarding the provision of financial assistance will use languages that
are appropriate for the ministry’s service area in accordance with the state’s
Language Assistance Services Act. This policy will be translated to and made
available in Spanish.

Hospital Bill

Each invoice or other summary of charges to an uninsured patient shall include
with it, or on it, a prominent statement that an uninsured patient who meets certain
income requirements may qualify for an uninsured discount and information
regarding how an uninsured patient may apply for consideration under the
hospital’s financial assistance policy.

Policy

Every ministry, upon request, must provide any member of the public or state
governmental entity a copy of its financial assistance policy. This policy will also
be available on the Provena Health Website.

Application Form
Each ministry must make available the application used to determine a patient’s

eligibility for financial assistance.
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V. Monitoring and Reporting

1. A financial assistance log from which periodic reports can be developed
shall be maintained aside from any other required financial statements.

2. Financial assistance logs will be maintained for a period of ten (10) years.
At a minimum, the financial assistance Jogs are to include:

Account number

Date of Service

Application mailed (y / n)

Application returned and complete (y/n).

Total charges

Self-pay balances

Amount of financial assistance approved

Date financial assistance was approved/rejected

TR rhoe Ao o

3. The financial assistance log will be printed monthly for review at the
ministry Financial Assistance Committee meeting.
a. The financial assistance log must be signed and dated by the
ministry CFO.
b. Financial Assistance meeting minutes must be signed by the
ministry CFO.

4. The ministry’s Collection Manager / Patient Financial Services
Representative will approval financial assistance for amounts up to $1,000.
Amounts greater than $1,000 but lower than $5,000 will be approved by the
ministry’s Revenue Cycle Representative, those greater than $5,000 will be
approved by the ministry’s CFO.

5. A record, paper or electronic, should be maintained reflecting authorization
of financial assistance. These documents shall be kept for a penod of ten
(10) years.

6. The cost of financial assistance will be reported annually in the Community
Benefit Report to the Community, IRS 990 schedule H and in compliance
with the IL Community Benefit Act. Charity Care will be reported as the
cost of care provided (not charges) using the documented criteria for the
reporting requirement.
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ATTACHMENTS

Eligibility Criteria for the Provena Health Financial Assistance Program — Attachment # 1
Hospital Financial Assistance Program Cover Letter and Application — Attachment # 2
Room and Board Statement — Attachment #3

REFERENCES

Section 12-1001 Code Civil Procedure

Title XVIII Federal Social Security Act
Tllinois Uninsured Patient Discount Act
Hlinois Fair Patient Billing Act

Violent Crime Victims Compensation Act -
Sexual Crime Victims Compensation Act
Women’s, Infant, Children Program (WIC)
IL. Community Benefit Act

Internal Revenue Service (JRS) 990 Schedule
Ethical and Religious Directives, Part |
Provena Health System Policy — Payment Arrangements
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Health | ATTACHMENT #1

ELIGIBILITY CRITERIA FOR THE
PROVENA HEALTH FINANCIAL ASSISTANCE PROGRAM

The table below is based upon 2009 Federal Poverty Guidelines.

Family 2009 Federal
Size Poverty Guidelines 200% 600%

1 $10,830- $21,660 $64,980
2 $14,570 $29,140 $87.420
3 $18,310 $36,620 $109,860
4 $22,050 $44,100 $132,300
5 $25,790 $51,580 $154,740
6 $29,530 $59,060 $177,180
7 $33,270 $66,540 $199.620
8 $37,010 $74,020 $222,060
9 $40,750 $81,500 $244,500
10 $44 490 $88,980 $266,940
CALCULATION PROCESS

The matrix below is to be utilized for determining the level of assistance for patients who are
uninsured.

1. Patients who are uninsured and at or below the 200%5guideline will receive a full write-off of
charges.

2. For uninsured patients who exceed the 200% guideline, but have income less than the 600%
guideline, a sliding scale will be used to determine the percent reduction of charges that will apply.
The matrix for deductions is below:

DISCOUNT MATRIX
) 100%
201 - 300% 30%
301 - 400% 80%
401 - 500% 75%
501 - 600% Approx. 72% (calculation based on IL Hospital uninsured discount Act)
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HOSPITAL FINANCIAL ASSISTANCE APPLICATION COVER LETTER Health
Provena Health offers a variety of financial assistance programs to meet the needs of our patients. Our programs apply
only to Provena hospital charges. Please be aware you will receive a separate bill from each independent practitioner, or
groups of practitioners, for care, treatment, or services provided. The Provena Health Financial Assistance Program does not
apply to these charges.

In addition to the Provena Health Financial Assistance Programs, you may also be eligible for public programs such as
Medicaid, Medicare or AllKids. Applying for such programs may be required prior to applying for a Provena Health Financial
Assistance Program. Provena will assist patients with state funded pubfic programs and the enroliment process.

The Provena Health Financial Assistance Programs include:

e B R AVl O P R DESErption e B A R oWt O AD DIV e
Umnsured Uninsured Pahents Offers free care or dlscounted care Complete the Fmanmal Ass1stance
Financial based on family size and income Program Application
Assistance according {o the Federal Poverty

. Guidelines
Self-Pay Discount | Uninsured Patients Offers an automatic 20% discount No application necessary
Catastrophic Uninsured and Limits the out-of-pocket costs when | Determine if your out-of-pocket
Discount Insured Patients medical debts specific to medical expenses exceed 25% of family

care at Provena Health Hospitals
exceed 25% of the patient's family
gross income

gross income. If so, complete the
Financial Assistance Program
Application

Payment Plan
Program

Uninsured and
Insured Patients

Assists patients with their financial
obligations by establishing payment
arrangements

Contact a Financial Counselor * or
the Central Biliing Cffice at 888-740-
4111 if you have already received a
statement

To help us determine if you are qualified to receive financial assistance, please complete, sign and retum the enclosed
application along with copies of the following applicable documents:

O Federal Income Tax Return - preferred (or)

2 most recent paycheck stubs or other proof of income

If applicable, please submit the following:

O Social Security Award Letter

O Financial Award Letter(s) for any student loans or grants

(0 Driver's License or State-issued |D

0 Room and Board Statement (if no income) available at

www.provena.orgfiinancialassistance

O Unemployment Compensation Benefit Award Letter

Return completed form and supporting documents to:

Provena Health
Central Billing Office

1000 Remington Blvd., Suite 110
Bolingbrook, IL 60440

We will respond to you within 45 days of receiving the completed application and supporting documents. If you have any
questions or need additional assistance, please contact us at 688-740-4111 or www.Provena.org/FinancialAssistance to
obtain additional information on the Provena Health Financial Assistance Programs.

*Finenclol Gounselors: Provena Govenani Medical Center;217-337-2257-Pravena Saint Joseph Hospilel:B47-531-5562+ Prw&%&&&wﬂ&i &;&3?%?5-741 7148+
Provana St. Mary's Hospital; 815-937-2028+Provena Meroy Medical Center630-801-2558-Provena United Samaritans Medical Genter217-443-5000 ext.5128 5151,5497




| ! Attachment #2
Program Applying For:
0 Uninsured Financial Assistance (Free/Discounted Care)

O Catastrophic Discount o ’a PROVENA
Health

Hospital Financial Assistance Program Application

NOTE: This application is for Provena Heaith Hospital Charges onl s physician professional charges ).

Please complste both sides of this form. Return the signed form with all required documents fo the address below,
Provena Health, Central Billing Office, 1000 Remington Blvd., Sulte 110, Bolingbrook, IL. 60440

Date of Application: Date Application Malled:

* If the patient Is a minor 1 o full time student. please list
2 APRLICANT (BATIENTIPARENT
f ¢ iR ; g‘:‘ __"5'| o o et

Last Name

_ Date of Blrth

First ame T ﬂ Soclal Secunty Nurnber -

Mrddle Inltlal
Street Address City State Zip Home Phone ([ )
Cuirent Employer Street Address Phone Position Years Employed
Total Number of Dependents: Dependent Name Date of Birth Relationship
(cther than salf and co-epplicant)

Last Namé R First Nan;e "Maddfel lﬁﬁgel_' ‘Somafl lSecunty‘!\iurr;b.er o Date of Birm |

Street Address City State Zip Home Phone { )

Current Employer Street Address Phone Fosition Years Empioyed
Total Number of Dependents: Dependent Name Date of Birth Relationship

(other than self and oo-applicant)

gt

l"*”"’ NCOMEINE WI i "‘ "’“"“‘“’"‘“‘"ﬁ“ﬁ SR
s F%mm gns o
SARa e ,"“"fﬁ jinthehoaRehod GovaraRl DGR B 5 FaneIons: 168 BEENES rTens:
Monthly income Sources Applicant Co-Apphcant
mployment Income
social Security
Jisahility
Inemployment
ipousal/Child Support
ental Property
westmen! incoma
ither;

ither

ther;

ther:

<

@ﬂﬁ%ﬁﬂﬂﬂfﬂﬁ‘%%‘-}




L85 PROY HEJS ITAL SERVICES
: *E{Ieﬁé nd!cafei eRrovesaHospralsihal i Hastdwelve:(12 ISl
If additional space is needed for Account Numbers or Account Number Date(s) of Servnce
Date of Service, please use section 7 below.
0 Provena Covenant Medical Center, Champaign
Provena Mercy Medical Center, Aurora
Provena Saint Joseph Hespital, Elgin

1

Provena St. Mary’s Hospital, Kankakee
' Provena Umted Samantans Medrcal Center Danwlle

$
0 $
O $
00 Provena Saint Joseph Medical Center, Joliet $
0 $
0 $

By S|gn|ng below I'cerhfy that all mformatlon |s valld and corﬁp!ete [will |mmed|ately 'notlfy Provena Heaith |f my ﬁnanmal cwcumstanoes change o

Applicant Signature Date Co-applicant Signature Date

Please submit the following information with your application:
O Federal Income Tax Return - preferred (or) O Driver's License / State<ssued 1D (or proof of IL residence)

2 most recent paycheck stubs or other prmoof of income
If applicable, please submit the following:

O Social Securty Award Letter O Room and Board Statement (if no income) — Attachment #3
0 Financial Award Letter(s) for any student loans or grants O WUnemployment Compensation Benefit Award Letter
Return completed form and supporting documents to:
Provena Health
Central Billing Office

1000 Remington Blvd,, Suite 110
Baolingbrook, IL 60440

If you have any questions or need additional assistance, please contact us at 888-740-4111 or www.Provena.org/FinancialAssistance to obtain
additional information on the Provena Health Financial Assistance Programs, ATTACHMENT 198




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, Provena Saint Joseph 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
Provena Saint Joseph 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 ]9B), patients will not be
“deflected” from Provena Saint Joseph 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 Provena Saint Joseph Medical Center to each of the other

hospitals in the Health Care System.

Proximity of Provena Saint Joseph Medical Center {333 North Madison Street Joliet) to:

Miles Minutes

Saint Francis Hospital 355 Ridge Avenue Evanston 58.3 84
Provena Saint Joseph Medical Center 7435 W. Talcott Avenue Chicago 48.4 64
Saint Mary of Nazareth Hospital

and St. Elizabeth's Med. Cir. 2233 W. Division Street Chicago 44 58
Saint Joseph Hospital 2800 N. Lake Shore Drive  Chicago 509 62
Our Lady Resurrection Med. Ctr. 5645 West Addison St. Chicago 52.1 72
Holy Family Medical Center 100 North River Road Des Plaines 48.97 66
Provena United Samaritans Med. Ctr. 812 North Logan Street Danville 150.9 163
Provena Covenant Medical Center 1400 West Park Avenue Urbana 120.5 134
Provena Mercy Medical Center 1325 N. Highland Avenue  Aurora 26.7 48
Provena Saint Joseph Hospital 77 North Airlite Street Elgin 49 71

Provena $t. Mary's Hospital 500 West Court Street Kankakee 423 53

Source: MapQuest, 02/22/2011

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 Provena Saint Joseph 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 Provena Saint Joseph 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 driving time and distance between Provena Saint

Joseph Medical Center and each hospital with which PSJMC maintains a referral

agreement.

Referral Site Service Miles*

Advocate Christ Medical Center

4440 West 95th St. Oak Lawn pediatrics 376
Advocate Good Samaritan Hospital

3815 Highland Ave. Downers Grove general 31.4
Children's Memorial Hospital

2300 Children's Plaza Chicago pediatrics 495
Loycla University Medical Center

2160 S. First Ave. Maywood : burn care 38.3
Rush University Medical Center

700 South Paulina Chicago critical care 463

*MapQuest (unadjusted) March 3, 2011

Minutes*

53

40

66

50

57
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Duplication of Services

As certified in this application, the applicants fully intend to retain Provena Saint

Joseph Medical Center’s clinical programmatic complement for a minimum of two years,

| An initial evaluation of the clinical services provided by Provena Saint Joseph 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 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, Provena Saint Joseph 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,

ATTACHMENT 19C




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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Chicago
Patients by Ethnicity

Hospital Profile - CY 2009 Resurrection Medical Center Page 1

. Ownership, Management and General Information

Patients by Race

ADMINISTRATOR NAME:  Sister Donna Marie C.R. White 80.7% Hispanic or Latino: 2.4%
ADMINSTRATOR PHONE  773-792-5153 Black 1,7% Not Hispanic or Latino; 92.0%
OWNERSHIP: Resurrection Medical Center American Indian 0.0% Unknown: 5.5%
OPERATOCR: Resurrection Medical Center Asian 1.7%
MANAGEMENT: Not for Profit Corporation Hawailan/ Pacific 03%  |PPHNumber 1974
CERTIFICATION: None Unknown: 55% HPA A-01
FACILITY DESIGNATION:  General Hospital HSA 6
ADDRESS 7435 West Talcoft Avenue CITY: Chicago COUNTY: Suburban Cook (Chicago)
Facility Utilization Data by Cateqory of Service
Authorired Peak Beds Average Average CON Staff Bed
. CON Beds Setup and Peak inpatient Observation |epgth  Daily Occupancy Occupancy
Clinical Service 12/31/2009 Staffed Census Admissions  Days Days  ofStay Census  12/31/2009 Rate %
Medical/Surgical 214 225 190 11399 53786 2,530 49 154, 72.1 68.6
0-14 Years 0 0
15-44 Years as3s 2851
45-64 Years 2,406 10,186
65-74 Years 2 188 10,249
75 Years + 5970 30,500
Pediatric 17 18 8 230 455 18 2.1 13 76 7.2
Intensive Care 41 30 30 2,838 8,856 31 243 59.2 80.9
Direct Admission 1,760 5,510
Transfers 1,078 3,346
Obstetric/Gynecology 23 3 K3 1,053 2,466 64 24 6.9 30.1 224
Matemity 1,003 2,385
Clean Gynecaology 50 &1
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 6.0
Acute Mental lliness 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 49.1 756 80.5
l.ong-Term Acute Care 0 0 0 o 0 0 0.0 0.0 0.0 0.0
Dedcated Obsservation 0 0
Facility Utilization 360 15812 83,488 2612 5.4 2359 66.6
{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% 01% 26.9% 1.0% 1.4%
inpatients 9805 1360 13 4253 161 220 15,812
39.2% 15.0% 0.1% 42.7% 2.2% 0.8%
Qutpatients 62344 23859 137 67967 3551 1337 159,245
Financial Year Reported: 7/1/2008 fo 613072009 Inpatient and Qutpatient Net Revenue by Payor Source Chari Total Charity
. N arity Care Expense
Medlcare Medicald Other Public  Private Insurance  Private Pay Totals Care
. Expense 1,869,515
Inpatient 65.7% 4.3% 0.0% 28.6% 1.4% 100.0% Totals: Charity
R olars! .ar
evenue ($) 127,765,641 8,348,093 0 55,727,368 2,769,114 194,610,216 1,195,049 Care as % of
Qutpatient 26.9% 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 Newhom Nursery Utilization Organ Transpiantation
Number of Total Births: 1,038 Level 1 Patient Days 1,664 Kidney: 0
Number of Live Births: 1,026 Level 2 Patient Days 1,653 Hear o
Birthing Rooms: 0 Level 2+ Patient Days 90 Lung: 0
Labor Rooms: 0 Total Nursery Patientdays 3,407 Heart/Lung: 0
Delivery Rooms. 0 Pancreas: 0
Labor-Delivery-Recovery Rooms: 0 boratory Studjes Liver: 0
Labor-Delivery-Recovery-Postpartum Rooms: 17 Inpatient Studies 511,319 ’
C-Section Rooms:® 2 Qutpatient Studies 438,246 Total: 0
CSections Performed: 32 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
Surgjcal Specialty Operafing Rooms Surgical Cases Surgical Hours ou: ge
Inpatient Outpatient Combined Total Inpatient Outpatient Inpatient Outpatient Total Hours inpatient Cutpatient
Cardiovascular 0 0 2 2 561 101 1886 131 2017 3.4 1.3
Dematology 0 0 0 0 0 0 0 0 0 0.0 0.0
General 0 0 9 9 1056 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 0 318 44 1060 93 1153 33 21
OB/Gynecology 0 0 0 0 243 625 565 526 1091 2.3 0.8
Oral/Maxillofacial 0 0 0 0 6 28 18 76 94 3.0 27
Ophthalmology 0 0 0 ] 52 916 98 801 899 1.9 09
Orthepedic 0 0 0 0 855 546 1539 73 2270 1.8 1.3
Otolaryngology 0 0 0 0 90 336 164 371 535 1.8 1.1
Plastic Surgery 0 o 0 1] 13 60 22 83 105 1.7 1.4
Podiatry 0 V] ] 0 53 74 70 125 195 1.3 1.7
Thoracic 0 0 ] 0 179 16 435 24 459 24 1.5
Urology 0 0 1 1 350 815 605 584 1189 1.7 0.7
Totals 0 0 12 12 3786 4554 8307 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
Procedure Rooms Surgical Cases Suigica o er Ca
Procedure Type Inpatient Qutpatient Combined Tota! Inpatient OQutpatient Inpatient Outpatient Total Hours Inpatient Outpatient
Gastrointestinal 0 0 5 5 1579 3774 g70 2518 3489 06 0.7
Laser Eye Procedures 0 2 0 2 0 16 0 10 10 0.0 06
Pain Management 0 0 4 4 191 6576 143 4932 5075 0.7 0.8
Cystoscopy 0 0 0 0 0 0 0 ] 0 0.0 0.0
Multipumose Non-Dedicated Rooms
0 0 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 o 0 1] 0 0.0 0.0
1] 0 0 0 0 o 0 0 o 0.0 0.0
Cardiac Catheterization Labs Cardiac Catheterization Utfilization
Total Cath Labs (Dedicated+Nondedicated fabs): 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
Dadicated Interventlonal Catheterization Labs 0 Interventional Catheterizations (0-14): g
Dedicated EP Catheterization Labs 1 Interventional Catheterization (15+) 813
Emergency/Traurna Care EP Catheterizations (15+) 566
Certified Trauma Center by EMS O i
Leve! of Trauma Service Le-\lr-ej 1 Le\'_efz Total Car diacw 26
Operating Reoms Dedicated for Trauma Care 0 ;:3:?:':; Q’Je—a:;?gi)éer): 212
Number of Trauma Visits: 0
Patients Admitted from Trauma 0 Coronary Artery Bypass Grafts (C‘_Q‘BGS)
. performed of total Cardiac Cases : 147
Emergency Service Type: Comprehensive . }
Number of Emergency Room Stations 21 Total Outpat tgﬁw 459,245
. o utpatient Visi P
Per_scns Trea.ted by Emergency Se‘mces. 38,300 Qutpatient Visits at the Hospital/ Campus: 159,245
Patients Admitted fram Emergency: 9,625 Qutpatient Visits Offsitefoff campus 0
Total ED Visits (Emergency+Trauma): 38,300
Diagnostic/interventional Equipment Examinations Radiation Equipment Therapies!
Owned Contract [npatient Quitpatient Owned Contracf Treatments
General Radiography/Fluoroscopy 9 0 33176 30,020 Lithotripsy 0 0 0
Nuclear Medicine 5 0 3,504 5520 Linear Accelerator 1 0 4,807
Mammogrephy 2 0 19 19,164 image Guided Rad Therapy 1 0 5108
Ultrasound 9 0 6,240 11,421 tntensity Modulated Rad Therap 0 0 0
Diagnostic Angiography Y 0 0 0 High Dose Brachytherapy 1 0 73
Interventional Angiography 0 0 o Proton Beam Therapy 0 0
Positron Emission Tomography (PET) 1 0 8 724 Gamma Knife ) 0
Computerized Axial Tomography (CAT) 3 0 12,006 18,683 , 0 0
Magnetic Resonance Imaging 2 0 2,380 5,544 Cyber knife 0 0 0
AT TARCHvVERT T

Source: 2009 Annual Hospital Questonnaire, Illinois Department of Public Heatth, Health Systems Development.




Hospital Profile - CY 2009 Saint Francis Hospital Evanston Page 1

Ownership, Management and General Information Patients by Race Patients by Ethnicity
ADMINISTRATOR NAME:  Jeff Murphy White 48.2% Hispanic or Latine: 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 Carporation Hawailan/ Pacific 0.0%  |DPHNumber 2402
CERTIFICATION: None Unknown: 24.1% HPA A-08
FACILITY DESIGNATION:  General Hospital HSA 7
ADDRESS 355 Ridge Avenue CiTY: _____ COUNTY: Suburban Cook County
Facility Utilization Data by Category of Service
Authorized  Peak Beds Average Average CON Staff Bed
o, . CON Beds Setup and Peak Inpatient Observation pength  Dally Occupancy Occupancy
Clinjcal Service 1273172000 Staffed Census  Admissions  Days Days of Stay Census  12/31/2009 Rate %
Medical/Surgical 206 157 135 5662 28734 4,032 58 89.8 436 57.2
0-14 Years 0 o
15-44 Years 889 3318
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 19.3 19.3
Intensive Care 3% 35 32 2,280 7.775 85 3.4 215 61.5 61.5
Direct Admission 1,678 5840
Transfers 602 1,935
Obstetric/Gynecology 18 12 12 850 2,148 152 27 6.3 350 525
Matemnity 714 1,862
Clean Gynecology 136 286
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 liness 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
Dedecated Observation 0 0

Facility Utilization 271 8,473 39,293 4,480 5.2 119.9 443
{Includes ICU Direct Admissions Only)

Inpatients and Outpatients Setved by Payor Source

Medicare Medicaid Other Public Private Insurance Private Pay  Charity Care Totais
48.1% 21.3% 0.0% 25.8% 3.3% 1.5%
Inpatients 4072 1806 0 2186 282 127 8,473
27.5% 20.1% 0.0% 20.3% 30.9% 1.2%
Outpatients 32308 23699 0 23907 36315 1404 117,633
Financial Year Reported: 71112008 to 6/30/2009 Inpatient and Outpatient Net Revenue by Payor Source Charity Total Charity
Medicare Medlcaid Other Public  Private insurance  Private Pay Totals Care Care Expense
| ) . . ) ) . Expense 3,344,304
npatient 47.8% 23.1% 0.0% 26.0% 31% 100.0% Totals: Chari
als: Chari
Revenue ( $) 52,034,979 25,140,397 0 28,361,084 3,385,602 108,922,062 1883268 | ‘o oo op nffy
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 20%
Birthing Data Newbom Nursery Utilization Organ Transplantation
Number of Total Births: 721 Level 1 Patient Days 1,729 Kidney: 0
Number of Live Births: 710 Level 2 Patient Days 660 Heart'y. 0
Birthing Rooms: 0 Leve! 2+ Patient Days 24 Lung: 0
Lab‘or Rooms: 0 Total Nursery Patientdays 2413 Heart/Lung: 0
Deliver‘j 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 Outpatient Studies 229,844 Total: 0
CSections Performed: 175 Studies Performed Under Contract 7672

* Note: On 4/22/2009, 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 s 271 beds.
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HOSPITAL PROFILE - CY 2009 Saint Francis Hospital Evanston Page 2
Surgery and Operating Room Utilization
Surajesl Specialty Operafing Rooms Surglcal Cases Surgical Hou Hours per Case
inpatient Outpatient Combined Total Inpatient OQutpatient  Inpatient Qutpatient Total Hours Inpatient Qutpatient
Cardiovascular 0 0 2 2 168 12 604 19 623 36 16
Dermatoiogy 0 0 0 0 0 0 Q 0 0 0.0 0.0
General 0 0 2 2 1096 801 2218 990 3208 20 1.2
Gastroenterology 0 0 2 2 0 0 0 0 0 0.0 0.0
Neurology 0 0 1 1 78 8 244 13 257 31 16
OB/Gynecology 0 0 1 1 188 277 514 342 856 27 1.2
Oral/Maxillofacial 0 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
QOrthopedic 0 0 2 2 565 706 1378 1001 2380 24 1.4
Otolaryngology 0 0 0 0 56 161 90 219 309 1.6 1.4
Plastic Surgery 0 0 1 1 23 54 82 94 176 36 1.7
Podiatry 0 0 0 0 9 92 12 t21 133 13 1.3
Thoracic 0 0 0 0 0 1} 0 0 0 0.0 0.0
Urology 0 0 2 2 141 147 223 129 352 1.6 09
Totals 0 0 1§ 15 2348 3002 5390 3512 8902 23 1.2
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 11 Stage 2 Recovery Stations 28
Dedicated and Non-Dedicated Procedure Room Utilzation
Procedure Rooms Surgical Cases Surgical Hours Hours per Case
Procedure Type Inpatient Quipatient Combined Total Inpatient Oulpatient Inpatient Outpatient Total Hours Inpafient Outpatient
Gastrointestinal ¢ 0 3 3 808 1830 6186 1427 2043 08 0.8
Laser Eye Procedures 0 0 0 0 0 0 0 0 0 0.0 0.0
Palin Management 0 0 1 1 21 542 20 33 n 1.0 06
Cystoscopy 0 0 2 2 113 132 130 113 243 1.2 09
Multipurpose Non-Dedicated Rooms
0 0 o 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
o] o] 0 0 0 0 0 0 0 0.0 0.0
Cardiac Catheterization Labs Cardiac Catheterization Uilization
Total Cath Labs (Dedicated+Nondedicated labs): 2 Total Cardiac Cath Procedures: 236
Cath Labs used for Angiography procedures 0 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Dlagnostic Catheterizations (15+) 524
Dedicated Interventional Cathetenzation 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 [ Cardiae S Data
. ardiac Surgery
Level of Trauma Service LK:‘::: Le-v-e! 2 Total Cardiac Surgery Cases: 75
. . Pediatric (0 - 14 Years): 0
Operating Rooms Dedlf:a'ted for Trauma Care 2 Adult (1 S(Years and Ol)der): 75
Number of Trauma Visits: 851
Patients Admitted from Trauma 491 Coranary Artery Bypass Grafts (CABGSs)
) performed of total Cardiac Cases : 63
Emergency Service Type: Comprehensive N A
Number of Emergency Room Stations S 20 rotal Outoat t%“—‘iﬂiﬂ'-‘w‘é 17633
. ota atlent Vis '
Per‘sons Trealted by Emergency Se.rvlces. 34,500 OLrtpaLl'ilEnt Visits at the Hospital/ Campus: 108,748
Patients Admitted from Emergency: 5,956 Outpatient Visits Offsite/off campus 10,985
Total ED Visits (Emergency+Trauma): 35,351 ’
Diagnosticnterventional Equipment Examinations adiation Equipment Therapies/
Owned Contract Inpatient Outpatient Owned Contract Treatments
General Radiography/Fluoroscopy 4 o 13559 29,471 Lithotripsy 0 0 0
Nuclear Medicine 2 0 1,028 2,280 Linear Accelerator 1 0 119
Mammography 3 0 0 10,623 Image Guided Rad Therapy 0 0 0
Uttrasound 4 0 1473 4,435 Intensity Modulated Rad Therap 1 0 74
Diagnastic 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 0 126 Gamma Knife 0 0
Computerized Axial Tomography (CAT) 2 0 2,988 18,677 _ 0 0
Magnetic Resonence Imaging 1 0 897 2,119 Cyber knife 0 0 0
Al lACHNMENT 5T 0

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

Health Systems Development.




Chicago Page 1

Patients by Ethnicity

Hospital Profile - CY 2009 Saint Mary Of Nazareth Hospital
Ownership, Management and General Infonnation Patients by Race

ADMINISTRATOR NAME:  Margaret McDermott White 21.0% Hispanic or Latino: 13.8%
ADMINSTRATOR PHONE  312.770-2115 Black 25.7% Not Hispanic or Latino: 85.9%
OWNERSHIP: Saints Mary and Elizabeth Medical Center DBA Saint American Indian 0.1% Unknown: 0.2%
OPERATOR: Saints Mary and Elizabeth Medical Center DBA Saint Asian 1.3%
MANAGEMENT: Not for Profit Corporation Hawaiian/ Pacific 0.0% 'DT Number: 2584
cERTlFchTION: None Unknown: 52.0% HP. A-02
FACILITY DESIGNATION:  General Hospital HSA 6
ADDRESS 2233 West Divison Strest CITY: Chicago COUNTY: Suburban Cook (Chicago}
Facility Utilization Data by Category of Service
Authorlzed Peak Beds Average Average CON Staff Bed
.. . CON Beds Setup and Peak Inpatlent Observation |ength Daily Occupancy Occupancy
Clipical Service 12/31/2009 Staffed Census Admissions  Days Days  ofStay Census  12/31/2008 Rate %
Medical/Surgical 186 186 152 10,373 48,081 3623 5.0 1417 76.2 76.2
0-14 Years 10 20
15-44 Yoars 2,528 8,045
45-64 Yoars 3,683 17,282
65-74 Years 1,831 9,616
75 Years + 2121 13,118
Pediatric 14 14 14 925 2,092 535 28 7.2 51.4 51.4
Intensive Care 32 32 30 2,010 7,979 5 40 21.9 66.4 66.4
Direct Admission 1,204 4,536
Transfors 806 3443
Obstetric/Gynecology 20 20 20 2,199 5113 235 24 147 733 733
Maternity 2,193 5103
Clean Gynecology 6 10
Neonatal 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Long Tenn 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 [liness 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 70.3
Long-Term Acute Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Dedcated Observation 0 0
Facility Utilization 387 18,994 101,607 4,398 56 290.4 75.0
{Includes [CU Direct Admissions Only)
inpatients and Qutpatients Served by Payor Source
Medicare Medicald Other Public Private Insurance Private Pay  Charity Care Tolals
34.1% 42.9% 0.0% 18.8% 21% 2.1%
Inpatients 6478 8142 8 3562 402 402 18,994
20.6% 42.5% 0.1% 30.7% 3.3% 2.8%
Outpatients 33067 66076 170 40228 5270 4524 160,335
Financial Year Reported: 7/1/2008 o 6/30/2009 Inpatient and Qutpatient Net Revenue by Payor Source Charity Total Charity
Medicare Medicaid  Other Public  Private Insurance  Private Pay Totals Care Care Expense
Expense 2,662,595
Inpatient 36.8% 34.8% 0.0% 18.9% 9.5% 100.0% Totals: Charity
Revenue otals: Chari
e (s) 64,870,370 61,419,970 0 33,285730 16,816,201 176392271 1394629 | o Tor
Outpatient 16.6% 32.9% 0.0% 21.8% 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 Qragan Transplantation
Number of Total Births: 2,014 Level 1 Patient Days 3,691 Kidnev: 0
Number of Live Births; 2,004 Level 2 Patient Days 0 He m}" 0
Birthing Rooms: 0 Level 2+ Patient Days 1,409 Lung: 0
Lab-or Rooms: 0 Total Nursery Patientdays 5,100 Heart/Lung: 0
Delivery Rooms; 0 . Pancreas: 0
Labor-Defivery-Recovery Rooms: 8 . _ Laboratory Studies Liver- ' 0
Labor-Delivery-Recovery-Postpartum Rooms: 0 Inpatient Studies 641,498 ’
C-Section Rooms: 2 Qutpatient 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 Specfalty Operating Reoms . Surgical Cases Surgical Hou Hours per Case
Inpatient Qutpatient Combined Total Inpatient Outpatient Inpatient Qutpatlent Total Hours Inpatient Outpatient
Cardlovascular 0 0 1 1 843 87 2000 135 2135 24 1.6
i 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 11
Gastroenterology 1] 0 0 0 5 15 7 9 16 1.4 06
Neurology 0 0 0 0 156 3 589 7 598 38 23
OB/Gynecology 0 0 0 0 519 499 744 403 1147 14 08
Oral/Maxillofacial 0 0 0 0 9 9 9 18 27 1.0 20
Ophthalmelogy 0 0 0 0 2 149 4 229 233 20 1.5
Orthopedic 0 0 0 1] 325 162 637 217 854 2.0 1.3
Otolaryngology 0 0 0 0 70 99 66 109 175 09 11
| Plastic Surgery 0 0 0 0 20 9 44 19 63 22 21
| Podiatry 0 0 0 0 103 125 93 171 264 0.9 1.4
Thoracic 0 0 0 0 173 26 297 17 314 17 07
Urclogy 0 0 1 1 324 298 447 300 747 1.4 1.0
Totals 0 L1 8 8 a512 2185 6498 2401 8899 1.8 11
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 9 Stage 2 Recovery Stations 19
Dedicated and Non-Dedicated Procedure Room Utilzation
Procedure Rooms Surgjes! Cases Surgical Hours Haurs per Case
Procedure Type Inpatient Qutpatient Combined Total Inpatient Outpatient inpatient OQutpatient Total Hours Inpatient OQutpatient
Gastrointestinal 0 0 3 3 1767 3958 628 1534 2162 04 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 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): 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 Interventiona! Catheterization Labs 0 Interventional Catheterizations (0-14): 0
| Dedicated EP Catheterization Labs 0 Interventional Catheterization (15+) 268
| Emergency/Trauma Care EP Catheterizations (15+) 313
: Certified Trauma Center by EMS O »
: Level of Trauma Service Le.v_e_l 1 Le-v_e! 2 Total Cardiaccsaur::::;r%:sees: et 75
; . " Pediatric (0 - 14 Years): 0
| Operating Rooms Dedr-ca-ted for Trauma Care 0 Adut (1 5(’1’ears and OI) der): 75
| Number of Trauma Visits: 0
| Patients Admitted from Trauma 0 Coronary Artery Bypass Crafts (CABGs)
) performed of total Cardiac Cases : 61
Emergency Service Type: Comprehensive . .
Number of Emergency Room Stations 31 Total Out aﬁem—L———_————?I':;titsaﬁent Service Data 160.335
. . 0 1
F’er_sons Trea.ted by Emergency Serwces. 57,393 Outpatignt Visits at the Hospital/ Campus: 160,335
Patients Admitted from Emergency: 11,665 Outpatient Visits Offsite/off campus 0
Total ED Visits (Emergency+Trauma): 57,393
Diagnostic/interventional Equipment Examinations Radiation Equipment Therapies/
Owned Contract Inpatient Outpatient Owred Contract Treatments
General Radiography/Fluoroscopy 8 o 15828 37,232 Lithotripsy 1 1 6
Nuclear Medicine 3 0 1,871 2,905 Linear Accelerafor 1 0 124
Mammography 1 0 23 4,680 Image Guided Rad Therapy 0 0 0
Ultrasound 4 0 3416 16,042 intensity Modulated Rad Therap 0 0 0
Diagnostic Angiography 0 0 0 0 High Dose Brachytherapy 1] 1] 0
interventional Angiography a 0 0 Proton Beam Therapy 0 0 0
Positron Emission Tomography (PET) 0 0 ¢ 0 Gamma Knife 0 0 0
Computerized Axial Tomography (CAT) 2 0 4,168 18,333 )
Magnetic Resonarce Imaging 1 0 1,315 2,748 Cyber knife 0 0 0
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Source: 2009 Annual Hospital Questionnaire, lllinois Department of Public Health, Health Systems Development.




Hospital Profile - CY 2009

Saint Joseph Hospital

Chicago

Page 1

Ownership, Management 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 indian 0.1% Unknown; 8.2%
OPERATOR: Saint J Hospital i Y
. aint Joseph Hospi ] Asuan" ‘ 3.9% (DPH Number- 2493
MANAGEMENT: Not for Profit Corporation Hawaiian/ Pacific 0.5%
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)
ADDRESS -3 _____
Facility Utifization Data by Cateqory of Service
Authorized  Peak Beds Average Average CON Staff Bed
" ) CONBeds  Setupand Peak Inpatient Observation [ength  Dally Occupancy Occupancy
Clinicat Service 1213112009 Staffed Census Admissions  Days Days  ofStay Census  12/31/2000 Rate %
Medical/Surgical 219 186 186 7862 36084 2,485 49 105.6 48.2 56.8
0-14 Years 1 6
15-44 Years 1,901 9,333
45-64 Yeears 2,550 11,595
65-74 Years 1,060 4,252
75 Years + 2350 10,878
Pediatric " 7 7 293 754 137 3.0 24 22.2 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 2,981
Obstetric/Gynecology 23 23 23 1,926 4,453 103 24 125 543 543
Maternity 1,903 4,406
Cleen Gynecology 22 47
Neonatal 0 Q 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 26 26 26 652 5996 0 9.2 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 0 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
Z {Includes ICU Direct Admissions Only)
. Inpatients and Qutpatients Served by Payor Source
‘ Medlicare Medicaid Other Public  Prlvate Insurance Private Pay  Chanty Care Totals
43.6% 16.2% 0.2% 37.7% 1.2% 1.1%
| Inpatients 5747 2142 2 4972 161 144 13,188
25.2% 15.8% 0.1% 52.9% 5.1% 1.0%
Outpatients 47383 29662 15§ 99550 9558 1871 188,191
' Financial Year Reported: 71112008 fo 6/30/2009 Inpatient and Qutpatient Net Revenue by Payor Source Chari Total Charity
. arity Care Expense
Medicare Medicald Other Public  Private Insurance  Private Pay Totals Care
Expense 1,487,625
Inpatient 46.8% 13.9% 0.0% 36.8% 2.6% 100.0% Totals: Charity
Revenue otals: Chari
(% 64,832024 19,200,122 0 51,002,179 3520673 138,644,998 652,789 | 'Gare ne % of
OQutpatient 16.1% 3.6% 0.0% 72.0% 8.2% 100.0% Net Revenue
Revenue ( $) 8,703,376 1,963,278 0 38,807 662 4,430,471 53,904,787 834,836 0.8%
Birthing Data Newbom Nursery Utilization Oraan 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 Hearl'y. 0
i Birthing Rooms: 0 Level 2+ Patient Days 2,812 Lung: 0
i Lab’or Rooms: 0 Total Nursery Patientdays 5903 Heart/Lung: 0
| Delivery Rooms: 0 Pancreas: o
Labor-Dellvery-Recovery Rooms: 1 Laboratory Studies Liver: : 0
Labor-Delivery-Recovery-Postpartum Rooms: 17 {npatient Studies 434,758 :
C-Section Rooms: 2 Outpatlent Studies 111 ,988 Total; Q
CSections Performed: 557 Studies Performed Under Contract 4512

* Note: On 4722/2009, Board approved the voluntary reduction af 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.
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HOSPITAL PROFILE - CY 2009 Saint Joseph Hospital

Chicago Page 2

Surgery and Operating Room Utilization

Surgical Spedialty Qperafing Rooms Surgical Cases Surgical Hours Hours per Case
Inpatient Outpatient Combined Total Inpatient Qutpatient Inpatient Qutpatient Total Hours Inpatient Qutpatient
Cardiovascular 0 0 1 1 265 136 765 254 1019 29 1.9
Dermatology 0 0 0 0 o 0 0 0 0 0.0 0.0
General o 1] 10 10 603 718 1656 1357 3013 27 1.9
Gastroenterology 0 0 0 o 22 1 25 1 26 14 1.0
Neurology 0 0 0 0 74 21 276 55 33t 37 26
OB/Gynecology 0 1] 0 0 280 450 856 729 1585 3.1 16
Oral/taxillofacial 0 0 0 0 4 1 6 1 7 1.5 1.0
QOphthalmology o 0 0 0 2 987 5 1241 1246 2.5 1.3
Orthopedic 0 0 0 0 362 837 920 1487 2407 25 1.8
Otolaryngology 0 0 0 0 66 776 g2 998 1090 1.4 1.3
Plastic Surgery 0 0 0 0 39 33 267 1085 1362 6.8 33
Podiatry 0 ] 0 0 30 243 51 445 496 17 1.8
Theracic 0 0 0 0 40 1% 135 20 155 34 1.8
Uralogy 0 1] 1 1 133 339 212 473 665 16 1.4
Totals 0 0 12 12 1920 4849 5266 8156 13422 27 17
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 12 Stage 2 Recovery Stations 9
Dedicated and Non-Dedicated Procedure Room Utilzation
Procedure Rooms Surgical Cases Surgi rs Hours pe e
Procedure Type Inpatient Outpatient Combined Tota! Inpatient Outpatient Inpatient Outpatient Total Hours Inpatient Outpatient
Gagtrointestinal 0 0 4 4 736 3738 879 4219 5098 12 1.1
Laser Eye Procedures 0 0 1 1 1 133 3 177 180 3.0 1.3
Paln Management 0 0 i 1 225 954 263 534 797 1.2 08
Cystoscopy 0 0 0 0 0 0 0 0 0 0.0 0.0
Multipumpose Non-Dedicated Rooms
] 0 0 o 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 o 0 0.0 0.0
Cardiac Catheterization Labs Cardiac Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 2 Total Cardiac Cath Progedures: 882
Cath Labs used for Angiography procedures 1 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic 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
Emergenc uma Care EP Catheterizations (15+) 15
Cerlified Trauma Center by EMS J .
Level of Trauma Service Le:v_e_l 1 Le_vre! 2 Total Car diac%%:r‘;i_l:si%s?—l)ﬂ 6
Operating Rocms Dedllcaled for Trauma Care 0 ::S:?E:; (‘Ee_a:: :nedagl)(:ier): 62
Number of Trauma Visits: 0
Patients Admitted from Trauma ] Coronary Artery Bypass Grafts (CABGs)
) performed of totai Cardiac Cases : 53
Emergency Service Type: Comprehensive i i
Number of Emergency Room Stations 14 Total OMpaﬁent%?MEQﬂ 188.191
. . [
) ' Qutpatient Visits Offsite/off campus 27,443
Total ED Visits (Emergency+Trauma}. 20,131
Diagnostic/interventional Equipment Examinations Radiation Equipment Therapies/
Owned Contract [npatient Oufpatient Owned Contract Treatments
General Radiography/Fluoroscopy 17 0 12,155 22,888 Lithotripsy 0 0 0
Nuclear Medicing 4 0 611 1,114 Linear Accelarator 1 0 167
Mammography 3 0 0 8,837 Image Guided Rad Therapy 0 0 0
Ultrasound 7 0 2,986 11,466 Intensity Modulated Rad Therap 1 0 g
Diagnostic Angiography 0 0 0 0 High Dose Brachytherapy 1 0 16
Interventionaf Angiography 0 0 0 Proton Beam Therapy 0 0
Positron Emission Tomography (PET) 0 1 0 391 Gamma Knife 0 0
Computerized Axis! Tomography (CAT) 1 ] 3,399 9,644 ) 0 0
Magnstic Resonance Imaging 1 0 1,922 2,478 Cyber knife 0 0 ¢
AT rAaCHvMENRT 9

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




Hospital Profile - CY 2009

St. Elizabeth's Hospital

Chicago

Page 1

Ownership, Management and General Information

Patients by Race

Patients by Ethnicity

ADMINISTRATOR NAME:  Margaret McDermott White 19.2% Hispanic or Latino: 4.0%
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 Medical Center DBA St El Asian 0.4%
MANAGEMENT: Not for Profit Corporation Hawaiian/ Pacific 0.0% IDPH Number: 2360
CERTIFICATION: None Unknown: 205% ::: A-02

6

General Hospital
1431 North Claremont

FACILITY DESIGNATION:
ADDRESS

Facitity Utilization Data by Category of Service

CITY: hicago

Suburban Cook {Chicage)

CON

Authorlzed Peak Beds Average Average Staff Bed
. CON Beds Setup and Peak Inpatient Observation |ength  Daily Occupancy Occupancy
Clinical Service 12/31/2009 Staffed Census Admisslons  Days Days of Stay Census  12/21/2009 Rate %
Medical/Surgical 40 40 40 3,414 9,323 0 27 25.5 63.9 63.9
0-14 Years 1] ¢
15-44 Years 1,479 3,898
45-64 Years 1,866 5226
65-74 Yoars 67 194
75 Years + 2 8
Pediatric 0 0 0 0.0 0.0 0.0 0.0
Intensive Care 0 0 0 0.0 00 0.0 0.0
Direct Admission 1] )
Transfers 0 ¢
Obstetric/Gynecology 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Maternity o o
Claan Gynecology o 4]
Neonatal 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 72.2
Swing Beds 0 0 0.0 0.0
Acute Mental liiness 40 70 70 2,181 18,452 0 8.5 50.6 126.4 722
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 Observalion 0
Facility Utilization 108 6,120 34624 0 87 94.9 87.8
(includes ICU Direct Admissions Only)
Inpatients and Qutpatients Served by Pavor Source
Medicare 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 8,120
21.6% 40.9% 0.1% 32.6% 4% 1.4%
Outpatients 5505 10402 34 8304 856 360 25,461
Financial Year Reported: 7/1/2008 to 6/30/2009 inpatient and Qutpatient Net Revenue by Payor Source Charity Total Charity
Medicare Medicald  Other Public Private Insurance  Private Pay Totals Care Care Expense
Expense 390,005
Inpatient 23.9% 70.1% 0.0% 5.5% 0.6% 100.0% Totals: Charity
R u als: Chari
evenue (§) 9,280,892 27,203,305 0 2,126,999 216467 38,827,663 3225700 are as % of
Outpatient 16.3% 43.1% 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 Levei 1 Patient Days 0 Kidney- 0
Number of Live Births: 0 Level 2 Patient Days 0 Hea n.y. 0
Birthing Rooms: 0 Level 2+ Patient Days 0 Lung: 0
Lablor Rooms: 0 Total Nursery Patientdays 0 Hearl/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: 1] Outpatient Studies 51,107 Total: 0
CSections Performed: 0 Studies Performed Under Conftract 0
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HOSPITAL PROFILE - CY 2009 St. Elizabeth's Hospital Chicago Page 2
Surgery and Operating Room Utilization
. Surglcal Speclalty Operating Rooms Surgical Cases Surgleal Hours Hours per Case
Inpatient Outpatient Combined Total inpatient Quipatient Inpatient Outpatient Tatal Hours Inpatient Qutpatlent
Cardiovascular 0 0 0 0 0 1 0 1 1 00 1.0
Dermatology 0 0 0 0 0 0 0 0 0 0.0 0.0
General 0 0 4 4 0 385 0 411 411 0.0 1.1
Gastroenterology 0 0 0 0 0 0 0 0 0 0.0 0.0
Neurology 0 0 0 0 0 0 0 0 0 0.0 0.0
OB/Gynecology 0 0 0 0 0 21 0 17 17 00 0.8
Oral/Maxillofacial 0 0 0 0 0 8 0 8 8 0.0 09
Ophthalmology 0 0 0 0 0 536 0 462 462 0.0 09
Orthopedic 0 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 0 0 59 0 76 76 0.0 1.3
Thoracic 0 0 0 0 0 2 0 1 1 0.0 0.5
Urology 0 0 1 1 0 283 0 214 214 0.0 0.8
Totals 0 0 5 5 0 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
] 00 Surgical Cases Surgleal Hours Hours per Case
Precedure Type inpatient Outpatient Combined Total Inpatient Outpatient Inpatient Outpatient Total Hours Inpatient Qutpatient
Gastrointestinal 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
Paln Management 0 0 1] 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
o 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 0 0 0 0 0 0 0.0 0.0
Cardiac Catheterization Labs Cardiac Catheterization Utilization
Total Cath Labs {Dedicated+Nondedicated {abs): 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 il
Level of Trauma Service Le_v-e-l 1 Le_v_e! 2 Total Car diac—w——-———g—ry-—-—csaur:jg‘::;%l:s:s: Data 0
. : Pediatric (0 - 14 Years): 0
o e T _ Rams v maou: o
Patients Admitted from Trauma 0 p::f?)'::lr:d ofetro;’taeg:rsdsiacrgasés : ? 0
Emergency Service Type: Comprehensive | .
Number of Emergency Room Stations 8 Total Outpatie t%_"—'—%:tw 25461
. . NL VIS v
Perf;ons Trea.ted by Emergency Se.r\nces. 4.286 Outpali:nt Visits at the Hospital/ Campus: 25,461
Patients Admitted from Emergency: 341 Qutpatient Vislts Offsite/off campus 0
Total ED Visits (Emergency+Trauma). 4,266
Diagnostic/interventional Equipment Examinations Radiation Equipment Therapies/
Owned Contract Inpatient Outpatient Ownied Contract Treatments
General Radiography/Fluoroscopy 7 0 860 8,260 Lithotripsy 1 1 34
Nuclear Medicine 0 0 0 0 Linear Accelerator 0 0 0
Memmography 1 0 0 3,110 Image Gulded Rad Therapy 0 0 0
Uttrasound 2 0 108 274 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
Positron Emission Tomography (PET) 0 0 0 0 Gamma Knife 0 0 0
Computerized Axial Tomography {CAT} 1 0 112 552 ) 0
Magnelic Resonance Imaging 0 0 0 0 Cyber knife 0 0 0
ArracHyeEN T ree——

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




Chicago
Patients by Ethnicity

Page 1

Our Lady of Resurrection Medical Center

Hospital Profile - CY 2009
Ownership, Management and General Information

Patients by Race

ADMINISTRATOR NAME:  Ivette Estrada White 76.2% Hispanle or Latino: 9.8%
ADMINSTRATOR PHONE 773-282-3003 Black 7.8% Not Hispanic or Latino: 76.3%
OWNERSHIP: Qur Lady of the Resurrection Medical Center American [ndian 0.1% Unknown: 13.9%
OPERATOR: Qur Lady of the Resumection Medical Center Asian 1.8% IDPH Number: 1719
MANAGEMENT: Not for Profit Gorporation Hawalian/ Pacific 0.2% umber:
CERTIFICATION: None Unknown: 13.9% HPA A-01
FACILITY DESIGNATION:  General Hospital HSA 6
ADDRESS 5645 West Addison Street CITY: Chicage 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 |ength  Dally Occupancy Occupancy
Llinical Service 12/31/2009 Staffed Census Admisslons Days Days of Stay Census 1213112009 Rate %
Medical/Surgical 213 193 124 6,884 33414 2597 52 28.7 46.3 51.1
0-14 Years 27 a7
15-44 Years 884 3,152
45-54 Years 1,978 9,385
65-74 Years 1,255 6,409
75 Years + 2740 14,411
Pediatric 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Intensive Care 20 20 20 1,600 6,393 36 4.0 176 88.1 88.1
Direct Admission 1,154 4,605
| Transfors 445 1,788
| Obstetric/Gynecology 0 ] 0 0 0 0 0.0 0.0 0.0 0.0
‘ Matarnity 0 0
Clean Gynecology o 0
Neonatal 0 0 0 0 0 0 0.0 0.0 0.0 0.0
- Long Tenm Care 66 56 49 1,372 13,966 0 10,2 38.3 58.0 68.3
i 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 0.0 0.0
Long-Tenm Acute Care 0 0 0 0 0 0 0.0 0.0 0.0 00
Dedcated Observation 0 0
Facility Utilization 299 9,410 53,773 2,633 8.0 154.5 517
(includes ICU Direct Admissions Only)
Inpatients and Qutpatients Served by Payor Source
Medicare Medicaid 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 9,410
36.6% 27.8% 0.1% 26.3% 7.5% 1.8%
Outpatients 38888 29528 95 27928 7995 1868 106,202
Financial Year Reporied: 71112008 to 6/30/2009 {npatient and Outpatient Net Revenue by Payor Source Chari Totaf Charity
. arity Care Expense
Medicare Medicaid Other Public  Private Insurance  Private Pay Tofals Care
Expense 1,613,276
Inpatient 56.8% 5.8% 0.0% 17.8% 206% 100.0%
Revenue ( $) 45,372,692 4,707,203 0 14436297  16788,176 81,304,368 922,725 | Totals: Chanity
1 [l ] I ’ 1 1 ] ) 1 £ care as % Of
Outpatient 19.2% 13.3% 0.0% 31.7% 35.7% 100.0% Net Revenue
Revenue ( $) 10,380,455 7,196,801 0 17,126,806 19,287,237 53,991,399 690,550 1.2%
Birthing Data Newbom Nursery Utilization Organ Transplantation
Number of Total Births: 1 Level 1 Patient Days 0 Kidney: 0
Number of Live Births: 1 Level 2 Patient Days o Hea n.y. 0
Birthing Rooms: 0 Level 2+ Patient Days 0 Lung: 0
Labor Rooms: 0 Fotal 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 396,802 '
C-Section Rooms: 0 Outpatient Studies 297,369 Total; 0
CSections Performad: 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
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~ HOSPITAL PROFILE - CY 2009 Our Lady of Resurrection Medical Center Chicago Page 2
| Surgery and Operating Room Utilization
Surglcal Speclalty Operating Rooms Surgleal Cases Suraical Hours Hours per Case
i Inpatient Outpatient Combined Total Inpatient OQulpatlent  Inpatient OQutpatient Total Hours inpatient Cutpatient
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 8 8 880 426 1399 424 1823 16 1.0
Gastroenterology 0 0 ] 0 3 1 3 1 4 1.0 1.0
Neurclogy 0 0 0 0 162 12 492 19 SM 30 16
OB/Gynecology 0 0 0 0 122 169 175 156 33 1.4 09
Oral/Macxitlofacial 0 0 0 0 0 0 0 0 0 0.0 0.0
Ophthalmalogy 0 0 0 0 5 612 4 353 57 08 0.6
Orthopedic 0 0 0 0 364 360 603 442 1045 1.7 1.2
Otolaryngology 0 0 0 0 41 56 61 70 13 15 1.3
Plastic Surgery 0 0 0 0 8 23 21 30 51 26 1.3
Podiatry 0 0 0 0 0 0 0 0 0 0.0 0.0
Thoracic 0 0 0 0 28 0 83 0 83 o0 0.0
Urology 0 0 1 1 170 169 267 196 463 16 1.2
Totals 0 0 g 9 1783 1828 3108 1691 479% 1.7 0.9
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 8 Stage 2 Recovery Stations 19
Dedicated and Non-Dedicated Procedure Room Utilzation
Procedure Rooms Surgical Cases Surgical Hours Hours per Case
Procedure Type Inpatient Qutpatient Combined Tota! Inpatient Outpatient Inpatient Outpatient Total Hours inpatient Outpatient
Gastrolntestinal 1 1 0 2 1§48 1403 1200 1501 2701 1.0 1.1
Laser Eye Procedures 0 0 0 0 0 o 0 0 0 0.0 0.0
Paln Management 0 1 0 1 0 1225 0 18375 18375 0.0 13.0
Cystoscopy 0 0 1 1 141 169 191 196 387 14 1.2
Multipurpose Non-Dedicated Rooms
Minor/Local Procedur 0 1 ] 1 0 89 0 59 59 0.0 0.7
0 0 0 0 0 0 0 4] 0 0.0 0.0
0 o] 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: 625
Cath Labs used for Angiography procedures i Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) 479,
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterizaton Labs 0 Interventional Catheterization (15+) 146
Emergency/Trauma Care EP Catheterizations (15+) 0
Certified Trauma Center by EMS 1 i
Levet of Trauma Service Le-v-ewl 1 LG.V.E! 2 Total Car diac_ﬁ-—m—u—csaur:’;;:;i:sees: Datq 0
: - Pediatric (0 - 14 Years): 0
Operating Rooms Dedicated for Trauma Care 0 Adult (1 ngears and 0: der): 0
Number of Trauma Visits: 0
Patients Admitted from Trauma 0 Coronary Artery Bypass Grafts (CABGS)
. performed of total Cardiac Cases : 0
Emergency Service Type: Comprehensive A .
Number of Emergency Room Stations 18 Total Outoati nt%ﬁwﬂ 106.902
A ota atie
Persons Treated by Emergency Services: 37,917 Outpaﬁ:nt Visits at the Hospital Campus: 106,302
Patients Admitted from Emergency: 6,634 Qutpatient Visits Offsite/off campus 0
Total ED Visits (Emergency+Trauma). a7 s7
Diagnostic/interventional Equipment Examinations Radiation Equipment. Therapies/
Owned Contract Inpatient Outpatlent Owned Contract Treatments
General Radiography/Fluoroscopy 7 0 13,247 29,193 Lithotripsy 0 0 0
Nuclaar Madicine 2 0 1,666 2,499 Linear Acceferator 0 0 0
Mammograghy 2 0 8 4,544 Image Guided Rad Therapy 0 0 0
Uttrasound 4 0 3,487 6,636 Intensity Modulated Rad Therap 0 0 0
Diagnostic Angiography 0 0 0 0 High Dose Brachytherapy 0 0 0
Interventional Anglography 0 0 0 Proton Beam Therapy 0 0
. . 0 0 o] o ; 0
Positron Emission Tomography (PET) Garmma Knife 0 0 0
Computerized Axial Tomography (CAT) 2 0 4,225 15,489 )

Magnetic Resonsnce imaging
Source: 2008 Annual Hospital Questionnaire, lllinois Department of Public Health, Health Systems Developmedt T TACHMENT 19C
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Hospital Profile - CY 2009 Holy Family Medical Center Des Plaines Page 1

Ownership, Management and Generaf Information Patienfs by Race Patients by Ethnicity
ADMINISTRATOR NAME:  John Baird VWhite 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 Medical Center Asian 2.5%
MANAGEMENT: Notyfor Proyllit Corporation Hawaiian/ Pacific 0.3% IDPH Number: 1008
CERTIFICATION: LongTerm Acute Care Hospital (LTACH) Unknown: 21.0% ::2 A-07

7

FACILITY DESIGNATION:  General Hospital

ADDRESS 100 North River Road CITY: Des Plaines __COUNTY: Suburban Cook County

Facility Utilization Data by Category of Service

Authorlzed Peak Beds Average Average CON Staff Bed
. CON Beds Setup and Peak Inpatient Observation |ength  Dally Occupancy Occupancy
Clinical Service 12/31/2009 $taffed Census Admissions  Days Days  ofStay Census  12/31/2008 Rate %
Medical/Surgical 59 110 100 1,524 32,198 0 211 88.2 HHE 80.2
-14 Years 0 0
15-44 Years 507 3009
45-64 Years 546 9,236
65-74 Years 179 7,529
75 Years + 292 12,422
~ Pediatric 0 0 0 0 0 0 0.0 0.0 0.0 0.0
| Intensive Care 0 8 6 160 1,937 0 12.1 5.3 0.0 66.3
5 Direct Admission 37 48
| Transfers 123 1,489
" Obstetric/Gynecclogy 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Maternity 0 0
Clean Gynecology Y 0
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 0.9
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 129 0 0 0 0 0 0.0 0.0 0.0 0.0
Dedcated Observation 0 0
Facility Utilization 188 1,561 34,133 0 219 93.6 49.7
{Includes ICU Direct Admissions Only)
Inpatients and Outpatients Served by Payor Source
Medicare Medicaid Other Public Private Insurance Private Pay  Charity 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% 24.68% 0.0% 38.5% 4.2% 06%
Outpatients 7164 5521 11 8624 950 135 22,405
Financial Year Reported: 7H/2008 ro 6/30/2009 Inpatient and Outpatient Net Revenue by Payor Source Chari Tota! Charity
_ arity Care Expense
Medicare Medicaid Other Public  Private Insurance  Private Pay Totals Care 186.52
. ,520
Inpatient 49.7% 16.0% 0.0% 30.0% 5.3% 1000% Expense Totals: Charlty
Revenue ( $ otals: Cha
(%) 31,307,091  9452,199 0 18,919,331 3,363,949 63,032,570 184,758 | oo Cor of
Outpatient 49.7% 16.0% 0.0% 30.0% 5.3% 100.0% Net Revenue
Revenue ( §) 5,291,206 1,597,515 Q 3,197,553 566,851 10,653,125 1,766 0.3%
Birthing Data Newbom Nursery Utilization Organ Transplantation
Number of Total Births: Level 1 Patient Days 0 Kidney:
Number of Live Births: Level 2 Patient Days 1] Hea n,y'
Birthing Rooms: Levei 2+ Patient Days 0 Lung:
0

0

0

0

Labor Rooms: 0 Total Nursery Patiantdays Heart/Lung:
Delivery Rooms: 0 ) Pancreas:
Labor-Dellvery-Recovery Rooms: 0 Laboratory Studies :
Labor-Delivery-Recovery-Postpartum Rooms: 0 Inpatient Studies 130,069

C-Section Rooms: 0 Outpatient Studies 43,454 Total:

CSections Performed; 0 Studies Performed Under Contract 44 795

Liver:

© coocooo

* 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 as LTAC beds =129 beds. Accoerding to Board action on
4/22/09, Board reduced 50 LTAC beds voluntarily. New CON count for the facifity is 188 beds (M/S=59, LTAC = RTTRWEMIR EnbRE the faciity
utilzation prfor to the Board action.




HOSPITAL PROFILE - CY 2008 Holy Family Medical Center Des Plaines Page 2
Surgery and Operating Room Utitizatioty
Surgical Speclalty Operati coms Surgical Cases Surgical Hours Hours per Case
Inpatient Outpatient Combined Total Inpatient Qutpatient inpatient Qutpatient Total Hours Inpatlent Cutpatient
Cardlovascular 0 0 0 0 3 4] 3 8 oM 1.0 1.3
Dermatology 0 0 Q 0 0 0 0 0 0 0.0 0.0
General 0 0 1 1 66 74 87 60 147 1.3 0.8
Gastroenterology 0 0 0 0 82 77 52 15 127 08 1.0
Neurology 0 0 0 0 0 0 0 0 0 0.0 0.0
OB/Gynecology 0 0 0 0 1 35 1 24 25 1.0 0.7
Oral/Maxlilofacial 0 0 0 0 0 2 0 1 1 0.0 0.5
Ophthatmology 0 0 1 1 0 794 0 573 573 0.0 07
Qrthopedic 0 0 0 0 0 18 0 31 31 0.0 1.7
Otolaryngology 0 0 0 0 0 19 0 2t 21 0.0 1.1
Plastic Surgery 0 0 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 0.0
Urology 0 0 0 0 12 13 10 11 21 08 0.8
Totals 0 0 2 2 167 1447 156 1761 1917 0.9 1.2
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 13 Stage 2 Recovery Stations 21
Dedicated and Non-Dedicated Procedure Room Utilzation
' Procedure Rooms Surgical Cases Surgiga! Hours ours pey Ca
! Procedure Type Inpatient Qutpatient Combined Tota! Inpatient Qutpatient Inpatient Outpatient Total Hours Inpatient Outpatient
. Gastrointestinal 0 0 3 3 13 103 12 89 101 0.9 0.9
Laser Eye Procedures 0 0 1 1 0 145 0 37 7 0.0 03
Paln Management 0 0 0 0 0 0 0 0 0.0 0.0
Cystoscopy 0 0 1 1 7 0 9 0 9 1.3 0.0
Multipurpose Non-Dedicated Rooms
0 0 0 0 o 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
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 Cathetenzations (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 Interventionat Catheterization (15+) 0
Emergency/Trauma Care EP Catheterizations (15+) 0
Certified Treuma Center by EMS O ]
Level of Trauma Service Leve.l 1 LE'V:’-E 2 Total Car dlacw 0
. - Pediatric (0 - 14 Years); 0
Cperating Rooms Dedi_cated for Trauma Care 0 Adutt (1 S(Years and Ol)der): 0
Number of Trauma Visits: 0
Patients Admitted from Trauma 0 Coronary Artery Bypass' Grafs (C‘,\BGS}
i performed of total Cardiac Cases : 0
Emergency Service Type: Stand-By . o
Number of Emergency Room Stations 0 Total Out aﬁentgvﬁgm‘gw 22,405
Persons Trea.t ed by Emergency Se.rvlces: 0 Outpaﬁgnt Visits at the Hospital/ Campus: 22,405
Patients Admitted from Emergency: 0 Outpatlent Visits Offsitefoff campus 0
Total ED Visits (Emergency+Trauma): 0
Diagnosticinterventional Equipment Examinations adiation Equipment Therapies/
Owned Confract Inpatfent Oulpatient Owrred Contract Treatments
General Radiography/Fluoroscopy B 0 6,055 4,191 Lithotripsy 0 0 0
Nuclear Medicine 2 0 50 410 Linear Accelerator 0 0 0
Mammography 3 0 0 4,250 Image Guided Rad Therapy 0 0 0
Uttrasound 5 0 769 2,692 Intensity Modulated Rad Therap 0 0 0
Diagnostic Angiography 0 0 0 0 High Dose Brachytherapy 0 0 0
interventionsl Angiography 0 0 0 Proton Beam Therapy 0 0 0
Positron Emission Tomography (PET} 0 0 0 0 Gamma Knife 0 0
Computerizad Axial Tomography (CAT) 1 0 1,554 1125 . 0
1 0 0 722 Cyber knife 0 0 0

Magnaetic Resonance Imaging

Source: 2009 Annual Hospita! Questionnaire, Iliinois Department of Public Health, Health Systems Development.
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Hospital Profile - CY 2009

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 Latlno: 21%
ADMINSTRATOR PHONE  217-443-5201 Black 16.9% Not Hispanic or Latino: 97.3%
OWNERSHIP: Provena Health American Indian 0.1% Unknown: 0.5%
OPERATOR: Provena Health Astan 0.2%
H :
MANAGEMENT: Church-Related Hawaiian/ Pacific 0.0% :_?:A Number 4853
CERTIFICATION: None Unknown: 2.7% D-03
FACILITY DESIGNATION:  General Hospital HSA 4
ADDRESS 812 North Logan Sfreet CITY: Danville COUNTY: Vermilion County
Facility Utilization Data by Cateqory of Service
Authorlzed Peak Beds . Average Average CON Staff Bed
o . CON Beds Setup and Peak Inpatient Observation |ength Daily Occupancy Occupancy
Clinical Service 12/31/2009 Statfed Census Admissions  Days Days  ofStay Cenmsus  12/31/2008 Rate
Medical/Surgical 134 82 76 4629 19701 3,248 5.0 62.9 46.9 76.7
0-14 Years 0 0
15-44 Years 7o8 2,035
45-64 Years 1,378 5251
65-74 Yoars 830 3,806
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 1,910 46 20 5.4 3a8.3 447
Direct Admission 642 1,231
Transfers 354 879
Obstetric/Gynecology 17 15 15 1,051 2,065 120 2.1 6.0 352 39.9
Maternity 916 1,738
Clean Gynecofogy 135 327
Neonatal 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 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Rehabilitation 0 0 0 1] 0 0 00 0.0 00 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 174 6,490 24,005 3,508 4.2 75.4 433
{Includes ICU Direct Admissions Only)
Inpatients and Outpatients Served by Payor Source
Medicare Medicald Other Public  Privafe Insurance Private Pay  Charity Care Totals
49.7% 24.2% 0.4% 22.1% 1.1% 2.6%
Inpatients 3224 1570 24 1434 71 167 6,490
19.3% 3M.7% 0.9% 351% 8.4% 4.5%
Qutpatients 16876 276495 785 30690 7345 3853 87,354
Financial Year Reported: 1112009 ro  12/31/2009 Inpatient and Owtpatient Net Revenue by Payor Source Charity Total Charity
Medicare Medicald  Other Public  Private Insurance  Private Pay Totals Care C:r:j:g;ense
Ll ¥ 1
npatfent 37.6% 20.5% 0.3% 36.8% 4.8% o005 Expense Totals: Charity
ofals: Cha
Revenue () 16,776,873 9,156,068 128,018 16,398,885 2,129,524 44,569,368  1,086088 { ore s or of
Outpatient 14.4% 11.7% 1.5% 59.1% 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 Level 1 Patient Days 1,217 Kidney: 0
Number of Live Births: 787 Level 2 Patient Days 33 Hea n.y. 0
Birthing Rooms: 0 Level 2+ Patient Days 0 Lung: 0
Labor Rooms: 0 Total Nursery Patientdays 1,250 Heart/Lung: 0
Delivery Rooms: 0 . Pancreas: 0
Labor-Delivery-Recovery Rooms: 5 . _ Laboratory Studies Liver: ' 0
Labor-Delivery-Recovery-Postpartum Rooms: ] Inpatient Studies 476,188 '
C-Saction Rooms: 1 Outpatient Studies 538,645 Total: 0
CSections Performed; 245 Studies Performed Under Confract 69,358

* Note: According to Board action on 4/22/09, Board reduced 36 beds {M/S= 24, Ped=8, OB=2, [CU=1) overall voluntarily. New CON count for the facility is
174 beds. Regarding Actual Cost of Services Provided to Charity Care Inpatients and Qutpatients, Provena calculated using the 2009 IRS 990 Schedule H
instructions to determine the cost to charge ratio. This methodology was used because the 2009 Medicare Cost RefoR #és FEvAFETle ) (the the AHQ

was due,




HOSPITAL PROFILE - CY 2009 Provena United Samaritans Medical Center Danville Page 2
Surgery and Operating Roem Utilization

Surgical Speclalty Operafing Rooms Surgical Cases Surgical Hours Hours per Case
Inpatient Qutpatient Combined Total Inpatient Outpatient  Inpatient Outpatient Total Hours Inpatient Outpatient
Cardiovascular 0 0 0 0 63 13 171 13 184 27 1.0
Dermatology o 0 1] 0 0 0 0 ] 0 0.0 0.0
General o 0 4 4 872 789 1817 875 2692 2.1 11
Gastroenterology 0 0 2 2 138 108 150 73 223 11 07
Neurology 0 0 0 0 4 0 0 1) a 00 0.0
0B/Gynecology o 0 0 0 293 339 641 386 1027 22 1.1
Oral/Manxillofaclal o 0 0 0 0 ] 0 ] 0 0.0 0.0
Ophthalmology 1] 0 0 0 0 0 0 0 0 0.0 0.0
Orthopedic 1} 0 0 0 169 65 476 104 580 28 1.6
Otolaryngology 0 0 0 0 9 318 20 448 468 22 1.4
Plaslic Surgery 0 0 0 0 1 1 1 2 1.0 1.0
Podiatry 0 0 o 0 1i 17 1 25 26 1.0 1.5
Thoracic 0 0 0 0 0 0 0 0 0 0.0 0.0
Urology 0 0 0 0 25 6 42 6 48 17 1.0
Totals 0 0 6 6 1571 1656 3319 1431 5250 21 1.2
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stafions 0 Stage 2 Recovery Statlons 0
Dedicated and Non-Oedicated Procedura Room Utilzation
Procedure Rooms Surglcal Cases Surales Hours Hours per Case
Procedure Type Inpatlent Outpatient Combined Total Inpatient Outpatient Inpatient Outpatient Total Hours Inpatient Outpatient
Gastrointestinal 0 0 2 2 363 1151 277 865 1142 0.8 0.8
Laser Eye Procedures 0 0 0 0 0 0 0 0 0 0.0 0.0
Pain Managerment 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 0 0 0 0 0.0 0.0
Cardiac Catheterization Labs Carndiac_ 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) 0
Dedicated Diagnostic Catheterization Labs 1 Diagnostic Catheterizations (15+) 56
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs 0 Intefventional Catheterization (15+) 0
Emergency/Trauma Care EP Catheterizations (15+) 0
Cerlified Trauma Center by EMS O i
Level of Trauma Service Le-v-e-l 1 Le.V_E! 2 Total Car diacw o
. Pediatric {0 - 14 Years): 0
Operating Rooms Dedicated for Trauma Care 0 Adult (1 5(Year~s and Ol)der): 0
Number of Trauma Visits: 0
Patients Admitted from Trauma 0 Coronary Artery Bypass Grafts (CABGs)
) performed of total Cardiac Cases : o
Emergency Service Type: Baslc .
Number of Emergency Room Stations 29 Total Outoatie tﬁfm 217114
. ] u n 1
Persons Treated by Emergency Services: 37,712 Outpaﬁ:nt Visits at the Hospital/ Campus: 217,114
Patients Adfmtted from Emergency: 4,225 Outpatient Visits Offsite/off campus 0
Total ED Visits {Emergency+Trauma): 37,12
Diaqnostic/interventional Equipment Examinations ddiation Equipment Therapies/
Owned Contract Inpatient Outpatient Owned Contract Treatments
General Radicgraphy/Flucroscopy 6 0 5,830 23,841 Lithotripsy 0 0 0
Nuclear Medicine 2 0 402 1,803 Linear Accslerator 1 0 11,445
Mammography 1 0 0 3,925 Image Guided Rad Therapy 0 0 0
Uttrasound 2 0 022 6,877 Intensity Modulated Rad Therap 0 0 0
Diagnostic Angiography 0 0 0 0 High Dese Brachytherapy 0 0 0
Interventional Angiography 0 0 0 Proton Beam Therapy 0 0
Positron Emission Tomagraphy (PET) 0 i 0 132 G Knife 0
) ) amma Knife 0 0 0
Computerized Axial Tomography (CAT) 2 0 3,222 11,462
Magnetic Resonance Imaging 2 0 454 3,565 Cyber knife 0 0 0
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Hospital Profile - CY 2009

Provena Covenant Medical Center

Urbana Page 1

Ownership, Management and General Information

Patients by Race

ADMINISTRATOR NAME:  David A, Bertauski

Patients by Ethnicity

White 82.4% Hispanic or Latino: 1.1%
ADMINSTRATOR PHONE 21 7-337-2141 Black 14.0% Not Hispanie or Latino: 97.7%
OWNERSHIP: Provena Covenant Medical Center American Indian 0.1% Unknown; 1.2%
OPERATOR: Provena Covenant Medical Center Asian 1.2% -
MANAGEMENT: Church-Related Hawaiian/ Pacific 0.0% IDPH 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 Gounty
AR, e ——— S T
Facility Utilization Data by Category of Service
Authorized Peak Beds Average Average CoN Staff Bed
o . CON Beds Setup and Peak Inpatient Observation Length  Dally Occupancy Oceupancy
Clinjeal Service 12/31/2009 Staffed ~ Census Admissions Days Days  ofStay Census 1273112009 Rate %
Medical/Surgical 110 95 83 5325 18,850 3,012 41 60.2 54,7 63.3
0-14 Years 4} o
15-44 Years 653 1,806
45-64 Years 1,724 6,148
65-74 Years 1,027 3,703
. 75 Years + 1.927 7,293
sediatric 6 4 3 74 140 0 19 0.4 6.4 96
ntensive Care 15 14 14 1,397 3,594 34 26 9.9 66,3 71.0
Direct Admission 659 1,605
Transfers 738 1,899
Yhstetric/Gynecology 24 22 22 1,249 2,839 74 23 8.0 333 363
Matemity- 988 2,223
Clean Gynecology 261 616
leonatal 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 0.0
wing Beds 0 0 0.0 0.0
cute Mental lllness 30 25 21 923 4,246 0 46 11.6 388 46.5
ehabilitation 25 21 19 396 4,362 0 11.0 12.0 47.8 56.9
»ng-Term Acute Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
sdcated Obsarvation ) g
acility Utilization 210 8,626 34,131 3,120 4.3 102.1 48.6
{includes ICU Direct Admissions Only)
Inpatients and Outpatients Served by Payor Source
Medicare Medlcald Other Public Private Insurance Private Pay  Charity Care Totals
45.8% 16.6% 1.9% 30.2% 2.8% 2.8%
apatients 3951 1429 164 2602 238 242 8,628
16.6% 45.8% 1.9% 30.4% 4.0% 1.3%
utpatients 39058 107961 4488 71721 9524 3089 235,841
inancial Year Reported: 11172009 ¢ 1213112009 Inpatient and Outpatient Net Revenue by Payor Source Charity Total Charity
Medicare Medicald  Other Public  Private Insurance  Private Pay Totals Care C:r:o?é%inse
patient 43.0% 15.2% 0.4% 38.5% 3.0% 1000y Expense rotals: Chart
2venue ( §) 36829206 13,070,156 320,129 32,988,965 2,538,299 85746755 1846040 | o057 CoRY
itpatient 11.9% 4.9% 26% 66.1% 14.4% 100.0% Net Revenue
wvanue ( §) 9,423,391 3,928,867 2,085,649 52,568,920 11,481,099 79,487,826 2,755,255 2.8%
Birthing Data Newbom Nursery Utilization Organ Transplantation
umber of Total Births: as1 Level 1 Patient Days 1,592 Kidney: 0
urnber of Live Births: 956 Level 2 Patient Days 0 e 0
rthing Rooms: 0 Level 2+ Patient Days 798 Lung: 0
|b.or Roams: 0 Total Nursery Patientdays 2,390 Heart/Lung: 0
alivery Rooms: 0 . Pancreas: 0
ibor-Delivery-Recovery Raoms: 9 _ Laboratory Studies Uver p
ibor-Delivery-Recovery-Postpartum Roams: 0 Inpatient Studies 225,927 :
Section Rooms: 2 Outpatient Studies 271,800 Tatal; 0
Sections Performed: 276 Studies Performed Under Cantract 58,884

dote: According to Board actlon on 4/22/09, Board reduced 44 beds (M/S= 18, Ped=12, AMI=10, ICU=3, Rehab=1 ) overall voluntarily,. New CON count for

TSto@ule H

s not available at time

3 faciiity is 210 beds. Actual Cost of Services Provided to Charity Care Inpatients and Oulpatients was caloulated uﬂ?’f‘&@
e the 2009 Medicars'Cost Reépart wa

#ructions to determine the cost to charge ratlo, This methodology was used by Provena becaus
! AHQ was due.




HOSPITAL PROFILE - CY 2008 Provena Covenant Medical Center Urbana Page 2
Surgery and Operating Room Utilization
Surgical Speciaity Operafing Rooms Surgical Cases Surgical Hours Hours per Case
fnpatient Quipatient Combined Total Inpatient Quipatient  Inpaient Outpatient Total Hours Inpatient Outpatient
Cardiovascular 0 0 0 0 178 473 495 614 1109 28 1.3
Dermatology 0 o 0 0 ] ] 0 0 0 0.0 0.0
General v} 0 12 12 451 1199 1256 1557 2813 28 1.3
Gastroenterology Q 0 Q 0 0 0 0 Q 0 00 0.0
Neurology 0 0 ] 0 20 54 56 70 126 28 1.3
OB/Gynecaology 0 0 0 0 189 502 527 652 179 28 1.3
Oral/Manxillcfacial 0 0 0 0 11 30 3 38 69 28 1.3
Ophthalmology 0 0 0 0 194 514 540 666 1206 2.8 1.3
Orthopedic 0 0 0 0 413 1102 1153 1431 2584 2.8 1.3
Otolaryngology 0 0 0 0 276 734 767 953 1720 28 1.3
Plastic Surgery 0 0 0 0 3 7 9 10 19 30 14
Podiatry 0 0 0 0 129 342 360 443 803 28 13
Thoracic 0 0 0 0 17 46 47 59 106 2.8 13
Urology 0 0 0 0 237 630 660 818 1478 28 1.3
Totals 0 o 12 12 2118 5633 5901 7311 13212 2.8 13
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 15 Stage 2 Recovery Stations 0
_Dedicated and Non-Dedicated Procedure Room Utilzation
Procedure Rooms Surgical Cases Surgical Heurs ours per Case
Procedure Type Inpatient Oulpatient Combined Total Inpatient OQutpatient Inpatient Outpatient Total Hows 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 1] 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 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
Cardiag Catheterization Labs Cardiac Catheterization Utilization
Total Cath Labs {Dedicated+Nondedicated labs): 3 Total Cardiac Cath Procedures: 1,931
Cath Labs used for Angiography 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 EP Catheterization Labs 0 Interventional Catheterization (15+) 563
Emergency/Trauma Care EP Catheterizations (15+) 27
Certified Trauma Center by EMS d )
Level of Trauma Service Le-v‘e_l 1 Le_v_e! 2 Total Car diaccsa_;:rc:;f:;r—scl:si?&@ 123
Operating Rooms Dedi.ca.ted for Trauma Care 0 :33;::?; (\(’)e_a:: z:;edargl)c:ier): 122
Number of Trauma Visits: 0
Patients Admitted from Trauma 0 Coronary Artery Bypass Grafts (CABGs)
] . performed of total Cardiac Cases : 109
Emergency Service Type: Comprehensive i .
Number of Emergency Room Stations 22 Total Outoatie 1—L—--—~———-—?;:|t:t'ent Service Data 235,841
A nt Vi
Per:sons Trea'ted by Emergency Servmes_ 35,126 Outpatisnt Visits at the Hospital/ Campus: 235:841
Patients Admitted from Emergency: 4,218 Outpatient Visits Offsite/off campus 0
) patient Visi ite/o pu
Total ED Visits (Emergency+Trauma): 35,126
Diagnostic/interventional Equipment Exatpinations Radiation Equipment, Therapies/
Owned Contract Inpatient Oufpatient Owned Confract Treatments
General Radiography/Fluoroscopy 14 0 12,224 20,241 Lithotripsy 0 1 140
Nuclesr Medicine 3 0 372 2,346 Linear Accelerator 1 0 3,100
Mammography 1 0 0 2,378 Image Guided Rad Therapy 0 0 0
Uttrasound 4 0 2,260 4,607 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 Knife 0 0
Computerized Axial Tomography (CAT) 2 0 3,751 9,384 ) 0 0
1 0 891 1,879 Cyber knife 0 1) 0

Magnetic Resonance Imaging

ATTECHNERT T

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




Hospital Profile - CY 2009 Provena Mercy Medical Center Aurora Page 1

Ownership, Management and General Information Patients by Race Patients by Ethnicity
ADMINISTRATOR NAME:  James D. Witt White 62.8% Hispanic or Latino: 22 7%
ADMINSTRATOR PHONE  630-801-2616 Black 11.6% Not Hispanic or Latino: 75.0%
OWNERSHIP: Provena Hospitals dfbfa Provena Mercy Medical Cent American Indian 0.0% Unknown: 2.3%
OPERATOR: Provena Hospitals dfbfa Provena Mercy Medical Cent Asian 0.6% \DPH Nurmber- 4503
MANAGEMENT: Church-Related Hawaiian/ Pacific 0.0% urmoer-
CERTIFICATION: None _ Unknown: 25.0% HPA, A-12
FACILITY DESIGNATION:  General Hospital HSA 8
ADDRESS 1325 North Highland Avenue CITY: Aurcra COUNTY: Kane County

— — PR _ AT e,
Facility Utilization Data by Cateqory of Service
Authorized Peak Beds Average Average CON Staff Bed
i . CON Beds Setup and Peak Inpatient Observation Length Daity Occupancy Qecupancy
Llinical Service 121312009 Staffed Census Admissions  Days Days of Stay Census  12/3%/2009 Rate %
Medical/Surgical 156 122 87 5,229 22,430 3479 5.0 71.0 45.5 58.2
0-14 Years 0 0
15-44 Years 972 3,368
45-64 Years 1,634 7,079
65-74 Years 900 4,051
75 Years + 1,723 7,832
Pediatric 16 16 11 443 867 370 2.8 3.4 212 2t2
Intensive Care 16 16 16 1,097 3,425 50 . 32 8.5 59.5 59.5
Direct Admission 768 2286
Transfers 329 1,139
Obstetric/Gynecology 16 16 15 1,239 2,620 79 22 74 46.2 46.2
Matemity 1,145 2419
Clean Gynecology 94 201
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 95 72 64 2,718 16,682 0 6.1 45.7 48,1 63.5
Rehabilitation 0 0 0 0 0 0 0.0 0.0 00 0.0
Long-Termn Acute Care 0 0 ¢ 0 0 0 0.0 0.0 0.0 0.0
Dedcated Observefion a
Facility Utilization 299 10,397 46,024 3,978 48 137.0 45.8

{Includes ICU Direct Admissions Only)
Inpatients and Outpatients Served by Payor Source

Medicare Medicaid Other Public Private Insurance Private Pay  Charity Care Tofals
36.6% 27.3% 0.5% 30.2% 1.2% 2.1%
Inpatients 3809 2838 55 3140 335 220 10,397
16.9% 30.9% 0.6% 32.2% 17.8% 2.6%
Outpatients 14809 28825 557 29986 16615 2462 93,254
Financial Year Reported: 11/2009 o 12/31/2009 Inpatient and Qutpatient Net Revenue by Payor Source Chari Total Charity
" i _ arity Care Expense
edicare Medicaid Other Publlc  Private Insurance  Private Pay Totals Care 5.367.773
Inpatient 39.1% 33.6% 0.4% 24.9% 19% wogy EPense |
s
Revenue ($) 30,667,645 26,391,096 350,575 19,532,576 1501912 78443804 2638381 | Corc s 95 af
Outpatient 17.1% 23.7% 0.4% 54.8% 41% 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%
Bi!'lhlng Data Newbom Nurse tilization o!gan TmnSE|3nmion
Number of Total Births: 1124 Level 1 Patient Days 1,746 Kidney: 0
Number of Live Births: 1,121 Level 2 Patient Days 989 Heart'y. 0
Birthing Rooms: a Level 2+ Patient Days 0 Lung: 0
Lab.or Rooms: 0 Total Nursery Patientdays 2,735 Heart/Lung: 0
Delivery Rooms: 0 Pancreas: 0
Labor-Delivery-Recovery Rooms; 0 Laboratory Studies Liver: 0
Labor-Delivery-Recovery-Postpartum Rooms: 16 |npatient Studies 238,354 :
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 voluntarity. New CON count for the facility is 299 beds.
Actua! Cost of Services Provided to Charity Care Inpatients and Qutpatients was calculated using the 2009 IRS 990 Schedule H instructions to determine the
cost to charge ratio. This methodology was used because the 2009 Medicare Cost Report was not available at iAg iRE AREFRSENT 19C




HOSPITAL PROFILE - CY 2009 Provena Mercy Medical Center Aurora Page 2
Surgery and Operating Room Utilization
Surgical Specialty Operating Rooms i 585 Surgical Hours Hours per Case
Inpatient Qutpatient Combined Total Inpatient Outpatient  Inpatient Ouipatient Total Hours Inpatient Outpatient
Cardiovascular 2 0 0 2 an 74 1537 124 1661 4.1 17
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 0 0 0 0 0 0 0 0.0 0.0
Neurology 0 0 0 0 54 33 230 78 308 43 2.4
OB/Gynecology 0 0 0 0 138 210 308 240 548 22 1.1
Cral/Maxillofacial 0 0 0 0 3 2 9 4 13 30 2.0
Ophthalmology 0 0 ] 0 1 15 3 15 18 3.0 1.0
Orthopedic ] 0 0 0 539 390 1320 699 2019 24 1.8
Otolaryngology 0 0 0 0 75 75 113 88 203 15 1.2
Plastic Surgery 0 0 0 0 i1 5 32 7 39 29 1.4
Podiatry 0 0 0 0 29 32 38 54 92 1.3 1.7
Tharacic 0 0 0 0 0 0 0 0 0 0.0 0.0
Urology 0 0 0 0 84 117 194 157 351 23 1.3
Totals 2 ¢ 10 12 1979 1631 6123 2455 7578 26 15
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 12 Stage 2 Recovery Stations 19
Dedicated and Non-Dedicated Procedure Room Utilzation
Procedure Rooms Surgical Cases Surgical Hours Hours per Case
Procedure Type Inpatient Qutpatient Combined Total Inpatient Outpatient (npatient Outpatient Total Hours Inpatient Outpatient
Gastrolntestinal 0 0 2 2 801 1305 865 1310 2175 1.1 1.0
Laser Eye Procedures 0 o o 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 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
Cardiac Catheterization L abs Cardjac Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 3 Total 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 Interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs 0 Interventional Catheterlzation (15+) 53
Ememgency/Trauma Care EP Catheterizations (15+) 187
Certified Trauma Center by EMS .
Level of Trauma Service Level 1 Level 2 ' Candiac Surgery Data
Adult . Total Cardiac Surgery Cases: 185
Operating Rooms Dedi'cated for Trauma Care 0 i:ﬂ::'?;g (\(’)e'a: aYr\edagi)c:ier): 182
Number of Trauma Visits: 658
Patients Admitted from Trauma 334 Coronary Artery Bypass Grafts (CABGs)
i ) performed of total Cardiac Cases ! 185
Emergency Service Type: Comprehensive .
Number of Emergency Room Stations 26 Total Out aﬁent‘\)r:.ti;_m'i—_n—_wg 196,631
F-‘er.sons Trea'ted by Emergency Ser\nces: 43,713 Outpatignt Visits at the Hospital! Campus: 196,631
Patients Admitted from Emergency: 4,485 Outpatient Visits Offsitefoff camplss 0
Total ED Visits (Emergency+Trauma): 44,371
Diagnostic/interventional Equipment Examinations Radiation Fquipment. Therapies/
Owned Contract Inpatient Outpatient Owned Contract Treatments
Genaral Radiography/Fluoroscopy 4 0 12,923 26,254 Lithotripsy 0 1 20
Nuclear Medicine 2 0 1,035 3,306 Linear Accelerator 0 0 0
Mammography 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
Diagnostic Angiography 0 0 0 0 High Dose Brachytherapy 0 0 0
Interventional Angiography 0 0 0 Proton Beam Therapy 0 0
Positran Emission Tomography (PET) 0 0 0 0 Ga Knife 0
: ! Tma 0 0 0
Computerized Axial Tomography (CAT) 3 0 4,665 13,917 )
Magnetic Resonance Imaging 2 0 658 2,465 Cyber knife 0 0 0
FraCEvENT-t

Source: 2009 Annual Hospital Questionnaire, lliineis Department of Public Health, Health Systems Development. o
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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 Hospitals d/b/a Provena Saint Joseph Hospi American Indian 0.0% Unknown: 0.8%
OPERATOR: Provena Hospitals d/b/a Provena Saint Joseph Hospi Asian 1.5%
. 488
MANAGEMENT: Church-Related Hawaiian/ Pacific 0.0% :-?:AH Number ;7
CERTIFICATION: None Unknown: 11.5% A1
FACILITY DESIGNATION:  General Hospital HSA 8
ADDRESS 77 North Aidite Street CiTY: Elgin COUNTY: Kang County
— — =T R
Facility Utilization Data by Category of Service
Authorized Peak Beds Average Average CON Staff Bed
. . CON Beds Setup and Peak Inpatient Observation Length Daily Occupancy Occupancy
Llinical Seryice 12/31/2009 statfed Census Admissions  Days Days  ofStay Census  12/3112009 Rate %
Medical/Surgical 99 99 99 5800 27,862 3,810 54 86.8 87.6 87.6
0-14 Years 34 75
15-44 Years a41 3,341
45-64 Yeats 1,774 7.803
65-74 Years 1,088 5,495
75 Years + 2,043 11,048
Pediatric 0 0 0 0 0.0 0.0 0.0 0.0
Intensive Cara 15 15 15 1,123 4,210 a7 115 76.9 76.9
Diract Admission 637 2,483
Transfars 486 1,717
Obstetric/Gynecology 0 15 6 232 508 66 25 16 0.0 105
Matarnity 215 468
Clean Gynecology 17 40
Necnatal 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 0 0 0 0 o a 0.0 0.0 0.0 0.0
Swing Beds 0 0 0.0 0.0
Acute Mental lliness 30 30 25 1,185 6,055 0 5.1 16.6 55.3 55.3
Rehabilitation 34 M 34 902 9,691 0 10.7 26.6 78.1 781
Long-Term Acute Care 0 ] ] 0 0 0 0.0 0.0 0.0 0.0
Dedcated Qbservation [#] 0
Facility Utilization 178 8,848 48,326 3,876 5.9 143.0 80.3
{Includes ICU Direct Admissions Only)
inpatients and Outpatients Served by Payor Source
Medicare Medicaid Other Public Private Insurance Private Pay  Charnity Care Totals
52,9% 11.0% 0.7% 30.6% 2.4% 2.4%
Inpatients 4679 975 63 2711 210 208 8,846
25.7% 17.9% 0.4% 42.7% 11.5% 1.7%
Qutpatients 24364 17017 422 40545 10954 1582 84,084
Financial Year Reported: 1/1/2009 to 12/31/2009 Inpatient and Qutpatient Net Revenue by Payor Source Chari Total Charity
. . arity Care Expense
Medicare Medicald Other Public  Private Insurance  Private Pay Totals Care
Expense 3,749,548
Inpatient 52.0% 17.7% 0.3% 28.1% 1.9% 100.0% Totals: Charity
Revenue ( $) 39,020,448 13,249,904 210,860 21,081,538 1,439,586 74,982,336 1675691 | cara ag % of
Outpatient 22.5% 14.4% 04% 60.1% 2.8% 100.0% Net Revenue
Revenue ( §) 20,044,749 12,794 644 327,225 53,398,003 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 Kidney: 0
Number of Live Births: 222 Level 2 Patient Days 239 Hean?" 0
Binhlng Rooms: 0 Level 2+ Patient Days 63 Lun ¢ 0
Lab.nr Rooms: 0 Total Nursery Patientdays 670 Heart/Lung: 0
Delivery Rooms: 0 ) Pancreas: 0
Labor-Delivery-Recovety Rooms: 7 ) . Laboratory Studies Liver: ' 0
Labor-Delivery-Recovery-Postpartum Rooms: 1} Inpatient Studies 238,112 y
C-Section Rooms: i Outpatient Studies 152,236 Total: 0
CSections Performed: 47 Studies Performed Under Contract 80,753

* Note: According to project#09-033, approved on 10/13/09, facility discontinued 15 hed 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 980 Schedule H instruetions
to determine the cost to charge ratic. This methodology was used because the 2009 Madicare Cost Repost was poTaVaaBF AR QT was due.




HOSPITAL PROFILE - CY 2009 Provena Saint Joseph Hospital Elgin Page 2

Surgery and Operating Room Utilization

Surgical Specialty Operating Rooms Surgical Cases Surgicat Hours Hours per Case
Inpatient Outpatient Combined Total Inpatient OQutpatient  Inpatient Outpatient Total Hours Inpatient Outpatient
Cardiovascular 0 0 0 0 207 32 830 74 904 4.0 2.3
Dermatology 0 g 0 0 0 0 0 0 0 0.0 0.0
General 0 0 10 10 1040 981 1918 1261 3180 1.8 1.3
Gastroenterology 0 g 0 0 713 1170 741 1169 1910 1.0 1.0
Neurology 0 g 0 0 98 10 312 19 3 3.2 i.9
OB/Gynecology 0 0 0 o 63 103 141 115 256 2.2 1.1
Orai/Maxillofacial 0 0 0 0 4 0 4 a 4 1.0 0.0
Ophthalmmology 0 g 0 0 3 279 4 287 291 1.3 1.0
Orthopedic 0 0 0 0 565 588 1472 1001 2473 26 1.7
Otolaryngology 0 0 0 0 77 200 118 377 495 1.5 1.9
Plastic Surgery 0 0 0 0 19 41 73 84 157 38 2.0
" Podiatry 0 0 0 ] 4 K] 9 49 58 23 186
Thoracic 0 0 0 0 0 0 Q 0 0 0.0 0.0
Urology 0 0 0 0 189 502 278 510 788 1.5 1.0
Totals 0 0 10 10 2982 3937 5501 4946 10847 20 1.3
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 11 Stage 2 Recovery Stations 22
Dedicated and Non-Dedicated Procedure Room Utilzation
Procedure Rooms Surgjcal Cases Surgical Hours ours pef Case
Procedure Type Inpatient Outpatient Combined Total inpatient COutpatient Inpatient Outpatient Total Hours Inpatient Outpatient
Gastrointestinal 0 0 0 0 0 g 0 0 0 0.0 0.0
Laser Eye Procedures 0 0 0 0 0 0 0 qQ 0 0o 0.0
Pain Management 0 0 0 0 0 0 0 qQ 0 0.0 0.0
Cystoscopy 0 o o 0 0 0 0 0 0 0o 0.0
Multipurpose Non-Dedicated Rooms
0 0 0 0 0 0 0 0 0.0 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
Cardiac Catheterization Labs Cardiac Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 4 Total Cardiac Cath Procedures: 1,372
Cath Labs used for Angiography procedures 2 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) 732
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs 0 Interventional Catheterization {15+) 481
Emergency/Trauma Care EP Catheterizations (15+) 160
Certified Trauma Center by EMS .
Level of Trauma Service Level 1 Level 2 " gﬂnan_&:rgﬂta
Adult . Total Cardiac Surgery Cases: 64
Operating Rooms Dedicated for Trauma Care 1 i:ﬂ:ta::g (\r’)e-a:: ;edarosl)éer): 62
Number of Trauma Visits: 564
Patients Admitted from Trauma 424 Coronary Artery Bypass Grafts (CABGs)
) performed of total Cardiac Cases : 64
Emergency Service Type: Comprehensive . .
Number of Emergency Room Stations 20 Total Out aﬁent%usti:twlw 204.613
. . otal ()
Persons Treated by Emergency Services: 32,913 Outpatient Visits at the Hospital/ Campus: 172,261
Patients Admitted from Emergency: 4257 Outpatient Visits Offsite/off campus 32 352
Total ED Visits (Emergency+Trauma): 33,477 !
Diagnostic/interventional Equipment Examinations Radiation Equipment, Therapies/
Owned Contract Inpatient Outpatient Owned Contract Treatments
General Radiography/Fluoroscopy 5 0 14,504 22,969 Lithotripsy 0 0 0
Nuclear Medicine 3 o 1,491 3,217 Linear Accelerator 0 4,854
Mammography 3 0 0 6,823 Image Guided Rad Therapy 0 0 0
Ultrasound 5 0 3,507 9,429 Intensity Modutated Rad Therap 1 0 1120
Diagnostic Angiography 0 0 0 0 High Dose Brachytherapy 0 0 0
Interventional Angiography 0 0 0 Profon Beam Therapy 0 0
: i 0 0 182 0
Positron Emission Tomography (PET) 1 Gamma Knife 0 0 0
Computerized Axial Tomography (CAT) 2 0 6,194 16,786 ,
Magnetic Resonancs Imaging 1 0 1,449 2,538 Cyber knifo 0 0 0

ATTRCHNENT Y0

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




Provena Saint Joseph Medical Center

Hospital Profile - CY 2009

Joliat

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% Not Hispanic or Latino: 91.5%
OWNERSHIP: Provena Health American Indian 0.0% Unknown: 0.3%
OPERATOR; Provena Hospitals d/bfa Provena St. Joseph Medical Asian 0.8%
MANAGEMENT: Not for Profit Corporation Hawaiian/ Pacific 00%  |DPHNumber 4838
CERTIFICATION: None Unknown: 9.2% HPA A-13
FACILITY DESIGNATION:  General Hospital HSA 9
ADDRESS 333 North Madison Street CITY: Joliet COUNTY: Wil County
e—— B —
Facility Utilization Data by Category of Service
Authorized Peak Beds Average Average CON Siaff Bed
L . CON Beds Setup and Peak Inpatient Observaion (ength  Dally Occupancy Occupancy
Clinical Service 12/31/2009 Statfed Census Admissions  Days Days  ofStay Census  12/31/2009 Rate %
Medical/Surgical 319 282 2 15,783 67,402 9,083 4.8 209.5 65.7 74.3
0-14 Years 40 94
15-44 Years 3366 11,237
45-64 Years 4,893 19,502
65-74 Years 2680 13,171
75 Years + 4,804 23,398
Pediatric 13 13 13 525 1,415 692 4.0 5.8 444 44.4
Intensive Care 52 52 51 4413 11,848 22 27 32,5 62.5 62.5
Direct Admission 2801 8,350
Transfers 1,612 3,498
Obstetric/Gynecology a3 33 33 2,406 6,039 275 26 17.3 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 0.0
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 Hiness 3 31 3 1,380 9613 0 6.9 26.3 85.0 85.0
Rehabilitation 32 a2 30 570 6,544 0 11.5 179 56.0 56.0
l.ong-Term Acute Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Dedcated Observation g
Facility Utilization 480 23475 102,661 10,052 4.8 309.4 64.4
{Includss ICU Direct Admissions Only}
Inpatients and Outpatients Served by Payor Source
Medicare Medicald Other Public Private Insurance Private Pay  Charity Care Totals
46.0% 13.4% 0.9% 34.5% 2% 2.0%
Inpatients 10793 3154 212 8099 751 466 23475
27.4% 18.9% 0.8% 48.5% 5.2% 1.3%
Outpatients 63576 39251 1779 112829 12070 2927 232,432
Financial Year Reported: 11172008 rp 1213172009 Inpatient and Outpatient Net Revenus by Payor Source Chari Total Charity
| - " arity Care Expense
Medicare Medicald 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: Charlty
Revenue otals: Char
e (% 101,834,552 22,548,805 0 51,620,573 27,643,931  203647,861 3377931 | 0o as % of
Outpatient 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: 2,018 Level 1 Patient Days 3,719 Kidney: 0
Number of Live Births: 2,011 Level 2 Patient Days ) Home, o
Birthing Rooms: 0 Level 2+ Patient Days 1,943 Lung: 0
Lab-or Rooms: 0 Total Nursery Patientdays 6,662 Heart/Lung: 0
Delivery Rooms: 0 Pancreas: 0
Labor-Delivery-Recovery Roams: 0 Laboratory Studies Liver: : 0
Labor-Delivery-Recovery-Postparium Rooms: 33 inpatient Studies 766,455 :
C-Section Rooms: 2 Qutpatient Studies 603,298 Totai: 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 Cost of Services Provided to Charily Care
Inpatients and Qutpatients was calculated using the 2009 IRS 990 Schedule H instructions to determine the costto charge ratio. This methodology was used
ATTACHMENT 19C

because the 2009 Medicare Cost Report was not available at ime the AHQ was due




HOSPITAL PROFILE - CY 2009 Provena Saint Joseph Medical Center Joliet Page 2
Sumery and Operating Room Utilization
Surgical Specialty Operating Rooms Surgical Cases - Surgical Hours Hours per Case
Inpatient Qutpatient Combined Total Inpatient Qutpatient Inpatient Qutpatient Total Hours inpatient Qutpatient
Cardiovascular 0 0 2 2 237 0 1377 0 1377 58 0.0
Dermatology 0 0 0 0 0 0 0 0 0 0.0 0.0
General 0 0 8 8 1383 1564 2553 1989 4542 1.8 1.3
Gastroenterology 0 0 0 0 1962 3416 1405 2383 3798 0.7 0.7
Neurofogy 0 0 0 0 373 49 1548 124 1672 4.2 25
OB/Gynecology 0 0 0 0 346 686 775 763 1538 2.2 1.1
Oral/Maxillofacial 0 0 0 0 2 25 5 62 67 2.5 25
Ophthalmology 0 0 0 0 6 386 11 363 374 1.8 0.9
Orthopedic 0 o 0 0 900 854 1974 1294 3268 22 1.5
Otolaryngology 0 0 0 0 143 436 201 541 742 1.4 1.2
Plastic Surgery 0 0 o 0 16 101 29 195 224 1.8 1.9
Podiatry ] o 0 1] 19 118 30 248 276 1.6 2.1
Thoracle 0 0 0 0 41 197 1266 323 1589 3.0 1.6
Urology 0 0 0 0 213 232 743 1309 2052 35 56
Totals 0 1] 10 10 6021 8084 11917 9602 21519 2.0 1.2
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 10 Stage 2 Recovery Stations 0
Dedicated and Non-Dedicated Procedure Room Utilzation
Procedure Rooms Surgjcal Cages Surgicel Hourg oufs pe
Procedure Type Inpatient Quipatient Combined Total Inpatient Outpatient Inpatient Cutpatient Tota! Hours Inpatient Quipatient
Gastraintestinal 0 0 3 3 1962 3416 1405 2393 3798 07 0.7
Laser Eye Procedures 0 0 1 1 0 56 0 21 21 0.0 0.4
Paln Management 0 0 1 1 57 170 66 202 268 1.2 1.2
Cystoscopy 0 0 1 1 184 350 251 385 636 14 1.1
Multipurpose Non-Dedicated Rooms
0 0 1 1 0 2 0 1 1 0.0 0.5
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 {abs); 4 Total Cardinc Cath Procedures: 2,714
Cath Labs used for Angiography procedures 0 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) 1,329
Dedicated Interventional Catheterization Labs 0 Interventionat Catheterizations {0-14): 0
Dedicated EP Catheterization Labs i Interventional Catheterization (15+) 995
Emergency/Trauma Care EP Catheterizations (15+) 380
Certified Trauma Center by EMS v )
Level of Trauma Service Level 1 Level 2 . Cardiac Surgety Data
Adult . Total Cardiac Surgery Cases: 855
Qperating Rooms De‘di.cated for Trauma Care 1 i;g:::; (\E)e_a::;{rmedagi);er): 852
Number of Trauma Visits: 904
Patients Admitted from Trauma 866 Coronary Artery Byp ass Grafts (C._ABGs)
. ) performed of total Cardiag Cases : 264
Emergency Service Type: Comprehensive i
Number of Emergency Room Stations 43 Total Out aﬁent%ﬁ‘g&n‘t&ﬂm—naﬁ 506,576
Per-sons Trea‘t ed by Emergency Services: 69,565 Outpati:nt Visits at the Hospital/ Campus: 464,506
Patients Admitted from Emergency: 12,450 Outpatient Visits Offsite/off campus 42,070
Total ED Visits (Emergency+Trauma); 70,489
iagnostic/Interventional Equipment Examinations Radiation Equipment. Therapies/
Owned Contract Inpatient Oufpatient Owned Contract Treatments
wneral Rediography/Fluoroscopy 29 0 26372 71,389 Lithotripsy 0 1 27
iclear Medicina 4 0 3,667 10,206 Linear Accelerator 2 0 70
immography 2 0 0 13,856 Image Guided Rad Therapy 2 0 40
resound 8 0 3,143 19,181 Intensity Modulated Red Therap 2 0 36
sgnostic Angiography 0 0 0 0 High Dese Brachytherapy 2 0 19
erventional Angiography 0 0 0 Proton Beam Therapy 0 0 0
sifron Emission Tomography (PET) 0 1 0 0 Gamma Knifa 0 0 0
mputerized Axial Tomography (CAT) 7 0 8,981 29,106 )
tgnetic Rasonancs Imaging 4 0 4,170 8,779 Cyber knife 0 0 0
ALLACIIVENT 19C

irce; 2009 Annual Hospital Questionnaire, lilinois Department of Public Health, Health Systems Development.
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Ownership, Management and General Information Patients by Race Patients by Ethnicity
ADMINISTRATOR NAME:  Michael Amo White 78.3% Hispanic or Letino: 3.1%
ADMINSTRATOR PHONE  (815) 937-2401 Black 20.7% Not Hispanic or Latino: 96.5%
OWNERSHIP: Provena Hospitals American Indian 0.0% Unknown: 0.3%
OPERATOR: Provena Hospitals d/b/a Provena St.Marys Hospital Asian 0.2% \DPH Number: 2670
MANAGEMENT: Church-Related Hawaiian/ Pacific 0.0% umber:
CERTIFICATION: None Unknown: 0.7% HPA A-14
FACILITY DESIGNATION:  General Hospital HSA 9
ADDRESS 500 West Court Street CITY: Kankakee COUNTY: Kankakee County
P - - o

Facility Utilization Data by Category of Service
Authorized  Peak Beds Average Average CON Stafi Bed
. i CON Beds Setup and Peak Inpatient Observation |ength  Dally Occupancy Qccupancy
Clinical Service 1213172009 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 18
15-44 Years 817 2,600
45-64 Years 1,789 6,669
65-74 Years 694 3,272
75 Years + 1,166 6,224
Pediatric 14 13 10 542 1,711 445 40 5.9 422 45.4
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 23 3.0 25.0 23.1
Matemity 420 836
Clean Gynecology 48 106
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 lliness 25 2 21 649 3,488 3 5.4 9.6 38.3 45.5
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 4]
Facility Utilization 182 7,545 31,185 1,627 43 836 49.2

{Includes ICU Direct Admissions Only)
Inpatients and Outpatients Served by Payor Source

Medicare Medicald Other Public  Private insurance Private Pay  Charity Care Totais
46.0% 17.8% 1.2% 28.8% 4.2% 1.5%
Inpatients 3474 1343 94 2171 320 143 7,545
26.9% 15.1% 1.4% 40.9% 14.1% 1.5%
Outpatients 27886 15592 1481 42310 14624 1582 103 475
Financial Year Reported: 11/2009 .0 12/31/2009 Inpatient and Outpatient Net Revenue by Payor Source Chari Total Charity
. ] arity Care Expense
Medicare Medlcald Other Public  Private insurance  Private Pay Totals Care 2 657 630
Inpatient 52.6% 14.5% 0.2% 20.7% 3.1% 1000% Expense mh
Revenue ( $) 32,691,073 9,028,207 105,333 18,527,435 1,932,268 62284316 1,856,922 | orals: Charity
¥ ) + ] i ) ’ 1 ¥ 1 ] 1 1 Care as % Of
Outpatient 19.1% 8.9% 0.2% 66.9% 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 Totai Births: 424 Level 1 Patient Days 781 Kidney-: 0
Number of Live Births: 420 Level 2 Patient Days 242 He arl'y‘ 0
Birthing Rooms: 0 Level 2+ Patient Days 20 Lung: 0
Lat{or Rooms: 0 Total Nursery Patientdays 1,043 HeartfLung: 0
Delivery Rooms: 0 Pancreas: 0
Labor-Delivery-Recovery Rooms: 1 Lahoratory Studies Liver: . 0
Labor-Delivery-Re covery-Postpartum Rooms: 4 Inpatlent Studies 167,326 ‘
1 QOutpatient Studies 204,947 Total: v}

C-Section Rooms:
CSections Performed: 116 Studies Performed Under Contract 0

* Note: According to Board action on 4/22/09, Board reduced 4 IGU beds overall voluntarily. New CON count for the facility is 182 beds. Actual Cost of
Services Provided to Charity Care Inpatients and Qutpatlents (Part 1, Question 3 on page 14) was calculated using the 2009 IRS 990 Schedule H instructions
to determine the cost to charge ratio. This methodology was used because the 2009 Medicare Cost Report was nAfF B EIHENTENE A9%vas due.
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Surgery and Operating Room Utilization
Surgical Speclalty Operating Rooms Surgical Cages Suygical Hou Hours per Case
Inpatient QOutpatient Combined Total inpatient OQutpatient  Inpatient Outpatient Total Hours Inpatient Outpatient
Cardlovascular 0 0 0 0 0 0 0 0 0 0.0 0.0
Dermatology 0 0 0 0 1] 0 0 0 0 0.0 0.0
General 0 0 7 7 450 640 839 989 1828 1.9 15
Gastroenterology 0 0 0 0 166 69 201 83 284 1.2 1.2
Neurology 0 0 0 0 G| 747 121 909 1030 2.4 1.2
OB/Gynecology 0 0 0 0 197 248 391 416 807 2.0 1.7
Oral/Maxitlofacial 0 0 0 0 12 9 24 17 41 20 1.9
Ophthalmology 0 0 0 0 3 385 8 422 430 27 1.1
Orthopedic 0 0 0 0 394 607 1047 1223 2270 2.7 2.0
Otolaryngology 0 0 0 0 10 285 15 360 375 15 1.3
Plastic Surgery 0 0 0 0 1 33 4 66 70 40 2.0
Podiatry 0 1] 0 0 " 76 18 154 172 16 20
Thoracic 0 0 0 0 24 14 60 17 77 25 1.2
Urclogy 0 0 1 1 197 659 301 872 1173 15 1.3
Totals 0 0 8 8 1518 772 3029 5528 8557 20 1.5
SURGICAL RECOVERY STATIONS Stage 1 Recovery Statfons 0 Stage 2 Recovery Stations 0
Dedicated and Non-Dedicated Procedure Room Utilzation
Procedure Rooms Su Cases Surgical 5 ours pe
Procedure Type Inpatient Outpatient Combined Total Inpatient Outpatient Inpatient Outpatient Total Hours Inpatient OQuipatient
Gastrointestinal 0 0 5 5 360 1289 382 1565 1947 11 1.2
Laser Eye Procedures 0 0 1 1 0 22 0 17 17 0.0 0.8
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 a 0 0 0 0 0 0 0.0 0.0
0 0 0 0 ] 0 o ] 0 0.0 0.0
Cardiac Catheterization Labs Cardiac_Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 2 Total Cardiac Cath Procedures: 656
Cath Labs used for Angiography procedures 2 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Calheterizations (15+) 522
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0_14)_. 0
Dedicated EP Catheterization Labe 0 Interventional Catheterization (15+) 113
Emergency/Trauma Care EP Catheterizations (15+) 23
Cerlified Trauma Center by EMS i
Level of Trauma Service Level1 Level 2 ] Cardiac Surgery Data
Adult . Total Cardiac Surgery Cases: ]
Operating Rooms Dedicated for Trauma Care 1 Pediatric (0 - 14 Years). 0
Number of Trauma Visits: 261 Adult (15 Years and Older): 0
Patients Admitted from Trauma 223 Coronary Artery Bypass Grafts (CABGs)
) perfermed of total Cardiac Cases : 0
Emergency Service Type: Comprehensive . X
Number of Emergency Room Stations 22 Total Outnatic t—-—L—-—-—?rm.t tient Service Data 218.663
- nt Visits s
Persons Treated by Emergency Services: 3174 Outpationt Visits at the Hospitalf Campus: 187,202
Patients Admitted from Emergency: 5913 Outpatient Visits Offsite/off campus 31 461
Total ED Visits (Emergency+Trauma): 31,465 '
Diagnostic/interventional Equipment Examinations adiation Equipment Therapies/
Owned Contract Inpatient Outpatient Owned Contract Treatments
Genere! Radiography/Fluaroscopy 7 0 7,780 30,258 Lithotripsy 0 1 156
Nuclear Medicine 2 0 1,405 1,861 Linear Accelerator 0 0 0
Mammography 4 0 0 4,584 Image Guided Rad Therapy 0 0 0
Ultrasound 4 0 2,102 6,361 intensity Modulated Rad Therap 0 0 0
Diagriostic Anglography 0 0 0 0 High Dose Brachytherapy 0 0 0
interventional Anglography 0 0 0 Proton Beam Therapy 0 0 0
Positron Emission Tomography (PET) 0 1 0 0 Gamma Knife 0 0 0
Computerized Axial Tomography (CAT) 2 0 2,494 15,811 .
Megnetic Resonance Imaging 2 0 609 255 Cyber knife 0 0 0
ATTRCHMERT T

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




AMBULATORY SURGICAL TREATMENT CENTER PROFILE-2008 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
4564 308 322 630 Other 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% 22.2% 100.0% 0%
870,580 21,951 0 2730613 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)
Cardiovascular 0 0.00 0.00 0.00 0.00
Dermatology 0 0.00 0.00 0.00 0.00
Gastroenterology 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
Meurological 0 0.00 0.00 0.00 0.00
OB/Gynecology 0 0.00 0.00 0.00 0.00
Opthalmolaegy 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 a7 22.00 12.00 34.00 0,92
Fain Management 148 74.00 24.00 98.00 066
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

PROCEDURE 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-Intestinat 0 0 0 0 0 0.00
Laser Eye 0 0 0 0 0 0.00
Pain Management 0 0 0 0 0 0.00
TOTALS 0 0 o 0 0 0.00

ATTACHMENT 19C

Sourge:Ambulatory Surgical Treatment Center Questionnaire for 2008, lllinols Department of Public Health, Health Systems Development
Page 88 of 274 10/28/2010




AMBULATORY SURGICAL TREATMENT CENTER PROFILE-2009 BELMONT/HARLEM SURGERY CENTER, LLC CHICAGO

Reference Numbers Facility Id

3101 NORTH HARLEM AVENUE
CHICAGO, IL 60634

Administrator
FAITH MCHALE

Registered Agent.

7003131
Health Service Area 006 Planning Service Area
BELMONT/HARLEM SURGERY CENTER, LLC

Date

Completed

4/26/2010

Number of Operating Roorns
030 Procedure Rooms
Exam Rooms
Number of Recovery Stations Stage 1
Number of Recovery Stations Stage 2

@0 OO A

Prol:::ngw:l::dATAS Typ_e of Ow‘nlersh ip .
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, CHICAGO 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 Aides 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, llfnols Department of Publfc Health, Health 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, lllinois. According to data provided by The
Renal Network, Manteno Dialysis Center operated at 41.11% of capacity during the
reporting quarter ending September 30, 2009.

ATTACHMENT 19C




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

ROCKFCRD

PROVENA COR MARIAE CENTER

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

3330 MARIA LINDEN DRIVE Aggressive/Anti-Social 0 DIAGNOSIS
ROCKFORD, IL. 61114 Chronic Alcoholism 0 Neoplasms 0
Reference Numbers  Facility (D 6005771 Developmentally Disabled 0 Endocrine/Metabolic 0
Health Service Area 004 Planning Service Area 201 Drug Addiction 0 Biood Disorders 0
Administrator Medicaid Recipient 0 *Nervous System Non Alzheimer 0
Teresa Wester-Peters Medicare Recipient i} Alzheimer Disease 0
Contact P d Teleoh Mental liiness 0 Mental illness 0
on erson and lelephone Non-Ambulatory 0 Developmental Disability i}
Sandra Fuller . :
815-877.7416 Nan-Maobile 0 Circulatory System 28
' c Datle Public Aid Recipient 0 Respiratory System 23
Registered Agent Information ompleted Under 65 Years Old 0 Digestive System 10
Teresa Wester-Peters 4/28/2010 - Unable to Self-Medicate 0 Genitourinary System Disorders 14
3330 Maria Linden Drive Ventilator Dependent 1 Skin Disorders 4
Rockford, IL 61114 Infectious Disease w/ Isolation 0 Musculo-skeleta! Disorders 14
FACILITY OWNERSHIP Other Restrictions Injuries and Poisonings 10
NON'PROF CoRPORATlON No Resfrictions 1) othefMlM;dlcal Cﬁndiﬁons 12
. e Non-Medical Conditions 7
CONTINUING CARE COMMUNITY No Nete: Reported restictions denoted byl TOTALS $22
LIFE CARE FACILITY No :
Total Residents Diagnosed as Mentally I1i 14
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS D‘:SDgI*:SAS!ggS AND
PEAK PEAK RGES - 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 Total Discharges 2009 475
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 122
Intermediate DD 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
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. Pet.  Occ. Pct.
Nursing Care 10344  38.8% 4318 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 00% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 1570 17775 0 19345 86.9% 86.9%
TOTALS 10344 38.8% 4318 74.0% 0 1570 26596 167 42996 87.9% 87.9%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE - DECEM BER 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 o 0 0 0
18 to 44 0 0 0 0 0 0 0 0 0 0 0
45 to 59 0 0 0 0 0 0 0 0 0 0 0
60 to 64 1 1 0 0 0 0 0 1 1 2 3
65tc 74 2 2 0 0 0 0 2 3 4 5 9
75 to 84 3 12 0 0 0 0 5 8 8 20 28
B85+ 10 38 0 0 0 0 10 24 20 62 82
TOTALS 16 53 0 0 0 0 17 36 33 89 122
3ource:Long-Term Care Facility Questionnaire for 2008, lllinois Department of Public Health, Health Systems DWERPWACMNT 19C
10/8/2010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA COR MARIAE CENTER

ROCKFORD

PROVENA COR MARIAE CENTER
3330 MAR!A LINDEN DRIVE
ROCKFORD, IL. 61114

Reference Numbers  Facilty 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 Medicaild Public Insurance Pay Care TOTALS Nursing Care 343 207
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
Shelterad Care 0 0 53 0 53
TOTALS 36 12 3 3 68 0 122
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing SklUnd22 ICF/DD Sheiter Totals EMPLOYMENT FULL-TIME
Aslan 0 0 0 1 1 CATEGORY EQUIVALENT
Amer, indian 0 0 0 0 0 Administrators 2.00
Black 4 0 0 0 4 Physicians 0.00
Hawaiian/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 69 0 0 53 422 Certified Aides 41.78
Cther Health Staff 0.00
ETHNICITY Nursing SklUnd22 ICF/DD Shelter Totals Non-Health Staff 58.70
Hispanic 0 0 0 1 1 Totals 128.80
Non-Hispanic 69 0 0 52 121
Ethniclty 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% 526% 100.0% 0.3%
3,213,321 522,027 0 494 247 4,684,406 6,914,001 25,072

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

Source:Long-Term Care Facility Questionnalre for 2009, lllinois Department of Public Health, Health Systems Development

Page 1610 of 2238
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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 Meoplasms Q
Reference Numbers  Facility ID 6003503 Developmentally Disabled 1 Endocrine/Metabalic 1
Health Service Area 008  Planning Service Area 089 Drug Addiction 1 Blood Disorders 0
Administrator Medicaid Recipient 0 “Nervous System Non Alzheimer 5
Dawn Renee Furman Medicare Recipient 0 Alzheimer Disease 24
Mental lliness 0 Mental liiness 11
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 1
DAWHN. R. FURMAN Non-Mobile 0 Circutatory System 10
630-232-7544 Date Public Ald Recipient 0 Respiratory System 10
Registered Agent Information Compieted Under 65 Years Old 0 Digestive System 3
51272010 Unable to Setf-Medicate 0 Genitourinary System Disorders 1
Ventilator Dependent 1 Skin Disorders 0
Infectious Disease w/ |salation 0 Musculo-skeletal Disorders 2
FACILITY OWNERSHIP Cther Restrictions 0 Injuries and Poisonings 1
NON-PROF CORPORATION No Restrictions 0 Other Medical Conditions 12
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by ‘I’ ;l;r_:-:ll-esdlcal Conditions Bfl)
LIFE CARE FACILITY No Total Residents Diagnosed as Mentally i 15
LICENSED BEDS, BEDS N USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/1/2009 89
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 190
Nursing Care 107 106 106 106 81 26 63 69 Total Discharges 2009 198
Skitled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 B1
Intermediate DD 0 1] 0 0 0 0 0
Sheftered Care 0 0 1] 0 0 0 Identified Offenders 0
TOTAL BEDS 107 106 108 106 g1 26 63 69
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charity Licensed Peak Bads
Medicare Medicaid Other Public Insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat. days Occ.Pct. Pat. days Oce. Pct.  Pat. days Pat. days Pat. days Pat. days Pat days Occ. Pet.  Qce. Pet.
Nursing Care 6481  28.2% 19671 78.1% 0 311 5973 0 32436 83.1% 83.8%
Skilled Under 22 0 00% 0 0 o 0 0 0.0% 0.0%
Intermediate DD 0 0.0% 0 0 0 1] 0 0.0% 0.0%
Sheltered Care 0 0 0 0 0 0.0% 0.0%
TOTALS 6481 282% 19671 78.1% 0 311 5973 0 32436 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  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 0
45 to 59 1 0 0 0 0 0 0 o 1 0 1
60 to 64 1 0 0 0 0 0 0 0 1 0 1
651074 4 4 0 0 0 0 0 0 4 4 8
751084 6 19 o 0 0 o o 0 6 19 25
85+ 6 40 0 0 4] 0 0 0 6 40 46
TOTALS 18 63 0 0 0 0 0 ] 18 63 81
Source:Long-Term Care Facility Questionnaire for 2009, lllinois 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 Cther Private  Charity LEVEL OF CARE SINGLE DOQUBLE
OF CARE Medicare Medicald Public Insurance Pay Care TOQTALS Nursing Care 274 224
Nursing Care 15 47 0 1 18 0 81 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 Shelter 0 0
Sheltered Care 0 0 0 0 0
TOTALS 15 47 0 1 18 0 81
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing SkUnd22 ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 o CATEGORY EQUIVALENT
Amer. Indian 0 0 0 0 0 Administrators 1.00
Black 0 0 0 0 0 Physicians 0.50
Hawailan/Pac. Isl. 0 0 0 0 0 Director of Nursing 1.00
White 81 0 0 0 81 Registered Nurses 750
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 Nursing SkiUnd22 {CF/OD 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 SOURCE (Fiscal Year Data) Charity Charity Care
Care Expense as % of
Medicere Medicaid Other Public  Private Insurance Private Pay TOTALS Expense®  Total Net Revenue
32.7% 38.5% 0.0% 15% 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 communily benefit.

Source:Long-Term Care Facility Questionnaire for 2009, lllinois Department of Public Health, Health Systems Developmen
‘ ATTREHMENT 19C 1000
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA HERITAGE VILLAGE

KANKAKEE

PROVENA HERITAGE VILLAGE ADMISSION RESTRICTIONS RESIDENTS BY PRIMARY DIAGNOSIS
901 NORTH ENTRANCE Aggressive/Antl-Social 1 DIAGNOSIS
KANKAKEE, IL. 60901 Chronic Alcohalism 1 . Neoplasms 0
Reference Numbers  Fadility ID 6004246 Developmentally Disabled 0 Endocrine/Metabolic 0
Health Service Area 009  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 Non-Ambulatory 0 Developmentat Disability 1
Eﬁg;,i;ﬁg'”w“ Non-Mobile 0 Ciroulatory System 31
Date Public Aid Reclpient 0 Respiratory System 10
Registered Agent Information Completed Under 65 Years Old 0 Digestive Systam 5
4/9/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 0
Ventilator Dependent 1 Skin Disorders 0
Infectious Disease w/ Isolation 0 Musculo-skeletal Disorders 0
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Poisonings 0
NON-PROF CORPORATION No Restrictions 0 Other Medical Conditions g
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by "I :;:::L‘z“ca' Conditions 73
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 1/4/2000 72
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 225
Nursing Care 5 51 51 51 42 9 51 0 Total Discharges 2009 223
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 74
Intermediate DD 0 0 0 0 0 0 0
Sheltered Care 79 36 36 36 32 47 Identified Offenders 0
TOTAL BEDS 130 87 87 a7 74 56 51 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 Oce. Pet.  Occ. Pot.
Nursing Care 857  46.5% 0 00% 0 547 9197 0 18401 989%  98.5%
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 5840 365 6205 21.5% 47.2%
TOTALS 8657 465% 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 0
45 to 59 1 0 0 0 0 0 0 0 1 0 i
60 to 64 0 0 0 ¢ 0 0 0 0 0 0 0
65to 74 0 4 ¢ 4 0 0 0 0 0 4 4
75 to 84 5 10 0 ¢ 0 0 0 4 5 14 18
B5+ 3 is 0 ¢ 0 0 4 24 7 43 50
TOTALS 9 33 ¢ 0 0 0 4 28 13 61 74
Source:Long-Term Care Facility Questionnaire for 2008, lllincts Department of Public Health, Health Systems Development
ATTACHMENT 19C  45mm010
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| ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA HERITAGE VILLAGE KANKAKEE

! PROVENA HERITAGE VILLAGE
: 901 NORTH ENTRANCE
KANKAKEE, IL. 60901
Reference Numbers  Facility ID 6004246
Health Service Area 009  Planning Service Area (91

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 206 177
Nursing Care 24 1] 0 10 8 0 42 Skitled Under 22 0 0
Skilled Under 22 0 0 0 0 0 0 0 Intermediate DD 0 0
ICF/OD 0 0 0 o 1] 0 Shelter 113 102
Sheltered Care 0 0 k| 1 32
TOTALS 24 0 0 10 39 1 74
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 4] Administrators 1.00
Black ) 1 0 0 0 1 Physicians 0.00
Hawaiian/Pac. [sl. 0 0 0 0 0 Director of Nursing 1.00
White 41 Q 0 32 73 Repgistered Nurses 7.00
Race Unknown 0 Q 0 0 0 LPN's 11.00
Total 42 0 0 2 74 Certified Aides 41.00
Other Health Staff 4.00
ETHNICITY Nursing SkUnd22  ICF/OD Shelter Totals Non-Health Staff 48.00
Hispanic 0 0 0 0 0 Totals 113.00
Non-Hispanic 42 0 0 32 74
Ethnicity Unknown 0 Q 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 ) o 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 Fadility Questionnaire for 2009, lllinois Department of Public Health, Health Systems Deve!o%rxl& NT 19C
HME 10/8/2010
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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 AggressivefAnti-Sacial 0 DIAGNOSIS
AURORA, IL. 60506 Chronic Alcohalism 0 Neoplasms 3
Reference Numbers Facility ID 6005912 Developmentally Disabled 0 Endocrine/Metabalic 0
Health Service Area 008  Plapning Service Area 089 Drug Addiction 0 Blood Disorders )
Administrator Medicaid Recipient 0 “Nervous System Non Alzheimer 5
Jennifer Roach Medicare Recipient 0 Alzheimer Disease 3
Mental lllness 1 Mental lllness 1
C-ontac‘t Person and Telephonhe Non-Ambufatory 0 Developmental Disability 0
2::)53“5’;_3700 Non-Mobile 0 Circulatory System 17
Pate Public Aid Recipient 0 Respiratory System 3
Registered Agent Information Completed Under 65 Years Old 0 Digestive System 6
Megan Kieffer 5/1/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 0
19065 Hickory Creek Drive Suite 300 \entilator Dependent 1 Skin Disorders 1
Mokena, |L 60448 Infectious Disease wf [solation 0 Musculo-skeletal Disorders 15
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Poisonings 4
NON-PROF CORPORATION No Resfrictions 0 Other Medical Conditicns 5
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by ‘1’ _r:;:__:i?ma! Conditions Gg
LIFE CARE FACILITY No Total Residents Diagnosed as Mentally lil 1
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2008
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE WMEDICAID Residents on 1/4/2008 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
Sheltered Care 0 0 0 0 0 0 Identified Offenders 0
TOTAL BEDS 87 87 74 a7 63 24 a7 F)
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charity Licensed Peak Beds
Medicare Medicaid Othar Public Insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat days Occ. Pet.  Pat. days Occ. Pct.  Pat. days Pat. days Pat. days Pal. days Pat. days Ozc. Pet.  Occ. Pct,
Nursing Care 10591 334% 1312 39.9% 0 695 10073 192 22863 720%  720%
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 10591 233.4% 1312 39.9% 0 695 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. 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 o 0
18 to 44 1 0 0 o 0 0 0 0 1 0
45 to 59 0 1 0 0 0 0 0 0 0 1 )
60 to 64 2 Q 0 o 0 0 0 0 2 0 2
65to 74 5 1 0 0 0 0 0 0 5 1 &
75 to 84 5 10 o 0 ] 0 0 0 5 10 15
85+ 6 3z 0 0 ] 0 0 0 6 32 38
TOTALS 19 44 0 0 0 Q 0 0 19 44 63
Source:Long-Term Care Facility Questionnaire for 2009, lllinois Department of Public Health, Health Systems Development
- ATTACHMENT 19C 10010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2008 PROVENA MCAULEY MANOR AURORA

PROVENA MCAULEY MANOR
400 W, SULLIVAN ROAD
AURORA, IL. 60506
Reference Numbers
Health Service Area 008

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE

Facility ID 5005912
Planning Service Area 089

AVERAGE DAILY PAYMENT RATES

LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 228 207
Nursing Care 24 4 0 4 31 0 63 Skilled Under 22 0 0
Skilled Under 22 0 0 0 0 0 0 0 [ntermediate 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 3 0 63
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing SklUnd22 ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 o CATEGORY EQUIVALENT
Amer. Indian 0 0 0 0 0 Administrators 1.00
Black 1 0 0 0 1 Physicians 0.00
Hawaiian/Pac. isi. 0 0 0 0 0 Director of Nursing 1.00
White 60 0 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 SklUnd22  ICF/DD Shelter Totals Non-Health Staff 32.00
Hispanic 2 0 0 0 2 Totals 72.00
Non-Hispanic 61 0 0 0 61
Ethnicity Unknown 0 0 0 0 0
Total 63 0 0 0 63
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
48.8% 2.4% 0.0% 3.0% 45.8% 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, lllinois Department of Public Health, Health Systems DeveI0|aTment
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

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

20 BRIARCLIFF LANE Aggressive/Anti-Social 0 DIAGNOSIS

BOURBONNAIS, IL. 60914 Chronic Alcoholism 0 Neoplasms 2

Reference Numbers  Facility ID 6007009 Developmentally Disabled 0 Endocrine/Metabolic 5

Heallh Service Area 009  Planning Service Area 091 Drug Addiction 0 Blood Disorders 2

Administrator Medicaid Recipient 0 *Nervous System Non Alzheimer 5

Robin Glfford Medicare Recipient 0 Alzheimer Disease 1

Mental lliness 0 Mentat llness 1

Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 0

;Os?g;f;;;gRD MNon-Mobile 0 Girculatory System 25

Date Public Aid Reciplent 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 8

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 0 Other Medical Conditions 10

CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by "I’ ;!;:—:_esdlcal Conditions 9(4)

LIFE CARE FACILITY No Total Residents Diagnosed as Mentally NI 1
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND

DISCHARGES - 2009

PEAK PEAK
LICENSED BEDS  BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAD  geocidents on 1/4/2009 a5
LEVELOF CARE  BEDS SET-UP  USED SET-UP INUSE  BEDS  CERTIFIED CERTIFIED g e admissions 2009 205
MNursing Care 107 107 107 107 94 13 55 90 Total Discharges 2009 206
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 a4
Intermedlate DD 0 0 0 0 0 ) 0
Sheltered Care 0 0 0 0 0 0 {dentified 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 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 Oce. Pet.  Occ. Pct.
Nursing Care 7906  39.4% 23104 70.3% 0 480 2785 0 34275 87.8% 87.8%
Skiled 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%
Shettered Care 0 0 0 0 0 0.0% 0.0%
TOTALS 7906 39.4% 23104 70.3% 0 480 2785 0 34275 87.8% 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 Female Male Female Male Female Male  Female Male Female TOTAL
Under 18 0 0 0 0 0 0 (1} 0 0 0 0
18 to 44 0 1 0 0 0 0 0 0 0 1 1
45 to 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
65 to 74 4 10 0 0 0 0 0 0 4 10 14
75 to 84 10 20 0 0 ¢ 0 0 0 10 20 30
85+ 4 41 0 0 0 0 1} 0 4 41 45
TOTALS 20 74 0 (1} 0 0 0 0 20 74 94
Source;Long-Term Care Facility Questionnaire for 2009, Ilincis 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 QUR LADY OF VICTORY

BOURBONNAIS

PROVENA OUR LADY OF VICTORY

20 BRIARCLIFF LANE

BOURBONNAIS, IL, 60914

Facility [ID 6007009
Planning Service Area 091

Reference Numbers
Health Service Area 009

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
Skitled 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 21 64 0 0 4] 0 94
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 8 0 ] 0 8 Physicians 0.00
Hawaiian/Pac. Isl. 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 Aldes 27.00
Other Health Staff 0.00
ETHNICITY Nursing SklUnd22 ICF/DD Shelter Totals Non-Health Staff 37.00
Hispanic 0 0 0 0 0 Totals 92.00
Non-Hispanic 94 0 0 0 94
Ethnicity Unknown 0 0 0 1] 0
Total 94 0 1] 0 94
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private fnsurance Private Pay TOTALS Expense*  Total Net Revenue
38.1% 46.8% 0.0% 2.6% 12.5% 100.0% 0.0%
2,380,646 2,919,597 0 162,995 777678 6,240 916 0
*Gharity Expense does not include expenses which may be considered a community benefit.
Source:Long-Term Care Facllity Questionnaire for 2009, lllincis Department of Public Heatlth, Health Systems Development
10/8/2010

ATTACHMENT 19C
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA PINE VIEW CARE CENTER

R

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 Chroni¢ Alcoholism 0 Neoplasms 4
Reference Numbers  Facility i 6007439 Developmentally Disabled 0 EndocrineMetabolic 0
Health Service Area 008  Planning Service Area 089 Drug Addiction 1 Blood Disorders 0
Administrator Medicaid Recipient 0 *Nervous System Non Alzheimer 5
MELISSA ADAMS Medicare Recipient 0 Alzheimer Disease 1
Mental lliness 1 Mental |lIness 3
Contact Person and Telephone Nof- Ambulatory 0 Developmental Disability 0
HOLLY ORLAND Non-Mobile 0 Circulatory System 12
630-377-2211 Date Public Aid Recipient 0 Respiratory System "
Registered Agent Information Completed Under 65 Years Old 0 Digestive System 3
312010 Unable to Self-Medicate 0 Genitourinary System Disorders 5
Ventilator Dependent 1 Skin Disorders 4
Infectious Disease w/ [solation 0 Musculo-skeletal Disorders 11
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Poisonings 4
NON-PROF CORPORATION No Restrictions 0 Other Medical Conditions 36
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by '1' ?;r;—:ll-esdlcal Conditions 10;
LIFE CARE FACILITY No . .
Total Residents Diagnosed as Mentally (Il 24
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 88
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 0 0 0 Residents on 12/31/2009 103
Intermediate DD 0 0 0 0 0 0
Sheltered Care 0 0 0 0 0 0 Identified Offenders 0
TOTAL BEDS 120 110 110 110 103 17 120 60
FACILITY UTILSZATION - 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 Ocec. Pet.  OQce. Pct.
Nursing Care sses  20.3% 17874 81.6% 0 607 7533 0 34909 79.7%  86.9%
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 8895  20.3% 17874 81.6% 0 607 7533 0 34909 79.7% 86.9%
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  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 0
45 t0 59 1 1 0 0 0 0 0 0 1 1 2
60 to 64 3 2 0 0 0 0 0 1] 3 2 5
65to 74 2 5 0 0 0 0 0 0 2 5 7
7510 84 8 13 0 0 0 0 0 0 8 13 21
85+ 12 56 0 0 0 0 0 0 12 56 68
TOTALS 26 77 0 0 0 0 0 0 26 77 103
Source:Long-Term Care Facility Questionnaire for 2009, lllinois Department of Public Health, Health Systems Dej{ewjgr& 19C (o010
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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, IL. 60174

Reference Numbers Facility ID 6007439

Heaslth 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 327 297
Nursing Care 25 50 ] 1 27 0 103 Skilled Under 22 0 0
Skilled Under 22 0 0 0 0 0 0 0 Intermediate DD 0 0
ICF/IDD 0 0 0 0 0 0 Shelter 0 1]
Sheltered Care 0 0 0 0 0
TOTALS 25 50 0 i 27 0 103
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing SkdUnd22 ICF/IDD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 0 CATEGORY EQUIVALENT
Amer. Indian 0 a 0 0 0 Administrators 1.00
Black 0 0 0 0 0 Physicians 0.00
Hawaiian/Pac. Isl. 0 0 0 0 0 Director of Nursing 1.00
White 103 0 0 0 103 Registered Nurses 20.00
Race Unknown 0 0 0 0 0 LPN's 5.00
Other Health Staff 0.00
ETHNICITY MNursing SkiUndz22 ICFDD Shelter Totals Non-Health Staff 41.00
Hispanic 0 0 0 0 0 Totals 106.00
Non-Hispanic 103 0 0 0 103
Ethnicity Unknown 0 0 1] 0 0
Total 103 0 0 0 103
NET REVENUE BY PAYOR SOURCE {Fiscal Year Data) Chartty Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense*  Total Net Revenue
B1% 30.5% 0.0% 28% 28.8% 100.0% 0.0%
2,855,512 2,289,829 o 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, lllinois Department of Public Heelth, Health Systems Development .
ATTACHMENT 19C 10/8/2010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA ST. ANN CENTER

ROCKFORD

PROVENA ST. ANN CENTER

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

4405 HIGHCREST ROAD Aggressive/Anti-Soclal 1 DIAGNOSIS
ROCKFORD, IL. 61107 Chronic Alcoholism 1 Neoplasms 4
Reference Numbers Facility ID 6008817 Developmentaily Disabled 1 Endocrine/Metabolic 4
Heaith Service Area 001  Planning Service Area 201 Drug Addiction 1 Blood Disorders 0
Administrator Medicaid Recipient 0 *Nervous System Non Alzheimer 7
Janelle Chadwick Medicare Reclpient 1] Alzheimer Disease 0
Mental lliness 1 Mental llness 0
Contact Person and Telephone MNon-Ambulatory 0 Developmental Disability 0
JANELLE CHADWICK Non-Mohile 0 Circulatory Sysfem 33
818-220-1999 Date Public Aid Recipient 0 Respiratory System 8
Registered Agent Information Completed Under 65 Years Old 0 Digestive System 5
Meghan Kjeffer 412812010 Unable to Sel-Medicate 0 Genitourinary System Disorders 13
19608 Hickory Creek Drive Suite 300 Ventilater Dependent 1 Skin Disorders 4
Mokena, IL 60448 Infectious Disease w/ [solation 0 Musculo-skeletal Disorders 26
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Paisonings 34
NON-PROF CORPORATION No Restrictions 0 Other Mefilcal Con.dltions 5
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by '’ ?;::Lesdlcm 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 Admisslons 2009 724
Nursing Care 179 179 163 179 143 36 119 60 Total Discharges 2009 734
Skilled Under 22 0 0 0 i} 0 0 0 Residents on 1231/2009 143
Intermediate DD 0 0 0 0 0 0 0
Sheltered Care 0 0 0 1] 0 0 Identified Offenders 1]
TOTAL BEDS 179 17¢ 163 179 143 36 119 60
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Chayity Licensed Peak Beds
Medicare Medicaid Other Public  Insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat.days Occ. Pct. Pat days Oce, Pct. Pat. days Pat. days Pat. days Pat days Pat. days Occ. Pct.  Oce. Pet.
Nursing Care 15823  364% fofes 87.6% 0 3254 16973 0 55238 845%  84.5%
Skilled Under 22 0 0.0% 0 0 0 0 0 0.0% 0.0%
Intermediate DD ¢ 00% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 0 0 0 0 0.0% 0.0%
TOTALS 15823  364% 19188 87.6% 0 3254 16973 0 55238 84.5% 84.5%
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 0
45 to 59 1 1 0 0 0 0 0 0 1 1 2
60 to 64 0 2 0 0 0 0 0 0 0 2 2
6510 74 5 8 0 0 0 0 0 0 5 8 13
75 to 84 B 27 0 0 0 0 0 0 8 27 a5
85+ 23 68 0 Qg 0 0 0 0 23 68 a1
TOTALS 37 106 0 i+ 0 0 0 0 37 106 143
Source:Long-Term Care Facility Questionnaire for 2009, lllinois Department of Public Health, Health Systems Development
ATTACHMENT 19C 10/872010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA ST. ANN CENTER

ROCKFORD

PROVENA ST. ANN CENTER
4405 HIGHCREST ROAD
ROCKFORD, IL. 61107
Reference Numbers
Health Service Area 001

RESIDENTS BY PAYMENT SOURCE AND LEVEL Of CARE

Facility ID 6008817
Planning Service Area 201

AVERAGE DAILY PAYMENT RATES

LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public [nsurance Pay Care TOTALS Nursing Care 231 195
Nursing Care 44 52 0 8 39 0 143 Skilled Under 22 0 v}
Skilled Under 22 v} 0 0 0 0 0 0 Intermediate DD 1] 1]
ICFIDD 0 o 0 0 0 0 Shelter \j v}
Sheltered Care 0 0 0 v} \j
TOTALS 44 52 o 8 a9 0 143
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 7 0 0 0 7 Physicians 0.00
Hawaiian/Pac. Isl. 0 0 ¢ 1] 0 Director of Nursing 1.00
White 136 0 1] 1] 136 Registered Nurses 21.00
Race Unknown 0 0 1] 1] 0 LPN's 35.00
Total 143 0 0 g 143 Certified Aides 100.00
Other Health Staff 5.00
ETHNICITY Nursing Sklund22  ICF/DD Shelter Totals Non-Health Staff 54.00
Hispanic 1 0 0 0 1 Totals 217.00
Non-Hispanic 142 0 0 1] 142
Ethnicity Unknown g 0 0 1] 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 [y} 1,081,389 4,329,706 12,731,018 b}
*Charity Expense does not include expenses which may be considered a community benefit.
Source:Long-Term Care Facility Questionnaire for 2009, Hincis Department of Public Health, Health Systems Develo%ment
ATTACHMENT 19C 10/8/2010

Page 1622 of 2238




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 Chrenic Alcohelism 0 Neoplasms 2
Reference Numbers  Facility ID 6008973 Developmentally Disabled 0 EndocrineMetabolic 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 liiness 1 Mental lliness 6
c?"tad Person and Telephone Non-Ambutatory 0 Developmental Disability 2
;ﬂ1|<;t_lze:l)'lg_lél1n:1eman Non-Mobile 0 Circulatory System 41
Date Public Aid Recipient 0 Respiratory System 5
Registered Agent Information Completed Under 65 Years Old 1] Digestive System 7
5/412010 Unable to Self-Medicate 0 Genitourinary System Disorders 3
Ventilator Dependent 1 Skin Disorders 0
Infectious Disease w/ Isclation 0 Musculo-skeletal Disorders 9
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Poisonings 2
NON-PROF CORPORATION No Resfrictions 0 Cther Medical Conditiens 5
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'l' :;'_;__m_esdlcal Conditions 10:
LIFE CARE FACILITY No . i
Total Residents Diagnosed as Mentally Ell 9
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 103
LEVEL OF CARE BEDS SETUP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 193
Mursing Care 120 i11 111 108 102 18 120 94 Total Discharges 2009 194
Skifled Under 22 0 0 0 0 0 ] 0 Residents on 12/31/2009 102
Intermediate DD 0 0 0 0 0 0 0
Sheltered Care 0 0 0 0 0 0 Identified Offenders 0
TOTAL BEDS 120 111 111 108 102 18 120 94
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 Ocec. Pet.  Pat. days Occ, Pct, Pat. days Pat. days Pat. days Pat. days Pat. days Oce. Pet. Qcc. Pet,
Nursing Care 4263  87% 23066  67.2% 0 1291 10535 0 39155 89.4% 96.6%
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%
TOTALS 4263 9.7% 23066 67.2% 0 1291 10535 0 39155 89.4% 96.6%
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
16 to 44 0 0 1] 0 0 0 0 0 0 0 0
4510 59 o 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 i 8 0 0 0 0 0 0 1 ] 9
75 to 84 9 23 0 0 0 0 0 0 g 23 32
B5+ g 52 0 0 0 0 ] 0 g 52 61
TOTALS 19 83 0 0 0 0 0 0 19 83 102
Source:Long-Term Care Facility Questionnaire for 2009, lllincis Department of Public Heatth, Health Systems De}’f‘f‘pﬁ&% NT 19C S
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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

FREEPORT, IL. 61032

Reference Numbers  Facility 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 o 2 29 0 102 Skilled Under 22 0 0
Skilled Under 22 0 0 0 0 0 0 0 Intermediate DD 0 0
ICFIDD 0 0 0 ] 0 0 Sheiter 0 0
Sheltered Care 0 0 0 0 0
TOTALS 12 59 a 2 29 0 102
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Mursing SkiUnd22 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 3 0 0 0 3 Fhysiclans 0.00
Hawaiian/Pac. Isl. 0 a 0 0 0 Director of Nursing 1.00
White 98 0 0 0 g8 Registered Nurses 8.00
Race Unknown 1 0 0 0 1 LPN's 16.00
Total 102 0 0 0 102 Cerfified Aides 44 .00
Other Health Staff 6.00
ETHNICITY Nursing SklUnd22  ICF/DD Shelter Totals Non-Heaith 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 2,652,594 0 411,964 2,245 9819 6,507,024 4,872

*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 Developmen
ATTACHMENT 15C

10/8/2010
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ILLINGIS 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-Social 0 DIAGNOSIS
JOLIET, IL. 60435 Chronic Alcohalism 0 Neoplasms 0
Reference Numbers  Facility ID 6012678 Developmentally Disabled 0 Endociine/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 1] Alzheimer Disease 0
Mental liness 0 Mental lliness 3
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 0
g:qsigso-gfo% Non-Mobile 0 Circulatory System 4
Date Public Aid Recipient 0 Respiratory System 5
Registered Agent Information Completed Under 65 Years Old o Digestive System 2
412812010 Unable to Seff-Medicate a Genitourinary System Disorders 9
Ventilator Dependent 0 8kin Disorders 2
Infectious Disease wi Isolation 0 Musculo-skeletal Disorders 90
FACILITY OWNERSHIP QOther Reslrictions 0 Injuries and Paisonings 2
NON-PROF CORPORATION No Restrictions 1 Other Medical Conditions 36
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'l :fg::rl_esdlcal Conditions 152
LIFE CARE FACILITY No Total Residents Diagnosed as Mentally lil 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 168
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 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 QOcc. Pct. Pat.days Occ. Pct. Pat days Pat. days Pat. days Pat days Pat. days Oce. Pet. Qce. Pet.
Nursing Care 24894  38.8% 16739 35.9% 0 989 16317 0 58939 81.7%  9M7%
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 24894 38.8% 16739 55.9% 0 989 16317 0 58939 91.7% 9M1.7%
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 0
18 to 44 0 0 0 0 0 0 0 0 0 0 0
45 to 59 3 0 0 ¢ 0 0 0 0 3 0 3
60 to 64 2 0 0 0 0 0 0 0 2 o 2
65 to 74 7 8 0 v} 0 0 0 0 7 8 15
7510 84 25 38 0 0 0 0 0 0 25 38 83
85+ 9 66 0 0 o 0 0 0 9 66 75
TOTALS 45 112 [ 0 o 0 0 0 46 112 158
Source:Long-Term Cere Facility Questionnaire for 2009, lllinois Department of Public Health, Health Systems De:riio ir&HMENT 19C B
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ILLINCIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA VILLA FRANCISCAN JOLIET

PROVENA VILLA FRANCISCAN

210 NORTH SPRINGFIELD AVENUE

JOLIET, IL. 60435

Reference Numbers  Fadility ID 6012678

Health Service Area 009  Flanning Service Area 197

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE AVERAGE DAILY PAYMENT RATES
LEVEL Other Private  Charity LEVEL OF CARE SINGLE DQUBLE
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
ICFOD 0 0 0 0 0 0 Shelter 0 0
Sheltered Care o o 0 0 o
TOTALS 77 43 0 1 37 0 158
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing SkiUndz2 ICF{DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 0 CATEGORY EQUIVALENT
Amer. Indian 0 0 0 0 0 Administrators 2.00
Black g 0 0 0 2] Physicians 0.00
Hawailan/Fac. Isl. 0 0 0 0 0 Director of Nursing 1.00
White 149 0 ] 0 149 Registered Nurses 23.42
Race Unknown 0 1) 0 0 0 LPN's 14.40
Total 158 0 0 0 158 Certified Aides 65.80
Other Health Staff 14.00
ETHNICITY Nursing SkiUndz2 ICF/DD Shelter Totals Non-Health Staff 137.38
Hispanic 7 0 0 0 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 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
51.8% 15.4% 0.0% 0.9% 31.9% 100.0% 0.0%
7,277,014 2,169,644 0 119,626 4,478,378 14,044,662 0

*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 Health, Health Systems Develt[npll"nent
ATTACHMENT 19C 10812010
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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-Social 1 DIAGNOSIS
NILES, IL. 60714 Chronic Alcoholism 1 Neoplasms 3
Reference Numbers  Fadility ID 6008874 Developmentally Disabled i 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
:;?:3?3??;‘8 Non-Mobile 0 Circu!atory System 26
Date Public Aid Recipient 0 Respiratory System 28
Registered Agent Information Completed Under 65 Years Old 0 Digestive System 10
Sandra Bruce 5/6/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 4
7435 West Talcott Ventilator Dependent 1 Skin Disorders 0
Chicago, IL 60631 Infectious Disease wf Isolation 0 Musculo-skeletat Disorders 0
FACILITY OWNERSHIP Other Restrictions 0 [njuries and Poiscnings 0
NON-PROF CORPORATION No Restrictions 0 Other Medical Conditions 12
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by '’ :;r_:_'x_esd'cal Conditions g:
LIFE CARE FACILITY No Total Residents Diagnosed as Mentally lll 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 99 99 99 99 96 3 99 99 Total Discharges 2009 150
Skilted Under 22 0 0 0 0 1] 0 0 Residents on 12/31/2009 96
Intermediate DD 0 0 0 0 0 0
Sheltered Care 0 0 0 0 0 0 Identified Offenders 0
TOTAL BEDS 99 99 99 99 96 3 99 95
FACILITY UTILIZATION - 2009
BY LEVEL OF GARE PROVIDED AND PATIENT PAYMENT SQURCE
Private  Private Charity Licensed Peak Beds
Medicare Medicaid Qther Public  Insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat days Occ.Pct.  Pat. days Occ. Pet.  Pal days Pat. days Pat days Pat. days Pat. days Qce. Pct.  Occ. Pct.
Nursing Care 7889  21.8% 5350  14.8% 0 0 21399 0 34638 95.9%  95.9%
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%
Sheltered Care 0 0 0 0 0 0.0% 0.0%
TOTALS 7889 21.8% 5350 14.8% 0 0 21399 0 34638 95.9% 95.9%
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  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 Q 0 0 Q 0 0
45 to 59 0 0 0 0 0 0 0 0 0 0 0
60 to 64 0 0 0 0 0 Q 0 0 0 0 0
65 to 74 2 1 0 0 0 o 0 0 2 1 3
75 to 84 9 18 0 o 0 ] 0 0 9 18 27
B5+ 10 56 0 0 0 0 0 0 10 56 66
TOTALS 21 75 0 0 0 ] 0 0 21 75 96
Source:Long-Term Care Facility Questionnaire for 2009, illinois Department of Public Health, Heaith Systems Development
ATTACHMENT 19C 10/8/2010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 ST. BENEDICT NURSING & REHAB NILES

ST. BENEDICT NURSING & REHAB

6930 WEST TOUHY AVENUE

NILES, IL. 60714

Reference Numbers  Facdility ID 6008874

Hesalth Service Area 007  Planning Service Area 702

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 261 729
Nursing Care 22 16 0 0 58 0 96 Skilted 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 0 0
Sheltered Care 0 0 0 0 0
TOTALS 22 16 0 0 58 0 96
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing SkiUnd22z  ICF/DD Shefter 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 0.00
Hawaiian/Pac. Isl. ] 0 0 0 0 Director of Nursing 1.00
White 96 0 0 0 96 Registered Nurses 8.68
Race Unknown 0 0 0 0 0 LPN's 5.52
Total 96 0 0 0 96 Certified Aides 40.61
Othoer Health Staff 43.00
ETHNICITY Nursing SkiUnd22  ICF/DD Shelter Totals Non-Health Staff 11.00
Hispanic 0 0 0 0 ¢ Totals 110.81
Non-Hispanic 96 0 0 0 a6
Ethnicity Uinknown 0 0 0 0 ¢
Total 98 0 0 0 96
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
39.8% 7.4% 0.0% 0.0% 52.7% 100.0% 0.0%
3,792,372 707,936 0 0 5,021,073 9,521,381 0

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

Source;Long-Term Care Facility Questionnaire for 2009, lllinols Department of Public Health, Health Systems Develo%‘ment
ATTACHMENT 19C 101872010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 RESURRECTION LIFE CENTER CHICAGO

RESURRECTION LIFE CENTER ADMISSION RESTRICTIONS RESIDENTS BY PRIMARY DIAGNOSIS
7370 WEST TALCOTT Aggressive/Anti-Social 0 DIAGNOSIS
CHICAGO, IL. 60631 Chronic Afcohalism Q Neoplasms 4
Reference Numbers  Fadlity ID 6014575 Developmentally Disabled 1 Endocrine/Metabolic 10
Health Service Area 006  Planning Service Area 601 Drug Addiction 1 Blood Disorders 0
Administrator Medicaid Recipient 0 *Nervous System Non Alzheimer 14
Nancy Razo Medicare Recipient 0 Alzheimer Disease 9
Mental lliness 1 Mental lliness 16
Contact Person and Telephone Non-Ambuiatory 0 Developmental Disability o
:fTE_:12A3?1A2\I 1S Non-Mabile 0 Circulatory System 22
Date Public Aid Recipient 0 Respiratory System 10
Registered Agent Information - Completed Under 65 Years Old 0 Digestive System 4
Sandra Bruce 5/6/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 3
7435 West Talcott Ventilator Dependent 1 Skin Disorders
Chicago, IL 60631 Infectious Disease wf Isolation 0 Musculo-skeletal Disorders 23
FACILITY OWNERSHIP Other Restrictions 0 Injuries end Poisonirllgs 0
NON-PROF CORPORATION No Restrictions 0 Other Me'dical Con.d.lﬂons 42
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'i’ :;:::;d'cal Conditions 16?
LIFE CARE FACILITY Ne Total Residents Diagnosed as Mentally Il 16
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 1/4/2008 181
LEVEIL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2008 264
Nursing Care 147 147 146 147 146 1 112 112 Total Discharges 2009 264
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 161
Intermediate DD 0 0 0 0 0 0 0
Sheltered Care 15 15 15 15 15 0 {dentified Offenders 0
TOTAL BEDS 162 162 161 162 161 1 112 112

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. Pat days Occ, Pct. Pat days Pat. days Pat. days Pat. days Pat. days Occ, Pct.  Qce. Pct.
Nursing Care 8445  20.7% 24529 60.0% 0 0 19603 0 52577 98.0% 98.0%
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 4735 0 5475 100.0% 100.0%
TOTALS 8445 207% 24529 60.0% 0 0 25078 0 58052 98.2% 98.2%

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 Femsle 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 o 0 0 0 0 0 0 0 0
45 to 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 0 0 0 0 0 2 0 3 0 3
7510 84 4 3 0 0 0 0 1 3 5 34 39
85+ 16 94 0 0 0 0 0 9 16 103 i19
TOTALS 21 125 0 0 0 0 3 12 24 137 161

Source:Long-Term Care Facility Questionnaire for 2009, lilinois Department of Public Health, Heaith Systems Development

ATTACHMENT 19C 10/8/2010
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: CHICAGO

ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 200¢ RESURRECTION LIFE CENTER

RESURRECTION LIFE CENTER

7370 WEST TALCOTT

CHICAGO, IL. 60631

Reference Numbers Facility ID 6014575

Health Service Area 006  Flanning Service Area 601

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 261 0
Nursing Care 20 79 0 0 47 0 146 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 166 0
Sheltered Care 0 0 15 0 15
TOTALS 20 79 0 0 62 0 161
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 2 0 0 0 2 Physicians 0.00
Hawaiian/Pac. Isi. 0 0 0 0 0 Director of Nursing 1.00
White 144 0 0 15 159 Registered Nurses 21.02
Race Unknown 0 0 0 0 0 LPN's 7.00
Total 146 0 0 15 161 Certified Aides 5t
Cther Health Staff 1.77
ETHNICITY Nursing Skiund22 ICF/DD Shefter Totals Non-Health Staff 30.40
Hispanic 1 0 0 0 1 Tolals 123.90
Non-Hispanic 145 0 0 15 160
Ethnicity Unknown 0 0 0 0 0
Total 146 0 0 15 161
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
29.0% 22.2% 0.0% 0.0% 48.8% 100.0% 0.0%
3,599,478 2,752,857 0 0 6,046,287 12,398,622 0

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

FACILITY NOTES
Bed Change 7/1572008 Added 10 nursing care beds and discontinued 10 sheltered care beds. Facility now has 147
rnursing care and 15 shelterad care beds.

Source:Long-Term Care Facility Questionnaire for 2009, lllinois Department of Public Health, Health Systems Development
ATTACHMENT 19C  4gsm010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2008 RESURRECTION NSG & REHAB CTR

PARK RIDGE

RESURRECTION NSG & REHAB CTR

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

1001 NORTH GREENWOOD AVENUE Aggressive/Anti-Social 1 DIAGNOSIS
PARK RIDGE, IL. 60068 Chronic Alecholism 1 Neoplasms 31
Reference Numbers  Facllity 1D 8007892 Developmentally Disabled 1 Endocrine/Metabolic 1]
Health Service Area 007  Planning Service Area 702 Drug Addiction 1 Blood Disorders 1]
Administrator Medicaid Recipient 0 “Nervous System Non Alzheimer 58
James Farlee Medicare Recipient 0 Alzheimer Disease 26
Mental liiness i Mental lliness 0
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 0
::EE:'E:;:‘ZWS Non-Mabile 0 Circulatory System 69
Date Public Aid Recipient 0 Respiratary System 41
Registered Agent Information Completed Under 65 Years Old Q Digestive System 0
Sandra Bruce 5/6/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 12
7435 West Talcott Ventilator Dependent 1 Skin Disorders 0
Chicago, IL 60631 Infectious Disease wf Isolation 0 Musculo-skeletal Disorders 25
FACILITY OWNERSHIP Other Restrictions 0 tnjuries and Poisonillﬂg.;s 0
NON-PROF CORPORATION No Restrictions 0 Other Me_dical Conﬂlhons 0
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'I’ _Tg:-x_zjlcal Conditions 262
LIFE CARE FACILITY No Total Residents Diagnosed as Mentally ¥l 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 243
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 603
Nursing Care 298 285 262 262 262 36 298 298 Total Discharges 2009 584
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 262
Intermediate DD 0 0 0 o 0 0 0
Sheltered Care 0 0 0 0 0 0 Identified Offenders 1
TOTAL BEDS 298 285 262 262 262 36 298 2908
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private  Ptivate 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 Qcec. Pct.  Qce. Pet.
Nursing Care 20742 191% 41546 38.2%. 0 2026 21347 1068 86729 797%  83.4%
Skilled Under 22 o  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 20742 19.1% 41546 38.2% 0 2026 21347 1068 86729 79.7% 83.4%
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 0
45t0 59 5 3 0 0 0 0 0 0 5 3 8
60 to 64 5 9 0 0 0 0 0 0 5 9 14
65 to 74 18 21 0 0 0 o 0 0 16 21 37
7510 84 20 49 0 0 0 0 0 0 20 49 69
85+ 22 112 0 0 0 0 0 0 22 112 134
TOTALS 68 194 0 0 ] 0 0 0 68 194 262
Source:Lang-Term Care Facility Questionnaire for 2008, lllinois Department of Public Health, Health Systems Development
ATTACHMENT 19C 1082010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 RESURRECTION NEG & REHAB CTR

PARK RIDGE

RESURRECTION NSG & REHAB CTR
1001 NORTH GREENWOCOD AVENUE
PARK RIDGE, IL. 60068

Reference Numbers
Health Service Area 007

Facility [ID 6007892
Planning Service Area 702

RESIDENTS BY PAYMENT SCURCE 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 261 220
Nursing Care 52 136 0 8 62 4 262 Skilled Under 22 o 0
Skilled Under 22 0 0 0 0 0 a 0 Intermediate DD a 0
ICF/DD 0 0 o 0 0 0 Shelter 0 0
Sheltered Care 0 o 0 0 0
TOTALS 52 136 0 8 62 4 262
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing Skind22  ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 1 0 0 0 4 CATEGORY EQUIVALENT
Amet. Indian 0 0 0 0 0 Administrators 1.40
Black 4 0 0 0 4 Physicians 0.00
Hawaiian/Pac. |sl. 0 0 0 0 0 Director of Nursing 1.00
VWhite 254 0 0 0 254 Registered Nurses 59.50
Race Unknown 0 0 4] 0 0 LPN's 3.00
Total 262 0 0 0 262 Ceriified Aides 92.00
Other Health Staff 10.00
ETHNICITY Nursing SkiUnd22 ICF/DD Shelter Totals Mon-Health Staff 89.00
Hispanic 2 0 0 0 2 Totals 255 50
Non-Hispanic 260 0 0 o 260
Ethnicity Unknown 0 0 0 1] 0
Total 262 0 0 Q 262
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
482% 25.9% 0.0% 0.0% 25.9% 100.0% 0.1%
9,977,713 5,363,092 0 0 5,373,527 20,714,332 26,938
“Charity Expense does not include expenses which may be considered a community benefit.
Source:Long-Term Care Facility Questionnaire for 2009, Iiiincis Department.of Public Health, Health Systems Development
ATTACHMENT 19C 10/8/2010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2008 MARYHAVEN NSG. & REHAB. CTR.

GLENVIEVWY

MARYHAVEN NSG. & REHAS, CTR.

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNCSIS

1700 EAST LAKE AVENUE Aggressive/Anti-Soclal 0 DIAGNOSIS
GLENVIEW, IL. 60025 Chronic Alcoholism 0 Neoplasms 3
Reference Numbers  Facility ID 6005854 Developmentally Disabled 1 Endocrine/Metabolic 4
Health Service Area 007  Planning Service Area 702 Drug Addiction 1 Blood Disorders 0
Administrator Medicaid Recipient 0 *Nervous System Non Alzheimer 5
Sara Szumski Medicare Recipient 0 Alzheimer Disease 38
Mental lllness 0 Mental lliness 0
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 1
Sﬁ{l%:gﬁ?f\:ls Non-Mabile 0 Circulatory System 22
Date Public Aid Recipient 0 Respiratory System 3
Registered Agent Information Completed Under 65 Years Ofd 0 Digestive System 1
Sandra Bruce 5/6/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 9
7435 West Talcott Ventilator Dependent ] Skin Disorders 0
Chicago, IL 60631 Infectious Disease w/ Isclation 0 Musculo-skeletal Disorders 33
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Poisonings 0
NON-PROF CORPORATION No Resfrictions 0 Other Medical Conditions 4
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'l' :_‘;:r;dlcal Conditions ] 12
LIFE CARE FACILITY No . )
Total Residents Diagnosed as Mentally Il 6
LICENSED BEDS, BEDS IN USE, MEDICAREMEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
LICENSED BEDS BEDS BEDS BEDS  AVAILABLE MEDICARE MEDICAID Residents on 1/1/2009 110
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 157
Nursing Care 135 135 122 135 115 20 135 135 Total Discharges 2009 152
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2008 115
Intermediate DD 0 0 0 0 0 0 0
Sheltered Care 0 0 0 0 0 0 Identified Offenders 0
TOTAL BEDS 135 135 122 135 115 20 135 135
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SCURCE
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. Pet.  Oce. Pet.
Nursing Care so74  12.1% 21182 43.0% 0 0 15550 0 42706 86.7%  86.7%
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 5974 12.1% 21182 43.0% 0 0 15550 0 42708 86.7% 86.7%
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 0
18 to 44 0 0 0 0 0 0 0 0 ] 0 0
45 o 59 0 2 0 0 0 ] 0 0 0 2 2
60 to 64 1 3 0 0 0 0 0 0 1 3 4
65t0 74 3 3 0 o 0 0 0 0 3 3 6
75 to B4 8 20 0 0 1] 0 0 0 8 20 28
85+ 15 60 0 0 0 0 0 0 15 60 75
TOTALS 27 88 0 0 0 0 0 0 27 88 115
Source;Long-Term Care Facility Questionnaire for 2009, illinois Department of Public Health, Health Systems Development
ATTACHMENT 19C 10010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 MARYHAVEN NSG. & REHAB. CTR. GLENVIEW

MARYHAVEN NSG. & REHAB. CTR.

1700 EAST LAKE AVENUE

GLENVIEW, IL. 60025

Reference Numbers  Facility ID 6005854

Health Service Area 007  Planning Servicae Area 702

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 324 201
Nursing Care 9 45 o 1 60 0 115 Skilled Under 22 v 0
Skilled Under 22 0 ] 0 0 ] 0 0 Intermediate DD 0 0
ICF/DD 0 1] 0 o] 0 o Shelter 0 0
Sheltered Care 0 0 0 0 0
TOTALS 9 45 0 1 60 0 115
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing Skiund22  ICF/DD Shelter Tatals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 0 CATEGORY EQUIVALENT
Amer. Indian o 0 0 0 0 Administrators 1.00
Black 1 o o 0 1 Physiclans 0.00
Hawalian/Pac. Isl. 0 0 o 0 0 Director of Nursing 1.00
White 114 1] 0 0 114 Registered Nurses 17.21
Race Unknown 0 0 0 0 0 LPN's 5.11
Total 115 0 0 o 115 Certified Aides 38.34
QOther Health Staff 3.73
ETHNICITY Nursing SklUnd22 ICF/DD Shetter Totals Non-Health Staff 39 86
Hispanic 0 0 0 0 0 Totals 106.25
Non-Hispanic 115 0 ¢ 0 115
Ethnicity Unknown 0 0 0 0 0
Total 115 0 0 o 15
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
33.8% 29.7% 0.0% 0.0% 36.5% 100.0% 0.0%
3,019,283 2,645,099 0 0 3,256,278 8,920,660 ¢

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

Source:Long-Term Care Facility Questionnaire for 2009, lliincis Department of Public Health, Health Systems Development
AMTACHMENT 19C  40mm010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 HOLY FAMILY NURSING & REHABILITA CENTER  DES PLAINES

HOLY FAMILY NURSING & REHABILITA CENTER ADMISSION RESTRICTIONS RESIDENTS BY PRIMARY DIAGNOSIS
2380 DEMPSTER STREET Aggressive/Anti-Social 1 DIAGNOSIS
DES PLAINES, IL. 80016 Chronic Aleoholism 0 Neoplasms 0
Reference Numbers  Facility 1D 6004543 Developmentally Disabled 0 Endocrine/Metabolic 11
Health Service Area 007  Planning Service Area 702 Drug Addiction 1 Blood Disorders 4
Administrator Medicaid Recipient 0 *Nervous System Non Alzheimer 17
Tony Madl Medicare Recipient 0 Alzheimer Disease 3
Mental liiness 1 Mental [liness 10
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 0
an_,%;ng?:‘;IS Nen-Mobite 0 Circulatory System 26
Date Public Aid Recipient 0 Respiratory System 24
Registered Agent {nformation Completed Under 65 Years Old 0 Digestive System 1
Sandra Bruce 5/6/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 5
7435 West Talcoft Avenue Ventilator Dependent 0 Skin Disorders 8
Chicago, L 60631 . Infectious Disease wf Isolation 0 Musculo-skeletal Disorders 14
FACILITY OWNERSHIP Cther Restrictions 0 Injuries and Poisonings 13
NON-PROF CORPORATION No Restrictions 0 Cther Medical Conditions 24
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'I’ :;r_;_fl_‘:lcal Conitions 163
LIFE CARE FACILITY No Total Residents Diagnosed as Mentally Il 10
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 580
Nursing Care 251 231 170 231 160 91 149 247 Total Discharges 2008 573
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 160
Intermediate DD 0 0 0 0 ol 0 0
Sheltered Care 0 Q 0 0 0 0 Identified Offenders 0
TOTAL BEDS 251 231 170 231 160 91 149 247
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charity Licensed Peak Beds
Medicare Medicaid Cther Public Insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat days Occ.Pct. Pat. days Occ. Pet.  Pat. days Pat. days Pat. days Pat. days Pat. days Qcc. Pet. Qce. Pct.
Nursing Care 8817  158% 34052 37.8% 0 0 10734 1382 54785 59.8% 65.0%
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 1] 0.0% 0.0%
TOTALS 8617  15.8% 34052 37.8% 0 0 10734 1382 54785 59.68% 65.0%
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 o
18 to 44 2 2 o 0 0 0 0 0 2 2 4
45 10 59 9 g 0 0 0 0 0 0 9 8 17
60 to 64 5 7 o 0 0 0 0 0 5 7 12
65t0 74 9 13 0 0 ¢ 0 0 0 9 13 22
75to 84 5 31 o ] 0 0 0 0 5 3 36
85+ 7 62 0 0 0 0 0 0 7 62 69
TOTALS a7 123 1) 0 0 0 0 0 37 123 160

Source:Long-Term Care Facility Questionnaire for 2009, [linols Department of Public Health, Health Systems Development
ATTACHMENT 19C 107872010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 HOLY FAMILY NURSING & REHABILITA CENTER

DES PLAINES

HOLY FAMILY NURSING & REHABILITA CENTER

2380 DEMPSTER STREET

DES PLAINES, IL. 60016

Facility ID 6004543
Planning Service Area 702

Reference Numbers
Health Service Area 007

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE

AVERAGE DAILY PAYMENT RATES

LEVEL Cther Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 261 220
Nursing Care 27 99 0 ] 22 6 160 Skilled Under 22 0 0
Skilled Under 22 0 0 0 0 0 0 0 Intermediate DD 0 0
ICF/DD 0 o} 0 0 1] 1] Shelter 0 1]
Sheltered Care o] 1] 1] 0 0
TOTALS 27 a9 v 6 22 8 160
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing Skiund22  ICF/DD Shefter Totals EMPLOYMENT FULL-TIME
Asian 5 0 0 0 5 CATEGORY EQUIVALENT
Amer. Indian 0 0 0 ] 0 Administrators 1.00
Black 5 0 0 0 5 Physicians 0.00
Hawaiian/Pac. Isl. 0 0 0 0 0 Director of Nursing 1.00
White 150 0 0 0 150 Registered Nurses 28.40
Race Unknown o 0 0 0 0 LPN's 3.20
Other Health Staff 14 60
ETHNICITY Nursing Sklund22  ICF/DD Shelter Totals Non-Health Staff 48.50
Hispanlc 1 0 0 0 1 Totals 147.72
Non-Hispanic 149 ] 0 0 149
Ethnigity Unknown 0 0 0 0 0
Tatal 160 0 0 o} 160
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
34.7% 41.4% 0.0% 0.0% 23.9% 100.0% 1.7%
3,796,733 4,533,430 0 0 2,623,018 10,853,181 181,416
“Charity Expense does not include expenses which may be considered a community benefit.
Source;Leong-Term Care Facility Questionnaire for 2009, [llinois Department of Public Health, Health Systems Develo%ment
ATTACHMENT 19C 10/8/2010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 VILLA SCALABRINI NSG & REHAB

NORTHLAKE

VILLA SCALABRINI NSG & REHAB

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

480 NORTH WOLF ROAD AggressivelAnti-Social 0 DIAGNOSIS
NORTHLAKE, IL. 60164 Chronic Alcohotism 1 Neoplasms 6
Reference Numbers  Fadility ID 6009591 Developmentally Disabled 1 Endocrine/Metabolic 26
Health Service Area 007  Planning Service Area 704 Drug Addiction 1 Blood Diserders 10
Administrator Medicaid Reclpient 0 *Nervous System Non Alzheimer 28
Jim Kouzious Medicare Recipient 0 Alzheimer Disease 28
Mental |liness 1 Mental liness 0
Contact Person and Tefephone Non-Ambulatory 0 Developmental Disability 3
g’g’%:g:?f:'s Non-Mobile 0 Circutatory System 43
Date Public Aid Recipient 0 Respiratory System 18
Registered Agent Information Completed Under 65 Years Old 0 Digestive System 5
Sandra Bruce 5/6/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 7
7435 West Talcott Ventilator Dependent 0 8kin Disorders 2
Chicago, IL 60631 Infectious Disease w/ |solation 0 Musculo-skeletal Disorders 48
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Poisonings 0
NON-PROF CORPORATION No Restrictions 0 Other Me_dical Con‘d'itions 0
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'I" :gr;ri-e;ical Canditions 222
LIFE CARE FACILITY No .
Total Residents Diagnosed as Mentally Il 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 230
LEVELOFCARE  BEDS SET-UP USED SETUP INUSE  BEDS  CERTIFIED CERTIFIED  roi) admissions 2009 414
Nursing Care 246 253 230 253 224 22 171 202 Total Discharges 2009 420
Skilled Under 22 0 0 0 0 ] 0 0 Residents on 12/31/2009 224
Intermediate DD 0 o 0 0 0 0 0
Sheltered Care 7 0 0 0 0 7 Identified Offenders 0
TOTAL BEDS 253 253 230 253 224 29 171 202
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charity Licensed Peak Beds
Medicare Medlcaid 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 17447  28.0% 45709 62.0% 0 1267 18792 433 83648 932%  906%
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 17447 28.0% 45709 62.0% 0 1267 18792 433 83648 90.6% 90.6%
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 o 0 0 0
18 to 44 1 1 0 0 0 0 0 0 1 1 2
45 to 59 4 2 0 0 0 0 0 0 4 2 6
60 to 64 2 0 0 0 0 0 0 0 2 0 2
65t0 74 5 i3 0 0 0 0 0 0 5 13 18
7510 84 14 50 0 0 0 0 0 0 14 50 64
85+ 25 107 0 0 0 0 0 0 25 107 132
TOTALS 51 173 9 0 0 0 0 0 51 173 224
Source:Long-Term Care Facility Questionnaire for 2009, lllinois Department of Public Health, Health Systems Dexlfpﬂgr&mm 19C 02010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 VILLA SCALABRINI NSG & REHAB NORTHLAKE

VILLA SCALABRINI NSG & REHAB

460 NORTH WOLF ROAD

NORTHLAKE, IL. 60164

Reference Numbers  Facility ID 6009591

Health Service Area 007  Planning Service Area 704

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 252 212
Nursing Care 44 126 0 6 47 1 224 Skilied Under 22 0
Skilled Under 22 0 0 0 0 0 0 0 Intermediate DD 0 0
ICFDD 0 0 0 0 0 o Shelter 0 0
Sheltered Care 0 0 0 0 0
TOTALS 44 126 Q 6 47 1 224
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing SkUnd22  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 18 0 0 0 18 Physicians 0.00
Hawaiian/Pac. Isl. o 0 0 0 0 Birector of Nursing 1.00
White 197 0 o 0 197 Registered Nurses 3461
Race Unknown 9 0 0 0 9 LPN's 7.05
Total 224 0 0 0 224 Certified Aides 75.20
Other Health Staff 13.30
ETHNICITY Nursing SklUnd22 ICF/DD Shelter Totals Non-Health Staff 64.89
Hispanic 16 0 0 o 16 Totals 197.05
Non-Hispanic 208 0 0 0 208
Ethnicity Unknown 0 0 0 0 0
Tota! 224 0 0 0 224
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity  Charlty Care
Care Expense as % of
Medicare Medicaid Other Public  Private insurance Private Pay TOTALS Expense* Tatal Net Revenue
41.3% 31.6% 0.0% 0.0% 27.2% 100.0% 0.5%
7,596,699 5,807,508 0 0 4,996 309 18,400,516 89,396

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

Source:Long-Term Care Facility Questionnaire for 2009, lllinois Department of Public Health, Health Systems DeveRWQ{CIMNT 19C
10/8/2010
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PATIENT TRANSFER AGREEMENT

This agreement is made and effective as of June 30, 2010 (“Effective Date™) between
Rush University Medical Center, an Illinois not for profit corporation (“Rush”) and Provena
Hospitals, d/b/a Provena Saint Joseph Medical Center, an Illinois not-for-profit corporation
(*Transferring Hospital”).

PREAMBLE
Transferring Hospital operates a general acute care hospital and ancillary facilities.

Transferring Hospital receives, from time to time, patients who are in need of
specialized critical care services that are not available at the Transferring Hospital.

Rush is able to provide specialized critical care to this patient population.

. The Parties wish to provide for the transfer of patients requiring specialized critical
care from the Transferring Hospital to Rush under the following terms and conditions.

The Parties agree as follows:

b |
:
[#]

Section 1: Transfer of Patients

1.1, Acceptance of Patients. The need for transfer of a patient to Rush shall be determined
by the patient's attending physician at Transferring Hospital. When the attending physician
determines that transfer is medically appropriate, the Transferring Hospital shall contact
Rush regarding the need for transfer. Rush shall notify the Transferring Hospital if it can
accept the patient after Rush has determined (i) it has the appropriate space, equipment
and personnel to provide care to the patient; (i} a member of Rush's medical staff has
agreed to accept responsibility for the care of the patient; (iii) customary admission
requirements are met and State and Federal laws and regulations are met; and (iv) the
Transferring Hospital has provided sufficient information to permit Rush to determine it
can provide the necessary patient care. Notice of the transfer shall be given by the
Transferring Hospital as far in advance as possible.

1.2. Appropriate Transfer. It shall be Transferring Hospital's responsibility to arrange for
appropriate and safe transportation and care of the patient during a transfer. The
Transferring Hospital shall ensure that the transfer is an "appropriate transfer” under the
Emergency Medical Treatment and Active Labor Act ("EMTALA"), as may be amended,
and is carried out in accordance with all applicable laws and regulations. When deemed
appropriate by Rush, it shall provide assistance in the transfer process and logistics
through its Transfer Center.

1.3. Transfer Log. The Transferring Hospital shall keep an accurate and current log of all
patients transferred to Rush and the disposition of such patient transfers.
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1.4

1.5

1.6.

1.7

Standard of Performance. Each Party shall provide patient care services in accordance
with the same standards as services provided under similar circumstances to all other
patients of such Party, and as required by federal and state laws and Medicare/Medicaid
certification standards. Each Party shall maintain all legally required certifications and
licenses from all applicable governmental and accrediting bodies, and shall maintain full
eligibility for participation in Medicare and Medicaid.

Billing and Collections, Neither party shall assume any responsibility for the collection
of any accounts receivable, other than those incurred as a result of rendering services
directly to the patient; and neither institution shall be liable for any debts, obligations, or
claims of a financial or legal nature incurred by the other institution.

Personal Effects. Personal effects of any transferred patient shall be delivered to the Rush
transfer tearn or admissions department. Personal effects include money, jewelry, personal
papers and articles for personal hygiene.

Return Transfer. When the attending physician at Rush determines that the transfer is
medically appropriate due to the patient no longer requiring the specialized care services
offered by Rush, and in accordance with any relevant laws, regulations and Rush policies,
Rush shal) contact the Transferring Hospital regarding the need for a return transfer. The
Transferring Hospital will notify Rush that it can accept the patient afier the Transferring
Hospital has determined (1) it has. the appropriate space, equipment and personnel to
provide care to the patient; (II) a member of the Transfer Hospital’s medical staff has
agreed to accept responsibility for the care of the patient; (III) customary admission
requirements are met and State and Federal laws and regulations are met; and (tv) Rush
has provided sufficient information to permit the Transferring Hospital to determine it
can provide the necessary patient care. Notice of the transfer shall be given to the
Transferring Hospital as far in advance as possible to allow for planning.

Section 2: Medical Records

Transferring Hospital shall provide all information which may be necessary or useful in the carc
and treatment of the transferred patient or which may be relevant in determining whether Rush
can provide adequate care of such patient. Such information shall be provided by the
Transferring Hospital in advance, where possible, and in any event, at the time of the transfer.
The Transferring Hospital shall send a copy of all patient medical records that are available at the
time of transfer to Rush. Other records shall be sent as soon as practicable after the transfer. The
patient's medical record shall include a physician’s order transferring the patient and evidence
that the patient was transferred promptly, safely and in accordance with all applicable laws and
regulations.

Section 3: Term and Termination

3.1

Term. The term of this Agreement shall be five (5) years from the Effective Date.
2
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Termination. This Agreement may be terminated by either party upon thirty (30) days
prior written notice. Either Party may terminate this Agreement effective immediately

upon the happening of any of the following:
(@ Continuation of this Agreement would endanger patient care.
(i) A general assignment by the other Party for the benefit of creditors.

(i) Exclusion of either Party from participation in the Medicare or Medicaid
programs or conviction of either Party of a felony.

(iv) Either Party’s loss or suspension of any certification, license, accreditation
(including JCAHQ accreditation), or other approval necessary to render patient
care services.

Section 4; Certiﬁcation and Insurance

4.1.

4.2.

Licenses, Permits, and Certification. Each Party represents to the other that it and all of
its employees, agents and representatives possess and shall maintain in valid and current
status during the term of this Agreement all required licenses, permits and certifications
enabling each Party to provide the services set forth in this Agreement.

Insurance. Each Party shall maintain during the term of this Agreement, at its sole cost
and expense, general and professional liability insurance in such amounts as are
reasonable and customary in the industry to puard against those risks which are
customarily insured against in connection with the operation of activities of comparable
scope and size. Minimum coverage levels shall be $1,000,000 per occurrence and
$3,000,000 annual aggregate. Evidence of such insurance shall be provided upon request.
Each Party shall notify the other Party within thirty (30) days of any material change or
cancellation in any policy of insurance required to be secured or maintained by such

Party.

Section 5: Liability

1t is understood and agreed that neither of the Parties to this Agreement shall be liable for any
negligent or wrongful act chargeable to the other unless such liability is imposed by a court of
competent jurisdiction. This Agreement shall not be construed as seeking to either enlarge or
diminish any obligation or duty owed by one Party against the other or against third parties. In the
event of a claim for any wrongfui or negligent act, each Party shall bear the cost of its own
defense.

Section 6: Miscellaneous

6.1.

Non-Referral of Patients. Neither Party is obligated to refer or transfer patients to the
other and neither Party will receive any payment for any patient referred or transferred to
the other Party.
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6.2.

6.3,

6.4.

6.5.

Relationship of the Parties. The Parties enter into this Agreement as independent
parties. Neither party shall have, nor represent itself to have, any authority to bind the
other party or to act on its behalf. This Agreement does not confer any night to use any
name, trade name, trademark, or other designation of either party to this Agreement
(including contraction, abbreviation or simulation of any of the foregoing) in any way
without the prior written consent of the other party.

Notices. All notices and other communications under this Agreement shall be in wniting
and shall be deemed received when delivered personally or when deposited in the U.S.
mail, postage prepaid, sent registered or certified mail, retum receipt requested or sent via
a nationally recognized and receipted overnight courier service, to the Parties at their
respective principal office of record as set forth below or designated in writing from time
to time. No notice of a change of address shall be effective until received by the other
Party:

Notices to the Transferring Hospital:

Provena Saint Joseph Medical Center

333 North Madison Street

Joliet, 1L 60435

Copy to:

General Counsel

Provena Health

19065 Hickory Creek Drive, Suite 115
Mokena, IL 60448

Notices to the Rush:

with a copy to:

Rush University Medical Center
Office of Legal Affairs

1700 West Van Buren Street, Suite 301
Chicago, Illinois 60612-3244

Attn: General Counsel

Assignment. Neither Party may assign its rights or delegate its obligations under this
Agreement without the prior written consent of the other.

Entire Agreement. This Agreement contains the entire agreement of the Parties with

respect to the subject matter and may not be amended or modified except in a writing
signed by both Parties.
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6.6.

6.7.

6.8.

6.9.

6.10.

6.11.

6.12

6.13

6.14

Governing Law. This Agreement shall be construed and all of the rights, powers and
liabilities of the Parties hereunder shall be determined in accordance with the laws of the

State of Illinois; provided, however, that the conflicts of law principles of the State of
lllinois shall not apply to the extent that they would operate to apply the laws of another
state.

Headings. The headings of articles and sections contained in this Agreement are for
reference purposes only and will not affect in any way the meaning or interpretation of
this Agreement.

Non-discrimination. Neither Party shall discriminate against any individuals on the
basis of race, color, sex, age, religion, national origin, or disability in providing services
under this Agreement.

Severability. If any provision of this Agreement, or the application thereof to any person
or circumstance, shall be held to be invalid, illegal or unenforceable in any respect by any
court or other entity having the authority to do so, the remainder of this Agreement, or the
application of such affected provision to persons or circumstances other than those to
which it is held invalid or unenforceable, shall be in no way affected, prejudiced or
disturbed, and each provision of this Agreement shall be valid and shall be enforced to
the fullest extent permitted by law.

Successors and Assigns. This Agreement shall be binding upon, and shall inure to the
benefit of the Parties hereto, their respective successors and permitted assigns.

Waiver. No failure by a Party to insist upon the strict performance of any covenant,
agreement, term or condition of this Agreement, shall constitute a waiver of any such
breach of such covenant, agreement, term or condition. Any Party may waive compliance
by the other Party with any of the provisions of this Agreement if done so in writing. No
waiver of any provision shall be construed as a waiver of any other provision or any
subsequent waiver of the same provision.

Non-Exclusivity: This Agreement is non-exclusive.

Compliance with Laws: At all times, both Parties shall comply with all federal, state and
local laws, rules and regulations including, but not limited to the Health Insurance
Portability and Accountability Act of 1996.

Exclusion: Transferring Hospital shall immediately notify Rush in the event it becomes
an excluded individual from a government health care program.

Rush and the Transferring Hospital have executed this Agreement on the day and year

first written above.
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By E=aave Wie e, By:J. Rpbért Clapp, #r., FACHE

Serttsr\ﬂoe Prasident for HospHal Aflalre
Date: (_ Py f \'KI 1D DatE;'s University Medical Center and sctale
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PATIENT TRANSFER AGREEMENT
BETWEEN
PROVENA SAINT JOSEPH MEDICAL CENTER AND
LOYOLA UNIVERSITY MEDICAL CENTER

THIS AGREEMENT is made and is effective as of this 10th day of May, 2010 by and
between Loyola University Medical Center, an Illinois not-for-profit corporation located
in Maywood, Illinois (hereinafter referred to as “Receiving Hospital”) and Provena Saint
Joseph Medical Center, an [ilinois not-for-profit corporation located in Joliet, Illinois,
(hereinafter referred to as “Transferring Facility™).

WHEREAS, the parties hereto desire to assure continuity of care and treatment appropriate
to the needs of medically unstable adult trauma and/or burn care and treatment not
otherwise available at Transferring Facility or within the Provena Health System; and

WHEREAS, both parties will cooperate to achieve this purpose; and

Now THEREFORE, Receiving Hospital and Transferring Facility hereby covenant and
agree as follows:

When Transferring Facility has determined that an adult patient is medically unstable,
and requires medically specialized trauma and/or burn center care and treatment
unavailable at Transferring Facility or within the Provena Health System, and when a
physician of Receiving Hospital accepts the transfer of such Transferring Facility’s
patient requiring such care and treatment, then Receiving Hospita! agrees to admit such a
patient as promptly as possible provided transfer and admission requirements are met and
adequate staff, equipment, bed space and capacity to provide medically specialized care
and treatmnent for such a patient are available at Receiving Hospital,

The parties hereto agree that the referring physician of Transferring Facility, in
consultation with the receiving physician at Receiving Hospital, should determine the
method of transport and the appropriate personnel, if any, to accompany a patient during
any transfer to Receiving Hospital. Transferring Facility agrees that it will send with
each patient at the time of transfer, any transfer form(s) and medical records necessary to
ensurc continuity of care following transfer.

Transferring Facility understands and agrees, upon Receiving Hospital’s request, to
accept for retumn transfer and prompt admission to Transferring Facility, any patient that
has been medically stabilized and that has been transferred to Receiving Hospital
pursuant to this agreement.

The parties hereto acknowledge that they are each “Covered Entities,” as that term is
defined by the Health Insurance Portability and Accountability Act (“HIPAA™), and each
party agrees to comply with all applicable requirements of the HIPAA Privacy and
Security Rules and the Standards for Privacy and Security of Individually Identifiable
Health Information, 45 C.F.R. Part 160, 162 and 164, Subparts A and E.
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The parties hereto acknowledge and agree to comply with applicable federal and state
laws and regulations, CMS Conditions of Participation and the standards of the Joint
Commission.

Procedures for effecting the transfer of patients and their personal effects and valuables
shall be developed and adhered to by both parties. These procedures will include, but are
not limited to, the provision of information concerning such valuables, money and
personal effects transferred with the patient so that a receipt may be given and received
for same.

The parties agree to comply with Title VI of the Civil Rights Act of 1964, all
requirements imposed by regulations issued pursuant to that title, section 504 of the
Rehabilitation Act of 1973, and all related regulations, to insure that neither party shall
discriminate against any recipient of services hereunder on the basis of race, color, sex,
creed, national origin, age handicap, under any program or activity receiving Federal
financial assistance.

Neither party shall use the name of the other party in any promotional or advertising
material unless review and written approval of such intended uses is first obtained from
the party whose name is to be used.

The parties hereto agree that charges for care and services performed in connection with
this Agreement shall be collected by the party rendering such care and services directly
from the patient, third party payor or other sources normally billed by the institution and
neither party shall have any liability to the other party for such charges.

Each party acknowledges the non-exclusive nature of this Agreement. It is the parties’
intention that the relationship between Receiving Hospital and Transferring Facility be
that of independent contractors. The governing body of each shall have exclusive control
of policies, management, assets and affairs of its respective institution. Each party will
maintain such insurance as will fully protect it from any and all claims of any nature for
damage to property or from personal injury including death, made by anyone which may
arise from operations carried on by either party under this Agreement.

The term of this Agreement shall begin on the 10th day of May, 2010 and continue
through May 9th, 2011 (“Initial Term™) and shall, thereafter, AUTOMATICALLY
RENEW ON AN ANNUAL BASIS (RENEWAL TERM) ABSENT WRITTEN
NOTICE OF NON-RENEWAL BY EITHER PARTY THIRTY (30) DAYS PRIOR
TO THE EXPIRATION OF THE INITIAL TERM OR ANY RENEWAL TERM.
Either party hereto may terminate this Agreement at any time, without cause upon
providing ninety (90) days advance written notice.

This Agreement shall automatically terminate without regard to notice in the event either
party hereto: a) ceases to have a valid provider agreement with the Secretary of the
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Department of Health and Human Services; or b) fails to renew, has suspended or
revoked its license or registration issued by the State to operate as an acute care Hospital.

All notices which either party is required to give to the other under or in conjunction with
this Agreement shall be in writing, and shall be given by addressing the same to such
other party at the address indicated below, and by depositing the same so addressed,
certified mail, postage prepaid, in the United States mail, or by delivering the same
personally to such other party. Any notice mailed or telegraphed shall be deemed to have
been given two (2) United States Post Office delivery days following the date of mailing
or on the date of delivery to the telegraph company.

Any notice provided to Receiving Hospital shall be directed to:

Patricia Cassidy

Senior Vice President

Loyola University Health System
2160 South First Avenue
Maywood, Illinois 60153

Senior Vice President and General Counsel
Office of the General Counsel
Loyola University Medical Center
2160 South First Avenue
| Maywood, Illinois 60153

i
|
With copies to:

Any notice provided to Transferring Facility shall be directed to:

Jeffrey Brickman

President and CEO

Provena Saint Joseph Medical Center
333 N. Madison Street

Joliet, Illinois 60435

With copies to:

Leslie Livett

Trauma Coordinator

Provena Saint Joseph Medical Center
333 N. Madison Street

Joliet, Ilinois 60435
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Neither party to this Agreement may assign any of the rights or obligation under this
Agreement without the express written consent of the other party. Any attempt to assign
this Agreement without consent shall be void.

Neither Party is under any obligation to refer or transfer patients to the other Party and
neither Party will receive any payment for any patient referred or transferred to the other
Party. A Party may refer or transfer patients to any facility based on the professional
judgment of the treating physician and the individual needs and wishes of the patient,

The Parties acknowledge and agree that, in performing their respective obligations under
this Agreement, each is acting as an independent contractor. Transferring Facility and
Receiving Hospital are not and shall not be considered joint venturers or partners, and
nothing herein shall be construed to authorize either Party to act as general agent for the
other. Neither Party, by virtue of this Agreement, assumes any liability for any debts or
obligations of either a financial or legal nature incurred by the other Party.

This Agreement shall be interpreted and governed by the substantive and procedural laws
of the State of Illinois. The parties hereto both consent to the jurisdiction of Illinois
courts to resolve any dispute arising from this Agreement.

This Agreement may be executed in any number of counterparts, each of which shall be
deemed an original, but all such counterparts together shall constitute one and the same
instrument,

IN WITNESS WHEREOF, we the undersigned, duly authorized representatives have
executed and delivered this Agreement without reservation and having read the Terms
contained herein.

On behalf of: On behalf of:

LOYOLA UNIVERSITY PROVENA SAINT JOSEPH
MEDICAL CENTER MEDICAL CENTER
Signature:

Patricia Cassidy

Sr. Vice President

Date; glf’l/ 10 Date: /BO ﬂ
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TRANSFER AGREEMENT
BY AND BETWEEN
THE CHILDREN'S MEMORIAL HOSPITAL AND
PROVENA SAINT JOSEPH MEDICAL CENTER

THIS TRANSFER AGREEMENT (this “Agreement”) is entered into as of the 11th
day of May, 2010, by and between Children’'s Memorial Hospital, an Illinois non-profit
corporation (“Receiving Hospital”) and Provena Saint Joseph Medical Center an Illinois
corporation (“Transferring Facility”) (each a "Party” and collectively "Parties”).

WHEREAS, Transferring Facility operates a general acute hospital;

WHEREAS, Receiving Hospital operates a general acute hospital and ancillary facilities
specializing in pediatric care;

WHEREAS, Transferring Facility receives from time to time patients who are in need of
specialized services not available at Transferring Facility,

WHEREAS, the Parties are legally separate organizations and are not related in any way
to one another through common ownership or control; and

WHEREAS, the Parties wish to join together to develop a relationship for the provision
of health care services in order to assure continuity of care for patients and to ensure accessibility
of services to patients.

NOW, THEREFORE, for and in consideration of the terms, conditions, covenants,
agreements and obligations contained herein, and for other good and valuable consideration, the
receipt and sufficiency of which is hereby acknowledged, it is hereby mutually agreed by the
Parties as follows:

ARTICLE L.

Patient Transfers

1,1.  Acceptance of Patients. Upon recommendation of an attending physician and
pursuant to the provisions of this Agreement, Receiving Hospital agrees to admit a patient as
promptly as possible, provided customary admission requirements are met, State and Federal
laws and regulations are met, and Receiving Hospital has the capacity to treat the patient. Notice
of the transfer shall be given by Transferring Facility as far in advance as possible, Receiving
Hospital shall give prompt confirmation of whether it can provide health care appropriate to the
patient’s medical needs. Receiving Hospital agrees to exercise its best efforts to provide for
prompt admission of transferred patients and, to the extent reasonably possible under the
circumstances, give preference to patients requiring transfer from Transferring Facility.

1.2.  Appropriate Transfer. It shall be Transferring Facility's responsibility to arrange
for appropriate and safe transportation and to arrange for the care of the patient during a transfer.
The Transferring Facility shall ensure that the transfer is an “appropriate transfer” under the
Emergency Medica] Treatment and Active Labor Act, as may be amended ("EMTALA"), and is
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carried out in accordance with all applicable laws and regulations. The Transferring Facility
shall provide in advance sufficient information to permit a determination as to whether the
Receiving Hospital can provide the necessary patient care. The patient’s medical record shall
contain a physician’s order transferring the patient. When reasonably possible, a physician from
the Transferring Facility shall communicate directly with a physician from the Receiving
Hospital before the patient is transferred.

1.3.  Transfer Log. The Transferring Facility shall keep an accurate and current log of
all patients transferred to the Receiving Hospital and the disposition of such patient transfers.

1.4. Admission to_the Receiving Hospital from Transferring Facility. When a
patient’s need for admission to a trauma center is determined by his/her attending physician,
Receiving Hospital shall admit the patient in accordance with the provisions of this Agreement

as follows:

(a)  Patients determined to be emergent by the attending physician shall be
admitted, subject to bed, space, qualified personnel and equipment availability, provided that all
usual conditions of admission to Receiving Hospital are met.

(b)  All other patients shall be admitted according to the established routine of
Receiving Hospital.

1.5.  Standard of Performance. Each Party shall, in performing its obligations under
this Agreement, provide patient care services in accordance with the same standards as services
provided under similar circumstances to all other patients of such Party, and as required by
federal and state laws and Medicare/Medicaid certification standards. Each Party shall maintain
all legally required certifications and licenses from all applicable governmental and accrediting
bodies, and shall maintain full eligibility for participation in Medicare and Medicaid. Receiving
Hospital shall maintain accreditation by the Joint Commission on Accreditation of Healthcare

Organizations (“JCAHO”).

1.6. Billing and Coliections. Each Party shall be entitled to bill patients, payors,
managed care plans and any other third party responsible for paying a patient’s bill, for services
rendered to patients by Party and its employees, agents and representatives under this
Agreement. Each Party shall be solely responsible for all matters pertaining to the billing and
collection of such charges. The Parties shall reasonably cooperate with each other in the
preparation and completion of all necessary forms and documentation and the determination of
insurance coverage and managed care requirements for each transferred patient. Each Party shall
have the sole final responsibility for all forms, documentation, and insurance verification.

1.7.  Personal Effects. Personal effects, if any, of any transferred patient shall be
delivered to the transfer team or admissions department of the Receiving Hospital. Personal
effects include money, jewelry, personal papers and articles for personal hygiene.
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ARTICLE II.

Medical Records

Subject to applicable confidentiality requirements, the Parties shall exchange all
information which may be necessary or useful in the care and treatment of the transferred patient
or which may be relevant in determining whether such patient can be adequately cared for by the
other Party. All such information shall be provided by the Transferring Facility in advance,
where possible, and in any event, at the time of the transfer. The Transferring Facility shall send
a copy of all patient medical records that are available at the time of transfer to the Receiving
Hospital. Other records shall be sent as soon as practicable afier the transfer. The patient’s
medical record shall contain evidence that the patient was transferred promptly, safely and in
accordance with all applicable laws and regulations.

ARTICLE II1.

Term and Termination

3.1. Term. This Agreement shall be effective as of the day and year written above and
shall remain in effect until terminated as provided herein.

3.2. Termination. This Agreement may be terminated as follows:

(a) Termination by Mutual Consent, The Parties may terminate this
Agreement at any time by mutual written consent, and such termination shall be effective upon
the date stated in the consent.

b) Termination Without Cause. Either Party may terminate this Agreement,
for any reason whatsoever, upon thirty (30) days prior written notice.

(c) Termination for Cause. The Parties shall have the right to immediately
terminate this Agreement for cause upon the happening of any of the following:

(i) If either Party determines that the continuation of this Agreement
would endanger patient care,

(ii)  Violation by the other Party of any material provision of this
Agreement, provided such violation continues for a period of thirty (30)
days after receipt of written notice by the other Party specifying such
violation with particularity.

(iii) A general assignment by the other Party for the benefit of
creditors; the institution by or against the other Party, as debtor, of
proceedings of any nature under any law of the United States or any state,
whether now existing or currently enacted or amended, for the relief of
debtors, provided that in the event such proceedings are instituted against
the other Party remain unstayed or undismissed for thirty (30) days; the
liquidation of the other Party for any reason; or the appointment of a
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receiver to take charge of the other Party’s affairs, provided such
appointment remains undischarged for thirty (30) days. Such termination
of the provisions of this Agreement shall not affect obligations which
accrued prior to the effective date of such termination.

(iv)  Exclusion of either Party from participation in the Medicare or
Medicaid programs or conviction of either Party of a felony.

(v)  Either Party’s loss or suspension of any certification, license,
accreditation (including JCAHO accreditation), or other approval
necessary to render patient care services.

ARTICLE V.

Non-Exclusive Relationship

This Agreement shall be non-exclusive, either Party shall be free to enter into any other
similar arrangement at any time and nothing in this Agreement shall be construed as limiting the
right of either Party to affiliate or contract with any other hospital, nursing home, home health
agency, school or other entity on either a limited or general basis while this Agreement is in
effect. Neither Party shall use the other Party’s name ot marks in any promotional or advertising
material without first obtaining the written consent of the other Party.

ARTICLEYV.

Certification and Insurance

5.1.  Licenses, Permits, and Certification. Each Party represents to the other that it and
all of its employees, agents and representatives possess and shall maintain in valid and current
status during the term of this Agreement all required licenses, permits and certifications enabling
each Party to provide the services set forth in this Agreement.

5.2. Insurance. Each Party shall maintain during the term of this Agreement, at its
sole cost and expense, general liability and professional liability insurance in such amounts as
are reasonable and customary in the industry to guard against those risks which are customarily
insured against in connection with the operation of activities of comparable scope and size. A
written certificate of such coverage shall be provided upon request to each Party together with a
certification that such coverage may not be canceled without at least thirty (30) days notice to the
other Party. Each Party shall notify the other Party within ten (10) days of any material change
or cancellation in any policy of insurance required to be secured or maintained by such Party.

5.3. Notification of Claims. Each Party shall notify the other in writing, by certified
mail, of any action or suit filed and shall give prompt notice of any claim made against either by
any person or entity which may result in litigation related in any way to this Agreement.
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ARTICLE VI.

Indemnification

Each Party shall indemnify and hold harmless the other Party from and against any and
all manner of claims, demands, causes of action, liabilities, damages, costs, and expenses
(including costs and reasonable attorney’s fees) arising from or incident to the performance of
such Party’s duties hereunder, except for negligent or willful acts or omissions of the other Party.
Notwithstanding anything to the contrary, a Party’s obligations with respect to indemnification
for acts described in this article shall not apply to the extent that such application would nullify
any existing insurance coverage of such Party or as to that portion of any claim of loss in which
insurer is obligated to defend or satisfy.

ARTICLE VIL

Compliance With Laws

At al] times, both Parties shall comply with all federal, state and local laws, rules and
regulations now in effect or later adopted relating to the services to be provided hereunder and
that may be applicable to the Parties including, but not limited to, laws, rules and regulations
regarding confidentiality, disclosure and retention of patient records, such as the regulations
promulgated under the Health Insurance Portability and Accountability Act of 1996. A Party
shall promptly notify the other Party if it receives notice of any actual or alleged infraction,
violation, default or breach of the same. Neither Transferring Facility or Receiving Hospital, nor
any employee, officer, director or agent thereof, is an “excluded person” under the Medicare

rules and regulations.

As of the date hereof and throughout the term of this Agreement: (a) Transferning Facility
represents, warrants and covenants to Receiving Hospital that Transferring Hospital is licensed
to operate a general acute care hospital in Illinois and is a participating facility in Medicare and
Medicaid; and (b} Receiving Hospital represents, warrants and covenants to Transferring Facility
that Receiving Hospital is licensed to operate a general acute hospital and ancillary facilities
specializing in pediatric care and to participate in Medicare and Medicaid.

ARTICLE VIIIL.
Miscellaneous
8.1. Non-Referral of Patients. Neither Party is under any obligation to refer or transfer

patients to the other Party and neither Party will receive any payment for any patient referred or
transferred to the other Party. A Party may refer or transfer patients to any facility based on its
professional judgment and the individual needs and wishes of the patients.

8.2. Relationship of the Parties. The Parties expressly acknowledge that in performing
their respective obligations under this Agreement, they are each acting as independent
contractors. Transferring Facility and Hospital are not and shall not be considered joint
venturers or partners, and nothing herein shall be construed to authorize either Party to act as
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general agent for the other. Neither Party, by virtue of this Agreement, assumes any liability for
any debts or obligations of either a financial or legal nature incurred by the other Party. Each

Party shall disclose in its respective dealings that they are separate entities.

83. Notices. All notices and other communications under this Agreement shall be in
writing and shall be deemed received when delivered personally or when deposited in the U.S.
mail, postage prepaid, sent registered or certified mail, return receipt requested or sent via a
nationally recognized and receipted overnight courier service, to the Parties at their respective
principal office of record as set forth below or designated in writing from time to time. No
notice of a change of address shall be effective until received by the other Party:

To Receiving Hospital:
Donna Wetzler, General Counsel

2300 Children's Plaza, Box 261
Chicago, IL. 60514

Attention: Legal Services

Fax No.: (773) 8§80-3529

To Transferring Facility:

Provena Saint Joseph Medical Center
333 Madison

Joliet, IL 60435

Attention: Legal Services

Fax No.: G Bl iahniaiyg

8.4. Assignment. Neither Party may assign its rights or delegate its obligations under
this Agreement without the prior written consent of the other, except that either Party may assign
all or part of its rights and delegate all or part of its obligations under this Agreement to any
entity controlled by or under common control with such Party.

8.5. Entire Agreement; Amendment. This Agreement contains the entire agreement of
the Partics with respect to the subject matter hereof and may not be amended or modifted except

in a writing signed by both Parties. All continuing covenants, duties, and obligations contained
herein shall survive the expiration or termination of this Agreement.

8.6. Goveming Law. This Agreement shall be construed and all of the rights, powers
and liabilities of the Parties hereunder shall be determined in accordance with the laws of the
State of llinois; provided, however, that the conflicts of law principles of the State of 1llinois
shall not apply to the extent that they would operate to apply the laws of another state.

8.7. Headings. The headings of articles and sections contained in this Agreement are
for reference purposes only and will not affect in any way the meaning or interpretation of this

Agreement.
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8.8. Non-discrimination. Neither Party shall discriminate against any individuals on
the basis of race, color, sex, age, religion, national origin, or disability in providing services
under this Agreement.

8.9. Severability. If any provision of this Agreement, or the application thereof to any
person or circumstance, shall be held to be invalid, illegal or unenforceable in any respect by any
court or other entity having the authority to do so, the remainder of this Agreement, or the
application of such affected provision to persons or circumstances other than those to which it is
held invalid or unenforceable, shall be in no way affected, prejudiced or disturbed, and each
provision of this Agreement shall be valid and shall be enforced to the fullest extent permitted by

law.

8.10. Successors and Assigns. This Agreement shall be binding upon, and shall inure
to the benefit of the Parties hereto, their respective successors and permitted assigns.

8.11. Waiver. No failure by a Party 1o insist upon the strict performance of any
covenant, agreement, term or condition of this Agreement, shall constitute a waiver of any such
breach of such covenant, agreement, term or condition. Any Party may waive compliance by the
other Party with any of the provisions of this Agreement if done so in writing. No waiver of any
provision shall be construed as a waiver of any other provision or any subsequent waiver of the
same provision.
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N WITNESS WHEREOQF, the Parties have caused this Agreement to be executed and
delivered as of the day and year written above.

DCOt/401011.2

TRANSFERRING FACILITY

Title: ZAP )c‘_oO
Date: s he ] 1)

CHILDREmM AL HOSPITAL
By:
{

Name: Gordon Bass

Title: COO

Date: 6 / ‘{/ 9
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TRANSFER AGREEMENT
BETWEEN
ADVOCATE HEALTH AND HOSPITALS CORPORATION
d/b/a ADVOCATE GOOD SAMARITAN HOSPITAL

_AND
PROVENA SAINT JOSEPH MEDICAL CENTER, AN OPERATING UNIT OF
PROVENA HOSPITALS

THIS AGREEMENT is entered into this 24th day of May, 2010, between ADVOCATE
HEALTH AND HOSPITALS CORPORATION dib/a ADVOCATE GOOD SAMARITAN
HOSPITAL, an Illinois not-for-profit corporation, hereinafter referred to as "Receiving
Hospital", and PROVENA SAINT JOSEPH MEDICAL CENTER, an operating unit of
PROVENA HOSPITALS, an [linois not-for-profit corporation, hereinafter referred to as
"Transferring Facility”.

WHEREAS, Receiving Hospital is licensed under Illinois law as an acute care Hospital;

WHEREAS, Transferring Facility is licensed under Illinois law as an acute care Hospital;

WHEREAS, Receiving Hospital and Transferring Facility desire to cooperate in the
transfer of patients between Receiving Hospital and Transferring Facility, when and if such
transfer may, from time to time be deemed necessary and requested by the respective patient’s
physician, to facilitate appropriate patient care;

WHEREAS, the parties mutuaily desire to enter into a transfer agreement to provide for
the medically appropriate transfer or referral of patients from Transferring Facility to Receiving
Hospital, for the benefit of the community and in compliance with HHS regulations; and

WHEREAS, the parties desire to provide a full statement of their agreement in connection
with the services to be provided hereunder.

NOW, THEREFORE, BE IT RESOLVED, that in consideration of the mutual covenants,
obligations and agreements set forth herein, the parties agree as follows:

L. TERM
1.1  This Agreement shall be effective from the date it is entered into, and shall remain

in full force and effect for an initial term of one (1) year. Thereafter, this Agreement shall be
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automatically extended for successive one (1) year periods unless terminated as hereinafter set
forth. All.the terms and provisions of this Agreement shall continve in full force and effect
during the extension period(s).
II. TERMINATION
2.1  Either party may terminate this Agreement at any time with or without cause.
Additionally, this Agreement shall automatically terminate should either party fail to maintain
the licensure or certification necessary to carry out the provisions of this Agreement.
III. OBLIGATIONS OF THE PARTHES
3.1  Transferring Facility agrees:

a. That Transferring Facility shall refer and transfer patients to Receiving
Hospital for medical treatment only when such transfer and referral has been determined to be
medically appropriate by the patient's attending physician or, in the case of an emergency, the
Medical Director for Transferring Facility, hereinafter referred to as the "Transfcrﬁng
Physician";

b. That the Transferring Physician shall contact Receiving Hospital’'s
Emergency Department Nursing Coordinator, prior to transport, to verify the transport and
acceptance of the emergency patient by Receiving Hospital. The decision to accept the transfer
of the emergency patient shall be made by Receiving Hospital’s Emergency Department
physician, hereinafter referred to as the "Emergency Physician", based on consultation with the
member of Receiving Hospital's Medical Staff who will serve as the accepting attending
physician, hereinafter referred to as the "Accepting Physician". In the case of the non-
emergency patient, the Medical Staff attending physician will act as the Accepting Physician and
must indicate acceptance of the patient. Transferring Facility agrees that Receiving Hospital
shall have the sole discretion to accept the transfer of patients pursuant to this Agreement subject
to the availability of a bed, equipment and personnel at Receiving Hospital. The Transferring

Physician shall report all patient medical information which is necessary and pertinent for
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transport and acceptance of the patient by Receiving Hospital to the Emergency Physician and
Accepting Physician;

c. That Transferring Facility shall be responsible for affecting the transfer of
all patients referred to Receiving Hospital under the terms of this Agreement, including
arranging for appropriate transportation, financial responsibility for the transfer in the event the
patient fails or is unable to pay, and care for the patient during the transfer. The Transferring
Physician shall determine the appropriate level of patient care during transport in consultation
with the Emergency Physician and the Accepting Physician;

d. That pre-transfer treatment guidelines, if any, will be augmented by orders
obtaincd from the Emergency Physician and/or Accepting Physician;

e. That, prior to patient transfer, the Transferring Physician is responsible for
insuring that \‘vrittcn, informed consent to transfer is obtained from the patient, the parent or legal
guardian of a minor patient, or from the legal guardian or next-of-kin of a patient who is
determined by the Transferring Physician to be unable to give informed consent to transfer; and

f. To maintain and provide proof to Receiving Hospital of professional and
public liability insurance coverage in the amount of One Million Dollars ($1,000,000.00) per
occurrence and Three Million Dollars ($3,000,000.00) in the aggregate with respect to the
actions of its employees and agents connected with or arising out of services provided under this
Agreement.

3.2  Receiving Hospital agrees:

a. To accept and admit in a timely manner, subject to bed availability and
hospital capability, Transferring Facility patients referred for medical treatment, as more fully
described in Section 3.1, Subparagraphs a through g;

b. To accept patients from Transferring Facility in need of inpatient hospital
care, when such transfer and referral has been determined to be medically appropriate by the

paticnt's attending physician and/or emergency physician at Transferring Facility;

ATTACHMENT 19C




C. That Receiving Hospital will seek to facilitate referral of transfer patients to
specific Accepting Physicians when this is requested by Transferring Physicians and/or transfer
patients;

d. That Receiving Hospital shail provide Transferring Facility patients with
medically appropriate and available treatment provided that Accepting Physician and/or
Emergency Physician writes appropriate orders for such services; and

e. To maintain and provide proof to Transferring Facility of professional and
public liability insurance coverage in the amount of One Million Dollars ($1,000,000.00) per
occurrence and Three Million Dollars ($3,000,000.00) in the aggregate with respect to the
actions of its employees and agents connected with or arising out of services provided under this
Agreement.

~HOSPITAL-hes-the-spetialized-capability-to-treat-the-pats -is-unavailable-at- FACHITY.-—
_and BOSPIFALras e tapacity to accept e transfer—
IV. BILLING AND COLLECTIONS

Each party shall be responsible for the billing and collection of all charges for professional
services rendered at its facility. Neither party shall share in the revenue generated by services

delivered by the other party.
V. ENERAL COVENANTS AND CONDITIONS

5.1  Release of Medical Information. In all cases of patients transferred for the purpose
of receiving medical treatment under the terms of this Agreement, Transferring Facility shall
insure that copies of the patient's medical records, including X-rays and reports of all diagnostic
tests, accompany the patient to Receiving Hospital, subject to the provisions of applicable State
and Federal laws govemning the confidentiality of such information. Information to be
exchanged shall include any completed transfer and referral forms mutually agreed upon for the
purpose of providing the medical and administrative information necessary to determine the

appropriatcness of treatment or placement, and to enable continuing care to be provided to the
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patient. The medical records in the care and custody of Receiving Hospital and Transferring
Facility shall remain the property of each respective institution.

5.2  Personal Effects. Transferring Facility shall be responsible for the security,
accountability and appropriate disposition of the personal effects of patients prior to and during
transfer to Receiving Hospital. Receiving Hospital shall be responsible for the security,
accountability and appropriate disposition of the personal effects of transferred patients upon
arrival of the patient at Receiving Hospital.

5.3  Indemnification. The parties agree to indemnify and hold each other harmless from
any liability, claim, demand, judgment and costs (including reasonable attorney's fees) arising
out of or in connection with the intentional or negligent acts of their respective employees and/or
agents.

54  Independent Contractor. Nothing contained in this Agreement shall constitute or
be construed to create a partnership, joint venture, employment, or agency relationship between
the parties and/or their respective successors and assigﬁs, it being mutually understood and
agreed that the parties shall provide the services and fulfill the obligations hereunder as
independent contractors. Further, it is mutually understood and agreed that nothing in this
Agreement shall in any way affect the independent operation of either Receiving Hospital or
Transferring Facility. The governing body of Receiving Hospital and Transferring Facility shall
have exclusive control of the management, assets, and affairs at their respective institutions. No
party by virtue of this Agreement shall assume any liability for any debts or obligations of a
financial or legal nature incurred by the other, and neither institution shall look to the other to
pay for service rendered to a patient transferred by virtue of this Agreement.

5.5 Publicity and Advertising, Neither the name of Receiving Hospital nor

Transferring Facility shall be used for any form of publicity or advertising by the other without

the express written consent of the other.

5.6  Cooperative Efforts. The parties agree to devote their best efforts to promoting

cooperation and effective communication between the parties in the performance of services
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hereunder, to foster the prompt and effective evaluation, treatment and continuing care of
recipients of these services.

5.7 Nondiscrimination. The parties agree to comply with Title VI of the Civil Rights
Act of 1964, all requirements imposed by regulations issued pursuant to that title, section 504 of
the Rehabilitation Act of 1973, and all related regulations, to insure that neither party shail
discriminate against any recipient of services hereunder on the basis of race, color, sex, creed,
national origin, age or handicap, under any program or activity receiving Federal financial
assistance.

5.8  Affiliation. Each party shall retain the right to affiliate or contract under similar
agreements with other institutions while this Agreement is in effect.

59  Applicable Laws. The parties agree to fully comply with applicable federal and
state laws and regulations affecting the provision of services under the terms of this Agreement.

5.10 Governing Law. All questions concerning the validity or construction of this

Agreement shall be determined in accordance with the laws of llinois.

5.11 Writing Constitutes Full Agreement. This Agreement embodies the complete and

full understanding of Receiving Hospital and Transferring Facility with respect to the services to
be provided hereunder. There are no promises, terms, conditions, or obligations other than those
contained herein; and this Agreement shall supersede all previous communications,
representations, or agreements, either verbal or written, between the parties hereto. Neither this
Agreement nor any rights hereunder may be assigned by either party without the written consent
of the other party.

5.12 Written Modification. There shall be no modification of this Agreement, except in
writing and exercised with the same formalities of this Agreement.

5.13 Severability. It is understood and agreed by the parties hereto that if any part, term,
or provision of this Agreement is held to be illegal by the courts or in conflict with any law of the

state where .made, the validity of the remaining portions or provisions shall be construed and
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enforced as if the Agreement did not contain the particular part, term, or provision held to be
invalid.

5.14 Waiver. Any waiver of any terms and conditions hereof must be in writing, and
signed by the Parties. A waiver of any of the terms and conditions hereof shall not be construed
as a waiver of any other terms and conditions hereof.

5.15 Headings. All headings herein are inserted only for convenience and ease of
reference and are not to be considered in the construction or interpretation of any provisions of
this Agreement.

5.16 Assignment, This Agreement may not be assigned, delegated or subcontracted
without the written consent of the other party.

5.17 Notices. All notices required to be served by provisions of this Agreement may be
served on any of the parties hereto personally or may be served by sending a letter duly
addressed by registered or certified mail. Notices to be served on Receiving Hospital shall be
served at or mailed to: Advocate Good Samaritan Hospital, 3815 S. Highland Avenue, Downers
Grove, lllinois 60515, Attention: President, with a copy to Senior Vice President and General
Counsel, 2025 Windsor Drive, Qak Brook, Illinois 60523 unless otherwise instructed. Notices to
be served on Transferring Facility shall be served at or mailed to Provena Saint Joseph Medical
Center, 333 N. Madison Street, Joliet, lllinois 60435, Attention: President & CEO, with a copy
to: Trauma Coordinator, Leslie Livett, un]csé otherwise instructed.

5.18 Regulatory Compliance. The Parties agree that nothing contained in this Agrecment
shall require either party to refer patients to the other for any services. Neither Party will
knowingly or intentionally conduct its behavior in such a manner as to violate the prohibition
against fraud and abuse in connection with the Medicare and Medicaid programs. Parties certify
that they have not been excluded from participation in Medicare/Medicaid or any other federal or
state funded health care program. Parties shall notify the other Party immediately, if they
become excluded from participation in Medicare/Medicaid or any other federal or state funded

health care program.
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IN WITNESS WHEREOF, this Agrcement has been executed by HOSPITAL and

FACILITY on the date first above written.

RECEIVING HOSPITAL: TRANSFERRING HOSPITAL:
ADVOCATE HEALTH AND HOSPITALS PROVENA SAINT JOSEPH MEDICAL
CORPORATION d/b/a ADVOCATE CENTER, an operating unit of PROVENA
GOOD SAMARITAN HOSPITAL, HOSPITALS, an llinois not-for-profit

an Iilinois not-for-profit Corporation Corporation

O -0bh : %w
N
NAME:_David S. Fox, Jr. NAMET ZB2eTW- MaMel ,

TITLE: President, Advocate Good TITLE: £V Iar\
Samaritan Hospital

ATTACHMENT 19C




TRANSFER AGREEMENT
BETWEEN
ADVOCATE HEALTH AND HOSPITALS CORPORATION
d/b/a ADVOCATE CHRIST MEDICAL CENTER AND HOPE CHILDREN’S
HOSPITAL
AND
PROVENA ST. JOSEPH MEDICAL CENTER

This Agreement is made and effective as of the 1st day of November, 2010, between
Advocate Health and Hospitals Corporation d/b/a Advocate Hope Children’s Hospital , an
Tlinois not-for-profit corporation (“MEDICAL CENTER”), and Provena Saint Joseph Medical
Center, an operating unit of Provena Hospitals, an Illinois not-for-profit corporation (“FACILITY™).

WHEREAS, both parties to this agreement desire to assure continuity of care and
treatment appropriate to the needs of each patient in the MEDICAL CENTER and the
FACILITY, and to use the skills, resources, and physical plant for patient care at both the acute
and post-acute stages of illness.

NOW, THEREFORE, IN CONSIDERATION of the mutua! advantage occurring to
the parties hereto, the MEDICAL CENTER and FACILITY hereby covenant and agree with each
other as follows:

L. Autonomy. The Board of Directors of the MEDICAL CENTER and the Board of
Directors of the FACILITY shall continue to have exclusive control of the management, assets
and affairs of their institutions, and neither party by virtue of this Agreement shall assume any
liability for any debts or obligations which have been or which may be incutred by the other party

to this Agreement.

2. Transfer of Patients, Whenever the attending physician of any patient confined in the
MEDICAL CENTER or in the FACILITY shall determine that a transfer of such patient from
onc of these institutions to the other is medically appropriate, the parties shall take whatever
steps may be necessary to effect such a transfer in their admissions policies to patients requiring
such transfer, subject to availability of bed space, and provided that all the usual conditions for
admission are met. Each party shall give notice to the other party, as far in advance as possible,
of responsibility of the institution and attending physician initiating transfer to arrange for
appropriate and safe transportation. Further, it shall be their responsibility for arranging for the
care of the patient during transfer. These responsibilities will cease when the patient has been
physically admitted at the designation designated.

3. Medical Center Admissions Priority. In establishing its preference in admission policies
for paticnts subject to transfer from the FACILITY in accordance with Article II, the MEDICAL

CENTER shall be guided by its usual admission requirements.
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In accordance with criteria for admission:

A. Patients declared as emergencies by their attending physicians shall be
admitted to the MEDICAL CENTER without delay, unless the MEDICAL
CENTER is on emergency bypass and has notified applicable agencies of

such.

B. Patients not strictly emergent, but requiring early admission to the
MEDICA]. CENTER shall be placed on the MEDICAL CENTER’s urgent

list.

C. Elective cases shall be booked for future admission to the MEDICAL
CENTER, according to the established routine of the MEDICAL

CENTER. ‘

4. Facility Admissions Priority. In establishing its preference in admission policies for
patients subject to transfer from the MEDICAL CENTER in accordance with Article II, the

FACILITY shall be guided by the following plan:

A. To admit the patient from the MEDICAL CENTER as promptly as
possible, provided general admission requirements established by the
institution are met.

B. To give priority to re-admission of patients transferred from the
FACILITY to the MEDICAL CENTER.

C. To accommodate weekend admissions, provided general admission
requirements of the FACILITY are met

5. Intcrehange of Information. The parties shall interchange all pertinent medical records
and other information which may be necessary or useful in the care and treatment of patients
transferred between he parties or which may be revenant to determining whether such parties can
be adequately cared for otherwise than in either the MEDICAL CENTER or FACILITY. All
such information shali be provided by the transferring institution in advance, where possible, and
in any event at the time of the transfer, and shall be recorded on a rcferral form which shall be

mutually agreed upon by the parties.

6. Transfer of Personal Effects. Procedures for effecting the transfer of patients and their
personnel effects and valuables shall be developed and adhered to by both parties. These
procedures will include, but are not limited to, the provision of information concerning such
valuables, money, and personal effects transferred with the patient so that a reccipt may be given
and received for same. The patient’s personal effects will ordinarily bc transferred with the
patient, The transferring institution will assume responsibility for those personal effects

transferred with the patient.
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7. Final Financial Arrangements. Charges for services performed by either party for patients
transferred from the other party pursuant to this Agreement shall be collected by the party
rendering such services directly from the patient, third party payors or from other sources
normally billed. Neither party shall have any liability to the other for such charges, except to the
extent that such liability would exist separate and apart from the Agreement. Nor shall either
party receiving a transferred patient be responsible for collecting any previously outstanding
account receivable due the other party from such patient,

8. Insurance. Each party shall maintain professional and public liability insurance coverage
in the amount of One Million Dollars ($1,000,000.000) per occurrence or claim made with
respect to the actions of its employees and agents connected with or arising out of services
provided under this Agreement.

9.  Independent Contractor. Nothing contained in this Agreement shall constitute or be
construed to create a partnership, joint venture, employment, or agency relationship between the
parties and/or their respective successors and assigns, it being mutually understood and agreed
that the parties shall provide the services and fulfill the obligations hercunder as indepcndent
contractors. Further, it is mutually understood and agreed that nothing in this Agreement shall in
any way affect the independent operation of either the MEDICAL CENTER or the FACILITY.
The governing body of the MEDICAL CENTER and the FACILITY shall have exclusive control
of the management, assets, and affairs at their respective institutions. No party by virtue of this
Agreement shall assume any liability for any debts or obligations of a financial or legal nature
incurred by the other, and neither institution shall look to the other to pay for service rendered to
a patient transferred by virtue of this Agreement.

10. Nondiscrimination. The parties agree to comply with Title VI of the Civil Rights Act of
1964, all requirements imposed by regulations issued pursuant to that title, section 504 of the
Rehabilitation Act of 1973, and all related regulations, to insure that neither party shall
discriminate against any recipient of services hereunder on the basis of race, color, sex, creed,
national origin, age or handicap, under any program or activity receiving Federal financial

assistance,

11.  Term and Termination. This Agreement shall commence on NOVEMBER 1, 2010, and shall
automatically be renewed annually for one year periods unless terminated according to this

Section 10, This Agreement may be terminated by either party at any time upon the giving of at

least sixty (60) day’s prior written notice. Notwithstanding any notice which may have been

given, however, this Agreement shall be automatically terminated whenever either party shall

have its license to operate revoked, suspended or non-renewed.

12.  Notices. All notices required to be served under this Agreement may be served on any of
the parties hereto personally or may be served by sending a letter duly addressed by registered or
certified mail. Notices to be served on the MEDICAL CENTER shall be served at or mailed to:
Advocate Christ Medical Center and Hope Children’s Hospital, attention President, at 4440 West
95™ Street, Oak Lawn, Illinois 60453 with a copy to Chief Legal Officer, Advocate Health and
Hospitals Corporation at 2025 Windsor Drive, Oak Brook, Illinois 60521. Notices to be served
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on FACILITY shall be served at or mailed to: Provena St. Joseph Medical Center, attention

President/CEQ, at 333 Madison Street, Joliet, lllincis 60448, unless otherwise instructed.

13.  Advertising and Publicity. Neither party shall use the name of the other party in any
promotional or advertising material unless review and approval of those intended use shall be

first be obtained from the party whose name is to be used.

14. Nonexclusive Clause. Nothing in this Agreement shall be construed as limiting the right
of either party to affiliate or contract with any other MEDICAL CENTER or FACILITY, or
either a limited or general basis, while this Agreement is in effect.

15. Amendment. This Agreement may be amended, modified, or supplemented by
agreement of both parties, but no such modification, amendment, or supplement shall be binding
on either party unless and unti{ the same is attached hereto in writing and signed by authorized

officials of both parties.

16.  Governing Law. All questions concerning the validity or construction of this Agreement
shall be determined in accordance with the laws of Illinois.

IN WITNESS WHEREOQF, this Agreement has been executed by the MEDICAYL CENTER and
the FACILITY on the date first written above.

ADVOCATE HEALTH AND HOSPITALS CORPORATION
d/b/a ADVOCATE HOPE CHILDREN’S HOSPITAL

By:

Kennewkhard
President

PROVENA ST. JOSEPH MEDICAL CENTER

28943
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Audited Financial Statements as evidence of the availability of funds are
provided in the Certificate of Need application addressing the
change of ownership of Resurrection Medical Center

ATTACHMENT 39




19065 Hickory Creek Drive, Svite 300
Mokena, IL 60448

708 478-6300 Tel

708 478-5960 Fax

'}
#:\ PROVENA
Health

March 22, 2011

Illinois Health Facilities
and Services Review Board
Springfield, Illinois
RE: FUNDING OF PROJECT
To Whom It May Concemn:

I hereby attest that all of the real costs associated with the changes of ownership of the
facilities directly or indirectly owned and/or controlled by either Resurrection Health
Care Corporation or Provena Health will be funded in total with cash or equivalents.

Sincerely,

e
Guy Wiebking
President and CEQ

Notarized: @ p@m

NOTARY PUBLIC - STATE OF ILLINDIS
MY COMMESSION EXPIRES W04
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Resurrection Sandtn Broce, FACHE

Health Care® President & Chizf Erecutioe Officer

March 22, 2011

Iinois Health Facilities
and Services Review Board
Springfield, Illinois

RE: FUNDING OF PROJECT

I hreraltry aitest that uft of the real costs sspasfated sith the changes of owigtglip of the
fwilfies divectly or indirectly ewned andfor eonisolied by Resurrection Healihs Caris
Catporation will 8% Bndad b tetal with cash Ofe;;ﬂ%ﬂis

ﬁamdra Bmﬁ:, E
President & Clael Byes

CO~-5PONSORS ' ! gy
Sisuers of the Holy Facily of Nazareth & Sistersof he Resuprection  #>1 L ACHMENT 424




OPERATING and CAPITAL COSTS
per ADJUSTED PATIENT DAY

Provena Saint Joseph Medical Center
2012 Projection

$ 177,492,000

|
‘ ADJUSTED PATIENT DAYS:

$ 2518 70,470
| OPERATING COSTS
salaries & benefits $ 178,189,000
supplies $ 45164000
TOTAL $ 223,353,000
[Operating cost/adjusted patient day: $  3,169.49 |
CAPITAL COSTS
depreciation, amortization and interest $ 35,169,000
[Capital cost/adjusted patient day: $ 499.07 |
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Project Overview

Resurrection Health Care Corporation (“Resurrection”) and Provena Health (“Provena™)
propose a merging of the two systems that will better position the combined system’s
hospitals, long-term care facilities, outpatient centers and other programs and facilities to
continue to serve the patients and communities that have traditionally looked to those
facilities and programs for care. As explained below and throughout the application, this
system merger is intended to preserve access to Catholic health care; improve financial
viability; improve patient, employee, and medical staff satisfaction through a shared
culture and integrated leadership; and position the combined system for innovation and
adaptation under health care reform.

This Project Qverview supplements the Narrative Description provided in Section L3. of
the individual Certificate of Need applications filed to address the change of ownership
of each of the thirteen (13) hospitals, one (1) ambulatory surgical treatment center
(ASTC) and one (1) end stage renal dialysis (ESRD) facility currently owned or
controlled by either Provena or Resurrection; and highlights the overall features of the
proposed system merger.

Provena’s hospitals are located primarily in the communities to the west of Chicago and
in central Ilinois, and Resurrection’s hospitals are located in Chicago and communities
to the north of Chicago. None of either system’s hospital service areas overlap with those
of any hospitals in the other system. Therefore, the proposed merger will not result in
duplicative clinical services in any geographic area.

The proposed transaction would affect thirteen (13) hospitals, twenty-eight (28) long-
term care facilities, one (1) ASTC, one (1) ESRD facility, an expanding health science
university, six (6) home health agencies, and approximately fifty-eight (58) other
freestanding outpatient sites. Resurrection is the sole member of seven (7) of the
hospitals and Provena is the sole member of six (6) of the hospitals. The ASTC is a joint
venture in which Resurrection has “control” pursuant to the IHFSRB definition, and the
ESRD is a joint venture in which Provena has such “control”.

About Provena Health

Provena Health is a health care system that was established in 1997 through the merging
of the health care services of the Franciscan Sisters of the Sacred Heart, the Sisters of
Mercy of the Americas—Chicago Regional Community (now West Midwest
Community), and the Servants of the Holy Heart of Mary. These three congregations of
religious women are now the sponsors of Provena Health. The primary reason for the
formation of Provena Health was to strengthen the Catholic health ministry in Illinois,
which at the time of formation was a major goal of the late Joseph Cardinal Bernardin,
Archbishop of Chicago.

Today, Provena Health operates six acute care hospitals, twelve long-term care facilities,
four senior residential facilities and a variety of freestanding outpatient facilities and
programs.




About The Resurrection Health Care System

The Resurrection Health Care System grew from a single hospital, now known as
Resurrection Medical Center, established by the Sisters of the Resurrection in northwest
Chicago in the early 1950s. A second hospital, Our Lady of the Resurrection, was added
in 1988. During the period from late 1997 through 2001, six more hospitals joined the
Resurrection system. During the same period, eight Chicago area licensed long-term care
facilities, three retirement communities, a home care agency, an ambulatory surgery
center, and numerous freestanding outpatient facilities became part of Resurrection
Health Care System. The Resurrection system is co-sponsored by two congregations of
Catholic religious women, the Sisters of the Resurrection and the Sisters of the Holy
Family of Nazareth.

In 2010, following a thorough discernment process, and in response to an immediate need
to address financial concerns, Resurrection Health Care Corporation divested itself of two
hospitals, Westlake Hospital and West Suburban Medical Center (IHFSRB Permits 10-
013 and 10-014) to ensure that the two hospitals would be able to continue to serve their
communities.

Decision to Merge and Goals of the Merger

In late 2010, Provena and Resurrection leadership began discussions to explore the
potential benefits of a system merger. In addition to their clear misston compatibility, the
two systems share many similar priorities related to clinical integration, administrative
efficiencies and strategic vision. While their respective facilities are geographically
proximate, their markets do not overlap, providing opportunities to strengthen all
facilities through operational efficiencies and enhanced clinical collaborations.

This system merger decision was made in the larger context of a rapidly changing health
care delivery environment. Across the nation, hospitals and other health care providers
are addressing health care reform through various forms of integration and consolidation.
These actions are thought necessary to achieve improved quality of care, efficiency of
service delivery, and patient, medical staff, and employee satisfaction—all critical
components of future success.

For Catholic-sponsored health care providers, including Resurrection and Provena, these
adaptations to health care reform must be consistent with the mission and values inherent
in the religious sponsorship of health care providers. This particular merger would afford
Provena and Resurrection the opportunity to achieve essential systemic enhancements in
a mission-compatible manner.

The Provena and Resurrection systems have, since 2008, been equal partners in Alverno
Clinical Laboratories, LLC, which provides clinical pathology services to each of
Resurrection’s and Provena’s thirteen hospitals, as well as a variety of other facilities.




Structure of the Transaction and Commitments

Through the proposed transaction, the Resurrection and Provena systems will merge
through a common, not-for-profit, charitable “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). Both of the
current parent cntities wiil continue to exist and operate, and will continue to serve as the
direct parents of their respective subsidiary entities. It is the applicants’ expectation that,
for a minimum of two years, no Resurrection or Provena hospital or hospitals will be
eliminated or restructured in the course of the system merger, and no health care facilities
will require new or modified health facilities licenses as a result of the system merger. A
chart depicting this proposed merged structure is attached as Exhibit A. The executed
System Merger Agreement submitted with this application, provides detail regarding the
means by which the super parent will exercise unified corporate oversight for the
combined system.

A co-applicant in each Certificate of Need application is Cana Lakes Health Care, which
is an existing Ilinois not-for-profit corporation. The Cana Lakes corporation will be
reconstituted to serve as the super parent entity, through amendment of its corporate
documents to reflect unified governance and corporate oversight. The Bylaws of the
Super Parent will detail the composition of the Board of Directors; reserve powers of the
five (5) religious sponsors; and other governance matters typically addressed in such
documents. These Bylaws will be substantially in the form of an exhibit to the System
Merger Agreement.

The licensees of the individual hospitals, long-term care facilities and the ASTC will not
change. All of Resurrection’s clinical programs and all of Provena’s clinical programs
will be included in the new structure.

The health care facilities and services will continue to operate as Catholic facilities,
consistent with the care principles of the Ethical and Religious Directives for Catholic
Health Care Services. It is the expectation of the applicants that all major clinical
programs will be maintained for a minimum of two years, and each hospital will operate
with non-discrimination and charity care policies that are no more restrictive than those
currently in place.

The proposed transaction, while meeting the IHFSRB’s definition of a “change of
ownership” as the result of a new “super parent” entity, is a system merger through a
straight forward corporate reorganization, without any payment to Resurrection by
Provena, or to Provena by Resurrection. The only true costs associated with the
transaction are those costs associated with the transaction itself. The merger is being
entered into following thorough due diligence processes completed by both Provena and
Resurrection, as well as independent analyses commissioned by Resurrection and by
Provena.
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ARCHDIOCESE OF CHICAGO

OFFICE OF THE ARCHBISHOP March 17, 2011

Ms. Courtney Avery

Administrator

Illinois Health Facilities and Services Review Board
525 West Jefferson

Springfield, Illinois 62761

Dear Ms. Avery,

Resurrection Health Care Corporation and Provena Health have proposed a merging of
the two systems that will better position the combined system’s hospitals, long-term care
facilities, outpatient centers and other programs and facilities to continue to serve the patients
and communities that have traditionally looked to them for care. This system merger is intended
to improve the financial viability of both entities as well as enhance patient, employee and
medical staff satisfaction. Through a shared culture and integrated leadership, this merger would
also position the combined system for innovation and adaptation under health care reform.

The proposed merger will position Resurrection and Provena to strengthen and improve
access to Catholic health care in [llinocis. This has long been an area of great interest and concern
for me, and I am grateful for the willingness of two of our state’s premier Catholic providers to
collaborate in order to meet the current challenges in health care. As they do now, the combined
systems will operate without any restrictive admissions policies related to race, ethnic
background, religion, payment source, or any other factor. The new system will continue to
admit Medicare and Medicaid recipients and to care for those patients in need of charity care.

This proposed merger has my full support and I can assure you that both Resurrection
Health Care and Provena Health are working together collegially and in the best interests of their
communities to strengthen and improve access to high quality, hxghly accountable Catholic
heelth care in the State of Illinois.

Sincerely yours,

Francis Cardinal George, O.M.1.
Archbishop of Chicago

Archbishop Quigley Center * 835 North Rush Street * Chicago, IL 60611-2030 * 312-534-8230 * Fax: 312-534-6379
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Health Care®

Health

March 28, 2011

Ms. Courtney Avery, Administrator

Illinois Health Facilities and
Services Review Board

525 West Jefferson Street, 2™ Floor

Springfield, IL 62761

RE: Merger of Provena Health and Resurrection Health Care Corporation

Dear Ms. Avery:

We represent the five communities of women religious who seek the approval of the
Hlinois Health Facilities and Services Review Board to form a new Catholic health
system to serve the citizens of Illinois through a merger of Provena Health and
Resurrection Health Care Corporation.

As individual health systems, Provena Health and Resurrection Health Care have long
provided compassionate healing to those in need. In keeping with the true spirit of the
Sisters who came before us, ours have been ministries deeply focused on quality care for
all, regardless of one’s ability to pay.

Now, as we anticipate Health Reform and the sweeping changes that will transform the
delivery of care as we have come to know it, we are keenly aware that the key to
sustaining and growing our person-centered Mission lies in the strength of enduring
partnerships we forge today.

By coming together our two health systems would create the single largest Catholic
healthcare network in the State, spa.nmng 12 hospitals, 28 long-term care and senior
residential facilities, more than 50 primary and specialty care clinics and six home health
agencies, all serving adjacent, non-conflicting markets. A combined Provena Health and
Resurrection Health Care would also represent one of the State’s largest health systems,
with locations throughout Chicago, the suburbs of Des Plaines, Evanston, Aurora, Elgin,
Joliet and Kankakee, and Rockford, Urbana, Danville, and Avilla, Indiana, providing
services for patients and residents across the continuum through nearly 100 sites of care.




Rooted in the tradition of Catholic healthcare, the new system would be distinguished by
an ability to deliver quality care across the continuum from a broad and complementary
base of leading edge locations and physician networks. From a foundation steeped ma
shared heritage and set of values, the new system would give rise to an enormous
potential to truly improve the wellbeing of generations of Illinoisans to come.

With a dedicated and talented combined team of nearly 5,000 physicians, supported by
over 22,000 employees, the new system will play an important role in the economic
vitality of the communities in which we serve. Above all, our partnership will remain
true to the hallmarks of our Catholic identity: promoting and protecting the dignity of
every individual from conception to death, caring for the poor and vulnerable and
properly stewarding our precious people and financial resources.

A combined Provena Health and Resurrection Health Care will strengthen and expand
access to an exceptional tradition of quality care and service millions of Illinois residents
have come to know and depend upon for more than a century. On behalf of the women
religious whose communities are sponsoring the proposal before you, we request your
approval.

Gratefully,

/szﬁ %7—%‘4@‘%@/ 4 Q{@»@W)ﬁ.‘mwﬁ(

Sister Mary Elizabeth Imler, OSF Sister Patricia Ann Koschalke, CSFN

Chairperson Chairperson
Provena Health Member Body Resurrection Health Care Sponsorship Board




