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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW B -
APPLICATION FOR PERMIT %Dc E lVE D

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATIGIN 2 6 2011

Facility/Project Identification HEALTH FACILITIES &
Facility Name: FHN — Skilled Nursing Unit SERVICES REVIEW BOARD
Street Address: 1045 West Stephenson Street

City and Zip Code: Freeport 61032
County: Stephenson Health Service Area 001 Health Planning Area: B-02

Applicant /Co-Applicant Identification

Exact Legal Name:Freeport Memorial Hospital

Address: 1045 West Stephenson Street, Freeport, IL 61032
Name of Registered Agent: Michael C. Clark

Name of Chief Executive Officer: Michael Perry, M.D.

CEO Address: 1045 West Stephenson Street, Freeport, IL 61032
Telephone Number: 815-589-6458

Type of Ownership of Applicant/Co-Applicant

X Non-profit Corporation O Partnership
] For-profit Corporation U] Governmental
O Limited Liability Company 1 Sole Proprietorship OJ 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.

Refer to Attachment 1

Primary Contact

Name: Michael Perry, M.D.
Titie: President/CEQ
Company Name: FHN
Address: 1045 W. Stephenson Street, Freeport, IL 61032
Telephone Number; 815-599-6458

E-mail Address: mperry@fhn.org
Fax Number; 815-599-6868
Additional Contact

Name: Nancy Cutler
Title; Vice President of Patient Services & CNO

Company Name: FHN

Address: 1045 West Stephenson Street, Freepori, IL 61032
Telephone Number: 815-589-6335
E-mail Address: neutler@fhn.org
Fax Number: 815-593-6868




Post Permit Contact

Name: Sharon Summers

Title: COO

Company Name: FHN

Address: 1045 West Stephenson Street, Freeport, IL 61032

Telephone Number: 815-599-6151

E-mail Address: ssummers@fhn.org

Fax Number; 815-599-6868

Site Ownership

Exact Legal Name of Site Owner: Freeport Regional Healthcare Foundation

Address of Site Owner: 1045 West Stephenson Street, Freeport, IL 61032

Street Address or Legal Description of Site:

Refer to Attachment 2

Operating Identity/Licensee

Exact Legal Name: Freeport Memorial Hospita

Address: 1045 West Stephenson Street, Freeport, IL 61032

O

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

Corporations and limited liability companies must provide an lllinois Certificate of Good Standing.
Partnerships must provide the name of the state in which organized and the name and address of
each partner specifying whether each is a general or limited partner.

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

ownership.

Refer to Attachment 3

Organizational Relationships

Refer to Attachment 4 — Organizational Chart for Freeport Regional Healthcare Foundation




Flood Plain Requirements

Not applicabte for the discontinuation of a category of service.

Historic Resources Preservation Act Requirements

Not applicable for the discontinuation of a category of service.

DESCRIPTION OF PROJECT

1. Project Classification

Part 1110 Classification:
I Substantive

ﬂ Non-substantive

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

)E_ Part 1120 Not Applicable
{1 Category A Praject
{1 category B Project
] DHS or DVA Project




2. Narrative Description

This application is for a non-substantive project review for the discontinuation of a category of service. The
discontinuation of 26 beds inventoried by IDPH as General Long-Term Care. This project has no projecled cost and
therefore Part 1120 is not applicable for this reason.




Project Costs and Sources of Funds

Project Costs and Sources of Funds

USE OF FUNDS CLINICAL NONCLINICAL TOTAL

Preplanning Costs -0- -0- -0-
Site Survey and Soil Investigation -0- -0- -0-
Site Preparation -0- -0- -0-
Off Site Wark -0- -0- -0-
New Construction Contracts -0- -0- -0-
Modernization Contracts -0- -0- -0-
Contingencies -0- -0- -0-
Architectural/Engineering Fees -0- -0- -0-
Consulting and Other Fees -0- -0- -0-
Movable or Other Equipment (not in construction 0 -0- -0-
contracts)
Bond Issuance Expense {project related) -0- -0- -0-
Net Interest Expense During Construction (project -0- -0- -0-
related)
Fair Market Value of Leased Space or Equipment -0- -0- -0-
Other Costs To Be Capitalized -0- -0- -0-
Acquisition of Building or Other Property (excluding 0 -0- -0-
land})
TOTAL USES OF FUNDS -0- -0- -0-

SOURCE OF FUNDS CLINICAL NONCLINICAL TOTAL
Cash and Securities -0- -0- -0-
Pledges -0- -0- -0-
Gifts and Beguests -0- -0- -0-
Bond Issues (project related) -0- -0- -0-
Mortgages -0- -0- -0-
lLeases (fair market value) -0- -0- -0-
Governmental Appropriations -0- -0- -0-
Grants -0- -0- -0-
Other Funds and Sources -0- -0- -0-
TOTAL SOURCES OF FUNDS -0- -0- -0-

Refer to Attachment 7
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Related Project Costs

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

The project involves the establishment of a new facility or a new category of service
[ Yes & No

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

Estimated start-up costs and operating deficit cost is $

Project Status and Completion Schedules
indicate the stage of the project’s architectural drawings:

)E\None or not applicable (] Preliminary
[ Schematics [] Final Working

Anticipated project completion date (refer to Part 1130.140):

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

[] Purchase orders, leases or contracts pertaining to the project have been executed.
] Project obligation is contingent upon permit issuance. Provide a copy of the
contingent “certification of obligation” document, highlighting any language related to
CON Contingencies

[C] Project obligation will occur after permit issuance.

Refer to Attachment 8 — Not Applicable

State Agency Submittals

Are the following submittals up to date as applicable:
Cancer Registry
APORS
All formal document requests such as IDPH Questionnaires and Annual Bed Reports been
submitted
N/A [] All reports regarding outstanding permits - No outstanding permits exist




Cost Space Requirements

Gross Square Feet Amount of Propose_clilhTotal. Gross Square Feet
at Is:
Dept. / Area Cost Existing | Proposed Cr:f::t. Modernized | Asls V;;:zid
REVIEWABLE -0-
Medical Surgical -0-
Intensive Care -0-
Diagnostic -0-
Radiology
MRI -0-
Total Clinical -0- 10,300 10,300
-0-
NON -0-
REVIEWABLE
Administrative -0-
Parking -0-
Gift Shop -0-
-0-
Total Non-clinical -0- 3,800 3,800
TOTAL 14,100 14,100

Refer to Attachment 9-




Facility Bed Capacity and Utilization

FACILITY NAME: Freeport Memorial Hospital

CITY: Freeport

REPORTING PERIOD DATES:

From:

01/01/10

to: 12/3110

Category of Service

Authorized
Beds

Admissions

Patient Days

Bed
Changes

Proposed
Beds

Medical/Surgical

109

5,620

17,206

109

Obstetrics

14

563

1,162

14

Pediatrics

15

356

679

15

Intensive Care

18

457

1,454

18

Comprehensive Physical
Rehabilitation

Acute/Chronic Mental lliness

Neonatal Intensive Care

General Long Term Care

26

440

5,729

26

Specialized Long Term Care

Long Term Acute Care

Othegr {{id@ntify), *~ " ".a 7 3w -

TOTALS:

S 172




CERTIFICATION

*

This Application for Permit is filed on the behalf of _Freeport Memorial Hospital
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 ¢ SIGNATURE
__Mike Perry Gary Quinn
PRINTED NAME PRINTED NAME
__President/CEC Chairman of the Board
PRINTED TITLE PRINTED TITLE
Notarization: Notarization:

Subscrihed and swarn to before me Subscribed and sworp to befere me
this 201N day of Qu%; this &0 M day of %

200 JoanSs U
.Signature gf Notary Sign@re of Notary

Seal Seal




SECTION . DISCONTINUATION

Criterion 1110.130 - Discontinuation

GENERAL INFORMATION REQUIREMENTS

1.

This is a non-substantive request to discontinue the category of Skilled Nursing Services and the
decertification of 26 General Long Term Care Beds at FHN Memorial Hospital, Freeport, lilinois
61032,

Clinical services that are projected to be discontinued as a resuit of discontinuation of the Skilled
Nursing Unit include Physical therapy, Occupational therapy and Speech therapy specific to the
Skilled Unit.

Specific activities coordinated by the activities director will also be discontinued on this unit.

The anticipated date of discontinuation for the Skilled Nursing Unit will occur when the Health
Facilities Planning Board issues the permit for discontinuation of services. This is projected to be
sometime in October following the HFSREB meeting.

At this time, there are no immediate plans for the use of the physical plant vacated by the skilled
nursing unit. There is a possibility of utilizing the rooms for medical/surgical patients in the future as a
means to convert semi-private rooms to private rooms throughout the Hospital.

All medical records are currently integrated with the other Hospital medical records and will be kept
the required 7 years per policy.

All questionnaires and data required by HFSRB or DPH will be provided through the date of
discontinuation, and required information will be submitted no later than 60 days following the date of
discontinuation.

REASONS FOR DISCONTINUATION

1.

The past several years have demonstrated a decline in demand for Skilled Nursing Services at FHN.
At one time, census exceeded 35 patients per day with a length of stay greater than 16 days.
However, over the past several years census has declined to the current average daily census of
11.9 with a length of stay of 13 days. Data below demonstrates the past three years of volume:

2008 2009 2010 2011
Avg. Census 14.5 15.1 14.9 11.9
Avg. Pt. Stay 11.9 10.9 11 13.2

The service is not economically feasible and continuation impairs the facility's financial viability.
Below demonstrates the previous three years of financial data:

2008 2009 2010
SNF Net Revenue 2,350,593 2,254,066 2,225,510
SNF Expenses 2,860,872 2,914,686 2,850,110
SNF Net Operating Loss (635,362) (660.,620) (499,517)




IMPACT ON ACCESS

There are currently twenty-one (21) Long Term Care facilities offering Skilled Nursing within a 45 minute
travel time within the FHN Service Area. This represents approximately 2033 Skiiled Nursing beds within
the 45 minute travel distance.

The following facilities received the attached written request for an impact staterment:
« Freeport Rehabilitation and Heaith Care Center, 900 s. Kiwanis Or. Freeport, Ii

Good Samaritan Nursing Home, 1006 N Lowden Rd. Mt Carroll, Il

Lena Living Center, 1010 s. Logan, Lena, lllinois

Medina Nursing Center, 402 s. Center, Durand llinois _

Monroe manor Nursing and Rehab Center, 516 26" Ave, Monroe, Wisconsin 53566

Stockton health Center, Stockton, Il 61085

Oregon heaithcare Center 811 S. 10", Oregon, Il 61061

Parkview Home, 1234 S. Park Blvd, Freepor, Il 61032

Pine Crest Manor 414 South Wesley Ave. Mt. Morris, 1 61054

Polo Rehabilitation and Health Care Center 701 e. Buffalo, Poio, 11 61064

Provena St Joseph Center 659 Jefferson Freeport, Il. 61032

Stephenson Nursing Center 2946 SD. Walnut Rd. Freeport, 1161032

Woods Crossing 401 23" St. Broadhead, Wisconsin 53520

P A Peterson Center, Rockford, lNlingis

Willows Hearth Center, Rockford, Illinois

Rockford Nursing and Rehabilitation, Rockford, I1.

River Bluff, Rockford, lllinois

Alden Park Strathmoor, Rockford, lllinois

Alden Alma Nelson Manor, Rockford, Hllinois

Amberwood Care Center, Rockford, lllinois

Rosewood Care Center, Rockford, llinois

Responses from these centers will be forwarded to the Heaith Facilities Planning Board when they are
received.

Refer to Attachment 10




X1 Safety Net Impact Statement

Refer to Attachment 43.

Xil. Charity Care Information

Refer to Attachment 44
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To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do

hereby certify that

FREEPORT MEMORIAL HOSPITAL, A DOMESTIC CORPORATION, INCORPORATED
UNDER THE LAWS OF THIS STATE ON JUNE 10, 1938, 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 DOMESTI
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 18TH -

dayof  JULY AD. 2011
& M P
Authenticate at h_ttp:ﬂww.cybarﬁﬁval[ﬁnais.oom SECAETARY OF







Internal Revenue Service : Department of the Treasury
District Director

Date: - 2 4 JUL 1985 ‘ Employer.ldentiﬂcatiuﬁ Nﬁmber: 3613250904
Accounting Period Ending: July 31
Form 990 Required: Yes [ No

> Freeport Health Care Foundation Person to Contact: A, Bucek

1045 West Stephenson Street

Freeport, IL 61032 Contact Telephone Number: 312-886-1278

Dear Applicant:

Based on information supplied, and assuming your operations will be as stated
in your application for recognition of exemption, we have determined you are exempt
from Federal income tax under section 501(c)(3) of the Internal Revenue Code.

We have further determined that you are not a private foundation within the
meaning of section 509 (a) of the Code, because you are an organization described in
section 509 (a)(3).

If your sources of support, or your purposes, cheracter, or method of operation
change, please let us know sa we can consider the effect of the change on your
exempt status and foundatisn status. Also, you should inform us of all changes in
your name or address.

As of January 1, 1984, you are liable for taxes under the Federal Insurance
Contributions Act(social security taxes) on remuneration of $100 or more you pay to
each of your employees during a calendar year. You are not liable for the tax
imposed under the Federal Unemployment Tax Act (FUTA).

Since you are not a private foundation, you are:not subject to the execise taxes
under Chapter 42 of the Code. However, you are not automatically exempt from other
Federal excise taxes. If you have any guestions.about excise, employment, or other
Federal taxes, please let us know.

Donors may deduct contributions ito you as provided in section 170 of the Code.
Bequests, legacies, devises, transfers, or gifts 1o you or for your use are
deductible for Federal estate and gift tax purposes if they meet the applicable
provisions of sections 2055, 2106, and 2522 of the Code.

The box checked in the heading of this letter shows whether you must file Form
990, Return of Organization Exempt from Income Tax. If Yes is checked, you are
required to file Form 9390 only if vour gross receipts sach year ars normally mors
than $25,000. If a return is required, it must be filed by the 15th day of the fifth
month after the end of your annual accounting period. The law imposes a penalty of
$10 a day, up to a maximum of $5,000, when a return is filed late, unless there

is reasonahble cause for the delay.
?aée‘_":”’ o Aﬂc«_c}:fmc’nf b8

kptfEr 947 (DO) (Rev. 10—-83)J




You are not required to file Federal income tax returns unless you are subjésﬁﬁéf-iil“:
to the tax on unrelated business income under sSection 511 of the Code. If you.are ey
subject to this tax, you must. file an income tax return on Form 990-T, Exempt )
Organization Business Income Tax Return. In this letter, we are not determining L
whether any of your present or proposed activities are unrelated trade or business 2
‘ns. defitned in section 513 of the Code. s y

_ You need -an employer 1dentificat10n number even if you have no emplovees. If an
employer identification number was not entered on your application, & number will be
assigned to you and you will be advised of it. Plsase use that number on all returns
you file and 1n all correspondence with the Internal Revenue Serv1ce.

‘ ,,@_ S T e
Because thlS letter could help resoelve any questions about your’ exempt status Ly
and foundation status, you should keep it in your permanent records. B e et

If you have any questions, please contact the person whose name and teiebhoné
number are shown in the heading of this letter.

Sincerely yours,

RS

-District Director

" -
i

Page 1T C Atlachment 2

Letter 947(D0) (Rev. 10-83)




File Number 2569-316-7

To all to whom these Presents Shall Come, Greeting:

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

FREEPORT MEMORIAL HOSPITAL, A DOMESTIC CORPORATION, INCORPORATED
UNDER THE LAWS OF THIS STATE ON JUNE 10, 1338, 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 18TH -
dayof - JULY  AD. 2011

& Wil N o
Adthenticate at: h‘!tp.!!www.cyberdnvezilmoxs.com SECRETARY OF

?a 3& ] ‘Z ‘. | Aﬁachmen‘f 3 |
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Project Costs and Sources of Funds

There are no project costs or sources of funds related to this application for discontinuation for category
of service.

| Page 20
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Project Status and Completion Schedules

There are no project expenditures or obligations for an application for discontinuation of this category
of service.

Page 21

Attachment 8




Cost Space Requirements

The DGSF of the discontinued category of service is 14,100. There have been preliminary discussions to
utilize some of the vacated space as Medical Surgical beds in order to create all private rooms within
FHN Memorial Hospital. No decisions have been made to move forward. No DGSF has been discussed

or determined related to this potential use of the vacated space.

Page 22

Attachment 8




\/
AN FHN

July 19, 2011

SAMPLE

Dear Nursing Home Administrator:

FHN Memorial Hospital is in the process of completing a Certificate of Need application for the
Ilinois Health Facilities Planning Board to discontinue its Skilled Nursing Unit/Services. FHN
has experienced reduced demand for Skilled Nursing services over the past several years and has
made the decision to discontinue the services given the adequate capacity to deliver Skilled Care
in the communities we serve.

One of the Health Facilities Planning Board requirements is documentation from all facilities
within 45 minutes travel time quantifying the impact of our proposal on discontinuing this
service. Specifically, we need a letter from your facility stating the number of skilled beds at
your facility and any negative impact of our proposal on your existing capacity to provide
Skilled Nursing Care.

FHN’s Skilled Nursing Unit had 440 admissions and 5,727 patient days in 2010; 442 admissions
and 6,404 patient days in 2009; and 199 admissions and 2,589 patient days year-to-date. Please
indicate if your facility will have the capacity to accommodate any and/or all of future skilled
nursing demand for service once FHN closes its unit and/or if any restrictions or limitations
would preclude providing service to residents in the FHN market area.

We anticipate the discontinuation of Skilled Nursing Services once the Health Facilities Planning
Board issues a permit. The Health Facilities Planning Board meets in early October.

Thank you in advance for providing the information necessary to complete our application. If
you have any questions or need additional information, please do not hesitate to contact me at
599-6151. We would appreciate a reply as early as possible.

Sincerely,

Sharon Summers
Executive Vice President/Chief Operating Officer

?ﬁ 3= — Attachment (O

1045 West Stephenson Street, Freeport, IL 61032
Phone: 815-599-6000 Toll Free: §00-747-4131
Website: www fhn.org
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. lJuL 2 5 201
Lmecrest W
Community

July 21, 2011

Sharon Summers

‘ Executive Vice President/Chief Operating Officer
FHN Memorial Hospital

1045 West Stephenson Street

Freeport, IL 61032

Dear Ms. Summers,

Thank you for your letter dated July 19, 2011 informing Pinecrest Community of FHN Memorial
Hospital’s Certificate of Need application with the Illinois Health Facilities Planning Board to
discontinue its Skilled Nursing Unit/Services. We do not anticipate any negative impact on our
existing capacity to provide Skilled Nursing Care as a result of your proposal.

Pinecrest Manor is licensed for 57 skilled beds and 68 intermediate beds. Seven of our skilled
beds are located within our specialized Alzheimer’s and dementia unit and fourteen skilled beds
are located on our short term rehab wing. We anticipate that we would be in a position to accept
additional referrals to our nursing facility that might result from the closing of FHN Memorial
Hospital’s Skilled Nursing Unit/Services.

If you have any questions or need additional information, please do not hesitate to contact me at
‘ 815-734-4103.

Tl it

Ferol J. Labash

Chief Executive Officer
|
|

414 5. Wcs|c3 Ave. ¢ Mt. Morris ¢ linois ¢ 61054 ¢ 815-734-410% & fax 815-734-7518

www.Pinccrcstcommunitg.org
e 30
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859 E. Jefferson St
Freeport, IL 61032
815 232-6181 Tat
B15 232:6143 =ax

N\
ZiN PROVENA

St. Joseph Center

July 21, 2011

Sharon Summers

FHN Memorial Hospital
1045 West Stephenson Street
Freeport, iL 61032

Dear Sharon,

Provena St. Joseph Center has 120 Medicare certified beds and is operating with only.an
average daily census of 18 Medicare. There is currently a project underway at the
ministry for an addition of 16 private Medicare rooms along with the conversion of 14
current semi-private rooms. This will significantly expand the access to private rooms for
short stay Medicare rehab and nursing in the commumnity.

Please let me know if you require any additional information or have any questions,

Sincerely,

Michelle Lindeman
Administrator

Pé})e Sl A chwent-1D




fte/oée/rmr Nursing Center

2946 South Walnut Street « Freeport, Hlinois 61032

July 22, 2011

Sharon Stone

Executive Vice President/Chief Operating Officer
1045 West Stephenson Street

Freeport, lllinois 61032

Dear Sharon:

It is with deep regret that FHN Skilled Nursing Services will be discontinuing its service. FHN Skilled
Nursing Unit/Service has been the cornerstone to every nursing home in the Stephenson County area.
Due to the influx of assisted living, home health care services and supportive living facilities, long term
care facilities have also suffered a reduction in admissions. Stephenson Nursing Center continues to
strive due to your Skilled Nursing Services’ support. If the service discontinues, it would limit our
admission efforts.

Two years ago we got dually certified for Medicare/Medicaid beds. However, we have 44 beds that we
have set aside for skilled Medicare admissions only. We currently have registered nurses on all three
shifts to address skill care needs. In addition, because of your proposal, | am being proactive and will be
providing in-service training for our register nurses to refresh their skills on services such as, IV, TPN and
Tracheotomy. As you well know, these are services we currently depend on FHN Skilled Nursing Services
to provide.

Thank you for sharing this information with me. Of course | wish you all the best. Please do not hesitate
to contact me if you have any questions.

Sincerely,

Y W}
barnel! Fortney, LHNA
SNC Administrator

032 Hhchwent-10
& We Care

Telephone: 815/235-6173 « Fax: 815/235-9633
E-mail: snc@co.stephenson.it.us = Web Address: www.co stephenson il.us/nursing/




Documentation for Safety Net Impact Statement

Discontinuation of the General Long Term Nursing Care category of service at Freeport Memorial
Hospital in Freeport, IL will not have a material impact on the safety net services in the community.

Freeport Memorial Hospital will remain able to provide safety net services for these patients.

Freeport Memorial Hospital certifies that the table below summarizes Safety Net Information per PA-96-

0031 for the general Long Term Care category of service.

Safety Net Information per PA 96-0031
CHARITY CARE
Year Year Year
Charity (# of patients) 2010 2009 2008
Inpatient 4 5 1
Outpatient 0 0 0
Total 4 5 1
Charity (cost In dollars)
Inpatient 281,233 80,339 22,285
Outpatient 0 0 0
Total 281,233 80,339 22,285
MEDICAID
Year Year Year
Medicaid (# of patients) 2010 2009 2008
Inpatient 24 17 13
Outpatient o} 0 0
Total 24 17 13
Medicaid (revenue)
Inpatient 96,134 95,832 32,210
CQutpatient 0 0 0
Total 96,134 95,832 32,210
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Documentation of Charity Care Information

The table below summarizes Charity Care provided by Freeport Memorial Hospital and Freeport
Memorial Hospital — Skilled Nursing as outlined in 20 [LCS 3960/3.

CHARITY CARE
Year Year Year
2010 2009 2008
Net Patient Revenue 117,647,600 118,198,181 122,492,847
Amount of Charity Care {charges) 6,339,171 5,575,587 4,668,770
Cost of Charity Care 2,001,573 1,976,540 1,654,374
Page 34
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