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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD                            
DISCONTINUATION APPLICATION FOR EXEMPTION 

 
SECTION I.  IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION 
 
Facility/Project Identification 

Facility Name: Swedish Covenant Health d/b/a Swedish Hospital 
Street Address:5145 N. California Avenue   
City and Zip Code: Chicago 60625 
County: Cook                                        Health Service  Area        6     Health Planning Area:  01 

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

Exact Legal Name: Swedish Covenant Health 
Street Address: 5145 N. California Avenue   
City and Zip Code: Chicago 60625 
Name of Registered Agent:  Anthony Guaccio 
Registered Agent Street Address: 5145 N. California Avenue   
Registered Agent City and Zip Code: Chicago 60625 
Name of Chief Executive Officer: Anthony Guaccio 
CEO Street Address: 5145 N. California Avenue   
CEO City and Zip Code: Chicago 60625 
CEO Telephone Number:773-878-5370 

 
Type of Ownership of Applicants 

 
 Non-profit Corporation                Partnership 
 For-profit Corporation    Governmental 
 Limited Liability Company   Sole Proprietorship  

 Other 
 

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

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

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

 
Primary Contact [Person to receive ALL correspondence or inquiries] 

Name:  Saliba Kokaly 
Title: Vice President - Operations 
Company Name: Swedish Covenant Health 
Address: 5145 N. California Avenue  Chicago, Illinois 60625   
Telephone Number:773-293-4000 / Cell  773-203-9710 
E-mail Address: skokaly@schosp.org 
Fax Number:  773-728-6066 
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD                            

DISCONTINUATION APPLICATION FOR EXEMPTION 
 

SECTION I.  IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION 
 
Facility/Project Identification 

Facility Name: Swedish Covenant Health d/b/a Swedish Hospital 
Street Address:5145 N. California Avenue   
City and Zip Code: Chicago 60625 
County: Cook                                        Health Service  Area        6     Health Planning Area:  01 

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

Exact Legal Name: NorthShore University HealthSystem 
Street Address: 1301 Central Street   
City and Zip Code: Evanston 60201 
Name of Registered Agent:  Kristen Murtos 
Registered Agent Street Address: 1301 Central Street  
Registered Agent City and Zip Code: Evanston 60201 
Name of Chief Executive Officer: Gerald “J.P.” Gallagher 
CEO Street Address: 1301 Central Street   
CEO City and Zip Code: Evanston 60201 
CEO Telephone Number: (847) 570-2000 

 
Type of Ownership of Applicants 

 
 Non-profit Corporation                Partnership 
 For-profit Corporation    Governmental 
 Limited Liability Company   Sole Proprietorship  

 Other 
 

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

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

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

 
Primary Contact [Person to receive ALL correspondence or inquiries] 

Name:  Saliba Kokaly 
Title: Vice President - Operations 
Company Name: Swedish Covenant Health 
Address: 5145 N. California Avenue  Chicago, Illinois 60625   
Telephone Number:773-293-4000 / Cell  773-203-9710 
E-mail Address: skokaly@schosp.org 
Fax Number:  773-728-6066 
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Additional Contact [Person who is also authorized to discuss the application for 
exemption] 

Name: Janet Scheuerman 
Title: Consultant  
Company Name: PRISM Healthcare Consulting 
Address: 1808 Woodmere Drive Valparaiso, IN 
Telephone Number:219-464-3969 
E-mail Address: Janet.Scheuerman@outlook.com 
Fax Number: 219-464-0027 

 
Post Exemption Contact 
[Person to receive all correspondence subsequent to exemption issuance-THIS 
PERSON MUST BE EMPLOYED BY THE LICENSED HEALTH CARE FACILITY AS 
DEFINED AT 20 ILCS 3960] 

Name:  Saliba Kokaly 
Title: Vice President - Operations 
Company Name: Swedish Covenant Health 
Address: 5145 N. California Avenue  Chicago, Illinois 60625   
Telephone Number:773-293-4000 / Cell  773-203-9710 
E-mail Address: skokaly@schosp.org 
Fax Number:  773-728-6066 

Site Ownership  
[Provide this information for each applicable site] 

Exact Legal Name of Site Owner: Swedish Covenant Health 
Address of Site Owner:  5145 N. California Avenue  Chicago, Illinois 60625 
Street Address or Legal Description of the Site: 
Proof of ownership or control of the site is to be provided as Attachment 2.  Examples of proof 
of ownership are property tax statements, tax assessor’s documentation, deed, notarized 
statement of the corporation attesting to ownership, an option to lease, a letter of intent to 
lease, or a lease. 
 
APPEND DOCUMENTATION AS ATTACHMENT 2, IN NUMERIC SEQUENTIAL ORDER AFTER 
THE LAST PAGE OF THE APPLICATION FORM. 

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

Exact Legal Name: Swedish Covenant Health 
Address: 5145 N. California Avenue  Chicago, Illinois 60625   
 

 Non-profit Corporation        Partnership 
 For-profit Corporation    Governmental 
 Limited Liability Company   Sole Proprietorship  

 Other 
 

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

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

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

APPEND DOCUMENTATION AS ATTACHMENT 3, IN NUMERIC SEQUENTIAL ORDER AFTER 
THE LAST PAGE OF THE APPLICATION FORM. 
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Additional Contact [Person who is also authorized to discuss the application for 
exemption] 

Name: Janet Scheuerman 
Title: Consultant  
Company Name: PRISM Healthcare Consulting 
Address: 1808 Woodmere Drive Valparaiso, IN 
Telephone Number:219-464-3969 
E-mail Address: Janet.Scheuerman@outlook.com 
Fax Number: 219-464-0027 

 
Post Exemption Contact 
[Person to receive all correspondence subsequent to exemption issuance-THIS 
PERSON MUST BE EMPLOYED BY THE LICENSED HEALTH CARE FACILITY AS 
DEFINED AT 20 ILCS 3960] 

Name:  Saliba Kokaly 
Title: Vice President - Operations 
Company Name: Swedish Covenant Health 
Address: 5145 N. California Avenue  Chicago, Illinois 60625   
Telephone Number:773-293-4000 / Cell  773-203-9710 
E-mail Address: skokaly@schosp.org 
Fax Number:  773-728-6066 

Site Ownership  
[Provide this information for each applicable site] 

Exact Legal Name: Swedish Covenant Health 
Address: 5145 N. California Avenue  Chicago, Illinois 60625   
Street Address or Legal Description of the Site: 
Proof of ownership or control of the site is to be provided as Attachment 2.  Examples of proof 
of ownership are property tax statements, tax assessor’s documentation, deed, notarized 
statement of the corporation attesting to ownership, an option to lease, a letter of intent to 
lease, or a lease. 
 
APPEND DOCUMENTATION AS ATTACHMENT 2, IN NUMERIC SEQUENTIAL ORDER AFTER 
THE LAST PAGE OF THE APPLICATION FORM. 

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

Exact Legal Name: Swedish Covenant Health 
Address: 5145 N. California Avenue  Chicago, Illinois 60625   
 

 Non-profit Corporation        Partnership 
 For-profit Corporation    Governmental 
 Limited Liability Company   Sole Proprietorship  

 Other 
 

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

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

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

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

Provide (for each applicant) an organizational chart containing the name and relationship of any person 
or entity who is related (as defined in Part 1130.140).  If the related person or entity is participating in 
the development or funding of the project, describe the interest and the amount and type of any 
financial contribution. 
 
APPEND DOCUMENTATION AS ATTACHMENT 4, IN NUMERIC SEQUENTIAL ORDER AFTER 
THE LAST PAGE OF THE APPLICATION FORM. 
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 Narrative Description 

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

 

Swedish Covenant Health d/b/a Swedish Hospital (the “Hospital”) plans to 
discontinue the existing 10-room/18-bed Long-Term Care (LTC) category of 
service and the 18 LTC designated beds located therein.   

The diagram on the following page outlines the relative locations of the transitioned 

Long-Term Care unit (Block 1) and the unchanged, adjacent 17- bed medical 

surgical unit. (Block 2). The number of license medical-surgical beds at Swedish 

Hospital will remain at 188 at the conclusion of this project. 

According to Section 1110.20 (c) (1) (B) (ii) of the HFSRB rules, the proposed 

project is classified as a substantive project because it involves “the discontinuation 

of a category of service within an existing facility.” 

The total filing fee for this application was mailed to the IHFSRB on August 12, 

2020. 
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Units Affected by the Discontinuation of the LTC Beds  
and Rearrangement of Medical Surgical Beds  
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Project Status and Completion Schedules  

Outstanding Permits: Does the facility have any projects for which the State Board issued a permit 
that is not complete?  Yes __  No  X    If yes, indicate the projects by project number and whether the 
project will be complete when the exemption that is the subject of this application is complete.  
 
        ______________________________________________________________________________ 
 
        ______________________________________________________________________________ 
 
        ______________________________________________________________________________ 
 
        ______________________________________________________________________________ 
 
        ______________________________________________________________________________ 
 
 
Anticipated exemption completion date (refer to Part 1130.570): ___October 31, 2020________  
 

 
 
 
State Agency Submittals [Section 1130.620(c)] 

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 
 All reports regarding outstanding permits  

Failure to be up to date with these requirements will result in the Application being deemed 
incomplete. 

 
All of the above listed submittals are as up to date as possible. 
 

#E-044-20
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CERTIFICATION 

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

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

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

 
o in the case of a partnership, two of its general partners (or the sole general partner, when two 

or more general partners do not exist); 
 

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

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

 
 
This Application is filed on the behalf of __Swedish Covenant Health d/b/a Swedish Hospital    
in accordance with the requirements and procedures of the Illinois Health Facilities Planning 
Act.  The undersigned certifies that he or she has the authority to execute and file this 
Application on behalf of the applicant entity.  The undersigned further certifies that the data and 
information provided herein, and appended hereto, are complete and correct to the best of his 
or her knowledge and belief.  The undersigned also certifies that the fee required for this 
application is sent herewith or will be paid upon request. 
 
 
_____________________________________           _____________________________________ 
SIGNATURE                                                                SIGNATURE 
 
Anthony Guaccio______________________          __Tom Garvey_________________________ 
PRINTED NAME                                                          PRINTED NAME 
 
_President and CEO___________________            Senior Vice President and CFO__________ 
PRINTED TITLE                                                           PRINTED TITLE 
 
 
Notarization:                                                                 Notarization: 
Subscribed and sworn to before me                             Subscribed and sworn to before me 
this _____ day of ________________                         this _____ day of ________________  
 
______________________________                          ______________________________ 
Signature of Notary                                                       Signature of Notary  
 
Seal                                                                               Seal 
 
 
 
*Insert the EXACT legal name of the applicant 

#E-044-20
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CERTIFICATION           TO BE UPDATED WITH SIGNED COPY 

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

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

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

 
o in the case of a partnership, two of its general partners (or the sole general partner, when two 

or more general partners do not exist); 
 

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

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

 
 
This Application is filed on the behalf of __NorthShore University HealthSystem                           
in accordance with the requirements and procedures of the Illinois Health Facilities Planning 
Act.  The undersigned certifies that he or she has the authority to execute and file this 
Application on behalf of the applicant entity.  The undersigned further certifies that the data and 
information provided herein, and appended hereto, are complete and correct to the best of his 
or her knowledge and belief.  The undersigned also certifies that the fee required for this 
application is sent herewith or will be paid upon request. 
 
 
_____________________________________           _____________________________________ 
SIGNATURE                                                                SIGNATURE 
 
 
  ____________________                                         __                       _________________________ 
PRINTED NAME                                                          PRINTED NAME 
 
_                                 ___________________                                                                                        
PRINTED TITLE                                                           PRINTED TITLE 
 
 
Notarization:                                                                 Notarization: 
Subscribed and sworn to before me                             Subscribed and sworn to before me 
this _____ day of ________________                         this _____ day of ________________  
 
______________________________                          ______________________________ 
Signature of Notary                                                       Signature of Notary  
 
Seal                                                                               Seal 
 
 
 
*Insert the EXACT legal name of the applicant 
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SECTION II.  DISCONTINUATION 
 
Type of Discontinuation 
 

                                                                 
        Discontinuation of a single category of service 

 
 
 

 
Criterion 1130.525 and 1110.290 - Discontinuation 
 
READ THE REVIEW CRITERION and provide the following information: 

GENERAL INFORMATION REQUIREMENTS 
 

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

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

3. Provide the anticipated date of discontinuation for each identified service. 
 

4. Provide the anticipated use of the physical plant and equipment after the discontinuation occurs. 
 

5. Provide attestation that the facility provided the required notice of the category of service closure 
to local media that the health care facility would routinely notify about facility events.  The 
supporting documentation shall include a copy of the notice, the name of the local media outlet, 
the date the notice was given, and the result of the notice, e.g., number of times broadcasted, 
written, or published.  Only notice that is given to a local television station, local radio station, or 
local newspaper will be accepted. 

 
 
APPEND DOCUMENTATION AS ATTACHMENT 5, IN NUMERIC SEQUENTIAL ORDER AFTER 
THE LAST PAGE OF THE APPLICATION FORM.  
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REASONS FOR DISCONTINUATION 
 
The applicant shall state the reasons for the discontinuation and provide data that verifies the need for 
the proposed action.  See criterion 1110.130(b) for examples.   
 
APPEND DOCUMENTATION AS ATTACHMENT 6, IN NUMERIC SEQUENTIAL ORDER AFTER 
THE LAST PAGE OF THE APPLICATION FORM.  

 
 
 
 

IMPACT ON ACCESS 
 

1. Document whether or not the discontinuation will have an adverse effect upon access to care 
for residents of the facility’s market area. 

 
2. Provide copies of notification letters sent to other resources or health care facilities that provide 

the same services as those proposed for discontinuation.  The notification letter must include at 
least the anticipated date of discontinuation and the total number of patients that received care 
or the number of treatments provided during the latest 24 months. 

 
 

 
APPEND DOCUMENTATION AS ATTACHMENT 7, IN NUMERIC SEQUENTIAL ORDER AFTER 
THE LAST PAGE OF THE APPLICATION FORM.  
 

 

#E-044-20



 

LTC Discontinuation    
Swedish Hospital   
9/19/2020 11:15 AM 

 
Page 11 

 
  

SECTION III.  BACKGROUND  
 
 
READ THE REVIEW CRITERION and provide the following required information: 

BACKGROUND OF APPLICANT 
 

1. A listing of all health care facilities owned or operated by the applicant, including licensing, 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 to verify the 
information submitted, including, but not limited to:  official records of DPH or other State 
agencies; the licensing or certification records of other states, when applicable; and the records 
of nationally recognized accreditation organizations.  Failure to provide such authorization 
shall constitute an abandonment or withdrawal of the application without any further 
action by HFSRB. 

 
4. If, during a given calendar year, an applicant submits more than one application for permit or 

exemption, the documentation provided with the prior applications may be utilized to fulfill the 
information requirements of this criterion.  In such instances, the applicant shall attest that the 
information was previously provided, cite the project number of the prior application, and certify 
that no changes have occurred regarding the information that has been previously provided.  
The applicant is able to submit amendments to previously submitted information, as needed, to 
update and/or clarify data. 

 
 
APPEND DOCUMENTATION AS ATTACHMENT 8, IN NUMERIC SEQUENTIAL ORDER AFTER 
THE LAST PAGE OF THE APPLICATION FORM. EACH ITEM (1-4) MUST BE IDENTIFIED IN 
ATTACHMENT 8.   
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SECTION IV.  SAFETY NET IMPACT STATEMENT  
SAFETY NET IMPACT STATEMENT that describes all of the following must be submitted for 
ALL PROJECTS TO DISCONTINUE A CATEGORY OF SERVICE [20 ILCS 3960/5.4]: 
 
1. The project's material impact, if any, on essential safety net services in the community, to the extent 
that it is feasible for an applicant to have such knowledge. 
2. The project's impact on the ability of another provider or health care system to cross-subsidize safety 
net services, if reasonably known to the applicant. 
3. How the discontinuation of a service might impact the remaining safety net providers in a given 
community, if reasonably known by the applicant. 
Safety Net Impact Statements shall also include all of the following: 
1. For the 3 fiscal years prior to the application, a certification describing the amount of charity care 
provided by the applicant. The amount calculated by hospital applicants shall be in accordance with the 
reporting requirements for charity care reporting in the Illinois Community Benefits Act. Non-hospital 
applicants shall report charity care, at cost, in accordance with an appropriate methodology specified 
by the Board. 
2. For the 3 fiscal years prior to the application, a certification of the amount of care provided to 
Medicaid patients. Hospital and non-hospital applicants shall provide Medicaid information in a manner 
consistent with the information reported each year to the Illinois Department of Public Health regarding 
"Inpatients and Outpatients Served by Payor Source" and "Inpatient and Outpatient Net Revenue by 
Payor Source" as required by the Board under Section 13 of this Act and published in the Annual 
Hospital Profile. 
3. Any information the applicant believes is directly relevant to safety net services, including 
information regarding teaching, research, and any other service. 
 
A table in the following format must be provided as part of Attachment 9. 
 

Safety Net Information per PA 96-0031 
CHARITY CARE 

Charity (# of patients) Year Year Year 
Inpatient    

Outpatient    
Total    
Charity (cost In 
dollars)    

Inpatient    
Outpatient    

Total    
MEDICAID 

Medicaid (# of 
patients) 

Year Year Year 

Inpatient    
Outpatient    

Total    
Medicaid (revenue)    

Inpatient    
Outpatient    

Total    
    

 

 
APPEND DOCUMENTATION AS ATTACHMENT 9, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 
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SECTION V. CHARITY CARE INFORMATION  
 

 
 
1. All applicants and co-applicants shall indicate the amount of charity care for the latest three 

audited fiscal years, the cost of charity care and the ratio of that charity care cost to net patient 
revenue.  

 
2. If the applicant owns or operates one or more facilities, the reporting shall be for each 

individual facility located in Illinois. If charity care costs are reported on a consolidated basis, 
the applicant shall provide documentation as to the cost of charity care; the ratio of that charity 
care to the net patient revenue for the consolidated financial statement; the allocation of charity 
care costs; and the ratio of charity care cost to net patient revenue for the facility under review. 

 
3. If the applicant is not an existing facility, it shall submit the facility's projected patient mix by 

payer source, anticipated charity care expense and projected ratio of charity care to net patient 
revenue by the end of its second year of operation. 

 
Charity care" means care provided by a health care facility for which the provider does not 
expect to receive payment from the patient or a third-party payer (20 ILCS 3960/3).  Charity Care 
must be provided at cost. 
 
A table in the following format must be provided for all facilities as part of Attachment 10.  
 

CHARITY CARE 
 Year Year Year 
Net Patient Revenue    
Amount of Charity Care 
(charges)    
Cost of Charity Care    
    

 

 
APPEND DOCUMENTATION AS ATTACHMENT 10, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 
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After paginating the entire completed application indicate, in the chart below, the page 
numbers for the included attachments: 
 

INDEX OF ATTACHMENTS 
 
     ATTACHMENT 
             NO.                                                                                                                                 PAGES              

1 Applicant Identification including Certificate of Good Standing 15 – 18  
2 Site Ownership 19 – 20   
3 Persons with 5 percent or greater interest in the licensee must be 

identified with the % of ownership. 21 – 22  
4 Organizational Relationships (Organizational Chart) Certificate of 

Good Standing Etc.   23 – 24  
5 Discontinuation General Information Requirements 25 – 28 
6 Reasons for Discontinuation 29 – 30  
7 Impact on Access 31 – 38   
8 Background of the Applicant 39 – 45  
9 Safety Net Impact Statement 46 – 49  

10 Charity Care Information 50 – 51  
Appendix 1 Return Receipt Notifications 52 – 75 
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Attachments 
 
 

Applicant(s) [Provide for each applicant (refer to Part 1130.220)] 
Exact Legal Name: Swedish Covenant Health 
Street Address: 5145 N. California Avenue   
City and Zip Code: Chicago 60625 
Name of Registered Agent:  Anthony Guaccio 
Registered Agent Street Address: 5145 N. California Avenue   
Registered Agent City and Zip Code: Chicago 60625 
Name of Chief Executive Officer: Anthony Guaccio 
CEO Street Address: 5145 N. California Avenue   
CEO City and Zip Code: Chicago 60625 
CEO Telephone Number:773-878-5370 

 
Type of Ownership of Applicants 

 
 Non-profit Corporation                Partnership 
 For-profit Corporation    Governmental 
 Limited Liability Company   Sole Proprietorship  

 Other 
 

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

o Partnerships must provide the name of the state in which they are organized and the name 
and address of each partner specifying whether each is a general or limited partner. 
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Applicant(s) [Provide for each applicant (refer to Part 1130.220)] 
Exact Legal Name: NorthShore University HealthSystem 
Street Address: 1301 Central Street   
City and Zip Code: Evanston 60201 
Name of Registered Agent:  Kristen Murtos 
Registered Agent Street Address: 1301 Central Street  
Registered Agent City and Zip Code: Evanston 60201 
Name of Chief Executive Officer: Gerald “J.P.” Gallagher 
CEO Street Address: 1301 Central Street   
CEO City and Zip Code: Evanston 60201 
CEO Telephone Number: (847) 570-2000 

 
Type of Ownership of Applicants 

 
 Non-profit Corporation                Partnership 
 For-profit Corporation    Governmental 
 Limited Liability Company   Sole Proprietorship  

 Other 
 

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

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

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

 
 
A 2020 Certificate of Good Standing for each applicant is located on the following pages.
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Site Ownership  
[Provide this information for each applicable site] 

Exact Legal Name of Site Owner: Swedish Covenant Health 
Address of Site Owner:  5145 N. California Avenue  Chicago, Illinois 60625 
Street Address or Legal Description of the Site: 
Proof of ownership or control of the site is to be provided as Attachment 2.  Examples of proof 
of ownership are property tax statements, tax assessor’s documentation, deed, notarized 
statement of the corporation attesting to ownership, an option to lease, a letter of intent to 
lease, or a lease. 
 
APPEND DOCUMENTATION AS ATTACHMENT 2, IN NUMERIC SEQUENTIAL ORDER AFTER 
THE LAST PAGE OF THE APPLICATION FORM. 

 
 
 

Exhibit 1, Attachment 2 is the first page of the commitment to provide Title Insurance for 

Swedish Covenant Health. 

The complete Proof of Site Ownership document has been sent to file at the offices of the Health 

Facilities and Services Review Board. 
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Operating Identity/Licensee  
[Provide this information for each applicable facility and insert after this page.] 

Exact Legal Name: Swedish Covenant Health 
Address: 5145 N. California Avenue,  Chicago, Illinois 60625   
 

 Non-profit Corporation        Partnership 
 For-profit Corporation    Governmental 
 Limited Liability Company   Sole Proprietorship  

 Other 
 

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

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

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

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

There are no persons with 5 percent or greater interest in the license.
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Organizational Relationships 

Provide (for each applicant) an organizational chart containing the name and relationship of any person 
or entity who is related (as defined in Part 1130.140).  If the related person or entity is participating in 
the development or funding of the project, describe the interest and the amount and type of any 
financial contribution. 
 
 
APPEND DOCUMENTATION AS ATTACHMENT 4, IN NUMERIC SEQUENTIAL ORDER AFTER 
THE LAST PAGE OF THE APPLICATION FORM. 

 
 

Attachment 4 is an organizational chart for North Shore University HealthSystem including 

Swedish Covenant Health containing the name and relationship of any person or entity who is 

related (as in Part 1130.140).   

There is no capital cost for this project. 

 

 

 

#E-044-20



 

LTC Discontinuation   Attachment 4 
Swedish Hospital      Organizational Chart 
9/19/2020 11:15 AM 

 
Page 24 

 
  

 
 
 
 
 
 

 
 
 
 

#E-044-20



 

LTC Discontinuation   Attachment 5 
Swedish Hospital  Discontinuation   
9/19/2020 11:15 AM 

 
Page 25 

 
  

 
 
SECTION II.  DISCONTINUATION 
 
Type of Discontinuation 
 

                                                                 
        Discontinuation of a single category of service 

 
 
 

 
Criterion 1130.525 and 1110.290 - Discontinuation 
 
READ THE REVIEW CRITERION and provide the following information: 

 
GENERAL INFORMATION REQUIREMENTS 
 

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

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

 
 

3. Provide the anticipated date of discontinuation for each identified service. 
 

4. Provide the anticipated use of physical plant and equipment after the discontinuation 
occurs. 

 
5. Provide attestation that the facility provided the required notice of the category of closure 

to local media that the health care facility would routinely notify about facility events.  The 
supporting documentation shall include a copy of the notice, the name of the local media 
outlet, the date the notice was given, and the result of the notice, the number of times 
broadcasted, or published.  Only notice that is given to a local television station, local 
radio station, or local newspaper will be accepted.   
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1. Identify the category of service and the number of beds, if any that are to be discontinued. 

 

Upon approval of the Certificate of Exemption application by the IHFSRB, Swedish Covenant Health 

d/b/a Swedish Hospital will discontinue its Long-Term Care Category of Service and 18 long-term care 

beds. 

2. Identify all of the other clinical services that are to be discontinued. 
 
No other clinical services will be discontinued at the time the Long-Term Care category of service is 

discontinued.    

 
3. Provide the anticipated date of discontinuation.  

 

The anticipated date of discontinuation of the Long-Term care category of service and 18 beds is 

October 31, 2020.  

4. Provide the anticipated use of the physical plant and equipment after the discontinuation occurs. 
 
The discontinued Long-Term Care unit and the 18 Long-Term care beds will be transitioned into 

a 10-bed medical surgical unit.  Ten beds for the unit will be moved from multi-bed rooms 

situated on other medical-surgical units at the Hospital.  As a result of this transition, Swedish 

Hospital will not have increased the number of medical surgical beds, it will have increased the 

number of private medical surgical rooms by 20. 

5. Provide attestation that the facility provided the required notice of the category of closure to local media 
that the health care facility would routinely notify about facility events.  The supporting documentation 
shall include a copy of the notice, the name of the local media outlet, the date the notice was given, and 
the result of the notice, the number of times broadcasted, or published.  Only notice that is given to a 
local television station, local radio station, or local newspaper will be accepted.  

 

A copy of the notice from the Chicago Tribune and an affidavit attesting to the date the notice was 

published, August 22, 2020, is attached as Attachment 5, Exhibit 1. 
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REASONS FOR DISCONTINUATION 
 
The applicant shall state the reasons for the discontinuation and provide data that verifies the need for the 
proposed action.  See criterion 1110.130(b) for examples.   
 
APPEND DOCUMENTATION AS ATTACHMENT 6, IN NUMERIC SEQUENTIAL ORDER AFTER THE 
LAST PAGE OF THE APPLICATION FORM.  

 
 

#E-044-20



 

LTC Discontinuation   Attachment 6 
Swedish Hospital  Reasons for Discontinuation   
9/19/2020 11:15 AM 

 
Page 30 

 
  

REASONS FOR DISCONTINUATION 
 
The applicant shall state the reasons for the discontinuation and provide data that verifies the need 
for the proposed action.  See criterion 1110.130(b) for examples.   

In making decisions for Swedish Covenant Health d/b/a Swedish Hospital (Hospital), the 

Hospital’s leadership uses its vision/mission statement as their guide.  Some of the key 

tenants in the mission statement include “comprehensive range of health and wellness 

services – to serve diverse north and northwest sides with an acute hospital.”  Decisions 

are made with great care. 

According to records, Hospital leadership routinely monitors healthcare trends, many 

related to population change and others to improved methods of patient care.  Just as there 

has been a substantial increase in the aging in the population in the US, the Hospital’s 

service area has experienced similar percentage growth. Concurrently there have been 

substantial changes in care for the aging patients – changes focused on aggressive 

rehabilitation and socialization.   It has become increasingly apparent to the Hospital 

leadership that the development of a “new” model senior rehab facility was unrealistic – it 

was not feasible for the Hospital to adequately provide aggressive, comprehensive 

rehabilitation services for a small patient population and compete with the newer models 

that were increasingly the preferred choice of most seniors and their families. 

Realizing that a traditional Long-Term Care model was becoming increasingly outdated and 

difficult to staff, and aware of the expectations of most long-term care patients, the Hospital 

staff worked closely with area nursing homes to form a Long-Term Care Council and 

currently has more than 20 nursing homes participating.  Through the work of the Council, 

communication has been enhanced and the discharge process streamlined.  A user-friendly 

physician, family and patient tool has been developed to assist in the decision-making 

process of nursing home placement when they leave Swedish Covenant. 

Today, Swedish Covenant serves effectively as a “bridge” from the hospital to the 

appropriate nursing home or rehabilitation facility. 

For the longer term, however, Hospital leadership concluded that resources should be 

focused on acute care (the priority noted in the vision/mission statement) and the Long-

Term Care unit should be discontinued.     
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IMPACT ON ACCESS 
 

1. Document whether or not the discontinuation will have an adverse effect upon access to care for 
residents of the facility’s market area. 

 
2. Provide copies of notification letters sent to other resources or health care facilities that provide the 

same services as those proposed for discontinuation.  The notification letter must include at least 
the anticipated date of discontinuation and the total number of patients that received care or the 
number of treatments provided during the latest 24 months. 

 
 

 
APPEND DOCUMENTATION AS ATTACHMENT 7, IN NUMERIC SEQUENTIAL ORDER AFTER THE 
LAST PAGE OF THE APPLICATION FORM.  
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1. Document whether or not the discontinuation will have an adverse effect upon access to care for residents 
of the facility’s market area. 

Swedish Hospital is located in Hospital Planning Area A-06.  According to the “Inventory of Health 

Care Facilities and Services and Need Determination by Planning Area” (Long-Term Nursing Care 

Beds) Area A-06 has 6,513 existing beds and a projected 2022 bed need of 5,423 beds, which is an 

excess of 1,090 beds. The planned discontinuation will have a minimal impact on the planning area but 

will reduce the bed excess by a small fraction.   

During the first 6 months of 2020, the average daily census of the Swedish Hospital long-term care unit 

was 7.7.  With a large planning area excess of LTC beds there is capacity in the area to accommodate 

the Hospital’s LTC census of 7.7 without having an adverse effect upon access to care for residents of 

the planning area.   
2. Provide copies of notification letters sent to other resources or health care facilities that provide the same 

services as those proposed for discontinuation.  The notification letter must include at least the anticipated 
date of discontinuation and the total number of patients that received care or the number of treatments 
provided during the latest 24 months. 
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laceholder for Impact Letters (Notification Letter) (Lists to be provided) 
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Placeholder for Impact Letter Response 
 

Lists / Text to be provided i.e. Good, Bad, No Impact 
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Return Receipt Notifications 
 

Return Receipts for Facilities Notified are provided in 
 

Appendix One  
 

Pages 53 – 75 
 

Located following Attachment 10 
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SECTION III.  BACKGROUND  
 
 
READ THE REVIEW CRITERION and provide the following required information:  

BACKGROUND OF APPLICANT 
 

1. A listing of all health care facilities owned or operated by the applicant, including licensing, 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 to verify the 
information submitted, including, but not limited to:  official records of DPH or other State agencies; 
the licensing or certification records of other states, when applicable; and the records of nationally 
recognized accreditation organizations.  Failure to provide such authorization shall constitute 
an abandonment or withdrawal of the application without any further action by HFSRB. 

 
4. If, during a given calendar year, an applicant submits more than one application for permit or 

exemption, the documentation provided with the prior applications may be utilized to fulfill the 
information requirements of this criterion.  In such instances, the applicant shall attest that the 
information was previously provided, cite the project number of the prior application, and certify that 
no changes have occurred regarding the information that has been previously provided.  The 
applicant is able to submit amendments to previously submitted information, as needed, to update 
and/or clarify data. 

 
 
APPEND DOCUMENTATION AS ATTACHMENT 8, IN NUMERIC SEQUENTIAL ORDER AFTER THE 
LAST PAGE OF THE APPLICATION FORM. EACH ITEM (1-4) MUST BE IDENTIFIED IN 
ATTACHMENT 8.   
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1. A listing of all health care facilities owned or operated by the applicants, including 

licensing, and certification if applicable. 

Swedish Covenant Hospital 

The current operator of Swedish Hospital (the “Hospital”) is Swedish Covenant 
Health d/b/a Swedish Hospital.  The Hospital is the only Illinois health care facility 
(as that term is defined under the Illinois Health Facilities Planning Act, 20 LCS 3960 
et seq, (the “Act”)) owned and operated by Swedish Covenant Health.  The Hospital 
is located at 5145 N. California Avenue in Chicago, Illinois. 

Copies of the Hospital’s general acute care hospital license and accreditation by the 
Healthcare Facilities Accreditation Program (“HFAP”) are attached as Exhibits 1, 2, 
and 3, Attachment 8.  The Hospital’s CMS Certification Number (“CCN”) is  
14-0114. 

NorthShore University HealthSystem 

• Evanston Hospital, located at 2650 Ridge Avenue, Evanston, IL 60201 
(“Evanston Hospital”) 

• Highland Park Hospital, located at 777 Park Avenue West, Highland Park, IL 
60035 (“Highland Park Hospital”) 

• Glenbrook Hospital, located at 2100 Pfingsten Road, Glenview, IL 60225 
(“Glenbrook Hospital”), and 

• Skokie Hospital, located at 9600 Gross Point Road, Skokie, IL  60076 
(“Skokie Hospital”) 

Copies of facilities owned by NorthShore University HealthSystem were previously 
provided in the Membership Substitution Agreement Application. 

NorthShore also has a five percent (5%) or greater indirect, partial ownership interest 
in the following Illinois health care facilities: 

• North Shore Surgical Center, located at 3725 West Touhy Avenue, 
Lincolnwood, IL  60712 

• Raven Way Surgery Center, located at 2350 Ravine Way, #500, Glenview, IL  
60025; 
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• River North Same Day Surgery Center, located at 1 East Street, #300, 
Chicago, IL  60611; and 

• 25 East Same Day Surgery, located at 25 East Washington Street #300, 
Chicago, IL  60602. 

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. 

In signing this Certificate of Exemption (COE) application, the Applicants attest that, 
in the last three years prior to the filing of this application, there has been no “adverse 
action” (as that term is defined in 77 IAC (“1130.140) against any Illinois facility 
owned and/or operated by the Applicants.  

3. Authorization permitting HFSRB and DPH access to any documents necessary 
to verify the information submitted, including, but not limited to:  Official 
records of DPH or any other State agencies; the licensing or certification records 
of other states, when applicable; and the records of nationally recognized 
accreditation organizations.  Failure to provide such authorization shall 
constitute an abandonment or withdrawal of the application without any further 
action by HFSRB.  
Copies of the Hospital’s general acute hospital license and accreditation by the 
Healthcare Facilities Accreditation Program (“HFAP”) are attached as Attachment 8; 
Exhibits 1, 2, and 3. 

The Illinois Health Facilities and Services Review Board (IHFSRB) and the Illinois 
Department of Public Health (IDPH) are hereby authorized by the Applicants to 
access any documents necessary to verify the information submitted with this 
application pertaining to Swedish Hospital, including, but not limited to: official 
records of IDPH or other State Agencies; the licensing or certification records of 
other states, when applicable ; and the records of nationally recognized accreditation 
organization.   

4. If during a given calendar year, an applicant submits more than one application 
for permit or exemption, the documentation provided with the prior applications 
may be utilized to fulfill the information requirements of this criterion.  In such 
instances, the applicant shall attest that the information was previously 
provided, cite the project number of the prior application, and certify that no 
changes have occurred regarding the information that has been previously 
provided.  The applicant is able to submit amendments to previously submitted 
information, as needed, to update and or clarify data.   
 
Copies of licenses and certification for facilities owned by NorthShore University 
HealthSystem were previously provided in the Membership Substitution Agreement 
Application. 
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SECTION IV.  SAFETY NET IMPACT STATEMENT  
 

SAFETY NET IMPACT STATEMENT that describes all of the following must be submitted for ALL 
PROJECTS TO DISCONTINUE A CATEGORY OF SERVICE [20 ILCS 3960/5.4]: 
 
1. The project's material impact, if any, on essential safety net services in the community, to the extent that it is 
feasible for an applicant to have such knowledge. 
 
2. The project's impact on the ability of another provider or health care system to cross-subsidize safety net 
services, if reasonably known to the applicant. 
 
3. How the discontinuation of a service might impact the remaining safety net providers in a given community, 
if reasonably known by the applicant. 
Safety Net Impact Statements shall also include all of the following: 
1. For the 3 fiscal years prior to the application, a certification describing the amount of charity care provided 
by the applicant. The amount calculated by hospital applicants shall be in accordance with the reporting 
requirements for charity care reporting in the Illinois Community Benefits Act. Non-hospital applicants shall 
report charity care, at cost, in accordance with an appropriate methodology specified by the Board. 
 
2. For the 3 fiscal years prior to the application, a certification of the amount of care provided to Medicaid 
patients. Hospital and non-hospital applicants shall provide Medicaid information in a manner consistent with 
the information reported each year to the Illinois Department of Public Health regarding "Inpatients and 
Outpatients Served by Payor Source" and "Inpatient and Outpatient Net Revenue by Payor Source" as 
required by the Board under Section 13 of this Act and published in the Annual Hospital Profile. 
3. Any information the applicant believes is directly relevant to safety net services, including information 
regarding teaching, research, and any other service. 
 
A table in the following format must be provided as part of Attachment 9. 
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1, 2, and 3  

Swedish Hospital has no special knowledge related to the impact of the proposed discontinuation of other 

area hospitals.  However, the area’s excess of nursing long-term care beds will be only slightly affected 

by the discontinuation of 18 beds at Swedish Hospital; a substantial excess of beds will continue to exist 

in the area.   

Swedish Hospital recently joined NorthShore University HealthSystem.  The Membership Substitution 

Agreement documents filed with the Illinois Health Facilities and Services Review Board identify how 

Swedish Hospital will be integrated into the system to further the charitable missions of NorthShore and 

Swedish Hospital to meet the needs of their communities with a commitment to care for the vulnerable 

and underserved.  The following summarizes how NorthShore will work to define and implement the 

integration of Swedish Hospital in a manner that: 

• Furthers the charitable missions of NorthShore and Swedish Hospital in meeting the needs of 

their communities with a commitment to care for the vulnerable and underserved; 

• Continues to improve patient access to comprehensive, convenient, high quality impatient 

and outpatient healthcare throughout the communities; 

• Continues to improve and manage health status of the population of the communities served 

by the combined system; 

• Promotes community health and well-being through enhanced patient care, research, and 

educational efforts; 

• Preserves the Swedish Hospital charitable community programs through commitment to the 

local Swedish Foundation; 

• Builds the medical community through strongly-aligned relationships and enhanced 

education and developmental opportunities among primary care, core specialist, subspecialist 

group practice physicians and other members of the staff; 

• Enhances sound stewardship through the efficient delivery of all services, resulting in 

favorable financial performance for the System entities; 
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• Develops a comprehensive delivery system, resulting in improved outcomes and quality of 

life for patients; 

• Enhances physician, payor and patient preference; and 

• Enhances community benefit and public policy advocacy. 

The parties believe this transaction will result in delivering superior value and quality to patients, 

physicians and payers, and will also be in the best interests of the community at large.  The transaction 

presents significant opportunities to improve health care delivery and access to services provided in the 

combined system’s service area in a manner that results in cost savings and other efficiencies that will 

ensure that NorthShore and Swedish Hospital can more effectively continue their shared charitable 

mission and purposes.  Such opportunities will likely include initiatives for integration of information 

technology and system-wide support functions, with the goal of enhancing operational uniformity, 

efficiency, quality, outcomes and performance, as well as access to in-house resources of the combined 

system where Swedish Hospital has currently had to rely on outside vendors or providers for certain 

services.   
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Safety Net Information per PA 96-0031 
CHARITY CARE 

Charity (# of 
patients) 

2016 2017 2018 
Per AHQ 

Inpatient 271 179 372 
Outpatient 6,831 5,059 6,934 

Total 6,831 5,059 6,934 
Charity (cost In 
dollars)    

Inpatient $2,279,427 $1,858,111 $3,277,178 
Outpatient $3,680,573 $4,354,459 $5,346,975 

Total $5,960,000 $6,212,570 $8,624,153 
MEDICAID 

Medicaid (# of 
patients) 

2016 2017 2018 

Inpatient 4,396 4,392 3,662 
Outpatient 69,864 64,574 71,023 

Total 74,260 68,966 74.685 
Medicaid (revenue)    

Inpatient $32,605,779 $29,744,718 $32,201,455 
Outpatient $20,544,457 $20,526,803 $20,206,497 

Total $53,150,236 $50,271,521 $52,407,952 
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SECTION V. CHARITY CARE INFORMATION  
 

 
 
1. All applicants and co-applicants shall indicate the amount of charity care for the latest three audited 

fiscal years, the cost of charity care and the ratio of that charity care cost to net patient revenue.  
 
2. If the applicant owns or operates one or more facilities, the reporting shall be for each individual facility 

located in Illinois. If charity care costs are reported on a consolidated basis, the applicant shall provide 
documentation as to the cost of charity care; the ratio of that charity care to the net patient revenue for 
the consolidated financial statement; the allocation of charity care costs; and the ratio of charity care 
cost to net patient revenue for the facility under review. 

 
3. If the applicant is not an existing facility, it shall submit the facility's projected patient mix by payer 

source, anticipated charity care expense and projected ratio of charity care to net patient revenue by 
the end of its second year of operation. 

 
Charity care" means care provided by a health care facility for which the provider does not expect to 
receive payment from the patient or a third-party payer (20 ILCS 3960/3).  Charity Care must be 
provided at cost. 
 
A table in the following format must be provided for all facilities as part of Attachment 10.  
 

CHARITY CARE 
 Year Year Year 
Net Patient Revenue    
Amount of Charity Care 
(charges)    
Cost of Charity Care    
    

 

 
APPEND DOCUMENTATION AS ATTACHMENT 10, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE 
APPLICATION FORM. 
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1. Charity Care Information – Swedish Hospital 
 

CHARITY CARE 

 2016 2017 2018 

Net Patient Revenue 231,496,644 224,102,810 235,549,332 
Amount of Charity Care 
(charges) 36,349,619 35,383,812 47,260,443 
Cost of Charity Care 5,960,000 6,212,570 10,436,594 
    

 
 
 
 

1. Charity Care Information – NorthShore University HealthSystem 
 

CHARITY CARE 
 FY 2016 FY 2017 FY 2018 
Net Patient 
Revenue $1,267,824,773 $1,270,483,123 $1,295,160,316 
Amount of 
Charity 
Care 
(charges) $ 61,854,365 $ 62,776,737 $ 70,231,298 
Cost of 
Charity 
Care $ 15,696,721 $15,967,076 $ 17,190,094 
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Appendix 1 
 

Return Receipt Notifications 
 

Pages 53 - 75 
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SENDER: COMPLETE THIS SECTION 

• Complete items 1, 2, and 3. 
• Print your name and address on the reverse 

so that we can return the card to you. 
• Attach this card to the back of the mailpiece, 

or on the front if space permits. 
1. 

Marie Rosete 
Generations at Elmwood Park 
7733 W Grand Avenue 
Elmwood Park, Illinois 60707 

D. Is delivery 
If YES, enter 

3. Service Type 

1111111111111111111111111111111111 111111111111 ~=;=:RestrictedDelivery~~eredMail 
9590 9402 5919 0049 5526 92 DCertifiedMaiiRestrlctedDelivery 

~--;;-:::-.--;-::--;---;;:--:;--:;-----;---:-:--::-----1 D Collect on Delivery 
2. Article Number (Transfer from service label) D Collect on Delivery Restricted Delivery 

0 Insured Mail 
Restricted Delivery 

PS Form 3811, July 2015 PSN 7530-02-000-9053 

D Signature ConfirmationTM 
D Signature Confirmation 

Restricted Delivery 

Domestic Return Receipt :I 
. ______ !j 

LTC Discontinuation 
Swedish Hospital 
09/19/2020
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SENDER: COMPLETE THIS SECTION 

• Complete items 1, 2, and 3. 
• Print your name and address on the reverse 

so that we can return the card to you. 
• Attach this card to the back of the mailpiece, 

or on the front if 

Arleen D Batorek 
Winston Manor Conv & Nursing 

2155 W Pierce Ave 
Chkago, Illinois 60622 

:~'t. 
·.,f 

11111111111111111111111111111111111 11 11111 1111 

D. Is delivery differentfrom item 1? 
If YES, enter delivery address below: 
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·SENDER: COMPLETE THIS SECTION 
1 

COMPLETE THIS SECTION ON DELIVERY 

• Complete items 1, 2, and 3. ) A. Signature 

• Print your name and address on the reverse ·. X L/' 
so that we can return the card to you. 1'-:::--::?L-=:==-:':~::-:==:---~--:=---.-~-=:..;;:~~~-

• Attach this card to the back of the mailpiece 
or on the front if space permits. ' - ·' 

1. ,Arti"'"' Arlrlr"'"'"'"'rl +n· 1-D-. -ls_d_e-liv_e_ry_a_d-dr_e_ss_d-iff-e-re_n_t_fro_m_ite_mL.:::::1?:L...:.~:L/..-=:..=..-
If YES, enter delivery address below: 

Laurie Daugherty 
Chalet Living & Rehab 
7350 N Sheridan Road 
Chicago, Illinois 60626 

3. Service Type 

llllllllllllllllllllllllllllllllllllllllllllll §~~!=:RestrlctedDellvery 
9590 9402 5919 0049 5527 53 D Certified Mall Restricted Delivery 

-:::--:--:-:-:-:-:---:---=--=--=---~...,-,-..,.-----1 D Collect on Delivery 
2. Article Number (Transfer from service fabeO D Collect on Delivery Restricted Delivery 

D Insured Mall 

' PS Form 3811, July 2015 PSN 7530-02-000-9053 

D Insured Mall Restricted Delivery 
(over$500 

D Priority Mail Express® 
0 Registered MaJITM 
0 ~Mail Restricted i 
0 Return Receipt for 1 

Merchandise 
D Signature ConfirmationTM 
0 Signature Confirmation 

Restricted Delivery 

Domestic Return Receipt ,, 
;:! 

LTC Discontinuation 
Swedish Hospital 
09/19/2020
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SENDER: COMPLETE THIS SECTION 

• Complete items 1, 2, and 3. 
• Print your name and address on the reverse 

so that we can return the card to you. 
• Attach this card to the back of the mailpiece, 

or on the front if 
~ - -· . - . . 

Joshua Williams 

Warren Park Health & Living Center 
6700 N Damen Ave 
Chicago, Illinois 60645 

lllllllllllllllllllllllllllllllllll ll lllllll\1 
9590940259190049552937 

3. Service Type 
0 Adult Signature 
0 Adult Signature Restricted Delivery 
0 Certified Mail® 
0 Certified Mail Restricted Delivety 
0 Collect on Delivery 

--:2-. -=A-rt7ic71e-:N::-u-m-=b-e-r-=--::-::---:--:-:--::-----J 0 Collect on Delivery Restricted Delivery 
0 Insured Mail 

Mail Restricted Delivery 

• PS Form 3811, July 2015 PSN 7530-02-000-9053 

0 Priority Mail Express® 
0 Registered MaiiTM 
o Registered Mail Restricted 

DellvE!IY 
D Return Receipt for 

Merctlandlse 
D Signature ConfirmationTM 
D Signature Confirmation 

Restricted Delivery 

Domestic Return Receipt 11 
- -· --- - - - --- -· - ·- ·-·--·------~·---·----·- --~---- ·---·--~-~-----~-··-----------~ 
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,. il Complete items 1, 2, and 3. 
1 • Print your name and address on the reverse 

so that we can return the card to you. 
• Attach this card to the back of the mailpiece, 

1. 
or on the front if 

Chandra Crawford 

Berkeley Nursing & Rehabilitation Center 
6909 W North Ave 
Oak Park, Illinois 60302 

D. Is delivery address item 1? 
If YES, enter delivery address below: 

I 

~~~====================j 
3. Service Type 0 Priority Mail Express® I 

1111111111111111111111111111111111 111 111111111 g ~~;: Resbicted Delive~ § ~ ~~r~estri~tea ! 
9590 9402 5919 0049 5526 78 0 Certified Mail Restricted Deliva~ 0 Return Receiptfor I, 

-=--:-~-:-:---c--=:---:--:----:--:-:--::------1 0 Collect on Deliv~ Merchandise I 
2. Article Number (Transfer from service label) o Collect on Delive~ Restricted Deliva~ 0 Signature Confirmatlonm 

0 Insured Mail 0 Signature Confirmation 
0 Insured Mail Resbicted Dellve~ Restricted Deliva~ 

(over$500) 

PS Form 3811, July 2015 PSN 1530-02-000-9053 Domestic Return Receipt •\ 
- ---' 
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, SENDER: COMPLETE THIS SECTION COMPLETE THIS SECTION ON DELIVERY I 
• Complete items 1, 2, and 3. A. Signature 

• Print your name and address on the reverse X 0 Agent 

so that we can return the card to you. 0 Addressee 

• Attach this card to the back of the mailpiece, B. Received by (Printed Name) I C. Date of Delivery 

or on the front if space permits. -
1 D. Is delivery address different from item 1? 0 Yes 

Scott Hochstadt If YES, enter delivery address below: ONo 

Lieberman Center for Health & Rehabilitation I 
I 

9700 Gross Point Road 

Skokie, Illinois 60076 

1111111111111111111111111111111111111111 11 1111 

3. Service Type 0 Priority Mail Express® 
0 Adult Signature 0 Registered MaiiTM , 
o Adult Signature Restricted Delivery 0 ~Mail Restricted ~ 
0 Certified Mail® 

9590 9402 5919 0049 5526 30 o Certified Mall Restricted Delivery 0 Return Receipt for 
! 0 Collect on Delivery Merchandise 

2. Article Number (Ti"ansfer from service label) 0 Collect on Delivery Restricted Delivery 0 Signature ConfirmationTM ' 
0 Signature Confirmation 

l 

0 Insured Mall ! 0 Insured Mall Restricted Delivery Restricted Delivery 
(over$500) l 

PS Form 3811, July 2015 PSN 7530-02-000-9053 Domestic Return Receipt V 
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:.-.~ .. -····~·':"""':> ·. ---: ••• 

SENDER: COMPLETE THIS SECTION 

' • , Complete items 1, 2, and 3. 
· • Print your name and address on the reverse 

so that we can return the card to you. 
• Attach this card to the back of the mailpiece, 

X 
8. Received by (Printed Name) 

_ _ ()ron the fro~t i!_~pace=-=;..:.:..::=-------1 1.' 1--=-~-:-::----:-:--------L--=----
D. Is delivery address different from item 1? Yes 

Crystal Shelby If YES, enter delivery address below: 0 No 

Warren Barr Gold Coast 

66 W Oak Street 
Chicago, Illinois 60610 

' PS Form , July 201 5<PSN 7530-02-000·9053 
--·------~--'-- " 

0 Priority Mail Express® 
0 Registered MaiiTM 
0 R9!listered Mail Restricted 1 

Deilvety · 
0 Return Receipt for · I 

Merchandise . i 
0 Signature Co~firrgatio!l":' ,

1 0 Signall!re Conf!llJ.l<Jtibn" ·· · 
Rlls!Ji.9\ed·Delivery 

Return Receipt 

LTC Discontinuation 
Swedish Hospital 
09/19/2020
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NV~LOPE TO TH~ RIGHT · · " · 
, fQLD AT POTTED LINE ' 

~Nl-""fjJ-~i~~ -.-.. -: -:. ~.~ :~ .. ~ 
.. • ~ .'. :J· ;:; • 

.. ,1 

12 1256 1974 

E THIS SECTION 

2,and3. 
d address on the reverse 
1rn the card to you. 
the back of the mail piece, 
race permits. 

~~\)_ ' C':, 
~,r:;c 

X 
B. Received by (Printed Name) 

Cl Agent 
D Addressee 

C. Date of Deliveyy 

D. Is deliveyy address different from item 1? Yes 
ONo If YES, enter delivery address below: 

~Nursing 

arkway 
)614 

111111111 II llllll lllllllllll 
'i919 0049 5533 61 

3. Service Type 
o Adult Signature 
0 Adult Signature Restricted Delivery 
0 Certified Mall® 
0 Certified Mall Restricted Delivery 

0 Priority Mail Express® . 
0 Registered MailrM I 
0 Re!llstered Mall Restricted I 

De[very 
0 Return Receipt for I 

Merchandise I -;----;-----:-;-:--::------lj D Collect on Delivery 
:fer from service /abeQ o Collect on Delivery Restricted Delivery 

o Insured Mall 
0 Signature ConflrmationTM 

1 0 Signature Confirmation 
Restricted Delivery !nsur~ctM,~il Restricted Delivery 

2015 PSN 7530-02-000-9053 Domestic Return Receipt 
---------------------- ---- ----- --

~ 

Melody DeCollo 
Lakeview Rehab & Nursing 

735 W Diversey Parkway 

Chicago, Illinois 60614 

JHX:r;~ ,6fLl C~!l ;1 

RETURN TO S ENDER 
REFUSED 

UNABLE TO FORWARD 

.o 1_ 0 ~ /.J.--2 / ~ ~ 

BC: 606253&8799 81Z1NZ56035-00187 
rj1ll!l I'! ll1llr!! f !J 1 JJ [/1 i \ 1!11 \ t 'II\ 1\11\11 !j!i llll Jj !l !lri1IJ 

\ 
I 
I 
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----~ ·\.h~~;~r.--" --:·"' ·~------,. ---- ----- -~~ --- -- -------- --~ ~- -- --==------:--------~--~~--------------·----

·"'· · I. 
swedish Ho~ 
5145 N Calif[ 
Chicago, IL 60625 

I Ill Ill ~111 
7019 2280 0002 1256 1974 

~-,------- r·, 
1 
; 
I 

! 

I 

' , SENDER: COMPLETE THIS SECTION COMPLETE THIS SECTION ON DELIVERY 

• Complete items 1, 2, and 3. A. Signature 

X 
C1 Agent 
Cl Addressee 

• Print your name and address on the reverse 
so that we can return the card to you. 

• Attach this card to the back of the mailpiece, 
or on the front if space permits. 

B. Received by (Printed Name) I C. Date of Delivery 

oj • - · • ' •• 
D. Is delivery address different from item 1? Cl Yes 

Melody DeCollo 
If YES, enter delivery address below: Cl No 

Lakeview Rehab & Nursing 
735 W Diversey Parkway 
Chicago, Illinois 60614 

3. Service Type 

1111111111111 1111111111111111111111 11 111111111 g ~~~~~~=Restricted Delivery 
0 Certified Mall® 

9590 9402 5919 0049 5533 61 0 Certified Mall Restricted Delivery 
f--;.:--;;--,:-:-;-;:-;---;----;::;::--;--;----,;--:-:--::-----l 0 Collect on Delivery 

2. Article Number (Transfer from service label) o Collect on Delivery Restricted Delivery 
D Insured Mall 

PS Form 3811, July 2015 PSN 7530-02-000-9053 

D Insured Mail Restricted Delivery 
(over$500) 

0 Priority Mall Express® 
0 Registered MalfTM 
0 Registered Mall Restricted 

Delivery . 
0 Return Receipt for 

Merchandise 
0 Signature ConfirmationTM 
0 Signature Confirmation 

Restricted Delivery 

Domestic Return Receipt 

Melody DeCollo 
Lakeview Rehab , 
735 W Diversey F 
Chicago, Illinois £ 

BC: 6\H 

LTC Discontinuation 
Swedish Hospital 
09/19/2020
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SENDER: COMPLETE THIS SECTION 

• Complete items 1, 2, and 3. 
• Print your name and address on the reverse 

so that we can return the card to you. 
• Attach this card to the back of the mailpiece, 

or on the front if space permits. 

Michael Donovan 

Foster Health & Rehabilitation Center 
2840 W Foster Ave . 

Chicago, Illinois 60625 

1111111111111111111111111111111111111111111111 
9590 9402 5422 9189 6772 71 

D. Is delivery address different from item 1? 
If YES, enter delivery address below: D No 

3. Service Type 
0 Adult Signature 
0 Adult Signature Restricted Delivery 
D Certified Mail® 

0 Priority Mail Express® 
D Registered Mail'"' 
0 Registered Mail Restricted 

Delivery 
0 Return Receipt for 

Merchandise 
0 Certified Mail Restricted Delivery 
D Collect on Delivery 

--::2:-. -A:-rt-ci:-c:-le-cN:-u-m-:-b-er-(Ti=-ra_n_s-:-fe-r-=t,..-o-m_s_e_rv_l:-.c-e""la-:b-e-::1)-----j D Collect on Delivery Restricted Delivery 
D Insured Mail • 

0 Signature Confirmation'"' 
0 Signature Confirmation 

Restricted Delivery 

PS Form 3811, July 2015 PSN 7530-02-000-9053 

0 Insured Mail Restricted Delivery 
(over$500) 

Domestic Return Receipt 

LTC Discontinuation 
Swedish Hospital
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Certificate of Exemption 
For 

Discontinuation of 
Long-Term Care Category of Service 

At 
Swedish Hospital 
Chicago, Illinois 

For Applicants 

Swedish Covenant Health d/b/a Swedish Hospital  

And 

NorthShore University HealthCare System 

 

 

Submitted by Electronic Mail 

Date of Submission:  September 19, 2020   
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Draft Transmittal Letter 

On Swedish Covenant Health Stationery 
 

 

 

September 18, 2020 
 
Ms. Courtney R. Avery, Administrator 
Illinois Health Facilities and Services Review Board 
525 West Jefferson Street, 2nd Floor 
Springfield, Illinois 62761 
 
Re: Swedish Hospital LTC Discontinuation COE Application 
 

Dear Ms. Avery 

This COE Discontinuation Permit is being submitted by Swedish Covenant Health to the Illinois 
Health Facilities and Services Review Board requesting approval to discontinue its Long-Term 
Care Category of Service and 18 long-term care beds. 

This project is substantive under Section 1110.20 of the Review Board’s rules because it 
discontinues a bed category of service. 

A check for the application processing fee of $2,500 has already been sent to the Illinois Health 
Facilities and Services Review Board offices. 

Should you have any questions about this discontinuation application, please do not hesitate to 
contact me directly at 773-293-4000. 

Sincerely, 

 

Saliba Kokaly 
Vice President, Operations 
Swedish Covenant Health 
 

CC: Mike Constantino, Supervisor, Project Review Section 
 Janet Scheuerman, PRISM Healthcare Consulting  
  

#E-044-20
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