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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

ILLINOIS HEALTH FACILITIES AND sErvices Review solb: CEIVED
APPLICATION FOR PERMIT

JUN 27 2012
SECTION L. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
HEALTH FACILITIES &
This Section must be completed for all projects. SERVICES REVIEW BOARD
Facility/Project Identification
Facility Name: Wauconda Heaithcare and Rehabilitation Centre
Street Address: 176 Thomas Court
City and Zip Code: Wauconda 60084 _ _
County: Lake Health Service Area: Vili Health Planning Area: 097
Applicant /Co-Applicant identification
Provide for each co-applicant [refer to Part 1130.220].
Exact Legal Name: Wauconda Associates, LLC
Addrass: 176 Thomas Court, Wauconda, lllinoia 60084
Name of Registered Agent. Laurence Zung
Name of Chief Executive Officer; Laura Zung
CEOQ Address: 5061 North Pulaski Road, Chicago, illinois 60630
Telephone Number: (561} 723-0139
Type of Ownership of Applicant/Co-Applicant
O Non-profit Carporation a Partnership
] For-profit Corporation O Governmental -
¢ Limited Liability Company ] Sole Proprietorship [ Other
o Corporations and limited liability companies must provide an Hlinois certificate of good
standing.
¢ Partnerships must provide the name of the state [n which organized and the name and address of
each partner specifying whether each is a general or limited partner.

Primary Contact
erson to recelve all correspondence or Inquiries during the review period]

Name: Charles H. Foloy

Title: Health Care Consultant

Company Name: Charles H. Foley & Associates, Inc.

Address: 1638 South MacArthur Boulevard, Springfield, lliinois 62704
Telephone Number: {217) 544-1551

E-mail Address: foley.associates@sbcglobal.net

Fax Number: {217) 544-3615

Additional Contact
Person who Is also authorized to discuss the application for permit]
Name: Christopher Vicere

Titte: Vice President — Finance

C:ompany Name: Lancaster Health Group

Address: 5061 North Pulaski, Chicapo, lllincis 60630

Telephone Number: (773) 604-4416

E-mail Address: cvicere@l ancaster-hig.com

Fax Number: (773) 478-1182
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

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

Facility/Project Identification

Faciiity Name: Wauconda Healthcare and Rehabilitation Centre

Street Address: 176 Thomas Court

City and Zip Code: Wauconda 60084

County: Lake Health Servica Area; VI Health Planning Area: 097

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

Exact Legal Name: Wauconda Healthcare and Rehabilitation Centre, LLC
Address: 176 Thomas Court, Wauconda, lllinois 60084

Name of Registered Agent. Laurence Zung

Name of Chief Executive Officer: Laura Zun

CEO Address: 5061 North Pulaski Road, Chicago, lilinois 60630
Telephone Number: {561) 723-0139

Type of Ownership of Applicant/Co-Applicant

1 Non-profit Corporation [ Partnership
] Far-profit Corporation (M Governmental :
i Limited Liability Company 0 Sole Proprigtorship (W] Other

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

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

Primary Contact

[Person to recelve all comespondence or inquiries during the review period]
Name: Charles H. Foley

Title: Health Care Consultant

Company Name: Charles H. Foley & Associates, Inc.

Address: 1638 South MacArthur Boulevard, Springfield, lllinois 62704
Telephone Number: (217) 544-1551

E-mall Address: foley.assaciates@sbeglobal.net

Fax Number: {217} 544-3615

Additional Contact

{Person who is also authorized to discuss the application for permit]
Name: Christopher Vicere

Title: Vice President — Finance

Company Name: Lancaster Heaith Group

Address: 5061 North Pulaski, Chicago, lllinois 60630

Telephone Number: {773} 6044416

E-mait Address: cvicere@Llancaster-hg.com

Fax Number; {773) 478-1192
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ILLINQIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

Post Permit Contact

[Person to receive al} correspondence subsequent to permit issuance-THIS PERSON MUST BE
EMPLOYED BY THE LICENSED HEALTH CARE FACILITY AS DEFINED AT 20 ILCS 3960
Name: Margaret Ryan

Tille; Administrator

Company Name: Wauconda Healthcare and Rehab Centre

Address: 176 Thomas Court, Wauconda, Hlinois 60084

Telephone Number; (847} 526-5551

E-mail Address: mryan@lancasterhealthgroup.com

Fax Number: (847) 526-7549

Site Ownership

[Provide this information for each applicable site]

Exact Legal Name of Site Owner: Wauconda Associates, LLC
Address of Site Owner: 176 Thomas Court, Wauconda, Hlinols 60084

Street Address or Legal Description of Site: 176 Thomas Court, Wauconda, Illinois 60084
Proof of ownershlp or contro! of the site is to be provided as Attachment 2. Examples of proof of ownership
are property tax statement, tax assessor's documentation, deed, notarized statement of the corporation

attesting to ownershlp, an apﬁon lo tease, a Iottar of Intent to Isase or a Ieaso

BRI
UMENTATIONAAS Ammm:&mu
FORMIZ ﬁ#”i@&m}&g;@&m%,ﬁ.,

?“:A’b ea‘i-ﬁﬂ

Operating Identity/Licensee

[Provide this information for each applicable facility, and insert after this page.]
Exact Legal Name: Wauconda Healthcare and Rehabilitation Centre, LLC
Address: 176 Thomas Court, Wauconda, lllinois 60084

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

o Corporations and Himited liabllity companies must provide an lllinois Certificate of Good Standing.

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

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

ownershi .

Organizational Relationships

Provide {for each co-applicant) an organizational chart containing tha name and relationship of any
person or entity who is related {as defined In Part 1130.140). f 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 contr:butlon
F*ﬁéﬁ:_ i i %«%

“ﬁyﬂmﬁok?ﬁnﬂ i
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ILLINGIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

Flood Plain Requirements
|Refer to application instructions.]

Provide documantation that the project complies with the requirements of illinois Executive Ordar #2005-5
pertaining to construction activities in special flood hazard areas. As part of the flood plain requirements
please provide a map of the proposed project location showing any identified ficodplain areas. Floodptain

maps can be printed at www FEMA.gov or www.illinoisfloodmaps.org. This map must be in a
readable format. In addmon piease provide a statement attestlng that the pro;ect complies with the

Historic Resources Preservation Act Requirements
JRatar to application instructions.)

Provide documentation regarding compliance with the requirements of the Historic Resources
Preservation Act.
T, SR e D
VAR E

DESCRIPTION OF PROJECT

1. Project Classification
{Chack those applicable - refer to Part 1110.40 and Parl 1120.20{b]]

Part 1120 Appiicability or Classification:
Part 1110 Classification: {Chack one only.]
@  Substantive [] Part 1120 Not Applicable

L1 Category A Project
[0  Non-substantive X Category B Project

[ DHS or DVA Project
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ILLINOIS HEAL TH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

2. Narrative Description

Provide in the spaca balow, a brief narrative description of the project. Explain WHAT is to bg done in State Board
defined terms, NOT WHY it is balng done. If the project site does NOT have a street addrass, Include a legal
description of the site. include the rationale regarding the project’s classification as substanfive or non-gsubstantive.

The Applicant of Wauconda Health Care and Rehabilitation Centre is Wauconda
Healthcare and Rehabilitation Centre, LL.C (operator/Licensee) and Wauconda Associates, LLC.
{owner). This existing single story 135-bed nursing facility with a partial basement located at
176 Thomas Court, Wauconda, [linois 60084,

The proposed project is for the modernization of the existing facility that will result in the
replacement and addition of beds. Specificaily, this project will add 57 newly constructed
private bed rooms of which 17 will provide replacement beds {15 will replace an existing 15
doubla room wing which will be turned into. private rooms and two thres bedroom ward rooms
that will be used as semi-private room accommodations). The balance of 40 beds will be in
addition to the existing licensed capacity of 135 bringing the proposed licensed capacity to 175.
In addition to the new construction of resident rooms, the addition will include 41,979 gross
square foot single story structure on to the existing 38,899 gross square feet building. It will
include: a new and expanded therapy department; a consolidation of the administration space,
employee and new employee training space; a new main éntrance; and a covered ambutance
entrance. The renovations to the existing space include; the expansion and modernizations of
the existing kitchen and dining areas; and the conversion of space into a bistro, library, game
area, coffee and juice bar, and a computer café; and the reduction of beds within the rooms as
outlined above to improve the overall number of private rooms in the facility. Renovated space
will encompass 6,023 gross square feet of the existing space. Upon project completion the
facility will have 80,878 gross square feet with 73 private rooms and 51 semi-private rooms as
compared to its current compiiment of 1 private, 2-3 bed ward rooms and 64-double bedrooms.

This project is considered Substantive in accordance with the rules of 77 lllinois

Adminisirative Code, Part 1110 of Subpart A, Section 1110.40.
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

Project Costs and Sources of Funds

APPLICATION FOR PERMIT- May 2010 Edition

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

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

equal.
Project Costs and Sources of Funds
USE OF FUNDS CLINICAL NONGLINICAL TOTAL

Preplanning Costs 18,800 10,200 30,000
Site Survey and Soil Investigation 11,880 6,120 18,000
Site Preparation 55,440 28,580 84,000
Off Site Work 0 1]

New Construction Contracts 4,796,484 2,470,016 7,267,400
Modemization Contracts 448,946 231,275 €80,221
Contingencies 541,659 279,036 820,695
Architectural/Engineering Fees 280,304 134,006 364,400
Consulting and Other Fees 99,000 51,000 150,000
?;:t?abcl:?s?r Cther Equlpment {not in construction 200.917 149,867 440,784
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
Cther Costs To Ba Capitalized 0 0 0
gc:g;lsiﬁon of Building or Other Property (excluding 0 0 0

4!
TOTAL USES OF FUNDS 6,524,430 3,361,070 9,885,500
SOURCE OF FUNDS CLINICAL NONCLINICAL TOTAL

Cash and Securities 6,524,430 3,361,070 9,885,500
Pledges 0 o o
Gifts and Bequasts 0 0 o
Bond Issues (project related) ¢ 0 0
Mortgages ¢ 0 0
Leases (fair market value) 0 0 0
Governmeantal Appropriations 0 0 0
Grants 1] 0 0
Other Funds and Sourcas 0 ), 0
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ILLINGIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 201G Editlon

Related Project Costs
Provide the following information, as applicable, with respect to any land related to the project that
will be or has been acquired during the last two calendar years:

Land acquisition is related to project Bdyves [ No
Purchase Price:  $_ 465,750
Fair Market Valua: $_465,750

The project involvas the establishment of a new facility or a new category of service
[0 Yes [ No

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

Estimated start-up costs and operating deficit costis $ 0

ﬁ

Project S$tatus and Completion Schedules

Indicate the stage of the project's architectural drawings:

[C] None or not applicable Preliminary
[] Schematics ] Final Working

Anticipated project completion date (refer to Part 1130.140). _May 2014

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 bsen 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

State Agency Submittals

Are the following submittals up to date as applicable;
(] Cancer Registry
[ ] APORS
BJ 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 rasult In the application for permit being
deemed incomplete,
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

Cost Space Requirements

APPLICATION FOR PERMIT- May 2010 Edition

Provide in the following format, the department/area DGSF or the building/area BGSF and cost. The type
of gross square footage either DGSF or BGSF must be identified. The sum of the department costs
MUST egual the total estimated project costs. Indicate if any space Is being reallocated for a different
purpose. Include outside wall measurements plus the department’s or area's portion of the surrounding
clreulation space. Explain the use of any vacated space.

New Construction Gross Square Feet Amount of Proposed Total Gross Square Feet that ls:

New Vacated
Dept./Area Cost [S) Existing | Proposed | Construction | Modamized Asls $pace
CLINICAL
Patient Rooms $3.501,568 13,600 26,643 15.048 - 13,600 -
Pafient Bathrooms $ 508.510 1,579 4,144 2,565 - 1,579 -
Nurses Statton/Med Prep $ 229,787 g§15 1,880 1,265 - 815 -
LR/DR/Achivity $1.443,138 8,592 14,807 3,215 4,100 4,492 -
Exarn Room $ - - - - - - -
Kitchen/Food Sve § 165,120 723 1,351 828 723 - -
PTIOT $ 366,682 - 3,000 3,000 - - -
taundry § 89,226 736 730 - - 730 -
Jandtor Closet $ 15278 50 i25 75 - 50 -
Clean/Soiled Linen $ 61,114 300 500 200 - 300 -
Beauty/Barber $ 9782 150 860 850 - 160 -
Total CLINICAL $6,476,214 26,339 52,985 20,646 4,823 21,5786 -
NON CLINICAL
Office/Admin § 263,348 1,200 2,400 1.200 1,200 - -
Kitchan $ - - - - - - -
EE Lounge $ 67225 559 550 - - 550 -
Locker, Training $ - . . - - - -
Mechanicat $ 103,863 - B50 850 - - -
Lobby $ 137,506 450 1,125 675 - 450 -
Storage/Maint $ 266456 1,610 2,180 570 . 1,610 -
Corrdor/Public Tallet $2,051,952 6,750 16,788 10,038 - 6,750 -
Structure/Misc $ 488,609 2,000 4,000 2,000 - 2,000 -
Total NON CLINICAL $3,409 286 12,560 27,893 15,333 1,200 11,360 -
TOTAL $9,885,500 38,809 80,878 41,979 6,023 32,876 .

Page 7
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ILLINCIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

Facility Bed Capacity and Utilization

APFLICATION FOR PERMIT- May 2010 Edition

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

FACILITY NAME: | Wauconda Healthcare & Rehabilitation Center

| CITY: Wauconda

REPORTING PERIOD DATES:

From: March 2011 to: February 2012

Category of Service

Authorized
Beds

Admissions

Patlent Days

Bed
Changes

Proposed
Beds

Medical/Surgical

Qbstetrics

Pediatrics

Irtensive Care

Comprehensive Physical
Rehabilitation

Acute/Chronic Mental lliness

Neonatal Intensive Care

General Long Term Care

135

510

44,034

+57-15.2
Net +40

175

Specialized Long Term Care

Long Term Acute Care

Other {{identify)

TOTALS:

135

510

44,034

+57-15-2
Not +40

115




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLSCATION FOR PERMIT- May 2010 Edition

CERTIFICATION
The application must be signed by the authorized representatlve(s) of the applicant entlty The

authonized representative(s) are:

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

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

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

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

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

This Application for Permit is filed on the behalf of \Waueonda Psgeciakes LU *

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 hereln, and appended hereto, are complete and correct to the best of his or
her knowledge and belief. The undersigned also certifies that the parmit application fee required
plication is sent herewlth or wllf ba paid upon request. .

SIGNATURE
LAvReNcE JuoNG
PRINTED NAME PRINTED NAME
w3 -
Diuecir VP- FnrnCE
PRINTED TITLE PRINTED TITLE
Notarization: ' Notarization:
Subscribed and swom to before me Subscribed and swom to bafare me -
this 24 _dayof 7 arc h , 2 o/2 this /5~ dayof pmtmvd d , 2072

*Insert EXACT Ieggname of the applicant -

Papge 9




ILLINGIS HEALTH FACILITIES AND SERVICES REVIEW BOARD I APPLICATION FOR PERMIT- May 2010 Edition

CERTIFICATION

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

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

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

o inthecaseofa partnership, two of its general partners (or the sole generat partner, when two or
moare general partners do not exist);

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

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

Wauconda HeatYrheare,
This Application for Permit is filed on the behalf of el Belnb Vi dadon, Cortire  LLE .
in accordance with the requirements and procedures of the lllinols Health Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and fila 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 bellef. The undersigned also certifies that the permit application fee required

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

IGNATURE SIGNA

LAURENCE ZuNG CHR:S TE:PHE( VicERE
PRINTED NAME PRINTED'NAME
DirecToR VP - FNANCE
PRINTED TITLE PRINTED TITLE
Notarization: Notarization:
Subscribed and swom to before me Subscribed and swom to before me
this_2 7 dayof_n @ A - this 27 dayof g ¢ £

L .1 .
“Insert EXACT legal name of the applicant -
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edftion

SECTION lil - BACKGROUND, PURPOSE OF THE PROQJECT, AND ALTERNATIVES -
INFORMATION REQUIREMENTS

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

Critarion 1110.230 — Background, Purpose of the Project, and Alternatives

READ THE REVIEW CRITERION and provide the followIng required information:
BACKGROUND OF APPLICANT

1. Alisting of all health cars facilities owned or operated by the applicant, including licensing, and certification if
applicable.

2. A certified listing of any adverse action taken sgalnst any facility owned andfor operated by the applicant
during the three years prior to the filing of the application.

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

4, f, during a glven calendar year, an applicant submits more than one application for permit, the
documentation provided with the prior applications may be utilized to fulfill the information requirernents of
this criterion. In such instancaes, the applicant shall atiest the information has bean previously providead, cite
the project aumber of the prior applicetion, 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.

PURPOSE OF PROJECT

1. Document that the project will provide health senvices that improve the heslth care or weli-bsing of the
market area population fo be served.

2. Defing the planning area or market area, or other, per the applicant’s dafinition,

3. Identify the existing problems or issues that nead o be addressed, as applicable and appropriate for the
project. [See 1110.230(b} for examplas of documentation.}

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

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

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

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

e YR
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

ALTERNATIVES
1) {dentify ALL of the alternativas to the proposed project:
Alternative options must include:
A) Propuosing a project of greater or lesser scope and cost;

B). Pursuing a joint venture or similar arrangemant with one or more providers or
. entities to meat ali or 8 portion of the project’s intended purposes; developing
altarative settings to meat a¥l or a portion of the project's Intended purposes;

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

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

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

3) The applicant shall provide emplical evidence, Including quantified cutcome data that
verifies improved quality of care, as availabls.

Page 12
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

SECTION IV - PROJECT SCOPE, UTILIZATION, AND UNFINISHED/SHELL SPACE
Criterion 1110.234 - Project Scope, Utilization, and Unfinished/Shell Space

READ THE REVIEW CRITERION and provide the following information:
SIZE OF PROJECT:

1. Document that the amount of physical space proposed for the proposad project is necessary and not
excessive. This must be a narrative.

2. If the gross square footage exceeds the BGSF/DGSF standards in Appendix B, justify the discrepancy by
documenting one of the following::

a. Additional space is neaded due to the scope of servicas provided, justified by clinica? or operational
neads, as supported by published data or studies;

b. The existing facility's physical configuration has constraints or impediments and requires an
architectural design that results in a size exceeding the standards of Appendix B;

€. The project involves the convarsion of existing space that results In excess square footage.

Provide a narrative for any discrepancies from the State Standard, A table must be provided in the
following format with Attachment 14.

SIZE OF PROJECT
DEPARTMENT/SERVICE PROPOSED STATE DIFFERENCE MET
BGSF/DGSF STANDARD STANDARD?

PROJECT SERVICES UTILLZATION:

This criterion is applicable only to projects or portions of projects that involve services, functions or equipment
for which HFSRB has established utilization standards or cccupancy targets in 77 Hil. Adm. Code 1100.

Documant that in the second year of operalion, {the annua) utilization of the service or equipment shall mest or exceed the
utitization standards spactiied in 1110.Appendix B. A narrative of the rationale that supports the projections must be
provided.

A table must he provided in the following format with Attachmaent 15,

— - GTILIZATION
DEPTJ HISTORICAL | PROJECTED | STATE MET
SERVICE | UTILIZATION | UTILIZATION | STANDARD | STANDARD?
(PATIENT DAYS)
(TREATMENTS)

ETC.

: ;
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

UNFINISHED OR SHELL SPACE: NOT GERMANE
Provide the following information:
1. Total gross square footage of the proposed shell space;

2. The anticipated use of the shell space, specifying the proposed GSF tot be allocated to each
department, arsa or funclion;

3. Evidencs that the shell space Is being constructed due to
a. Requirements of governmental or certification agencies; or
b. Experienced increases in the historical occupancy or utilization of those areas proposed
to occupy the shell space.

4, Provide:
a. Historical utilization for the area for the latest five-year period for which data are
avaliable; and
b. Based upon the average annual percentage increase for that period, projections of future
utilization of the area through the anticipated date when the shell space will be placed
into operation.

ASSURANCES: NOT APPLICABLE
Submit the following:
1. Verificatlon that the applicant will submit to HFSRB a CON application to develop and ulilize the
shell space, regardless of the capital thresholds in effect at the time or the categories of service
invalved.

2. The estimated date by which the subsequent CON application (to develop and utilize the subject
shell space) will be submitted; and

3. The anticipated date when the she!l space will be completed and placed into operation.

2 T S
THELAST
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

APPLICATION FOR PERMIT- May 2010 Edition

. Criterion 1110.1730 - General Long Term Care (Repealed)

1. Applicants proposing to establish, expand andfor modemize General Long Term Care
must submit the following information:

Indicate bed capacity changes by Service:

action(s):

# Existing
Beds

Indicate # of bads changed by

# Proposed

Beds

Category of Service

[ General Long Term

Care
2. READ the applicable raview criteria outfined below and submit the required
documentation for the criteria:
Definod
APPLICABLE REVIEW CRITERIA Establish | Expand | Modernize | Contlnuum of | Population
Care- - | Establish
Establish or | or Expand
Expand
1110.1730(b}(1) - Planning Area Need - 77 W, X
Adm. Cods 1100 (formula
calculation}
1110.1730(b}2) - Pianning Area Need - X X
Sesvice to Planning Area
Residents
1110.1730{b)3) - Planning Area Need - X
Service Demand -
Establishment of
Category of Service
1110.1730{b}4) - Planning Area Need - X
Service Demand -
Expansion of Existing
Category of Ssrvice
1110.1730(b)5) - Planning Area Need - X
Sarvice Accessibility
1116.1730(c¥1) - Description of Continuum X
of Cars
1110.1730cH2) - Components X
1110.1730{c}{3) - Documentation X
4110.1730{d){1) - Description of Defined X
Populaticn to be Served
1110.1730{d}{2) - Documentation of Need X
1110.1730{d}{3) - Documentation Related to X
Clted Problems
1110.1730(eX1)- Unnecessary Duplication X
of Sarvices
1110.1730(e)(2) - Maldistribution X
1110.1730{0){3) - Impact of Project on Other X
Area Providers
1110.1730{1Y1) - Deteriorated Facilities X
11101732} & {3) ~ Documentation X
Page 29
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ILLINGIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPUICATION FOR PERMIT- May 2010 Edition

The following Sections DO NOT need to be addressed by the applicants or co-applicants responsible for |
funding or gueranteeing the funding of the project if the applicant has a bond rating of A- or better from |
Fitch's or Standard and Poor’s rating agencles, or A3 or better from Moody's {the rating shall be affirmed

within the Jatest 18 month period prior to the submittal of the application):

s Saction 1120.120 Avattability of Funds — Review Criteria
s Saction 1120.130 Financial Viability — Review Criteria
¢ Sectior 1120.140 Egonomic Feasiblilty — Review Criteria, subsection (a)

VL. - 1920.126 - Availability of Funds

The applicant shall document that financial rescurces shafl be available and be equal to or exceed the eslimated total
project cost plus any related project costs by providing evidence of sufficient financial resources from the following
squrees, as applicable: Indlcate the dollar amount to be provided from the followlng sources:

a) Cash and Securities ~ statemeants (8.9., audited financial staternants, [etters from Fnanclal
$.885.500 tnstitutions, board resolutions) as to:

1} tha amount of cash and securilles avallable for the project, including the
Identification of any security, its value and avaliability of such furds; and

2) intersst to be samed on depreciation account funds or to be earmed on any
asset from the date of applicant's submission through project completion,

b) Pledges - for anticipated pladges, a summary of the anticipated ptedges showing anticipated
- recaipts and discounted value, estimated ime table of gross seceipts and related fundralsing
expenses, and a discussion of past fundraising experience.

) Gifts and Baquests - verificaion of the dollar amount, identification of any conditions of use, and
- the astimated time table of receipts:
d} Debt - a statement of the estimated terms and conditions {including the debt time perod, varable

- or permanent Interest rates over the debt ima period, and the anficipated repaymant schedule) for
any interim and for the permanent financing propoased fo fund the project, including:

1) For ganeral obligation bonds, proof of passage of the required referendum ar
evidence that the govemmental unit has the authority 1o issue the bonds and
evidence of the dollar amount of the Issue, including any discounting

anticipated;

2) For revenue bonds, proof of the feasibllity of securing the specified amount ard
interest rate;

3} For mortgages, a fetter from the prospective lender attesting to the expectation

of making the loan In the amount and time indicated, Including the anticipated
interest rate and any conditions associated with the mortgage, sueh as, but not
Nimited to, adjustable interest rates, ballocn payments, etc.;

4} For any lease, a copy of the lease, Including &ll the 1erms and condltions,
Including any purchase options, any capital improvements to the property and
provision of cagital equipment;

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

e) Govemmental Appropriations - a copy of the appropriation Act or ordinance accompanted by a
statement of funding avaitability from an officlal of the governmentai unit. If funds are to be made
avallable from subsequent fizcal years, a copy of a resolution or other action of the govemmental
unit attesting to this intent;

fy Grants - a letter from the granting egency as 1o the avallability of furds in terms of the amount and
—— gme of recealpt;

g} Al Other Funds and Sources — verification of the amount ard type of any other funds that witl be
S used for the project. '

885,500 TOTAL FUNDS AVAILABLE

TAEPEND DOCUMENTA CHRENTA0
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ILLINOIS HEALTH FACILITIES AND SERYICES REVIEW BOARD APPLICAYION FOR PERMIT- May 2010 Editlon

IX. 1120.130 - Financial i

All the applicants and co-applicants shall be tdentifled, specifying their rofes in the project funding or
guaranteelng the funding (sole responsibility or shared) and percantage of participation in that funding.

clal Yiab alyer

The applicant is not required to submit financlal viability ratios If:

1. “A” Bond rating or better

2. Al of the projects capltal expenditures are completely funded through intemal sources

3. The applicant’s current debt financing or projected debt financing s insured or anticipated to be
insured by MBIA {Municipal Bond Insurance Assoclation Inc.) or equivalent '

4,

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

Seoe Soction 1120.130 Financlal Walver for information to be provided
“APPEND BOCQMENI&T,ngﬁ}#&gmAcHMg“N@ INNUMERIC SEQUENTIALORDERAFTER

o
L 5 rrz‘a?"ﬁ'ﬁ- -4E ¥ ST

THE:LAST,

‘OFTHE J

The applicant or co-applicant that s responsible for funding or guaranteeing funding of the project shall provide
viability ratios for the latest three ysars for which audited financial statements are avallable and for the first full
fiscal year at target utilizatlon, but no mare than two years foliowing project completion. When the applicant's
facility doss not have facility specific financial statements and the facility is a member of a health care system that
has combined or consclidated financial statements, the system's viabil;r;tz ratios shall be provided. If the health care

all be evaluated for conformance with the

system includes one or more hospitals, the system's viability ratios
applicable bospital standards. :
Not Germane as project is being funded

i s

‘@: R
N

through intemal sou
TG T R L Thg
wategory Aar.Category.k

Tl Tl

;“ 3 " BT G T ﬂs";ig‘é‘d* £ T
Current Ratio
Net Margin Percentage
Parcent Debt to Total Capitalization
Projected Debt Service Coverage
Days Cash on Hand
Cushion Ratio

Provide the methedology and worksheets utilized in determining the ratios detailing the cafculation
and applicable fine item amounts from the financial statements. Complete a separate table for each
co-applicant end pravide workshsets for each.

2. Vanance

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

ARPEND DOCUMENTATION
“RPRLICATION EORM: =55 o rnagl
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- May 2040 Edition

X. 1120.140 - Economic Feasibility

This section s applicable to all projects subject to Part 1120,

A. Reascnableness of FInancing Arrangaments

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

1}

2}

That the totat estimated project costs and related costs will be funded in totat with cash
and squivatents, including Investment securities, unrestricted funds, recslved pledge
receipts and fundad depreciation; or

That the totat estimated project costs and related costs will be funded in total or in part by
borrowing bacause:

A} A portion or all of the cash and equivatents must be retained in the balance sheet
agset accounts in ordar to maintain a current ratto of at least 2.0 times for
hospitals and 1.5 times for all other facilities; or

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

B. Conditions of Daebt Financing — ALL CASH PROJECT NO DEBT, NOT GERMANE

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

1)

2

3)

That the selected form of debt financing for the project wilt be at the lowast net cost
avaitable;

That the selocted form of debt financing will not be at the lowast net cost available, but is
more advantageous due to such terms as prepayment privileges, no required mortgage,
access to additlonal indebtedness, term {years), financing costs and other factors:

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

C. Reasonableness of Project and Related Costs

Read the criterion and provide the following:

1.

ldentify each department or area impacted by the proposed project and provide & cost
and square footage allocation for new construction andfor modernization using the
fallowing format (insert after this page). ,

COST AND GROSS SQUARE FEET BY DEPARTMENT OR SERVICE

A B C D E F G H
Dapartment Totai Cost
(list below) Cosl/Square Foot Gross 8q. Fi. Gross Sq. Ft, Const. § | Mod. $ (G+H)
New Mod. | New Circ* | Mod.  Circ* | (AXC) (B xE)
Nursing $173.12 | $112.84 | 41,979 6,023 $7,267,400 | $680.221 | $7.pa7621
Contingency $18.68 | %19.93 | 41979 6,023 $700.856 | $120038 | $820,695
TOTALS $189.81 | $132087 | 41,879 6,023 $7.085,056 | $800,260 | $8768,316

* Include the percentage (%) of space for circulation

Page 52
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ILLINOIS HEALTH FACILITIES AND SERVICES‘; REVIEW BOARD APPLICATION FOR PERMIT- May 2010 Edition

D. Projected Operating Costs

The applicant shall provide the prolected direct annual operating costs {in cutrent dollars per equivalent
patient day or unit of service) for the first fuil fiscal year at target ulitization but no mora than two years
Eollowlng project completion. Direct cost means the fully aflocated costs of salares, benefits and supplies
or the service.

E. Total Effect of the Project on Capital Costs

The applicant shall provide the total projected annual capital costs (in current dollars per equivalent
patient day) for the first full fiscal year at {arget utilization but no more than twe years following project

Xl Safety Net Impact Statement - NOT GERMANE TO LONG TERM CARE

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

1. The project's materlal impact, If any, on essentlal safely net services in the community, to the extert that it |s feasible for an
appiicant to have such knowledge.

2. The projact's impact on the ability of another provider or health care system to cross-subsldize safety net services, If reasonably
known to the applicant.

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

Safety Net mpact Statemants shall also Include alt of the following:

1. For fhe 3 fiscal years pror to the application, a cerfification describing the amount of chatity care provided by the appllcant. The
amount calcidated by hospital appllcants shall be in actordance with the reporting requiremsnts for cherlty care reparting in the
Hiinols Community Benefits Act. Non-hospital applicants shall repori charity care, at cost, in accordanca with an appropriate
methodology specified by the Board,

2, For the 1 fiscal years prior to the application, a certification of the amount of care provided to Medicaid patients. Hospital and non-
hospital applicants shall provide Medicald information in a mariner consistent with the information reported each year to the lliinois
Department of Public Health regarding “Inpatients and Quipatients 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 Hospltal Profile.

3. Any Irformation the appiicant believes is directly retevant to safely net services, inchuding infunnaﬂon regarding teaching,
ressarch, and any other service,

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

Safaty Net Infformation per PA 26-0031
CHARITY CARE
Charity (# of patients} Year Year Yaar
Inpatient
Outpatient
Total
Charity {cost In dollars}
Inpatient
Qutpatient
Total
MEDICAID
Medicald [# of patients) 2011 2010 2|8
Inpatient 19.587 21200 17,327
Quipatient 0 0 0
Total 19,587 21.200 17.327
Page 53
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.
.

AT

TR
% 'ﬁ:

Medicaid {revenus) 201 2010 2009
Inpatient 3,036,294 3.031,686 2,438 758
Quipatient D 0 0
3.034.686 2,436,758

Xii. Charity Care Information

Charity Care Information MUSTY be fumished for ALL projects.

1. All applicants and ¢o-apphicants shall indicate the amount of charity care for the latest three pudited fiscal years, the cost
of charify care and the ratio of that charity care cost 1o net patient ravenue.

2. If the applicant owns or operates one or more facilities, the reporting shall be for each Individual facliity located in Ilinols. H
charlty care costs are reported on a consolidated basis, the applicant shall provide documentation as to the cost of charlly
care: the ratio of that charify care to the net patient revenue for the consotidated financial statement; the attocation of
charity care costs: and the ratio of charty care cost to net patient revenus for the facility under review,

3 If the applicant is not an existing facility, it shall submit the {aciiity’s projected patient mix by payer source, anticipated
charily cars expensse and projected ratio of charity care to net patient revenue by the end of its second year of operatlon.

Charity care™ means cara provided by a health care facility for which the provider does not expect to recelve paymant from
the patient or & third-party payer, (20 ILCS 3960/3) Charlty Care must be provided at cost.

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

CHARITY CARE
Yeur Yaar Year

Net Patient Revenus
Asmount of Charity Care {charpes}
Cost of Charity Care

Page 54
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SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
Applicant Identification

Comorations and limited liability companies must provide an llinois certificate of good

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

partner.

The Applicants to this project are Wauconda Associates, LL.C (owner) and Wauconda
Healthcare and Rehabilitation Centre, LLC (operator/Licensee). Each entity is a limited
ligbility corporation and their respective Certificates of Good Standing from the Illinois

Secretary of State’s office are appended in ATTACHMENT-1A.

ATTACHMENT-1

22




File Number 0037451-2

To all to whom these Presents Shall Come, Greetling:

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

WAUCONDA ASSOCIATES, L.L.C., HAVING ORGANIZED IN THE STATE OF ILLINOIS ON
FEBRUARY 01, 2000, APPEARS TO HAVE COMPLIED WITH ALL PROVISIONS OF THE
LIMITED LIABILITY COMPANY ACT OF THIS STATE, AND AS OF THIS DATE ISIN

GOOD STANDING AS A DOMESTIC LIMITED LIABILITY COMPANY IN THE STATE OF
ILLINOIS.

In Testimon U Wher BOf; I hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 3RD

day of MAY AD. 2012

q T i -
. 3 ,
Authantication #: 4212402408 9 M‘ m

Aulhenticate el hitp:fwww.cybsrdrivelliinois.com

SECRETARY OF STATE

ATTACHMENT-1A
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File Number 0037453-9

To all to whom these Presents Shall Come, Greeting:

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

WAUCONDA HEALTHCARE AND REHABILITATION CENTRE, L.L.C., HAVING

- ORGANIZED IN THE STATE OF ILLINOIS ON FEBRUARY 01, 2000, APPEARS TO HAVE
COMPLIED WITH ALL PROVISIONS OF THE LIMITED LIABILITY COMPANY ACT OF
THIS STATE, AND AS OF THIS DATE IS IN GOOD STANDING AS A DOMESTIC LIMITED
LIABILITY COMPANY IN THE STATE OF ILLINOIS.

In Testimony Whereof, 1 hereto set
my hand and cause to be affixed the Great Seal of
the State of Illinois, this 3RD

day of MAY AD. 2012

R/ e
B L ¥k
Authentication #: 1212402424 M W{E

Authenticate at: http:/iwww,cybardrdveillinais.com

SECAETARY OF STATE

ATTACHMENT- 1A
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SECTION L IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
(CONTINUED H)

Site Ownership

Proof of ownership or contro! of the site is to be provided as Attachment 2. Examples of
proof of ownership are property tax statement, tax assessor’s documentation, deed,
notarized statement of the corporation attesting to ownership, an option to lease, a letter
of intent to lease or a lease.

Wauconda Associates, LLC is the owner of the site. The Certificate of Good

Standing is appended as ATTACHMENT-2A. Additional land is being purchased to
accommodate this project, a copy of the property tax statement and the fully executed purchase

and sales agreement is appended as ATTACHMENT-2B.

ATTACHMENT-2
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File Number 0037451-2

To all to whom these Presents Shall Come, Greeting:

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

WAUCONDA ASSOCIATES, L.L.C., HAVING ORGANIZED IN THE STATE OF ILLINOIS ON
FEBRUARY 01, 2000, APPEARS TO HAVE COMPLIED WITH ALL PROVISIONS OF THE
LIMITED LIABILITY COMPANY ACT OF THIS STATE, AND AS OF THIS DATE IS IN

GOOD STANDING AS A DOMESTIC LIMITED LIABILITY COMPANY IN THE STATE OF
ILLINOIS.

In Testimony Whereof, 1 hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 3RD

day of MAY AD. 2012 .

: ) Fhyip G ,
Autherticatlon #: 1212402408 Q M m

Authanticate st: hitp:/fwww.cyberdrivelllinols.com

SECRETARY OF STATE

ATTACHMENT-2A
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18T INATALLMENT 2010
PAYMENT ZOUPOM
RETURI WITR PAYMERT

B Tew

LakeCounty

FROM THE DFFICE OF: ROBERT SKIDMORE. LAKE GOUNTY GOLLECTOR

Male Checks Fayable fo: LAKE COUNTY COLLECTOR

Piease Remit to: 1N, COUNTY 5T. SUTTE 102, WAUREGAM. IL. 6832367
Avold duplicate payments. Ask your lender If it pays your bill,

N4
L

T-“ 09-35-200-009

{ especially if you have refinanced. '
- ! wssznon |[SHTIBIHLIGHAT
WAUCONDA HEALTH.CARE
176 THOMAS CT Taxes Due on or befere 6/6/2011
WAUGCONDA IL 60034-2451 $72,213.79 pue
0935200009000600300722L37920101Y
183435 4

'ﬂUR CAWIELLED CHETR IS YR RECTHDT

Tax Year
09-35-200-009

METHB AR

oK e ST Taxes Due on or before '9/6/2011
LA T6 THOMASCT. e | | $72,213.79 Due
EEE ‘WAUCONDA'IL 60034-2451 : .

1
;

D93520000900000007221379203023

RS

¥OUR CANCELLED CHECK 15 YOUR RECESPT & TEAL HERT. ¢

Propetiy Location: 176 THOMAS CT Pin Number TexYear  TaxCods Acres
WALCONDA #9-36-200.009 2010 13541 0.00
Legat Description:  (EX N 30 FT) ALSO(EX 5 826 FT) W 196.24FT E 126 F
T NW1M4 NETH4 |
Cument Cha From
Taxing Body Rete Amount Prior vear Land Value $117.774
- + Building Value $1,616,574
COUNTY OF LAKE 5.2860 $7.040.07 626.22
COUNTY GF LAKE PENSION 04070 $1,002.68 2az; X Stake Mulipler 10159
VIL OF WALIGONDA 0TI $13 655 62 ;482 = Equalired Valye $1,768,862
e Go REE BT am Landend By Vaie
WALKCONDA FIRE PROT DIST 04160 57.358.47 7358.47 + State Assessed Polfiution Cirl
WALICONDA, FIRE PROT DIST PENSION G840 ,15207 113207
WAUCONOA AREA PUBLIC LIBRARY DISTRICT £:3400 501413 535,37 + State Assesued Railoads
WALICONEM AREA PUBLIC IBRARY DISTRICT PENSION 0.0290 $512.07 6.7 =Total Assesoad Value $1,768,862
WAUGONCHA PARK DIST c2910 3514738 29167 Fufty Exsrnot
WACONDA PARK DIST PENSION CM00 £707.54 ££.16 - Fully Exemp
WALCDNDA, COMM UNIT BCHOOL DISTRICT #118 4.60R0 $81,500.17 11338.2% - Senior Freeze
WALICONDWA COMM LINTT SCHOOL DISTRIGT #118 PENSION 01540 $3,431.80 311,38 H limprovement
COULEGE OF LAKE COUNTY 532 0.2180 $3,856.12 325,18 - Home fmpl
SPECN.?RI?AD WPROVEMENT WALICONTIA GRAVEL g:;g ﬂ.ﬂs,;: 3:;21 - General Homestead
FOREST PRESERVE 43,360, ]
FOREST PENSION 0.0080 $341.50 20016 « Beniot Homestead
TOWNSHIP OF WALICONDA, 0.1600 ®2.830.15 24731 - Disabled / Veterans
TOWNSHEE OF WAUCONDA PENSION 0.0250 4224 7818 .
- Returning Veterans
= Taxabis Valuation $1,768,862
x Tax Rais 8.1650
= Real Estate Tax $144,427 .58
+ Special Service Area
TOTALS 89650  $144427.58  $24,33275 +Dralnage
=Total Current Year Tax $144 427.58
L . +Omitted Tax
+Forfefted Tax
=TOTAL TAX BilLLED $144,427 .58
Fair Market Valoe $5,306,586
1st Instaliment Due 6672011 7221379
- - - - B 2nd Inataliment Due  9/6/2011 $r2.2tamme

ATTACHMENT-2R
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-~ FO IMETALI MRS . o e 2010

_\\;!E(L LakeTount A% PAYMENT COUPHY! :
I ? q FROM THE OFFIGE OF: ROBERT S.IKII:MOHE. LAKE COUNTY SOLLESTOR RETURH WITT PAYMINT ?.
AE\‘ ! 08-35-200-059

Make Checks Payable ta: LAKF COUNTY COLLECYOL
Please Remit to: 18 N. COUNTY 57, SUITE 102 WALKEGAN, To. 600831367
Avold duplicate payments. Ask your lender if # pays your biil,

especially if you have refinanced. ' ;l | [H
SRV |

WAUCONDA HEALTH CARE
176 THOMAS CT Taxes Due on or before 6/6/2011
WAUCONDA [L 60084-2451% $4,025.46 DpuE

WSURTH T R TR IO ITEU L O T TR L

192520005900000D00040254L20L0LS

00183828

(OUE CANUELLEN CHETE W3 00 RECEIT L TEAK HERE 4,

Yax: ‘rear 2010

2 08-35-200-059
AR EONIC

WA'UCONDA-'HEALTH CARE A S .~ Taxes Due on or before 8/6/2011
T 478 THOMAS CT Tt o : 025.47 DuE
'I".WAUCONDA L 60034—2451 : ' $4, !

Pﬂyahl;: L8 NT C '
qsﬂ.coums'r..svm‘m pr.uxﬁt‘.‘m,m

'{- : . ' _ 0"3520805900000000402547201027
VOUR CANCELLED CHECK 18 YOUR RECEIPT J. THAR HERT g
Properly Location; 176 THOMAS CT Pin Nwmber TaxYear TaxCode Acres
WAUCONDA 08.35-200-055 2010 13041 1.56

Lagnl Descriplion:  PT NW NE; E150 WS4 (EX S770 & EX BEG CLN THOMA
5 CT 64 NLY OF NLN STTUNTG ELY 13730, 566,

Curent Cha Frain
Taxing Body Rate Amount Pror Yeor  Land Vaiue $93.604
om0 + Budiding Value $3.075
COUNTY OF LAKE o $0245 3475 .
COUNTY OF LAKE PENSION 01070 #0550 e * Stte Mullipler 1.0109
ML OF wwumw g.?:gg m:.g 4082 = Egualized Value 598,603
WIL OF W 3 34y 2208
AOAD AND BRIDGEWAUCONDA 00220 2180 538 *+ Farm Land and Bidp Velue
wmmr& PROT DIST 041ug $410.19 410:19 + State Assesged Poltution Cirl
WALICONDA FIRE PROT DIST PENSION 0 084 s6a 1 e
WAUCONDA AREA PLELIC LIBRARY CYSTRICT 0:3400 33525 2074 + State Assessed Relireads
WALCONDA ARES, PUBLIC LIBIARTY IXSTRICT PENSION 0.0200 $1m50 3.45 = Total Assessed Value 338,603
WALICONDA PARK DIST 0210 52664 16.24 Pully E
WALKCONDA PARK DIST PENSION 0.0400 S39.44 357 - Fulty Exempt
WALICONDA COMM UNIT ECHOOL DISTRICT #118 46080 $4.543.64 620,06 - Senior Freeze
WALIGONDA COMM UNTT SCHOOL DISTRICT #118 PENSION D140 $191.28 1796
COLLEGE OF LAKE COUNTY #532 02160 571485 21.60 + Home Improvement
SPECIAL ROAD BAPROVEMENT WALICONDA GRAVEL g:g mg; ya.g - General Homestead
FOREST PRESERVE , 1 ;
FOREST PRESERVE PENSION 00660 5755 IRE] - Senior Homeslead
TOWNSHP OF WAUCONDA 01600 $157.76 1374 - Disabled / Veterans
TOWNSHE> OF WALCONDA PENSION 0.0250 £24.85 435 - Retuming Veterans
= Taxable Vatuation 398,603
x Tax Rafe B.1650
= Real Estale Tax $8.050.93
+ Special Service Area
TOTALS 8.1650 $8,050.83 $1,353.04 + Drainage
: =Totml Current Year Tax $3,050.03
1 ) + Omitted Tex
+ Forfeited Tax
=TOTAL TAX BILLED $6,050.83
Fair Market Valus 5205808
1st Instaiiment Due  6/8/2011 $4.025 46
2nd Instaiiment Due  §/8/2011 3402547

ATTACHMENT-2B
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':.""?I‘l‘i’d“z;:,’f.i’?r"" )
iz LakeCourt,
—— ni«:; urm w' TH w.'* Mt
7’%!\\ FRAON THE OFFICE OF: ROVERT SKINMORE, LAKE CCURTY SOLLESTIH:
Muke Checks Pavable tor LAE OOUNTY COLLEDTOR
Pizase Remdt to: BEN.COTINTY 870 8UMTE 162 WAL IRELALL, o, RT3
Avoid duplicate payments. Ask your lender f it pays your blli,

ey v e —— |11l

s 2010

1

e
LR

Ly ea

09-35-200-057

TRUST 118167 .
176 THOMAS CT Taxes Due on or before 6/6/2011
WAUCONDA IL 60084-2451 $124.92 DUE
Il"!"[llllll""I‘II"II"llll'l'!lIIII*!"!‘IIIlI’IIII"ll"Il
09352000570000000001 2482202012
00183837
COUE CANCELLED ChE 5 YO pEocvm: & TEAR {ERE {.

Jax ‘iear 2010
o~
, é 09-35-200-057
aay*alﬂsftn"

s nM'z"z' ks
_ J’lmﬂf&mﬁﬁ_oﬁﬂﬂ‘ﬂ -ﬂﬂm sr,,summ_ﬁ?mmmﬂmh E0BS 4361 | M
oot s i |[{GBUNAID

. Taxes Due on of before 9/6/2011
$124.93 , pue

G AT THOMAS CT
T AWAUCONDAIL sous4-2451

i _ . : 0935200057000000000124932111023

YOUR.CANCELLED CARCK IS YOUR RECEIPT & TEAR HERE J.
Proparty Localion: O OAKS AVE Pin Nunber Tex¥esr TaxCode Acres
VWALICONDA 09-36-200-057 2010 13041 005
Lagal Description:  PT NW1/4 NE1/4; PT LYG BTWN WBaT & 726 (EX N30’
L EX S 826)
Cument Chs From
Taxing Body Rate Amount Pribr Yea; _Land Vahus 53,000
+ Bullding Value
COUNTY OF LAXE 02960 st218 1.00
COUNTY OF LAKE PENSION 21070 a3 ois X State Muttiplier 1.0199
VILOF wumm o o??g A8 tim g = Equalized Value 53,060
WIL OF WaLCCH PENS 014 3B
ROAD AND BRIDGE-WAUCONDA ' otz $0E7 047 +FamnLandand Bidg Vahe
WALCONDA % PROT &?‘r Q4160 $1273 132 + State Assesxed Poliution Cinl
WALICONDA, FIRE PROT PENSION 00640 $1.96 . .
WALICONDA AREA PUBLEC LIBRARY DISTRCT 03400 $t0 41 08 + State Assessed Raifoads
WALIGONDA ARES PUSLIC LIBRARY DISTRICT PENSION 0020 es 0N =Total Assessed Value 53,060
WALICONDA PARK DIST o910 $.8% 048 Ful '
WALICONDA FARK DIST PENSION a.0d00 s122 o4 - Fully Exemp
WALICONGA COMM UNIT SCHOOL DISTRICT #1138 45000 SHLE 18.58 - Senior Freeze
WALICONDA CONM UNIT SCHOOL DISTRICT #118 PENSION QL1840 3554 0.54 :
COLLEGE OF LAKE COUNTY #5352 02150 567 067 ~ Home Improverent
EPECIAL ROAD IMPROVEMENT WALKCONDA GRAVEL 1400 s g g - General Homestead
FOREST PRESERVE 0.1800 $5.82
FOREST PRESERVE FENSION 0.0080 024 0.3 - Senier Homestead
TOWNSHP OF WAUCONDA 01600 5485 c.42 - terans
TOWNSHP OF WALOONDA PENSION f0250 %77 o g::lm:’ i
= Texable Valuation £3,080
¥ Tax Rele B.1650
= Real Estate Tax $245.85
+ Special Service Ares -
TOTALS B.1850 524085 $42.01 + Drainage
. =Total Current Year Tax $249.85
L + Omitted Tax
+ Forfelted Tax
=TOTAL TAX BILLED $248.85
Fair Mariet Valve 59,180
15t Ingiallment Due  &B/2011 512492
. 2nd Instafiment Due 9672011 $124.83
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171 NORTH CLARK, CHICAGD, ILLINOIS 60BD1

® CHICAGO TITLE AND TRUST COMPANY

Escraw Trustes:
Escrow Admisrator: REGINA E. SPRINGER
Phone no: (312)223-5848
Faxzo:  (312)223-2108

ESCROWTRUSTNO: D2 201210889 DATE: DQ/06/12
‘To: Chirego Title end Tnod Company, Esctow Trustes:

Custemer [dentification:

Seller: BOEMMER AUTOHDTIVE 1N, /afar\, PRON b W

Purchser; WAUCORDA ASSOCIATES, L.L.C. .~ AY Al o o
mmﬁﬂﬁm@ LBERTY STREET, WAUCONDA, ILLINDIS 800B4
Froject Refurence:

t_—j,__,/éua:hxu;‘a_'-‘ili TEh CHECK representing:

Delivery of Depusit:

The sbove-referented escrow thust de (:gmmm’l depmlted with (e excrow Lrustee to be dellvered by hoonl
mdpldlpmtnmrolthmwpg:r rupu:;unrndx:.uh " by oy upos the

In no case shall tha ahove-mentloned deposits bo surrendered ¥ the receipt of sn order 5, by the portles hereto.
mmmmormmwmwm?&m&mumw Y >

Dilling Instructions:

Estrow trst {ee will ire hitled as follows:
1/2 TOQ EAGH PARTY

The partles seknowledge that bepinning sfier & period of ono from tha date of this pgreement, Chicago Titlo and Truyt
Com mymmmgmmMmm&.mﬂmw&wmuﬂ)}mmmmmIoruwn
thn&mpm}'slhmmmtmuchudm

This foe mey be deducted from Ure eststandiop escrow balance or bitled v 1/2 TO BACH PARTY

PLEASE NOTE: The escrow Wust fes for these folnt nrder escrose st instruciions Is due und payable within 30 days from the
dbburyement dats (which bsnmmd:db;ll:lnxmmm direction of tho porties hereto}, In the event no
dais bs ascertatnsblv, seid escrow trost fee i 1o ba billed at uccsptascs aid is due and payahis within 30 days from
the billlay date. clamgn'nuammmﬂ.ummmwmwmmmnmwmmmmmt
urder escrow Instrurtions in the event the finds on depoit hesein oo trensferred o 6r dishursed Ln connertion with salo escrow
trum Instrections or eny clostng irensaction established ot Chicago Titz.
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Eserow Trust No.: bz 201210859
Inveytment:

Depostis made prryuan ©o thess kauucdons may be invested on behall of try party or parties hereto; provided that any diteciion
to escraw trustee [or sueh investment shall bo expressed In wrtilng and cootaln the consent of all partiss to this escrow, snd slso
provided (ka1 escrow trustes I3 in veceipl of the Inxpayer's idexilOoiion rumber and investment fomms w requited.  Excrow
truxice will, upon request, lumith formation canteming it procedures and lee schwdulde for frvesiment,

In the event the ewcow trusiee (1 requested 0 invest dey hmdmdﬂ:?nﬂﬂemdmwmmumwbzhzm
for way foss of principal or Intetest which maoy be Incurped as & result of maklzg the imvostmenis or redecmdng sald
investment for the purposes of theso escrow trust instruciions,

Direclion Not to wm!g to Commingle:

mwémmmnrimbrm-mwmahnmmmudhwwmwmwnﬂm
the pariles hereto direct the escrow Wrustss NOT to levest wny fimds deposhied by the partios uoder O terms of this

trustee shinil have o Len on the ) heretn for any exd Tets and if sl costs, (ags #nd expnses we
mummwmwmmm?mmwwmmmm
Exeoution:
Thase escrow trust tnstructions ars governod by and sre to be coralrusied under the Lews of the state of fHinohs. Tho escrow it
imxtructons, emendmests or mmental o bereto, muy be executed in counierperts, of which shal) b dremed
un originw and all such counterparts together shall comxiituie oz tnd the same instrament.
For Seller: For Purchawer:
Name: RICHARD J, WAHON & ASSOC., Name: KDREY, COTTER, HEATHER & RICHARDSON. LL
By RICHARD J. KAKON By CARTER A. KOREY
Address: 127 EAST LIBERTY STREET Address: 20 SOUTH CLARK

WAUCONDR, ILLINOIS BDOB4 SUITE 60D

CHICAGD, ILLIKOIS 60BO3
- )74-7025
Phose: (847)628-0626 P @FyEOEspre ) A-J70-707
F {312)372-1078¢

fex (347)5’3’5-)4 P (14
/' e -
Accepizd Eor Chicyss Title and Trust Campany, s Escrow Trusiee,
- -

D _5/? rl@z;z
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PURC AND SALE AGREEMENT

THIS PURCHASE AND SALE AGREEMENT (“Agreement™), is made and entered into this 2! day
of March, 2012 (the “Effective Date™), by and between BOEHMER AUTOMOTIVE INC., an
Illinois corporation f'k/a Boehmer Chevrolet Sales, Inc, (“Selier), and WAUCONDA
ASSOCIATES, L.L.C,, an lllinois limited liability company, or its nominee ("Purchaser”).

RECITALS:

WHEREAS, Scller is the owner of record of the real property located to the South of the property
commonly known as 416 West Liberty Street, Wauconda, Illinois 60084, legally described on
Exhibit A attached hereto (the "Property™);

WHEREAS, Seller now desires to sell to Purchaser and Purchaser now desires to buy from Seller the
Property, together with all rights, casements and appurtenances pertaining therete, and all
improvements, trees, bushes, iandscaping and foliage located thereon;

NOW THEREFORE, in consideration of the recitals which are hereby specifically by reference
incorporated herein and in further consideration of the mutual promises of the parties, it is hereby
covenanted and agreed as follows:

1. Feasibility Period.

Purchaser shall have until ninety (90) days after the Effective Date hereof (the “Feasibility
Period") to:

a. Investigate the physical condition of the Property.

b. Investigate such other matters as may be deemed necessary or appropriate by
Purchaser.

From and afier the date hereof, Purchaser and its employees, agents or independent
contractors shall be permitted to come onto the Property to complete any physical
investigations necessary for the performance of this Agreement. Purchaser agrees to
indemnify and hold Seller harmless from and against any mechanic's lien or other
claim for the providing of material or services upon the Property in connection
therewith and any other claims, causes of action or expenses arising out of any act,
occurrence or omission of its employees, agents or independent contractors while on
the Property.

Purchaser shall immediately' restore the Property to its condition prior to any such
testing afier the testing has been compieted.
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Prior to the expiration of the Feasibility Period, Purchaser shall give written notice to Seiler
whether or not Purchaser is satisfied with the matters described in this paragraph 1.

If such notice is in the negative, this Agreement shall be deemed to be terminated, in which
event the Eamest Money shall be returned to Purchaser, and Purchaser, as a condition to the return of
the Earnest Money, shall deliver to Seller all plats, plans, soil tests, engineering and studies prepared
by and for Purchaser with respect to the Property.

2. Prelimina iveri

Within thirty (30) days after the Effective Date hereof, Seller shall deliver the following to
Purchaser:

a A current commitment for title insurance issued on or after the Effective Date by
Chicago Title Insurance Company (which may be in nominal amount) showing title
to the Property to be in Seller, subject only to:

i. the general and usual exceptions contained in such policies as are issued by
Chicago Title Insurance Company; and

ii. those special exceptions approved by Purchaser after receipt of the
commitment for title insurence ("Permitted Exceptions™).

Purchaser shall order, obtain and pay for:

b. A survey prepared in accordance with the Standards for Land Title Surveys of
American Land Title Association and American Congress on Surveying and Mapping
promulgated in 1999 ("ALTA Survey”), currently certified by a registered Illinois
land surveyor sufficient to enable the title insurance company to give coverage over
matiers of survey, showing the exact boundaries, legal description and acreage
contained within the Property, designating all improvements, showing no fencing or
other improvements of every kind which might constitute encroachments in either
direction over the boundaries, all public or private utility or drainage easements or
easements of passage of record, and designating all flood plain floodways and
wetlands disclosed by the public records.

If the ALTA Survey set forth in 2b above shall disciose defects, encumbrances or
exceptions to title or survey not permitted by this Agreement, Seller shall have thirty
(30) days from the date of notice thereof to remove same. If Seller fails to have the
defects, encumbrances or exceptions to survey not permitted by this Agreement
removed within said thirty (30) day period, Purchaser may either terminate this
Agreement or, upon notice to Seller within ten (10) days after the expiration of the
thirty (30) day period, accept the survey as then it is with the right to deduct from the
portion of the Purchaser Price then due liens or encumbrances of a definite or

2
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ascertainable amount not exceeding Fifty Thousand Dollars ($50,000.00). In the
event that Purchaser shail fail to elect either remedy within said ten {10) day period,
then this Agreement shall thereupon terminate and the Eamest Money shall forthwith
be refunded to Purchaser.

Within five (5) days from the Effective Date, Seller shall deliver the following 10 Purchaser:

€.

all piats, plans, studies, soil tests, surveys, enginecring reports, real estate tax bills or
notices, proposed assessed valuation or simifar data in the possession of Seller
relating to the physical condition or the proposed use or development of the Property.

Seller shall provide all of such documents to Purchaser together with a list of such
documents describing each of such documents so provided in detail.

3 Property.

Purchaser agrees to purchase from Seller and Seller agrees to sell to Purchaser the Propenty
tegally described in Exhibit A and to causs to be granted to Purchaser or its normines good and
merchantable titie thereto by special warranty deed with appropriate revenue stamps affixed, subject
ondy to the Permitted Exceptions.

4, Purchase Price; Closing: Earnest Money.

2.

Purchase Price. Subject to adjustments and prorations which shall be paid in
immediately-available funds at the time of Closing described below, the purchase
price (the "Purchase Price”) shall be Four Hundred Fifty-Eight Thousand Six
Hundred Eighty-Six Dollars and 80/100 ($458,686.80) or $4.875 per square foot for
the 94,089.60 square feet of the Property. In the event the survey discloses that the
property is more or less than 94,089.60 square feet, the purchase price shall be
recalculated at $4.875 per surveyed square foot.

Subject to recalculation, if any, as stated above, Purchaser shall pay the Purchase
Price as follows: i) $58,686.80 to be paid at Closing of which $25,000.00 shali come
from the uming over of the Eamest Money and the remaining $33,686.80 by
cashier’s or certified check or wire transfer; ii) an annual payment of $100,000.00
due each consecutive yearly anniversary of the Closing Date for four (4) consecutive
years; and iii) interest accruing from the Closing Date at0,75% per annum, to be paid
annually in addition to and with the payments made in section 4{a)(ii) above, coming
to a total of $7,500.00.

In order to ensure the above stated payments, Purchaser shall deposit with Chicago
Title on or prior to the Closing Date, the original executed Promissory Note with
the personal guarantees of Christopher Vicere and Laura Zung, a copy of which is
attached hereto as Exhibit B.
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Closing. The Closing shall take place on June 5, 2012, unless an carlier date is
mutually agreed to by Seller and Purchaser (the “Closing Date”). The closing of the
transaction contemplated herein shall take place at the office of Chicago Title
Insurance Company nearest {o the Property, using a New York style closing whereby
Title Insurer insures over the intervening gap between the title insurance commitment
date and the recordation date of the Stamped Warranty Deed. The cost of the New
York style closing is to be bomne equally by Seller and Purchaser.

Earnest Money. Within five (5) days of acceptance of the Agreement by Seller,
Purchaser shall deposit with Chicage Title Insurance Company (the “Escrow Agent™)
earnest money in an amount equal Twenty-Five Thousand Dollars ($25,000.00) (the
“Earnest Money”). The term “Earnest Money” shail include the initial Earnest
Money and the interest earned thereon, if any. The Eamest Money shall be held
under strict joint order escrow instructions in an interest bearing money market
account (Purchaser shall decide whether it wants the Earnest Money placed in an
interest bearing money market account and will be solely responsible for the cost and
expense of the same). The parties agree to promptly direct the Escrow Agent to
return the Earnest Money to Purchaser or deliver it to Seller in accordance with the
terms hereof. The money market account, if any, shall bear the tax identification
number of Purchaser and the interest eamed thereon, if any, shall be paid to
Purchaser at Closing.

crow: Trust: Con nee.

On or before the Closing Date, the parties shall enter into a deed and purchase money escrow
with Chicago Title. Said deed and purchase money escrow shall contain, in addition to the standard
provisions contained in said instrument, clauses incorporating the following:

a.

Chicago Title shall within thirty (30) days after the date hereof issue a commitment
for title insurance, Form B, covering the Property in the amount of the Purchase
Price, and, at Closing an owner's title insurance policy in the amount of the Purchase
Price. Seller shall also cause Chicago Title at Closing to issue an extended coverage
endorsement insuring over and against unrecorded mechanic's liens, rights of parties
in possession, questions of survey, unrecorded easements, and taxes and special
assessments nol shown of record, an access endorsement insuring vehicular access
and a 3.0 zoning endorsement demonstrating that the Property is zoned for
Purchaser's contemplated use (to build and operate 2 skilled nursing facility). Said
commitment shali show good title in Seller, subject only to Permiited Exceptions;
provided, that Seller shail cause eny title exception relating to any mortgage lien to be
removed on or before the date of Closing. If any title commitment shall disclose
defects, encumbrances, or exceptions to title not permitted by this Agreement, Seller
shall have thirty (30) days from the date of notice thereof to remove same. If Seller
fails to have the defects, encumbrances, or exceptions to title not permitted by this

4
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Agreement removed within said thirty (30) day period, Purchaser may either
terminate this Agreement or, upon notice to Seller within ten (10) days after the
expiration of the thirty (30) day period, take titie as it then is, with the right to deduct
from the portion of the Purchase Price then due, liens or ¢nacumbrances of a definite
or ascertainable amount. In the event that Purchaser shall fail to elect either remedy
within said ten (10) day period, then this Agreement shali thereupon terminate and
the Earnest Money shall forthwith be refunded to Purchaser. The expense of said
title commitment shall be paid by Seller and the expense of extended coverage
endorsement, access endorsement and zoning endorsement shafl be paid by
Purchaser, In addition, all other title endorsements required by Purchaser shall be
obtained by and paid for by Purchaser. Seller shall fumish Chicago Title with all
documents, affidavits and undertakings which may be necessary in order to cause
good titie to be conveyed o Purchaser or its nominee in compliance with this
Agreement and in order to cause Chicago Title to issue jts title commitment or
owrner's guaranty policy.

i Seller shall deposit with Chicago Title the following documents on or prior to
the Closing Date:

(1)  Special Warranty Deed conveying the Property to Purchaser;

(2)  Transfer declarations, including State of [Hinois, County of Lake and
Village of Wauconda, if applicable;

(3)  ALTA Statement;

(4)  FIRPTA Affidavit;

(5)  GAP Undertaking Statement;

(6)  Substitute Form 1099 exemption;

(7)  Such other documents or instruments required by Chicago Title to
compiete this transaction.

ii, Purchaser shall deposit with Chicago Titie the following documents on or
prior to Closing Date:

(1)  the sum described in paragraph 4(2){i) above, less Eamest Money, by

cashier’s or certified check or wire transfer plus or minus applicable
prorations;
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(2)  original executed Promissory Note with the personal guaranties of
Christopher Vicere and Laura Zung, a copy of which is attached
hereto as Exhibit B.

(3)  ALTA Statement executed by Purchaser,

(4)  Certified copy of Purchaser's Board of Directors andfor Members
Resolution authorizing this Agreement;

(5)  GAP Undentaking Statement, if necessary; and

(6)  Such other documents or instruments required by Chicago Title to
complete this transaction.

iii.  The parties shail jointly deposit with Chicago Title executed closing
statements and a joint direction therein directing Chicago Title to deliver the
Eamnest Meney to the Deed and Money Escrow.

Chicago Title shall be empowered and directed by Seller to perform the conditions of
this Agreement to be performed by Selier in such manner that, when the commitment

- for title insurance shall have been prepared and the deposits described in Paragraphs

Sb{i), Sb(ii) and 5b(iii} above shall have been made, then Chicago Title shall cause
the Property to be conveyed to Purchaser or its nominee and the Purchase Price
deposited pursuant to Pamgraph 4.a. and other funds payable hereunder to be paid
Seller, whereupon Closing shall be deemed to have accurred,

6.  Dishursements.

Upon execution, delivery and recording of the Special Warranty Deed for the Property, Seller
shall instruct Chicago Title that when it is prepared to issue its Owners Title Insurance Policy in the
amount of the Purchase Price then due hereunder, subject to Permitted Exceptions, it shall disburse
the funds held by it as follows:

a,

Pay Siate and County revenue stamps attached to the deed, the cost of the owners title
insurance policy (Purchaser shall pay for all requested title endorsements), and one-
half of the escrow fees including the New York style closing fee.

Bill Purchaser for municipal revenue stamps attached to deed, if any, recording deed
to Purchaser, for alf requested title endorsements, and one-half of the escrow fees
including the New York style closing fee.

Pay the balan;:c to Seller.
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7. Seller's Assurances.

Seller’'s Representations and Warranties. Scller warrents, represents and
covenants the following matters to Purchaser, each of which is warranted to be true
and correct as of the date hereof and as of the Closing:

a.

it.

iv,

vi,

vii.

viii.

Untij the date of conveyance of the Property to Purchaser, Seller shall at its
sole cost maintain same in the condition in which it presently exists, free
from waste and neglect, and shall utilize same only for the purposes for
which it is presently used.

Seller now has good and marketable titie to the Property subject only to the
Permitted Exceptions and to such existing mortgages and other
encumbranees, if any, as shall be canceled or released at Closing,

Seller has no knowledge of any pending or threatened matters of litigation,
administrative action or examination, claim or demand whatsoeverrelating to

the Property.

Selter has no knowledge of any pending or any threatened eminent domain,
condemnation or other govemment taking of the Property or any part thereof.

Selier has no knowledge of any special understandings or agreements
between Seller and the Village of Wauconda (or any other governmental
authority) providing for, limiting or defining the requirement of Purchaser to
have to:

(1)  share in the cost of public improvements by recapture, contribution,
special assessment or otherwise; or

(2)  instal] any public improvements; or

(3}  contribute in land or in cash to any school, library, park or other sort
of county, municipal or governmental district or bedy,

There are no parties in possession of the Property, nor are there any pariies
with possessory rights in the Property other than Selier.

All action required of Seller by this Agreement to effectuate the transaction
contemplated hereby have been or will be promptly taken in good faith by
Setier and it representatives and agents.

Seller has received no written notice and Seller has no actual knowledge,
without the requirement of investigation, of any violation of any

7
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ix.

Environmental Laws regarding the Property. Asused herein, "Environmental
Laws" shall mean al} federal, state and local environmental health and safety
statutes, ordinances, codes, rules, regulations, orders and decrees regulating,
relating to or imposing liability or standards conceming or in connection with
hazardous materials, as such term is defined in any of such statuies.

Environmental Matters:

The term “Hazardous Materials” shall mean any substance, material, waste,
gas or particulate matter which is regulated by any local govemmental
authority, the State of Illinocis or the United States Government, including, but
not fimited to, (1) any material or substance which is defined as a “hazardous
waste”, or “restricted hazardous waste” under any provision of [llinois law;
(2) petroleum; (3) esbestos; (4) any polychlorinated biphenyl; (5) any
radioactive material; (6) any material designated as a “hazardous substance™
pursuant to Section 311 of the Federal Water Pollution Control Act (the
Clean Water Act), 33 U.S.C. *1251 gt seq. (33 U.S.C. *1321); and (7) any
material defined as a “hazardous waste” pursuant to Section 1004 of the
Resource Conservation and Recovery Act, 42 U.S.C. ‘6901 et seq. (42 U.S.C.
*§903), or (8) defined as a “hazardous substance” pursuant to Section 101 of
the Comprehensive Environmental Response, Compensation, and Liability
Act, 42 U.S.C. *9601 et geq. (42 U.8.C. *9601). The term “Environmental
Laws” shall mean all statutes specifically described in the foregoing sentence
and all federal, state and local environmenta! heajth and safety statutes,
ordinances, codes, nules, regulations, orders and decrees regulating, relating
to or imposing lHiability or standards concerning or in connection with
Hazardous Materials.

Selier represents and wasrants that (1) to the best of Sellers knowiedge, the
Property is in compliance with all Environmental Laws; {2) re notice,
demand, claim or other communication has been given to or served on Seller
and Seler has no knowledge of any such notice given to previous owners or
tenants of the Property, from any entity, governmental body or individual
claiming any violation of any Environmental Laws or demanding payment,
contribution, indemnification, remedial action, removal! action or any other
action or inaction with respect to any actual or alieged environmental damage
or injury to persons, property or natural resources (any of the foregoing,
whether now existing or hereafter brought, is herein catied a “Ciaim'), and no
basis for any Claim exists; (3) no underground storage tanks are located on
the Property; (4) to the best of Sellers knowledge, the soil, surface water and
ground water of, under or on the Property arc free from any Hazardous
Materials; (5) to the best of Sellers knowledge, the Property has never been
used for or in connection with, and the Seller shall not permit or acquiesce in
the use for or in connection with, the manufacture, refinement, treatment,
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storage, generation, transport or hauling of any Hazardous Materials or the
disposal of any such Hazardous Materials; (6) no Hazardous Materials have
been discharged, dispersed, released, disposed of, or allowed to escape on,
under or in the Property; and (7) to the best of Seller’s knowledge, no
asbestos or asbestos-contsining materials have been instajled, used,
incorporated into or disposed of on the Property.

X. Seller represents and warrants that it has received no notice that the Property
or any part thereof is, and, to the best of its knowledge and belief, no part of
the Property is located within any area that has been designated by the
Federal Emerpency Management Agency, or any other povernmental body as
located in a flood plain area.

ault.

1t is hereby stipulated and agreed that time is of the essence of this Agreement and
each and every part thereof.

If Purchaser shal! fail to perform as provided herein, this Agreement shall be
terminated and canceled if such failure is not cured within ten (10) days after delivery
of written notice to Purchaser from Seller. The failure of Purchaser 1o cure any
default on or prior to the expiration of such notice period shali constitute a defauit
hereunder and entitle Seller to receive and retain all Earnest Money deposited with
Chicago Title. Retention of the Eamest Money shall be Seller's sole remedy
hereunder.

If Seller shall fail to perform any covenant, term or condition of this Agreement or
shal] breach any warranty herein contained, and Seller shall fait to cure same within
ten (10) days after delivery of written notice to Seller from Purchaser, then Purchaser
may cornmence & specific performance action against Seller or demand termination
of the Agreement and retum of the Eamest Money. Provided, however, Purchaser
shatl have no right to recover any damages against Seller.

9, Real Estate Taxes; Possession.

a,

General real estate taxes for the Property shall be prorated to the date of Closing on
the basis of the most recent ascertainable tax bill, and shall be reprorated upon
issuance of real estate tax bills for 2011 and 2012, and in the absence of a tax bill
corresponding to the Property, the taxes shall be estimated on such other basis as
shall be fair and equitable.

Possession of the Property shall be delivered to Purchaser on the Closing Date.

ATTACHMENT-2E
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10. Condemnation.

In the event that, prior to the date of Closing, all or any portion of the Property not yet
conveyed to Purchaser, or any rights or easements therein shall be taken by condemnation or right of
eminent domain or like process, or shall be threatened therewith, and the taking would have a
materially adverse impact upon its proposed development of the Property, Purchaser shall, within
thirty (30) days afier having received notice thereof from Seller, elect in writing to either:

a. Continuve this Agreement in full force and effect, notwithstanding such taking or
threatened teking. In such event, Seller shell deliver to Purchaser the summons and
complaint initiating any condemnation proceedings forthwith after service thereof.
Purchaser shall be entitied to appear and defend against same, end the total amount of
any condemnation award made prior to Closing shail be paid to Seller and applied as
a credit o Purchaser at the Closing, or in the event that the total amount of any
condemnation award is paid after Closing, at Closing Seller will assign the right to
receive such award to Purchaser; or

b. Terminate this Agreement. In the event of any such termination, the Eamest Money
shall be returned to Purchaser.

c. Failure of Purchaser to make a written election as aforesaid shall constitute an
election to continue this Agreement,

11.  Broker's Commission.

Each of the parties represents and warrants to the other that it has not incurred and will not
incur any other liability for finder’s or brokerage fees or commissions in connection with this
Agreement. It is agreed that if any claims for finder's or brokerage fees or commissions are ever
made against Seller or Purchaser in connection with this transaction, ail such claims shail be handled
and paid by the party (the “Committing Party”") whose actions or alleged commitments form the basis
of such claim. The Committing Party further agrees to indemnify and hold the other harm!ess from
and against any and all claims or demands with respect to any finder’s or brokerage fees or
commissions or other compensation asserted by any person, firm or corporation in connection with
this Agreement or the transaction contemplated hereby. This representation shall survive Closing
indefinitely.

12.  Notices,
All notices required or desired to be furnished pursuant to or with respect to this Agreement
shall be in writing and shall be personally served or sent by registered or certified mail, return receipt

requested, postage prepaid, or by confirmed telecopy or facsimile transmission, to the respective
parties at the following addresses:

10
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IF TO SELLER: Boehmer Automotive Inc.
¢/o Steven K. Boehmer
416 W. Liberty St.
Wauconda, JL 60084
Fax:

with copy to: Richard J. Nekon, Esq.
Richard J. Nekon & Associates
121 E. Liberty St.
Wauconda, IL 60084
Fax: 847/526-7456

[F TO PURCHASER: Waucondsa Associates, L.L.C,
¢/o Christopher Vicere
5061 N. Pulaski
Chicago, IL 60630
Fax: 773/478-1192

with copy to: Carter A. Korey, Esq.
Korey Cotter Heather & Richardson, LLC
20 S, Clark Street, Suite 500
Chicago, IL 60603
Fax: 312/372-7076

Any party may change its address, telephone number or facsimile number for purposes of
service by delivery of written notice to all other parties designated ebove. Any notice mailed in the
manner herein specified shal! be deemed received on the second business day after mailing.

13, Assignment,

This Agreement may ot be sold, transferred or assigned by Purchaser at any time to any
person or party without the writien consent of Seller, which consent shall not be reasonably withheld,
delayed or objected to by Seller,

14.  Conditions Precedent to Closing,

a, In addition to any conditions provided in other provisions of this Agrcement,
Purchases's obligation to puschase the Property is and shall be conditioned on the
following:

i. The parties causing, prior to the Closing Date, the Property zoning
classification to be changed so that Purchaser can build and operate a skilled
nursing facility on the Property. If this is not achieved prior to the Closing

H
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Date, Purchaser can elect to have this Agreement declared null and void with
immediate return of the Eamnest Mouaey.

The cost for obtaining any change in zoning classification shall be at the sole
cost and expense of the Purchaser,

ii. The due performance by Seller of each and every covenant, undertaking and
agreement to be performed by it hersunder and the truth of each
representation and warranty made in this Agreement by Seller at the time at
which the same is made and as of the Closing as if made on and as of the
Closing.

fii.  Possession of the Property shall be delivered to Purchaser on the Closing
Date free and clear of all tenancies and uses by Seller and any other party or

parties.
15. isce

a, This Agreement shall be binding upon and inure to the benefit of the parties and their
respective heirs, personal representatives, successors and assigns.

b. This Agreement shall not be merged into any escrow agreement.

c. This Agreement may be executed in counterparts, and all so executed shall constitute
one and the same Agreement.

d. This Agreement embodies the entire agreement betwesn the parties with respect to
the Property. No exiension or emendment of this Agreement shall be made or
claimed by any party or have any force or effect whatsoever unless same shall be set
forth in writing and signed by the parties,

e. Wherever applicable, the gender of any words used in this Agreement shall be
construed fo include any other gender, and any words used in the singular form shall
be construed as though they were used in the plural form.

f. Any party shall have the right, at its option, to waive any covenant, warranty, term or
condition of this Agreement which the other party is obligated to perform or fulfill;
provided, that any such waiver shall be in writing and delivered to the other party,

-3 This Agreement shall be govern by and construed in accordance with the statutes and
laws of the State of Illinois. If any provision, clause or part of this Agreement, or the
application thereof under certain circumstances, is held invalid, the remainder of this
Agreement, or the application of such provision, clause or part under certain
circumstances, shall not be affected thereby,

12
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h.  Inthe event of tigation between th parties, the prevalling party shail be entitled to
ar gward of ils reasonable stiomeys’ fees snd court costs Incurred in wny such

preceeding,

i The parties intend o sign aod defiver tis Agreement by fersimife transmission,
Each party ogroes thet tha dellvery of tho Agreament by facsimileshall havethesuma
forcn and aifect es delivery of original signaturex mnd thut esch party may use such
facsimite signatures as ovidenos of tio execullon and delivary of tho Agreement by
oll parties to the sams extent that on arigina! signature could be used,

N Whenever  date for performance fills on a holiday or weskend, tho date for
performance shall automatically be extended to the next business day.

N WITNESS WHEREOF, the pastics have execuizd and delivercd this Agrecment in duplicate on
the duy and yewr first above wiilten,

SELLER: PURCHASER:
BOEHMER AUTOMOTIVE INC, WAUCONDA ASSOCIATES, L.L.C.
i/ Bothmer Chevrolat Sales, Inc.

(k)
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EXHIBIT A
LEGAL DESCRIPTION

(T0 BE INSERTED)

PIN:

Commonly known as;

14
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EXHIBIT B
PROMISSORY NOTE

$400,600 June , 2012

Chicago, Illinois
FOR VALUE RECEIVED, WAUCONDA ASSOCIATES, L.L.C, an Illinois limited liability
company (“Maker") hereby promises to pay to BOEHMER AUTOMOTIVE INC,, an lilinois
corporation fk/a Boehmer Chevrolet Sales, Inc. (*Holder™), the principal sum of Four Hundred
Thousand ($400,000.00) Dollars payable in accordance with the terms hereof.

1. Interest, The unpaid principal amount of this Note shall bear interest at the rate of 0,75% per
annum and shall be paid annuatly as set forth below.

2 Payments.

(8)  Principal and Interest. Maker shall make the following payments of principal and

interest:

Date Eringipal Interegt Total
June __, 2013 $100,000.00 £3,000,00 $103,000.00
June __, 2014 $100,000.60 $2,250.00 $102,250.00
June _ , 2015 $100,000.00 $1,500.00 $101,500.00
June _, 2016 $£100,000.00 $750.00 $100,750.00

(b}  Prepayment. Maker may not prepay the Note in whole or in part.

(¢) Payment Address. All payments due under this Note shall be made to the Hoider at
the following address:

Boehmer Automotive Inc.
</o Steven K. Boehmer
416 W. Liberty St.
Wauconds, [L. 60084

or at such other place as Holder shall designate in writing to Maker.

3. Other Documents, This Note constitutes the Note described in, and is issued pursuant to, a
Purchase and Sale Agreement, dated as of February , 2012 (the "PSA"), by and among Maker
and Holder. Reference is hereby made to the PSA.

13
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4. Events of Default; Remedies,
(@)  Event of Default. The following shali be an "Event of Default" under this Note:

(i) Maker shatl fail to make a payment under this Note within ten (10}
days after the date when due.

()  Remedies. Upon the occurrence of an Event of Default:

() Holder may, upon written notice to Maker effective upon receipt
by Maker, declare the entire amount of unpaid principal and
sccrued and unpaid interest under this Note immediately due and
payable; and

(if) Maker shall pay all fees and expenses incurred by Holder,
including the reasonable fees of counsel, in connection with the
enforcement or protection of Holder's rights under this Note.

5. Walver, Maker hereby waives presentment for payment, protest and demand, notice of
protest and demand.

MAKER:
WAUCONDA ASSOCIATES, L.L.C.

By:

Its:

The undersigned, Laura Zung and Christopher Vicere, both have reviewed the terms of the
foregoing Note and both hereby personally puaranty, jointly and severally, ali payments,
including all principal and interest thereon, obligations and liabilitics of Maker on the Note.
Holder shall have no obligation to proceed against or exhaust its remedies against Maker as a
condition to Laura Zung's and Christopher Vicere's obligations hereunder. Guarantors
acknowiedge that the Holder has given sufficient consideration for these Guarantees by
entering into the PSA (as defined herein).

Laura Zung

Christopher Vicere

16
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SECTION 1. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
(CONTINUED ilI)

Operating ldentity/Licensee
o Corporations and limited liability companies must provide an Hlinois Certificate of Good
Standing. .

o Partnerships must provide the name of the state in which crganized and the hame 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.

Wauconda Healthcare and Rehabllitation Centre, LLC is and will be the

operator of Wauconda Healthcare and Rehabilitation Centre. [Its Certificate of Good

Standing is appended as ATTACHMENT-3A.

Persons with five percent or greater interest in this licensee are:

The Estate of Cynthia Chow: 33%
Laurence Zung: 33%
Ronald Zung: 33%

ATTACHMENT-3
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File Number 0037453-9

To all to whom these Presents Shall Come, Greeting:

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

WAUCONDA HEALTHCARE AND REHABILITATION CENTRE, L.L.C., HAVING
- ORGANIZED IN THE STATE OF ILLINOIS ON FEBRUARY 01, 2000, APPEARS TO HAVE
COMPLIED WITH ALL PROVISIONS OF THE LIMITED LIABILITY COMPANY ACT OF

THIS STATE, AND AS OF THIS DATE IS IN GOOD STANDING AS A DOMESTIC LIMITED
ETIABILITY COMPANY IN THE STATE OF ILLINOIS.

In Testimony Whereof, 1 hereto set

my hand and cause to be affixed the Great Seal of
the State of Nllinois, this 3RD

day of MAY AD. 2012

BN
Authenticallon #: 1212402424 M—U

Authenticate at: WipAwww cyberdrivelfinois.com

SECRETARY OF STATE

ATTACHMENT-3A
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SECTION |. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
(CONTINUED IV)

Organizational Relationships

Provide (for each co-applicant} an organizational chart containing the name and relationship of

any person or entity who is related {as defined in Part 1130.140). If the related person or entity

is_participating in the development or funding of the project, describe the interest and the
amount and type of any financial contribution.

Wauconda Healt and Rehabilitation e has no related entities through traditional
corporate organizational structures. However, there are two related entities through the
individuals listed who have ownership five percent or greater percentage in the licensee entity.
Therefore, Oak Brook Health Care Centre, 1td and Norridge Nursing Center, Inc. are related
facilities. Please refer to ATTACHMENT-4A for the informal organizational relationship

chart.

ATTACHMENT-4
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Wauconda Healthcare and Rehabilitation Centre, LLC Ownership Details:

Wauconda Healthcare and Rehabilitation Centre

» Estate of Cynthia Chow 33.3%
© Julie Brum
o Jennifer Chow

¢ Laurence Zung 33.3%

s Ronald Zung 33.3%

Other Facilities with Overlapping Ownership:

(Oak Brook Healthcare Centre, Ltd.:

¢ Laurence Zung: 50%
o Estate of Cynthia Chow
o Julie Brum: 25%
o Jennifer Chow: 25%

Norridge Nursing Center, Inc.

¢ Laurence Zung: 40%
¢ Julie Brum: 20%
* [ennifer Chow: 20%

Wauconda Healthcare and Rehabilitation Centre, LLC

¢ Estate of Cynthia Chow: 33.3%
o Julie Brum
o Jennifer Chow

¢ Laurence Zung: 33.3%

+ Ronald Zung: 33.3%

ATTACHMENT-4A
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SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
(CONTINUED V)

Flood Plain Requirements

Provide documentation that the project complies with the requirements of Hlinois
Executive Order #2005-5 peraining to construction activities in special flood hazard
areas. As part of the figod plain requirements please provide a map of the proposed
project location showing any identified floodplain areas. Floodplain maps can be printed
at www.FEMA.gov or www.illinoisfloodmaps.org. This map must be in a readable
format |In addition please provide a statement attesting that the project complies with
the requirements of lltinois Executive Order #2005-5

{http:/fiwww.ldph.state.il.us/about/hipb.htm).

The proposed project is an addition of skilled beds by new constniction on the existing

Wauconda Healthcare and Rehabilitation Centre. A letter and a flood plain map identifying that
the area is not within a special flood zone area is appended as ATTACHMENT-5A.

ATTACHMENT-5
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300 R, State Syeat Sulte 4104 Chicngo 1| 60610
P. 3120022401 F. 112923077

240 1InctRspandsite com

April 25, 2012
eference: Wauconda He, —Fi Plaj palysis
DPH Provider Nurnber 145887 _
Flood Plain Analysis:
To"\-i\éhom this may concemn,

Please find attached the fiood plain map identifying any areas that would be located within the .
1060 or 500 year flood plain,

This expansion fg pof within these areas.
“Thank you for your time in reviewing this.
‘_-Sincerely,

R R

‘Randal L. Kane, Architect
2401 Incorporated

ATTACHMENT-5A
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SECTION L IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
(CONTINUED V1)

Historic Resources Preservation Act Requirements

Provide documentation regarding compliance with the requirements of the Historic
Resources Praservation Act.

Appended as ATTACHMENT-6A is a letter to the Applicant from Ms. Anne E. Haaker,
Deputy State Historic Preservation Officer from the Hlinois Historic Preservation Agency

determining that no historic, architectural or archaeological sites exist within the project area.

ATTACHMENT-6
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Illinois Historic
i—i—- Preservation Agency

12" 1 Old State Capitol Plaza * Springfield, illinois 62701-1512 « www.illinois-history.gov

Lake County

Wauconda
CON - New Addition, Wauconda Healthcare and Rehak Centre
176 Thomas Court
IHPA Log #006051612

FPAX (217) 782-8161

May 24, 2012

Gina Kniery

Charlee H. Foley & Agsociateg, Inc.
1638 8. MacArthur Blvd.
Springfield, IL 62704

Dear Ms. Kniery:

This letter is to inform you that we have reviewed the information provided
concerning the referenced project.

our review of the records indicates that no historic, architectural or
i chaeological sites exist within the project area,

Please retain this letter in your files as evidence of compliance with Bection 4 of
the Illincis State Agency Historic Resources Preservation Act (20 ILCS 3420/1 et.
saqg.). Thie clearance remains in effect for two years from date of issuance. It
does not pertain to any discovery during construction, nor is it a clearance for
purposes of the Illinois Human Skeletal Remains Protection Ret (20 ILCS 3440).

If you have any further questions, pleass contact me at 217/785-5027.

Bincerely,

Anne E, Haaker
Deputy State Historie
Preservation DOfficer

ATTACHMENT-64
A teletypewriter for the speechihaaring impaired Is available at 217-524-7128. Il is not a voice or fax line.

57




Wauconda Soft Goods Information
Resident Rooms

Number Item

57 Electric Beds
57 Bedside Table
57 Nightstand
57 Wardrobe
57 Couch
57 End Table
57 Recliner
57 besk
57 Desk Chair

114 Lamp

114 High backed Chair
57 Dinette Table

Nurse's Stations
2 Desks
12 Chairs
2 Medcarts
2 Treatment Carts
6 Nurse's Station Computers

6 Medcart, Treatment Cart and Floating Laptops

2 Laptop Carts
Common Areas

3 3 Seater Couches
3 2 Seater Couches
6 End Tables
4 GGame Tables

16 Game Table Chairs

Dining Rooms
15 Tables
60 Chalrs

Therapy Room

2 Desks

12 Chalrs
1 Conference Table
4 Chairs
2 Mat Tables
2 Stationary Blike
1 Treadmilli
1 Stairs

Otfices
8 Desks
8 Desk Chalrs
2 Conference Room Table
12 Conference Chairs

Reception Area
2 Couches
2 End Tables
1 Reception Desk
1 Reception Chalr
1 Sofa table

Exterior Spaces
5 Park Benches

58
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240

AXHTOCRIRE . CONSTRUCOON MWRGEMSTT , COYATTYE

300 M. State Street Sufte 3012 (hicago 1] 60654
7. 311660140 C. 312.902.2401 F. 3126610270
Z40nrchitectsbgroll.com

green initiatives...c..ccviveeenes

May 2012

Reference; Wauconda Healthcare & Rehab Cen

« Green compliant site modification plan

. Gcmstrucﬁon poltution plan

+ Low emission and fuel eff_‘ncient vehicte encouragement — special parking

s Bicyde on site storage — altemnative transportation :

» Native plantings -

*- 50% reduction in landscape water consumption ~ water efﬁc'}ent fandscaping
« . Use of LED lighting - interior & exteriar

s Smrm water management

. Light pollution reduction ~ lew level and controlled parking lighting

s Domestic water reduction

s Construction waste management and recyding

« Use of post consurner materials

» Qutdoor alr delivery monitoring

» Increased ventilation w/ use of energy recovery units — 40% to 60% energy savings
s Control of lighting systems

+ low emittng adhesives and sealants

+ Low emitting paints & coatings

300N Sizte Street #3812 Chicago THnets 60654
FL312.651.0140 F. 312661000 24 smhitectu@gmailoom

ATTACHMENT-7
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+ Low emitting carpets
+ High efficiency heating & cooling systems

+ Outdoor views for 75 to 90% of spaces

2401 Incorporated of Illinois

ATTACHMENT-7

00 K Strte Sireet #3512 Crieags Mook 80654
P.312.661.0140 F.312661.000 2405acchitects$grail com
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SECTION . PROJECT PURPOSE, BACKGROUND AND ALTERNATIVES — INFORMATION

REQUIREMENTS
Criterion 1110.230 - Project Purpose, Background and Alternatives
BACKGROUND OF APPLICANT
1. A tisting of all health care facilities gwned or ted by the applicant, inciudi

certification and accreditation identification numbers, if applicable.
The Applicant for Wauconda Healthcare and Rehabilitation Centre is Waunconda

Associates, LLC (owner) and Wauconda Healthcare and Rehabilitation Cenfre, LLC
(operator/Licensee). As identified under organizational relationship section is that Oak Brook
Health Care Centre and Norridge Nursing Center are related facilities.

A copy of each facility license is appended under ATTACHMENT-11A.

2. i listing of any adverse action taken against any facili andfor opera
the applicant during the three years prior to the filing of the application.

The required documentation with regards to adverse action as defined under

1110.230.2)3)B is appended as ATTACHMENT-11B.

3. Authorization permitting HFSRB and DPH access to any doguments necessary to verify the
in ation_submitted, including, but_not limited to: official rds_of DPH or other State

ncles; ficensing or certification r s of other states en_applicable; and
records of national nized acgreditation anizations. Failure to provide such
authorlzation shall constitute an abandonment or withdrawal of the application

without any further action by HFSRB,
The above requested authorization for the Health Facilities and Services Review Board

and the Department of Public Health access to information is appended as ATTACHMENT-

e,
4, if_durng a given calendar year, an applicant submits more than one application for it
the documentation provided with rior applications be utilized to fulfill information

requirements of thig criterion. In such instancas. the applicant shall attest the inforrpation has
been previously provided, cite the project number of the prior application, and certify that no

changes have occurrad ardin information that has been previously provided. The

applicant is able to submit amendments to previously submitted information_gs needed, to
update andfor clarify data.

The Applicant has not submitted any other applications for permit; therefore, this item is

not germane.

ATTACHMENT-11
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% Whrconds

HealthCare & Dehabilitation Centre

Trusted care. Peace of mind.

March 15, 2012

Ms. Courtney Avery

Administrator

Health Facilities and Services Review Board
525 W. Jefferson Street, 2™ Floor
Springfield, IL 62761

Dear Ms. Avery:

| hereby authorize the Health Facilities planning board and the iliincis Department of
Public Health (IDPH) access to any documents necessary to verify the information
submitted, 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 organizations. 1 further authorize the illinois
Department of Public Health to obtain any additional documentation or information that
said agency deems necessary for the review of this Application as it pertains to
1110.230.a).3)C.

Sincerely,

ATTACHMENT-11B
176 Thomas Court * Wauconda, IL 60084 « (847) 526551 » Tax (847) 5267543 » www.waucondacare.con
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T . 7001 West Cullom Avenue, Norridge, IL 60706
HealthCare & Rehabilitation Centre (708) 457-0700 FAX (708) 457-8852

May 1, 2012

Ms. Courtney Avery

Administrator

Health Facilities and Services Review Board
525 W. Jefferson Street, 2™ Floor
Springfieid, IL 62781

Dear Ms. Avery:

| hereby authorize the Health Facilities planning board and the lllinois Department of
Pubtic Health (IDPH) access to any documents necessary to verify the information
submitted, 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 organizations. | further authorize the lllinois
Department of Public Heatth to obtain any additional documentation or information that
said agency deems necessary for the review of this Application as it pertains to
1110.230.a).3)C.

Sincerely,

Christopher Yicere '

Vice Presidept — Finance

Subscribed and Swom to me

this / dayof _/MAY) , 2012
I e g .

Notary Public

A Member of the Lancaster Health Group _
Trusted Care. Peace of Mind. ATTACEMENT- 118
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HealthCare

May 1, 2012

Ms. Courtney Avery

Administrator

Health Facilities and Setvices Review Board
525 W. Jefferson Street, 2™ Floor
Springfield, IL 62761

Dear Ms. Avery:

| hereby authorize the Health Facilities planning board and the [llinois Department of
Public Health (IDPH} access to any documents necessary to verify the information
submitted, 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 organizations. | further authorize the lllinois
Department of Public Health to obtain any additional documentation or information that
said agency deems necessary for the review of this Application as it pertains to
1110.230.a).3)C.

Sincerely,

Vicere
— Finance

Christophe
Vice Presid

Subscribed and Sworn to me

this / day of /1A ) . 2012

Notary Public

ATTACHMENT-11B
2013 Midwest Road » Qak Brook, IL 60523 ¢ Phone 630-495-0220 » Fax 630-629-5760
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HealthCare & Rehabilitation Centre

March 15, 2012

Ms. Couriney Avery
Administrator

Trusted care. Peace of nmind.

Health Facilities and Services Review Board

525 W. Jefferson Street, 2™ Floor

Springfield, IL 62761

Dear Ms. Avery:

Please be advised that no adverse action as defined under 1110.230.2).3)B has been
taken against the Applicant or against any health care facility owned or operated by the
Applicant, directly or indirectly, within three years preceding the filing of the Certificate of

Need Application.

Sincerely

Ch ristophiz\ Vicere

Vice President — Finance

Subscribed and Sworn to me

this #§&~ dayof _Mmprc &

, 2012

Notary Public

ATTACHMENT-11C

176 Thomas Courl + Wauconda. Il 60084 « (847) 526571 » Fax (847) 5261549 « www.waucondacare.com
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e s 7001 West Cullom Avenue, Nomidge, IL 60706
HealthCare & Rehabilitation Centre (708) 457-0700 FAX (708) 457-8652

May 1, 2012

Ms. Courtney Avery

Administrator

Health Facilities and Services Review Board
525 W. Jefferson Street, 2™ Floor
Springfield, IL 82761

Dear Ms. Avery:

Piease be advised that no adverse action as defined under 1110.230.a).3)B has been
taken against the Applicant or against any health care facility owned or operated by the
Applicant directly or indirectly, within three years preceding the filing of the Certificate of
Need Application.

Sincerely,

Subscribed and Swormn to me

this ___j§ dayof mg_y 2012

Notary Public

A Member of the Yancaster Health Group ATTACHMENT-11C
Tiusted Care, Peace of Mind. .
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HealthCare

May 1, 2012

Ms. Courtney Avery

Administrator

Health Facilities and Services Review Board
525 W. Jefferson Street, 2™ Floor
Springfield, IL 62761

Dear Ms. Avery.

Please be advised that no adverse action as defined under 1110.230.a).3)B has been
taken against the Applicant or against any health care facility owned or operated by the
Applicant directly or indirectly, within three years preceding the filing of the Certificate of
Need Application.

Sincerely,

Christopher Vicere
Vice President — Finance

Subscribed and Sworn to me

this__ / dayof __ May : , 2012

Notary Public

“ ATTACHMENT-11C
2013 Midwest Road ¢ Oak Brook, IL 60523 = Phone 630-495-0220 * Fax 630-629-5760
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SECTION fll. PROJECT PURPOSE, BACKGROUND AND ALTERNATIVES — INFORMATION
REQUIREMENTS (Continued Il)

Criterion 1110.230 - Project Purpose, Background and Alternatives
PURPOSE OF PROJECT

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

This project is for the modernization and expansion of the existing nursing category of
service known as Wauconda Healthcare and Rehabilitation Centre. As outlined in the project’s
narrative description, the renovations fo the existing space include; the expansion and
modernization of the existing kitchen and dining areas; the conversion of existing space into a
bistro, library, game area, coﬁ'e;: and juice bar, and a computer café; and the reduction of beds
within the rooms as outlined above to improve the overall number of private rooms in the
facility. The needed facility improvements cannot all be accomplished within the parameters of
the existing building footprint; therefore, the addition will include:; a new and expanded therapy
department; a consolidation of the administration space; additional employee and new employee
training space; a new main entrance; and new and separate covered ambulance entrance.
Additionally, the modemization and expansion of the existing services and their respective areas
requires the Applicant to also expand the potential income base to make the project more

financially viable. To accomplish this the project is proposing to replace 17 existing beds in the

newly constructed addition and add 40 additional [ __—

. . o Calendar  Licensed Patient Occup.

nursing beds to total bed compliment of 135 existing Year Beds Days %
2010 135 438717 8%

capacity. 2009 135 40673 83%
© 2008 125 38,873 87%

This project will provide health services to 2007 125 41,382 81%

2006 125 42 575 24%

improve the health care or well-being of the market 2005 n? 40238 24%
Ave: 127 248,012 80%

area population to be served by alleviating the pressure

ATTACHMENT-12
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SECTION fll. PROJECT PURPOSE, BACKGROUND AND ALTERNATIVES — INFORMATION
REQUIREMENTS (Continued i) ,

Criterion 1110.230 - Project Purpose, Background and Alternatives
PURPOSE OF PROJECT (Continuation ii)

of the healthy utilization of the existing facility and addressing the need identified for additional
nursing care beds according to the State’s Inventory of Health Care Facilities and Services and
Need Determinations that calculates a need for an additional 576 nursing care beds (total need
for 5,275 beds — total inventory of 4,699 beds = a need for 576 more nursing care beds). Table
One on the page above provides the past six year use rates for Wauconda Healtheare and
Rehabilitation Centre. In addressing the issues of: the need to modermize; the high facility
utilization; and the State’s calculated need for additional nursing care beds in the Lake County
Planning Area, the Applicant proposes to improve the well-being and healthcare of the market
area population.

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

The Planning Area is the Lake County Planning Area within Health Service Area VIIL
The primary market area is proposed to also be the Lake County Planning Area along with the
secondary market area being the 30-minute trave] time contour. The last two years of admission
data ending February 2012 reveals that 90 and 92 percent of the admissions into Wauconda
Healthcare and Rehabilitation Centre come from within the 30-minute travel time contour of the

existing site respectively for years 2011 and 2012.

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

documentation.]

The existing issues that this project seeks to address are: 1. improve the overall number of

private bed rooms within the facility, which is an objective set forth in the Health Facilities

ATTACHMENT-12
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SECTION{ll. PROJECT PURPOSE, BACKGROUND AND ALTERNATIVES -~ INFORMATION
REQUIREMENTS (Continued IV)

Criterion 1110.230 - Project Purpose, Background and Alternatives
PURPOSE OF PROJECT (Continuation iii)

Planning Act (20 ILCS 3960 Section 12.13); 2. modemization of the existing facility to ensure
future marketability; 3. Alleviation of overall high utilization pressures.
4. Cite the sources of the information provided as documentation.

Appended as ATTACHMENT-12A are the past six years of IDPH Annual Facility
Questionnaire forms documenting overall compliance with the State’s occupancy target of 90%.
Appended as ATTACHMENT-12B, is a copy of the State’s May 16, 2012 update to its
Inventory of Health Care Facilities and Services and Need Determinations. Appended as
ATTACHMENT-12C is the admission data by month for the year ending February 2011 and
February 2012. Appended as ATTACHMENT-12D, is the admission data by Zip Code within
30-minute travel time contour of the subject facility for the last two years ending February 2012,

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

More important than the addition of nursing care beds to the licensed capacity, the
proposed project includes the expansion of the facilities overall square footage and the
replacement of 17 existing beds on-site. The project takes the existing square footage per bed of
288 gross square feet and increases it to 462 gross square feet (a 60.4 percent increase in overall
size). The redistribution of space allows some areas to be replaced in the on-site new
construction which in turm will allow existing square footage to be repurposed and renovated.
The replacement of 17 of the existing nursing beds and the expansion of nursing services through
the addition of 40 new nursing care beds accomplish two issues. The first is to provide greater
number of private rooms throughout the facility; the addition that includes the replacement of 17

ATTACHMENT-12
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SECTION . PROJECT PURPOSE, BACKGROUND AND ALTERNATIVES - INFORMATION
REQUIREMENTS (Continued V)

Criterion 1110.230 - Project Purpose, Background and Alternatives
PURPOSE OF PROJECT (Continuation iv)

beds will all be for private occupancy bed rooms. Each resident room will also have its own
bathroom, further elevating the long-term marketability of the facility which is in addition to the

a new and expanded therapy department; a consolidation of the administration space; additional
employee and new employee training space; a new main entrance; and new and separate covered
ambulance entrance all to be provided in newly constructed space. Private rooms are in keeping
with cost reduction goals of CMMS by reducing rehospitalization, risk of infection and
increasing positive outcomes. The second issue accomplished through this proposal is the
alleviation of the overall high utilization while addressing the overwheiming need for additional
nursing care beds in the Lake County Planning Area. The addition of 40-nursing care beds is
modest when considering the need identified by the State is for 576 new nursing beds.

Therefore, this project should more than conservatively accomplish the goals set forth.

6. Provide goals with guantified and measurable objectives, with specific timeframes that

relate to achieving the stated goals.

This project’s goal is to serve and improve physical environment of the existing residents
of Wauconda Healthcare and Rehabilitation Centre and to better accommodate its staff as well as
to build in flexibility in the Applicant’s ability to serve additional residents of Lake County. The
measurable outcome which will determine if this goal is met will be the Applicant’s ability to
maintain the optimal utilization upon the second full year of operation which should not appear

to be an issue if the Applicant’s utilization history is any indicator,

ATTACHMENT-12

75




142 P yCLE wng
——————
Q BUAHAG (U TR Rl Siouin| ‘9407 Xy £ At e k) e mainog:
T vp A R N o taop st ] g,
P> 974 COF 16E = 7y = oL WG [¥i2- 3
we W00 L 7]+ wT =0 wo'ez %Y
Wb NN ERDL AT SIGL e AN I WG DR RO L] ERCyPy

fapy sy, ) RN WOAYY AB INHIATY L3N

jo4) £ 0 o Li13 wel
wonni R

1

4 L] -1 Dty O

oou.n- i .-‘o&. & uniugy
0o & ik i ] el gL Ot ITwRs Dumny ALFINHLS

[0 WIS P S
o0 Supry prgin &2 v o & poL
Lra] St sy Uy B
Q0'GE Ay plaibey " 0 R
olr'e Busuny i GG T DA
«o i ] g
ot oY RN sy
AMEMANDE AMODELYD Y
il TVNg ANIFAS D "mol s Q0N RZPnas ko oy
Cdv LS THWNOWD ALENMELI TYLOVN A9 RN G T

et ¢ = ¢ L e
) P

- [ ]

00 =Dy T A P

T WD) YT 0 EL w " ] Eupngy

*T 45 Sy 5. ony A4 ‘g P B
THNDD TS vl 0 12AT LT T f RE Lyl

S30VE LHIMAYL AUV FIVHEAY WYY SO TIATTONY BDRN0Z INSRAYS AD SLNGHRIN

10wy aoamg M) GO WY KRAUFE IR

S0P SAECRS LG sy

TR R YORDOTM

LahCD BvmOel, 91

HIINID FEVIHLTVAH YONOTY N

WONG A

MRIWED RO TYEH YONOTYM B MY, NVONTTVD S 14004 WV MAm-ONO Y ST

L
W KESIz v ™
HOEMR —
PanLAONSC TS A VIO DR 10 {1 | ‘QLO J0f AMEAXTEING) e -.-o_.i_.bh.“.»s&T_.
]
e
@ s & ¢ 9 ) [ 0 ¢ = ® L m
TSR LSRR S ; o A g
" -3 " ] Q 1] ] o ] 2 [ L8] A
o i
c g
z ; wacr .
L] L1
o [ G Joour]
WIOL  weeg e ez e ey s Wy e o SaNOED 30
NvED wIcL FIEET T 00 "GN ZNIGN TS RIVD ONIEHN
BT M MBBNIZIG - FHVD A0 AT ONV XIE dNOMD SOV AS SUKIONINM
OB ROME LI ¢ BLZL M 6 PUTTIE T T _ woL
[T “eo ° 0 ¢ [] LD PG
wro %00 o ¢ ¢ 9 ° wo 0 00 EpmN
%rq we 0 0 ° ° o %ga Iz oy e
%O# WOGE e Y o = Wrtz BT KB TR awofemk
Ba'wd  dBh dipwy  epied spTeg WAGIN) WD PUW0 WP T RdTOO a0 md AMVO 40 T
smg  ooey WioL [ isy  samncs end 0 peexran Aipawy
g e PasuROn) P T LT
LIRS INDEAYY INGIVY OV GHRADKA SAYD 40 EIATY AS
QMR - KOXLWZTKLO ALTWIYA
") w 0 ST e o sme gl G £Q38 WiOL TR..W
] MDD ST o e uaeg
L} L} o o L] L} I )
-] QLOZLEZL VO wami n [ 6 u 22 MG PO
R iz mbaEgme) g 5 o i st i <1 v faraxiy
o b L O30 OXAIMID  SG3 G ATisS OSSN #7135 5030 B0 5o HATI
& WL M canypn THYO2M FEVIVAY 9030 G038 SO0M S0T0  gEsNaon
Wad  wvad
eﬁuzoaﬁ:nc I AL OVNATWINY 03N T6A N S038 ‘S03E TIENIOM
0 sy ot W Ayl tH ALY By 247
=4 EWLOL ) & v aeus modsy A O ALDLCHE B3 SHENMINGD
TGO Fepign ) TR ON OO ALNM 1030
Sa0m. o8 Sy T A0 NG AL
WM IR Yy O uOMON L BCERNN] SR 16008 1t oBeOWD
uppeomg Lorg TROLIIC] KU RIA Mg “H 190
AR W Lo e IO RRT O IR LAEINLE oy, SO
LREAg $208800 PORSVAIRN ooy LonRLARY KDy FAIRRONg
UG xcp ey RN YV g o . -
o g Ayt RN ;__Emnﬂgoa
freiemq FrmLdaisa g Lop Puonydam | pur uemg Teoed
Y SRR PR
ey ity WY Reney LAy ooy
R [Ty O LEMRAG rIGANN, W0 PRV SRRy
gy () utyigry Brug 1K) SN EOADT DR GO iy LA LR
B ] PR APy Ay KMo ANpe] Ly EUEmaY
L ] AL SRR PROP T WONCOITYM
SKONTIQ ERG-UYRAmety LMCET EYROML 221
SICOMOVIO ANYIINS A9 SLNIQIT TN ENDILABUSTY NOESIdY MELNED VN LWIH VONCNYM
VONODNWM

AALNID THOHLIVIH WONODYM 500 HYSA M ONTIWVIF 00 4 S IR L DO RIONTTH




<L
K2 Py Iz 5 wLE sheg ™~
L1 ) 12RO} —
TN ML IR U ] mram w002 &3 Q Aty 4 LTy sy OMAARC) IKLARRAY WIOOH YIS SRR 10 MouRian irousy) ‘0T XY SATTTTmIn) ARt LD GLSL YT sy
: =
A
[
L4 T ) =
e o
reapi M
AR T
wow =
wmag o
wan
1 o0
TIOL el ey B o L il oty ey SN0UD 30¥
T o weat 03M3EIIHE R e S T2 HICHN DI TV OIS

NI VENIIID - YD 0 TRATT O TR #0HY SOV AN ELAGHDELE

A s CURE O e w05 Aoy 250G 03 Eumuny O3 PEDDY  IGOZAZTY g by
Lol I snl VoL s s W O o FTHIOL ﬁ CLION ALV
%3 nou ) pankyeug
WO s 201 - [ [ [} ey S L e
wro “y ¢ o o [ w0 27 PN BAAE
wre . wan , e a e w00 wgo 0 R “ggaiey . oG AmL G FUNERR VE) WO BT Agagry,
VRO TdTD Mep TRl W W Mg dapey  GpTRg Pg W0 vepied Py 0 G Wy SVO 30 T3AT -
aamg weg w101 g iy | ahomx s sag s o 0 EASOL LR LEEE weey "wez mreevs oy
Y XML [EECEOT] fmgs weug weay g i) 3G k ¥1 -3 WCE %0 %W nrzy
Y ey WA SN s WA AR ey sipa
HOENOS INGWAYY ANEEYS ONY ORAIADREL D 40 EATT AR ___-SIHHHM g svial fxa
SO0 - NORLVZIUAN ALFROVA JA g {5100 2 BIALD JOUNOE HOAY AT JANIATE 13N
L A N S P ¥, 5@l -0y
L ] ] 0 4 ] L] 4 FD PRug o adapary ST
0F eyl ey [ e 0 qi opsmbmpOy
oﬁsh«huim”}nilﬁ o T AR (RS a1 LT [ [ o [ [ iy
s ot L] 0 [} y % a a5 Burtny L) O S LT I S i ] ALDDMLEY
- ETTTSE LY Y S e IRNHM AMFIRE JESN 4TS SCER 39D E0 A0 0T BIG RH 0
BOOZAL O RARIN GO TUVOIOIN  TMVINAY  SU2  BOM BQ3 GO OIRNION i aagry paun 1t ° 0 o il [
RO - SIDUTHIIO W34 G ooy o ° ® o o [ prrrrTmY=—
QY CHCIESINGY PG TR D QST IEEN SN N £038 'BOEY GakMIA arez sanidsnlioy B ° ¢ 8 0k Ty
- - s Brsny) 10 coadg] v ' 0 0 o T Mg
- " e L ALTICIVS 34D 2401 000 oy ] ® ® 0 ¢ oy
ROUOG :nn....___»o.. oA S PO SNOHNATA oLy aog oH LLIUMRDT YD DHEITIHLLNGD o LSARTEL Py n n o -] ] L ALy
o HOLLYWDLHO J0MHON LNITYANDS AHORLND 2 a
TUOAPLD (P A0 ¢ SOy ON LHGUIC ALV IMi-TiNd INIAD TN WOl MINE 00D CZPaMg  Dumew LY
#0utdoae0q Pt wiyriiy o GBI IO DHLLVLS DNIANOND ALENNHLATYITYS AD SINIRETH
LAY PO T 8 WP . Y WAl iy W g
L T 3 e KREGLE. Ty S S " © 5 W ¥ SWI0L
] WA £ sty ] SFOPWR IR A MR a O T e e eemamee e P o
. o vyl kil o) Rty DAY [ [ [} [ ¢ na g
wapiy Ay pciny ” .ﬂm..ﬂiﬂ v . . o o o o . o Yo
- o Pry Serd 2 e P 3 0 0 TpAIS] ° o o M o ° M 22 o ey
..ln: Gria!-anﬂ . ....oxﬁ o Auer P o 22 00 PpRE a ¢ ”w ¢ T 4 mavs et
Sl Irsry 9 [rem oty pom Lakisd e w e . wmo by SNIOL WY ey ) and ' E L
s : J— 2600 TEHE v 30 13N Iy esd Japy WA
o s Ty 0N RIS ECAMN, ° T DR AUy FAUVE BEMIYS ATYD JNEIRY EUYD 30 TIAT] ONY JSUN0E LNINAYA LD BLNIOIRES
o waceyy poog 3 gy g 60 SIS BN GO0 e SIS W 160 ey R AN 0D TR SAARG I
PR DR ° Peren dgy e copang SN0 ARSI Munsgng CorONN QliaEe) T sy
o : WO HLE) S0 N "HYOTHIYM reng ¥ VINOTYAL
SRONOIG t G Sy Onmta. Ly ZONEAY ST HLNOG 0 L8N02 EYNOHL 124
BLEONTVIO AV AL - [ — BOVAAL NYETNIM SYHIN ¥ IYIHLYEH YONODNYM

NN FIVIAGLL MYEEDITTVAL  SO0T WWSA WYONT TP T IO v MAREEN0T EORTH WONO T EYHIH ¥ AUVOHLTYIH YIMONTYAL  BGOT YWELA MYOHTTRO-II0W YYD MG L DROT RO

77




8.

ILLEHOS | ONG-TERM CARE MUOFRE-CALENCAR YEAR 300N Wainprcl Hesithcwrs & Rehah Wamcontx ILLINOS LOMO-TERM CAPE FROALE.CALENTAR YEAR IN0S  Wawronds Hestthcans & Rahab Wancons

Wémoconda Heattficars & Rahaty ADWISSITM RESTRICTIONS REMDEMTE Y FIOMARY DIAZNORIS [T
175 Thoman Gowt AgureerhiatAr-Socel 1 DLAOHONES 178 Thomaa Court
Wmcande, 1L, 600k Ciwonic Mcohohn 1 Heoglorvs ] Wasconde, L B008%
Raferenos Hembers  Fachiy 1D 8008433 Davedopwamialy Destind 1 Entioorifaivintsdols . Katarmnce Numbers  Faclty !0 BIOMAS
Fpakh Satvce Ama 008 Piarving Sernca Anm (0T ot Aokl oo 1 Blecwt Dinrwriary 1 Aoam D08 . ares 07
ominpuginud - Mhockcia) Racipint : "’I"""""‘“""' i ;" RERDEHTE BY PAYRENT SOURCE AND LEVEL OF CARE AVERAGE DMLY FAYMEMT RATES
St il e 1 dontsl K a LEVEL LEVEL OF CARE ANGLE DOUBLE
OF CARE Y N
Coniagt Petyon ml Tremhone Hen-Amboliny -] Cavwicprentat Tuesbdity [ v e wshog » 7 i n;
Ky Bty Non-Mabile [} Cirmuisicry Syztsm ] Huriing n Shiteel Ly
TS Public Al Recpuent o Respieaiory System H o] Ll Indareceaie X1 L] L]
Duin CFDO Shaar o [}
Comphiet Urchrs 8 Yae O [} Dipwalion Dyyier; &
AR Lt bt Sl bahcgy B Gerdpurinery Sysigen Discrders & B S e
Ragisiorsd Agumt nkwinaiim Wartiior Depaendond 1 Sin Dinoren: [ TOTALS
infecicus Dieense v hecledion [ hasirio-akeielal Dwcrdeny 12
Char Flexiriciions [} Irjuchen wral Possostinggy " ATAFFING
Ne Feirictions. [} e Shcion] Coraticom 0 RACE a&gﬁm FLL-TIME
AGILITY UWNERSH: Nexrv-Mpdical Confdom ] Aater: ] a [} QORr EOUTVALENT
i ‘ Note: Beportee] tdictions dructed brl” porua 108 Arrae. i, " a o Adminatrsion 100
LAWTED UABILITY CO -
Back. ] ] a Fhyucans L1 ]
Harwmimpfnc. Wl ] a ] ] 1] Diencior of Mg 1.0
LEECRECD AEDS, BEDS M LUSE, MEDWCARTAFEDICA CLRTIRED BEDS ADMISEIONT AND Whia 108 L] n [} 108 Rugieizred Nurae. 2000
PEAK  PEAK IXECHARGES - 108 Pacr Linknomn o o [ [ a LA 1.0
LICEMSED EBEDS  OEDS EEDS  EEOD0  AVANASLE MEDICARE MEDWCAID pocaen: on 1777008 '™ So 108 [ 0 [ 108 Cavrdind Actes 00
LEVELOFCARE WEDE  SETUP  USED SET4R  INUSE AEDS  CERTIFIED CERTIFED 4, 200m ol : © - v+ Hamih Shall 100
tasrsing Care It 1= s 16 108 w 120 W Tolel Gachanyew 2000 e “""'C'm“ """’: E an mn 2 Bonkasthmee  @©
Shrted Undes 22 o o 0 a o o 0 Reiowmts on 123412008 108 Higm - 4 . : o Tolss 14200
Il DO [} [ o o o [} [] Mor-Hicpanic " e : . "
Srubarad Cyre [-] -] Q o ] -] Exnieity Unbrewn
TOTAL MEDS [T ST~ S T3 1w e 108 o ¢ 2 %
FAGTITY UTILIZATION - 2608 HET KEVENUE BY PAYOR BOURCE (Pucet Yaer Dael C'c:':r M:;v“
ot o AHD PA pA BOURCE Madics Wnlicaly Otvar Pubts  Prvasts Ineumince Frvate Pay TOTALA Evpirt  Volal Net Revanus
Pivats  Frwmle  Cracty Caarraded P Parts RS A o0% 20% 2t 105 0% [
[T inychcaid Ctur Pl Mot Pay Care TOTAL Bacw ol Up 4T 218 ¢ 25041 2267083 AR o
LEVELOF CARE PE.diys OCC.P.  Palfeys Occ.Po. Pm.dey  Padey Peldays Pulde  Paiden Qo e P
Hursing Care 007 0N Rn - 1% ar M IM; 9 39673 [E."
Siilad Under 22 o dow ] o [ 0 » 0.0%
Taerradis 00 LIELL o [ 5 ] 0 0% 0.0%
Thalernc Care L} o [} o LI T oo
Totaa B T T R TE a7 iz ¢ ey s BM
RESIDENTE BY AGE SROUP, EEX AND LEVEL OF CARE - DECEMPER 11, 2004
NURSING GARE SKL UNDER 22 INTERWED. DO SHELTERED TOTAL GRAND
MNGE GROUPS higly  Famate - Malw  Femaie Mals  Fecwie ] Mate  Famale TOTAL
Uty 18 ] [ L] o [} o ] & [ o ]
AT L] L} -] B G [ |1} -4 B [ 0
505 1 [ 0 [’ o 0 0 o 1 [ 1
BOw i ] 3 o L} a ° 0 ] 0 1 »
BT ] -] -] ] ] o n o 5 ] 1]
TS 1 1% 4] L] a ] 1] a (3} i ] 2%
P " 55 @ 2 9 0 60 n o= .
ﬂtmu 2 ™ [] [ v [} [} a -3 ™ we
[P
LONG-Tatm Can nwmum.mmu%mﬁmmw Beron Long T wm Care Faclty Gusadionneine for 2008, Sinc Oeperimaont of Pubhes Hutfth, Hieelih Dyl Deinetlopsra .
Wy Wirmnos
Page 2187 of 2242 Pngn 2168 of N2

¥zl “.LNHT



SITT DT WOy
LO0LE
St G I IR 10 A SOV 'O 40| S ezt KRS ) L (et e
oSN BB wrei L] WIFETHE ZTEYE
LT %ot = %L wro LT wror
WRRARY [N TRC itz il fag wersig SOULITRLEMRALY GG RO b R |

1erngy My, oti) 92UA0R HOAVG AU BNNIAI 12N

ol
[ [Ty
i AN
Wy L [ ° ] L o o, T
coce NG P -oN o o OGN poueg Beuny ALIDANHLE
Wi VR RS 20
o009 ] LT AV ST S £ ST voi
T a1 Umousy ]
ek etryy phsrnbiy L™
W Burony | gy ] 0 o o [ W R
oo LY. 2 5 [ [ ] [ [ L]
-4} SRSty 1] . AR "My
INTYAINDZ ANDO3IYT T P R PP R VPP oo
waL TN SHINAC WS oL A O MPaEE Seenl Bove
DN CHIANOND ALINHLIITYEVY ARl €N Ca
v ¢ =& & .0 & 2o fmu
a 2 0 o e A DR
0 ——g L] a [} [ o 0 e
a 1 L & o ] '] Q Q a L2 DT PR
] 2r AP P ar [ FL o sy Buming
vz ME | sepfmmrd CWI0L M3 Mg i oo IYD 0
oo I RO G DA Auamry g o 3AN

TV 40 EATT ONY DNOE LGRLYY A8 SLHGRER
200 Sy Spms RINURY DG T KRS RN
SCHE000 (NANOEY  EAGROH FXEME]
YOS U AT
Lo b 14 )
AMRY  WIRSAGHEN BpUIO g

TRAY § LA SPUCONEN,  JD0T MYEA HYOMNITYI T Ohif DHvD MYAL-ONOT EXMETT

- 12 ¥omg
0oL
AU SUPAE LA ") 2N e S " {000 Kf RINLCASNE) Apyoh 1 ATy Uk D iRt
T -] = - ) 4 VLG
™ [T 5 w5
i ®© 14 «© L LI
2 ] ] r XY
£ < T LT )
z + ) sac
[} wan
R
™IOL LY sy Ay el sy - e Al N dNICHE: 2OV
i ™oL GIUIL TG O TANRILH T2 WIONN S FuvD DHIEHTN
1652 16 MIGWIDAT + FWYD 40 TIAS ONY A6 '¢N0UD BTV A SINDOIEIN
%08 %¢08 nso WML AR L T ) LT
0o ®oQ A PRSI
%07 %0 o GO DL |
wyn w0 W Z WU PR
L sy o % as 2 awo | mer w5 fupumy
T 20 nd %0 o W wiag T TGIO WPMd PO W0 RO 0 AT
WG NG X DU U wIOL —0 P payy Ancigary
ROUNOE LNENAYY INIUVS OKY TRUACH FHYS 30 TAT AR
2002 - NOUYETRLN ALFTT
[ [ = ® o | S5 WI0L
0 [} [ A PR
[ o ) o 0 MY
LOOZIARTE 0O TLAEw ] '] o 1] LT P
LAZWMOROOC AL oy o 2 =1 st1 ®i Ly Sy
Loaz b DELUNE) QAALET)  SIEY BENM ofFLBS Q3SR oEE SO Juvd 0 AT
10@7iE LRGN reE TVDIGEH TRIVINAY S0 SO ¢ai6 S0 QIHION
" ik M3
ﬁquwﬁnﬂ; IS ORALHID GV YO TE N SC3E 8008 A3ENIDN

BRONIVIC ALY Al S1MDESN

OO ALY QIO
Ko PP RIGHLA PRICOTY O EHEHIHAMD ALTUDY
A O8]
BUORITIH MR
LRIIEIOH 44 TIR) THORIA
Iobpriadig andius, Uogacmegy, Jmfy puisgubey
ROy T VRIS
O L S0 s ..Iununo
Py MY N [ T ]
T Rung Aprd
AT PGy U SUOUCHEL PUR VTR RO
Uy Ry
A LR Bt Aoy
et e ] ORANFOTY
waaapy Brug L50 SR ICHAG LKA GO TANY BOMURG LN
PG ALMUIIAAG oMo (RARDRY ey adaspry
ORIy Sy YOOOE T WPAKOMEM,
REIE- Ty EaeDly [ R TR TTY

Q4 Y S ST,

T,

gy MMM GRAACEIER),  LOOT YA LGN T I TRI0ND UV MUAL-ONGT FONTD

ATTACHMENT-12A

79




TISHZRLLLE wuy g "l

VBRI M C20
RS SR K AL Oy

"SRR Uy SONO KR SN AR UKL YU [0 SR et

o o L

[] a ki) AEHUE

o ] [ Orvmiag -

o .nlo._. ] ] BT T

o o~ > awi e D .. P pepiivs
w T W A0

ot er ry Py ... 1 ot L]

ooz [T 0 Ui, #OmY

o2 i P e o LI

oo} By ) 00as] ] "] T e

[ 3] iy [ e

w i SRy 0 G

IHT AN AOb AV .o ® a8 e .

ATV LRGN mmcl  apmen OO0l e Gowny ]

ONEAYLE DIIAIORD ALOINMATA TOYM A SECHISYN

[T ] ] [ o T ) . ETYLCL

0 a [ D payg

[ 9 L] [} O

L} [ 0 e a T s e

o ] IZ AP Deyag 0 w D B

b bz a3 Baan S0 D Aed Er Ttva 30

TR0 TN D 40 RAT F Y — ~a0 AanaT

KAUVY INIWAYE AHYQ BOVAAAY TS 36 TIAT Ry 4 A8 @,

260 wary opuG Sound @) LY SSOURG UHOR
COMO00R (NAMPWD  ammoN asutmey
OO0 Y| epuaons

AERERE W AR PRI, PORTTILI0NS SUYD WAELL-DHO'T

=y
™
i
T O el e 1
FLv- DIETTRUIT 00yd SR Dty =)
UORLIRCH EM S0 2
R N KO R oy
TG b Ly WA K 0, GO RURTAG U 1 Workd _B.wﬁm
T
1) " ® [ " w LTS m
N o n o ol
L] @ ¢ [} [ nag gy
E] » 1 a L] [JA-1 ] r\h
1 a 1 LY
¥ H o £ [ L123
o o o a wp gL
q Q 4 [ €1 .pun
Triil — by o ] e Lo SdNGHD IO
QNVHD TVLOL QBALTHE 00 TRVTILR T2 HIONR WE D DRTRNN
BT R MWD - YD 20 TIAT ONY XER 'SNOUS TOW LG SLNKAED
“zre LI st B LTS ] T O LU MOl
%0 wr N PR
%00 wop [} L] wod b O WPt
17 1) %op [ o a0 [ T ) pULRS
L L TR 6e  wrm e we 159 D by
B 0O Fey 0 oo oy s TRy M X0 3D g o0 VR YD S0 13A3T
CrIWS I R PR fushienn) IOL 0 Pty [
FEELTL K] Y d W 50 TAART AE
002+ HOULWZIRLI ALY
L . n.w— ﬂ»ﬂ._._. =T »Nr. .w«v..,.w«— EO3E WIOL w
WD P
O] ey —T
ol WGLILERL L0 By ] ] ] [} o 0 o 22 M) PR
5 AT Valla o) 10 21 =24 1 oit 2 521 o 21 ) Doty
e PO MAMMMON POl Ty s GREGMMEST | S038 35NN LIS O30 JFIEE BOIW DD 40 BA31
b WO OB gvdidan RIVIGW  JTEYIVAY  BQ30 SO0 SO G024 O3EN3ON
ouvHIEg Wid  ivad
.M“‘%ﬂng TR QAUHAY O IIVTIY IR SR K BOEE ‘FOTE OFFNTNT
n PR 5 ALTHEWTY QSN
ORI RKrE N ol W U FUOSLTEN PANIZY NN MW INALD LI T £
ORTALY) Ry, 4400 ERDUSR] OH .
SBURKIO PuUW G [ O a0 52%
" AR - 0 USHIRON i PO SO & DNV TZLEAHS
ELORO g Topda) ki o
RN (] LU A Arslalsrat ol SERDYAING O TR s HunOY prasOns
wsls gy o wrey 5PN v...hﬁ..u
3 AT LMy Weskoay oy any [t
[ G KiOwpiie o YOP-uON owgd Ay
AR AN g ° Ampprpry-oy TOOUCSL LI U DT
XLy e ol T
T MY ey, Beaneyy Oy Aoy
WAL oML TRy A M S ALY
RN P vaarpny Beuey I WY e U 0( Sy SR R
TP ALLEOR T ROy Apuscudomand GEFGODD  CRANOND MR SRRy
e 1 A O IO Va0 N CRDUCOMEAY
] b g gLy o) EwLSRL 94
EEOMIVIC ANV AR SINTETY PRI T LETN MO STINY LR T S TR T

ERICOME R, WGy T AN, sy, RN TV EL-SHNOT




Refermee Kumbers DT 007 (57 SO0SESA

ADMISSION REETRICTHONS

AESIDENTI BY PRIMARY THACNON 1S

Wancondy Heshhome & Retab ARgmaive/Anti-Secind 1 DLAGNOSIS
176 Thomas Coun Charonte Alcobsiam 3 Meoplame
Weoconda, il 4000 Dewebopmenially Drisshled 1 Endecine/Membotic
Admiulcirster Dvug Addictinm 3 Blood Dinordens
Sandrs Beroect Medhicnid Recpeet 0 "Narvow Sysem
Contait Persea nad Teiephenr Medicera Reciptens 0 Atheimer Distwse
Jodi Borck Mentat Himm P Menin} fnem
SA7-328-5551 Date MNom-Ambubsiony " Developwwam Dissbility
Regisered Apent [aforaat Compt Nan-Mobta 0 Cirewluony Syshew
SUHWARTZLAWRENCE ¥ 2170006 Publse Ald Recipient ¢ Regpirmioey Symens
T35 NORTH LISCOLN,SUTTE 44 Unclor £5 Yers Uld & Digertive Spatem
LINCOLNWOOD . L 6008 Untle Lo Sel Fbbeiicaw 0 Goaitmrintry Syutzs Dionders
Otber Rewrictions 0 Stin Disseders
FACILITY OWNERSHI? Net Resirieuons 0 Mcubo-sdelout Diveders
LMITED LIABILITY CO . Injwics and Potevings
Note: | equuts st ricsiond Gtber Medenl Conitions
used by Cacilly Non-Medical ooditons
TUTALS
LICENFED BEDS, BEDS [N (SE. MEDICAREMEDICAID CERTIFVED BEDS
FOAK  PEAK
UCENSED BZDS  BEDS BEDS  DEGS  MEDICARE  MEDICALD
LEVELOFCARE  DEDS SCTUP  WSCD SET-UP INUSE CERTITIED  CORTIFIED
Nugxing Tare n? [ A T A A T s 123
Shilbet Linder 22 [ 0 0 n ¢ Py
laterenedioin DOy [/ n L] L} ) ]
Shelkered Coe ¢ [ 0 3 0
TOTAL BIDS w2 HIour o ot 125 115
@ RESIDENTS BY AGE CROLP, SEX AND LEVEL OF CARE - DECEMIER 31, 2008
e NLURSTNG CARE  SKLUNDCR 22  INTERMED. BD SHELTERETH TOTAL  GRAND
AGEGROUPS  Mak  Fenmte  Msin  Femol  Msle Fewalh  Male  Fana  Milc  Femmie TUTAL
Unger 1N [ 0 [ ¢ o ¢ o 3 [ ¢ [
[ETNE ] 1] o 3 L] n N L] ] o o (1]
s 1 ] 0 0 o e [ ] 3 1 $
50 54 [ 1 o L o . n a o 1 [
85w [ H o o [ * [] o . H 8l
EL T ® ” ] 0 [ ] [} ] ’ Fod *
5 Lrver i 51 n 9 ¢ [ u 1 n 3l 4
TOTALS ) ¥ [ [} o 4 o 0 2 56 Hr

FPATIENT DAVE OF CARE - IDQS

Y LEVEL OF CARE AKD PATIERTY TYPE

TOTAL
ALEY

Rorat]

LEVEL

OFCARE  Meticare Medicaid  Otber

Nurting Care o et 'Y

SEiInd22 n [ [

WEDD 0 [

ey o

TOTALS sy 2mea? saty
e

|

H

o=

3

ja s

"SBamce. Mesith Sysiwms Devaiooment

t;] Twvbin Lo puerioiniril of Pyl Haa iy
Z E25 Wipwl Jalibraon

) Rpringheld. inos  Pharw, Z17/IAZ-3611
I

'_l

b

H

Licents  Ymitlp

ee. Per Cee. Pew
042 Wl

L1 ] o6

1] oo

oL uo

L} L%
Page 2310 oF 2404

FATEENT DAYS BY FAYMEINT SOLRCE

LEVEL
GF CAl
Muning
SkiUadld
JLit s g
TOTALS

Mercare Mefcakd
Pui.deys Dce L Pelodbeys Oce. Pt
5 LT TV b1
1) 0
0 o
s by %647 £13

N Humbsrts pracedep £ach seclion rder o the
PRawoar of Dhe CEMEEiTE i Cm vy,
"Doss not include Alzheimar dmgnoses,

EI0ER008

PR L kR L)

Waneonda Hesltheary £ Rebad L] L L ADMISSIONS AND DISCHARG GS - 1085
N . A, Reziltwy on Jenoary 1, 2004
RESIDENTY BY PAYMENT SOUR;‘:“AND LBTELP:: CARE‘ 8. Tom! Advmissions 2005
Lch m' L] ( s “’ 0 .
OF CARE Pastic Py  Cax Tipais U Tou Olachups 2008
Muwisg Care T » a o e Py ™ D. Reidewns or: Diectanes 31, 2008
SkMUind?2 b ] L o L] a 1]
ICFDD L] .} ] ] ] ¢
Shatier . n a n o o
TUTALS i 7 o] o a7 4] 14
RESIDENTE BY RACIALETHNICITY GROLPING AVERAGE DAILY PAYMEKT RATES
RALE Horing SkMUnd2? HCFOD Peba Toab LGVEL OF CARE SINGLE DOULE
Asian o [ a e F MNurting Cery ki ixs
Ipdsan o ¢ 8 # o Silled Under T2 q 2
Blwck i [ v Y a Intgraredials DL Q 1]
HawaFn o Patific Ielender n 0 ) [ [ Sariter o o
White. 14 o ] L] 14
Lhwcoews o [} L] a 4
Tt HL L] L] L I Y ]
CTHNICITY
Hipanis n 1 [} [} [
Mot Hispanic 114 [ [ [T
Lnkowmrt L] 13 & - b L)
Total 14 L L} e 4
RESIDENTS BY AUT CROUP, SEX AND PAYMENT SOURCE- DECEMBER 51, 3004
Medrcar Medienid Unhes Ppblie Fourase Priveie Pay Lty TOTALY
AGE GROUPS  Mate Ferule Male Fomele Mide Pemale Mok Pl Made Fevalt Male Ferwlz  Male  Fewle
Under 13 L] [+] n [+] 7 L) n ] o 3 [i] ] a 1]
1R d4 ] 2 n 1 2 -] 13 b b b o o E n
450 59 1] ] 3 2 B f -] b 1] n ] o 3 2
60w Q ] n 4] b 1] ] b 1] 1 ] 4] 1] 1
o7t 1 X 5 - -] ] L ] ] 1 0 1] .3 5
Tods 1 b4 7 1" L b 1] n ] * a a L] Fi
x5 Over k] ¥ 5 n L ] ] [ ] 2 - 1] '] n 11
TOTALS 5 L] 20 5 L) ] b ] k] H ] L] L -]
STAFFIRG FACHITY NOTES
EWMMOYMINT CATCOORY FULL-TIME EOUTVALENT Baxd Choefge: A0S
Adeninlsveiors L.o0 Avidmd Wi rLYR) Cam s, obid row 325 rueking cacs
Pryuichhs oot s
Dircta of Netzing 1.06
Rogistered Nuray Pshn
LIt 100
Lertifiod Aldas Ao
Oty Heakth SialT 00
‘Hun-iealth SwlT 400
Talsh 108.00
Source Hadth Byshind Devaicpranl ol Mupsben pracedey sach secion refit o Be
ey Dypartrent of Pubdc Hew'th urniewr of B muamiion i e sLTey.
575 Weet Jullermon “Doww X Inch e Abwsimr Sognomss.
Sprngheldt, Tin  Prone: 2177123546
Paga 73 ol 204 ORI 2008

12
pr13
wm
1

i

—mwmoo?

g



LONG-TERM CARE FACILITY UPDATES

0971672011 - 0516/2012

PLANNING EFFECTIVE
AREA ACTION DATE FACILITY DESCRIPTION
CHANGES TO GENERAL LONG-TERM CARE
Health Service Arex 001
Boone CHOW ¢1710/2012  MAPLE CREST CARE CENTRE, BELVIDERE Change of cwnership ocourred.
CHOW 01/10720i2  NORTHWOODS CARE CENTRE, BELVIDERE Change of ownership occurred.
Lee CHOW 01/09/2012  DIXON HEALTHCARE & REHAB CTR, DIXON Chanpe of cwnership occurred.
Stephenson P-11-0584 1012011 FREEPORT MEMORIAL HOSPITAL/SNU, Permit issued to discontinge the 26 nursing cane bed mnit.
FREEPORT
P-11-064 10/11/201)  FREEPORT MEMORIA[I. HOSPITAL/SNU, Project completed.
FREEPORT
Winnzhago Clogure 11/04/201)  ROCKFORD NURSTNG & REHAB CTR., Facility closed 11-4-2011, 97 nursing care beds removed
ROCKFORD from inventory.
Bed Change 032172012 FAIRHAVEN CHRISTIAN RET CENTER, Digoontinued two sheltered cere beds, total now 96
ROCKFORD nursing care beds end 125 sheliered cars beds.
Health Service Area 002
Bureaw/Putnam Closore /1072011 ORCHARD VIEW REHAB & HEALTHCAR, Facitity closed 06-10-2011, 123 muting care bads
PRINCETON removed from inventory.
P-11-065 101172018 MANOR OOURT OF PRINCETON, PRINCETON  Pemmit issued to modernize facitity. Will convert 211 22
sheltered care beds to nursing care and 2dd an additonat
27 nursing care bedy, total now 125 numing care beds.
Fulton Closwre 07/29/2011  ASTORIA GARDEN & REHAB. CTR, ASTORIA  Facility closed 07-29.2011, 57 nurving care beds removed
from inventery.
Henderson/Warren Bed Change 0472372012  HENDERSON CO RETIREMENT CENTER. Added ore nursing care bed, totel now 60 nursing care New
' STRONGHURST beds. '
Knox Bed Change  09/0%72011  KNOX COUNTY NURSING HOME, KNOXVILLE  Added 15 nursing care beds, tolal naw 163 nursing care
beds,
Closure 0W2IRA02  GODD SAMARITAN KNOXVILLE, KNOXVILLE  Fedility closed 03-27-2012, thirty nursing care beds New
removed from inventory,
LaSsile Name Change 10/0172011  HERITAGE HEALTH-PERU, PERU Name changed from Hevilage Manor - Pens.
Name Change  10/0)72011  HERITAGE HEALTH-STREATOR, STREATOR Neme changed from Heritage Manor - Strestor.
Name Change 10/0§/2011  HERITAGE HEALTH-MENDOTA, MENDOTA Name changed from Heritage Manor - Mendota,
Nome Change 1401/2011  HERITAGE HEALTH-LASALLE, LASALLE Name changed from Heritage Manor - Lasaile,
Pecria Name Change 107017201  HERITAGE HEALTH-CHILLICOTHE, Name changed from Heritage Manor - Chillicothe.
CHILLICOTHE
P-11-063 16/1122011  PROCTOR MEMORIAL HOSPITAL, PEORIA Permit issued ta discontinue 15 nursing eare beds, total
row 15 nursing care beds. Campletion date will be
12-31-2011.
P-11-063 12317201 PROCTOR MEMORIAL HOSP{TAL, PEORIA Project completed.
Bed Change  01/10/2012  PROCTOR MEMORIAL HOSPITAL. PEORIA Addrd ten nursing care beds, il now 25 nursing care
beds.
Tazewell P12018 041172012 PEKIN MEMORIAL HOSPITAL, PEKMN Permit ssued to discontinue 27 nureing care bed unil.
Woodlord Bed Change  02/01/2011  APOSTQLIC CHRISTIAN HOME, ROANOKE Discontinued one nursing care bed, ol now 80 rursing
are beds.
Name Change 02/0172011  APOSTOLIC CHRISTIAN HOME, ROANOKE Name changed from Apostolic - Roanoke.
Mame Change 100172011 HERITAGE HEALTH-MINONK, MINONK Name changed from Heritege Manar - Minonk.
Name Change 10/01/2011  HERITAGE HEALTH-EL PASO, EL PASO Name changed from Heritape Manor - El Paso.
Bed Change  10/18/2011  SNYDER VILLAGE, METAMORA Discontinued one nursing care bed, total now 104 nursing
care beds.
. Henlth Service Ares 003
Brown/Schuyler  Name Change 10/012011  HERITAGE HEALTH-MT. STERLING, MOUNT Name changed from Heritage Manor - Mt Sterding,
STERLING
P-11-056 101172001f  SARAH CULBERTSON MEMORIAL HOSP, Permit issued to discontinue the 29 nursing care bed unit.
RUSHVILLE
P-11-056 10/117201F  SARAN CULBERTSON MEMORIAL HOSP, Project completed.
RUSHVILLE
Christian Name Change 10/01/201f  HERITAGE HEALTH-PANA, PANA Nnine changed from Heritage Manor - Paca,
Hancock Closure 08/22/2017  HANCOQCK COUNTY NURSING HOME, Facility closed 08-22-2011, 57 nursing care beds mmoved
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LONG-TERM CARE FACILITY UPDATES
091672011 - 031672012

PLANNING EFFECTIVE
AREA ACTION DATE FACILITY DESCRIFTION
CARTHAGE from inventory.
Logan CHOW 017132012 MAPLE RIDGE CARE CENTRE, LINCOLN Change of ownership occurred.
Macaupin Name Change 10/01/2011  HERITAGE REALTH.STAUNTON, STAUNTON  Name changed from Heritage Manor - Staunton.
Name Changs 10/01/20t1  HERITACE HEALTH-GILLESPIE, GILLESPIE Narme changed from Hevitage Manor - Gillespie,
Name Change 10701/20(1 HERITAGE HEALTH-CARLINVILLE, Name changed from Heritage Manor - Carlinville,
CARLINVILLE
Menard Closure 070872011  MENARD CONVALESCENT CENTER, Facility closed 07-08-2011, 86 rursing care beds removed
. PETERSBURG from fmventory.
Montgomery Name Change 10/01/2011  HERITAGE HEALTH.LITCHFIELD, LITCHFIELD Name changed from Heritage Manor - Litchfield.
Morgan/Scou Closure 08/2672011  CARE CENTER OF JACKSONVILLE, Freility closed 08-26-2011, 93 nursing care beds removed
JACKSONVILLE from inveatory.
Name Change 10/05/201]  HERITAGE HEALTH-JACKSONVILLE, Name changed from Barton W. Stane - Jecksonville.
JACKSONVILLE
Sangaman Name Change 1040172001  HERITAGE HEALTH-SPRINGFIELD, . Namie changed from Heritage Menor - Springfield.
SPRINGFIELD
P-08-080 12116/2011  CONCORDIA VILLAGE, SPRINGFIELD Facility licensed.
Bed Change  12/19/2011  §T. JOSEPH'S HOME FOR AGED, SPRINGFIELD  Discontimued six sheltered care beds, totel now 72 narsing
. care beds and 38 shelterzd care beds.
Health Service Area. 004
Coles/Cumbertand CHOW DI/13/2012  MATTOON HEALTHCARE & REHAB CTR, Change of ownership occurred,
MATTOON
Ford Name Change 1040172011 HERITAGE HEALTH-GIBSON CITY, GIBSON Name changed from Heritage Manor - Gibson City.
CITY

Livingston Namre Change 10012011  HERITAGE HEALTH-DWIGHT, DWIGHT Name changed from Heritege Mangr - Dwight

McLean Nagne Change 100172011 HERITAGE HEALTH-NORMAL, NORMAL Name changed from Heritage Manor - Normal,

Nare Change 10/0)72011 . HERITAGE HEALTH-BLOOMINGTON, Neome changed from Heritage Manor - Bioomington.
BLOOMINGTON

Macon Name Change 1005720011  HERITAGE HEALTH-MOUNT ZION, MOUNT Name changed from Heritape Maner - Mount Zion.

210N

CHOW 01/10/2012  ASPEN RIDGE CARE CENTER, DECATUR Change of ownership occurred.

CHOW 017102012 MCKINLEY COURT, DECATUR . Change of ownership occnrred.

Bed Change  01/15/2012  HEARTLAND OF DECATUR, DECATUR Added five nursing care beds, total now 117 nursing care

beds.

P-12-005 04172612 HICKORYPOINT CHRISTIAN VILLAGE, : Permit issued to 2dd 17 nursing care beds, iofel now 64
FORSYTH nursing care beds,

Vermilion Bed Change  01/09/2012  HAWTHORNE INN OF DANVILLE. DANVILLE  Discontinued six shelterod care beds and added six
mursing care beds, 1otal now 76 nurring care beds and 64
shettered care beds.

Health Service Area 005
Franklin CHOW 0171872612  STONEBRIDGE SENICR LIVING CTR, BENTON  Change af ownership occurred,
Lawrence Bed Change 0372272012 UNITED METHODIST VILLAGE, Discomtinued 20 marsing care beds, total now 143 nursing
LAWRENCEVILLE care beds.
Marion CHOW 01/i872012  FRIENDSHIF HOUSE OF CENTRALIA, Change of cwnership occurred.
CENTRALIA
CHOW HA8/2012  FIRESIDE HOUSE OF CENTRALLA, CENTRALIA  Change of ownership occurred.

Randolph Name Change 01/2672012  RED BUD REGIONAL CARE, RED BUD Name changed from Red Bud Nursing Home.

White Bed Change (172472002  ENFTELD REHAR & H.C.C.. ENFIELD Discontinued two nursing care beds, toual now 47 nursing
care beds.

Health Service Area 06

Planning Area 6.A Closure 05672011 WINCREST NURSING CENTER. CHICAGO Facility clesed 05-06-2011, 82 aursing care beds removed
from inventory.

CHOW 100142011 CHALET LIVING & REHAB CENTER, CHICAGO  Change of ownership oceurred.

Name Change 10012011  CHALET LIVING & REHAB CENTER. CHICAGO  Name changed from Sheroin Manor Nursing Center,
Bed Change 117102011  HERFTAGE HEALTHCARE CENTER, CHICAGO  Discontinued one nursing care bed. iotal now 127 nursing
care beds.

Planning Area 8-C  Bed Change  09/26/2011  WASHINGTON & JANE SMITH COMM.. Discontinued iwo nursing care beds, towl now (81
83 ATTACHMENT-12B




LONG-TERM CARE FACILITY UPDATES

09N16/2031 - 05/16/2012

PLANNING EFFECTIVE
AREA ACTION DATE FACILITY DESCRIFTION
CHICAGO nursing care beds.
Health Service Ares 007
Planning Area 7-A  Bed Change 09082011 MOORINGS HEALTH CENTER, THE, Discontinged 23 sheltersd care beds, total now 116
ARLINGTONHTS nursing care beds and 44 sheltered care beds,
Bed Change  09/29/2011  GREEK AMERICAN REHAB & CARE CT, Driscontingzed six nursing care beds, totzl now 198 nursing
WHEELING : care beds.
Bed Change 0371872012  ST. JOSEPH'S HOME FOR ELDERLY, PALATINE  Discontinued one nursing care bed, total now 59 mersing
" care beds and seven theltered care beds.
Planning Area 7-B  Closure 10/17/2081  HIOLY FAMILY NSG. & REHAB CTR., DES Fecitity closed 10-17-2011, 251 marsing care beds
PLAINES retoved from inventory.
Planning Aren 7-C  P-11-0%5 1041172001 TRANS. CARE CTR OF NAPERVILLE, Permii issued to esiblish a 120 bed nursing care faciltity.
NAPERVILLE
Bed Change 10132011  BEACOW HILL, LOMBARD Added two nurging care beds, total now 11 nursing care
beds, :
CHOW 01032012  BURGESS SQUARE, WESTMONT Change of ownership ocenred.
Bed Chenge 0292012  DUPAGE CONVALESCENT HOME, WHEATON  Discontinued {40 nursing care beds, total now 163
nursing care beds,
P-12-006 04172012 ELMHURST MEMORIAL HOSPITAL, ELMHURST Permit issued fo discontinue the 38 bed nursing unit.
P-07-071 041712012 PARK PLACE CHRISTIAN VILLAGE, ELMHURST Permit to establish & 37 bed nursing care facility witk a
CCRC limitation ebandoned,
P-12-007 04/1772012. PARK PLACE CHRISTIAN VILLAGE, ELMHURST Pormit issued to ¢stablish a 37 bed nursing care facility.
Name Change 04/17%/2012 PARK PLACE CHRISTIAN VILLAGE, ELMHURST Name changed from Park Place Christian Community.
Planning Arca 7.0 CHOW 01/03/2012  OAXRIDGE HEALTHCARE CENTER, HILLSIDE  Change of ownership ocoumed,
Name Change 01032012  OAKRIDGE HEALTHCARE CENTER, HILLSIDE ~ Name changed from Oakridge Nursing & Rebab Chr.
Plaoning Aren 7.-E CHOW 01/06/2012  PERSHING GARDENS HC CENTER, STICKNEY  Change of ownership occurred.
Name Change 01/06/2012  PERSHING GARDENS HC CENTER, STICKNEY  Name changed from Pershing Convalescent Center.
City Change  D1/06/2012  PERSHING GARDENS HC CENTER, STICKNEY  Corrected fzeility city w meflect Stickney rather than
Berwyn.
CHOW 0I/132012  CRESTWOQOD CARE CENTRE, CRESTWOOD Change of ownership occumed,
Bed Change  02/29/2012  MANORCARE OF SQUTH HOLLAND, SOUTH Added 16 nursing care beds, totel now 216 nursing care
HOLLAND beds.
P-11-104 041712012  MCALLISTER NURSING & REHAB, TINLEY Permit issued to modemnize facility and add 39 nursing
PARK care beds, toie) now 200 mursing care beds.
P-12-003 04172002  HOLY FAMILY VILLA, PALOS PARK Permit issusd to add 30 aursing care beds, total now 129
nursing care beds,
Heslth Service Arex 008
Kane Closure 03017201t FOX RIVER PAVILION, AURORA Facility closed 03-31.2011, 99 nursing care beds removed
from inventary.
Mame Change 10/0H7201)  HERITAGE HEALTH-ELGIN, ELGIN Name changed frors Heritage Manor - Elgin.
CHOW 0111072012  COUNTRYSIDE CARE CENTER, AURORA Change of ownership occtured.
Lake Closure 0341172010  HELIA HEALTHCARE OF ZION, ZION Facility closed 03.11-2018, §16 nursing care beds
removed from inventory.
Bed Change 101722011 ROLLING HILLS MANQOR NSG HOME, ZION Discontinned 12 mursing care beds, total now § 15 mursing
. care beds,
Bed Chenpe 1304720011 HILLCREST RETIREMENT VILLAGE, RND LAKE Added two nursing care beds, total now 144 norsing care
BEACH beds.
P-11-009 11292011 RADFORD GREEN, LINCOLNSHIRE Forty-four penmiil beds Licensed.
Health Service Ares 009
Will B-10-005 IR0 SMITH CROSSING. ORLAND PARK Licensed 16 nursing care permit beds,
Bed Change 12072011 SUNNY HILL NSG HOME OF WILL CO. JOLIET  Discontirued 20 nursing care beds, total now 280 nursing
care beds.
CHOW @116/2012 DEERBROOK CARE CENTRE, IOLIET Change of ownership occurred.
P-07-302 03/69/2012  ALDEN ESTATES OF SHOREWOOD, Pacility licensed.
SHOREW(COD
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LONG-TERM CARE FACILITY UPDATES

0S/16/2011 - 05/1672012

PLANNING EFFECTIVE
AREA ACTION BATE FACILITY DESCRIPTION
Health Service Avea 010
Henry Bed Change  O%1272011 HAMMOND-HENRY DISTRIC HOSPITAL, Discontinued 18 nursing care beds, total now 38 nursing
GENESEQ care beds.
Health Service Area  0F1
Maudison Bed Changa 1372872011  ST. CLARE'S HOSPITAL, ALTON Disconlinued four rursing care beds, total now 26 nursing
care beds.
Bed Change 0171772042 COLLINSVILLE REHAB & HC.C. Discontinned two nursing care beds, total now 98 nursing
COLLINSVILLE . cane beds.
CHANGES TO SPECIALIZED LONG-TERM CARE
Health Service Area 002
LaSalle Closure 03/28/2012  KNOX ESTATES, STREATOR Fatifity closed 03-28-2012, 16 ICF/DD beds cemoved
fromn the taventory. .
Health Service Area 005
Edwards/Wabssh  Closure D4/01/2012  RIVER OAKS, MOUNT CARMEL Facility closed 04-01-201 2, 16 TCF/DD beds eemoved
from the inventary.
Gallatin/Hamiiton/ Closure 05/032012 BROOKE HILL, ELDORADO Facility closed 05-01-2012, 16 ICF/DI) beds removed New
from inventoey,
Lawrenco Closure /172011 HICKORY ESTATES, SUMNER Facitity closed 10-17-201 |, 16 ICF/DT bads removed
from inventory.
Union Closure 127282011 VILLAGE INN - COBDEN, COBDEN Facility closed 12-28-201 L, 16 ICF/DD beds removed
from the inveniny.
Closure 04022052 HOLLY HILL, ANNA Facility closed 64-02-20(2, 16 ICF/DD beds removed
) from: the inventacy.
Williamson Closure 04/1%201F  INDEPENDENCE PLACE, HERRIN Facility closed 04-18-2011, 16 ICF/DD beds removed
from inventory.
Heallh Service Arex 65
Kape Name Change 06492011  BETHESDA LUTHERAN - MONTGOMERY., Namz changad fror Bedesda Luthean
AURORA Homre-Monigomery.
Kankskee CHOW 070172011 THOMAS HERBSTRITT HOUSE, MOMENCE Change of ownership occurred.
CHOW 07/01/2017  THOMAS LOMBARD HOUSE, MOMENCE Change of ownership occurred,
Closare 033172012 GRAVLINSQUARE, BRADLEY Facitity closed 03-31-2012, 16 ICF/DD beds removed
' from the inventary.
Pierning Area 7-D  CHOW 03012012 BELLWOOD NURSING CENTER, BELLWOOD Change of ownership ocourred,
Name Change 030172012 BELLWQOD NURSING CENTER, BELLWOOD Marne changed from Aspire on Eastern.
Plenning Area 7-B  Closure 04710/2012  BETHSHAN I, PALOS HEIGHTS Facility closed 04-10-2012, 16 ICF/DD beds vemoved New
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LONG-TERM CARE BED INVENTORY UPDATES
09/16/2011 - 051672012

LONG-TERM CARE GENERAL NURSING BED NEED

CALCULATED APPROVED ADDITIONAL BEDS NEEDED
PLANNING AREA BED NEED BEDS OR EXCESS BEDS ()
HEALTH SERVICE AREA 001
Boone 303 279 26
Carroll 187 170 17
DeKalb 757 742 15
Jo Daviess 23 155 %
Lee %9 342 { 43)
Ogle 599 535 &4
Stephenson 665 637 28
Whitesida 7 822 { 105}
Winnebago 2399 2,366 a3
HEALTH SERVICE AREA [
BureawPumam 429 in 56
Fulion 523 615 { 92}
Henderson/Warren 45 218 27
Kuox 823 950 {127)
LaSalle 1,364 1,419 [ 55)
MeDonough 319 376 3
Marshatl/Stark 346 427 ( 81
Peoria 1,760 1,73¢ 29
Tezewel! 1,516 t.266 250
Woodlovd 655 592 63
HEALTH SERVICE AREA 003
Adatns 1,188 1,495 { 307)
Brown/Schuyler 183 186 { 3}
Calhoun/Pike ks H 337 { 34)
Cass 186 150 36
Christian 412 472 { 60)
Greene 154 119 35
Hancock 190 184 6
Jenaey 4N 369 42
Logan 502 468 34
Mecoupin 686 744 { 58)
Masots 143 164 { 20)
Menard 830 166 124
Montgomery 567 490 7
Morgan/Seott 573 561 12
Sangomon 1,344 1,254 R0
HEALTH SERVICE AREA 004
Champnign 1,037 908 129
Clark 28D 253 15
Coles/Cumberiend 759 939 [ 180)
DeWit 219 190 29
Douglas 238 733 5
Edgar 260 299 { 3%
Ford 240 427 { 187)
Iroquois 461 486 { 25)
Livingston 454 558 { 58)
McLemn 1,306 1,118 188
Mncon 1.33} 1,253 78
Moultrie 318 369 { 51)
Pian 160 160 4]
Shelby 264 265 (N
Yermilicn £92 79 { &7
HEALTH SERVICE AREA 005
AlexanderPolaski 14 83 41
Bond 172 198 { 26)
Clay 133 209 ( 7%
Crawford 246 220 26
Edwards/Webash 175 139 k]
Effingham 490 432 38
Fayctie 255 61 ( &)
Franklin 442 390 52
Gialtatin/Hamitten/Saline 684 663 4!
Hardin/Pope 95 13 { 18
Jackson 376 427 { 51)
Jnsper 82 82 0
Jefferson 424 346 78
Johngon/Massac 338 312 26
Lawrence 125 340 { 15)
Marion 852 605
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LONG-TERM CARE BED INVENTORY UPDATES
091672011 - 08612012

LONG-TERM CARE GENERAL NURSING BED NEED

CALCULATED APPROVED ADDITIONAL BEDS NEEDED
PLANNING AREA BED NEED BEDS OR EXCESS BEDS ()
Perry 207 210 [}
Randolph 580 492 88
Richland 340 09 SI
Union 351 293 58
Washington 172 263 { )
Wayne 133 169 ( 38
Whits 354 353 1
Willinmson €00 543 57
HEALTH SERVICE AREA [k
Planning Area 6-A 5,963 1.7 (1.254)
Planning Area 6-B 4252 4178 L]
Plaoning Area 6-C 5.209 5,037 172
HEALTH BERVICE AREA 07
Planning Area 7-A 4,482 331 1,159
Planning Area 7-B 7,180 6,848 332
Planning Arez 7-C 6,867 5930 937
Plznning Ares 7-D 2,519 2904 { 83}
Planning Area 7-E 9,328 g.124 204
HEALTH SERVICE. AREA DA
Kane 3322 2,894 428
Lake 5,275 4699 516
McHeonry 1,301 1.032 469
HEALTH SERVICE AREA a9
Grundy 260 165 { 5
Kankakee 1,290 1368 {78
Kendall 219 185 14
Will 3,479 2,790 [3:3
HEALTH SERVICE AREA 010
Henry 451 500 { 48)
Mercer 22 186 36
Rock Jsiand 1,243 1,326 { 83)
HEALTH SERYICE AREA o
Clinton 432 406 26
Madisan 2,048 2,193 { 145}
Monroe 415 324 n
St.Clair 2,102 2,294 { 192
LONG-TERM CARE ICFDD 16 BED NEED
CALCULATED APPROVED ADDITIONAL BEBS NEEDED
PLANNING AREA BED NEED BEDS OR EXCESS BEDS {)
H8A 1} 268 360 { 92)
HSA 2 268 317 { 4%
HSA S 230 38 { 153)
HSA 4 322 334 {12
HSA S 255 591 { 336}
HSA6784&9 3,429 1,101 2,328
HSA 10 82 40 42
HSA 1] 220 384 { 164)
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Wauconda Healthcare and Rehabitation Cenire

Admissions by Zip Code
MarA Apr-10 May-10 Jun-1D Jul-10 Aug-10 Sep-10 Oct-10 Nov-10 Dec-10 Jan-11 Feab-11
6000 1 80002 1 s0010 4 o 5381 1 0010 1 32725 1 50615 1 32608 1 60002 1 45313 1 53105 1
000 1 BN 1 o610 4 0010 % oo 1 80012 1 B0 1 60084 1 53105 1 60002 1 48373 1 53128 1
0010 1 80013 1 6010 3 60010 1 BOO1D 4 80012 1 62010 1 63051 1 60002 1 60010 1 48544 1 60010 1
60010 1 60013 1 80013 1 BOIN2 1 000 ¢t 013 1 80012 1 G0042 1 0010 1 a0 1 5108 1 B0 k]
80010 1 80013 1 80013 1 8OOt ¢ 0010 1 0042 ¢ 60013 1 60089 1 60010 1 50010 1 53105 1 60010 1
80012 1 80013 % 60013 1 80013 1 £0012 ¢ 80013 ¢ 80020 1 5051 1 00 1 BOD13 % 520 1 G000 1
80M3 1 60014 1 60014 1 BOOT4 1 60013 1 5013 1 60021 1t 53047 1 S0 1 &00t4 0010 1 0012 1
60013 1 60014 1 80014 1 GO 1 80014 1 B3 1 60030 1t 60084 1 60012 1 B0 1 80010 1 50012 1
8013 1 eoD14 1 o141 8004 1 gob20 1 BOOT4 1 6004t acosd 1 0013t BOOZG 1 60010 1 60012 1
a0014 1 60020 1 60020 1 eod14 1 BO020 1 60014 1 B0O42 1 80013 1 60014 t &0031 1 60010 1 60031 1
60014 1 60030 % 80030 1 s0a2 1 0020 a0 ¢ G004 1 H0042 1 ano14 1 80042 4 0010 1 60031 1
60014 1 s0030 ¢t 60030 1 60041 7 0020 ¢ 60020 1 60047 1 80010 1 e 1 60042 1 6001 1 S0033 1
014 1 60030 t 80030 1 BOD42 1 80030 1 50020 ¢ 80047 1 50102 1 60041 1 60047 1 80012 1 60042 1
80020 1 60037 1 60630 1 80042 1 800X 60021 1 BOOAT 3 B047F 1 #0041 80047 1 800t4 1 80042 1
5003 1 50042 1 soD4y 1 608 ¢ 80041 1t 60030 1 GO04T 1 50020 1 BOD47 1 BCOSG 1 soo20 1 GO0L7 1
60047 1 50042 1 s80041 1 B0D47 1 60041 1 60030 1 BOOS1 1 0054 ¢ G0O47 1 60050 1 60031 1 007 1
0042 1 60042 1 aoody 1 60047 1 0042 1 60042 1 80051 53105 1 8047 1 BOOS0 1 60041 1 BOOSS 1
60042 1 BOG42 1 B5o042 1 80C48 1 BD04z 1 80042 1 60051 ¢ BOO1Y 4 60050 1 60050 1 GO041 1 SO0S0 1
60042 1 60047 14 80042 1 80050 1 60042 1 80050 1 50056 1 g0073 1 BOOST 4 80051 4 804G 1 BO0S1 1
o042 1 BOOS0 1 60042 1 o000 1 6004T 1 60050 1 60060 % 60002 1 Bo0sT 1 60051 1 a80047 1 80051 1
0047 60050 1 6O046 1 6000 1 04T 1 50051 1 800y 1 60014 1 60060 1 60051 1 60047 3 60051 1
60047 1 80051 1 60046 1 60050 1 80047 1 60651 1 80073 1 60010 1 BODGD 1 60051 1 60047 % 60051 1
60647 1 BOOBO 1 60050 1 50051 1 60047 1 60051 1 60073 1 80513 1 0073 1 50073 1 80043 1 60031 1
B0047 1 8073 1 80050 1 60051 1 60050 1 60051 1 60081 1 80102 1 60073 1 o081 1 80050 1 60051 1
80050 1 073 1 BO051 t 80051 1 BODSD 1 60060 1 80084 1 020 1 60081 1 50084 1 BO051 3 60051 1
60062 1 &arT 1 60051 60051 ¥ 60030 1 60073 1 60084 1 ado1n 1 Goond 1 60084 1 o005 14 G051 1
e00B4 1 60004 1 60051 1 60051 % 60050 1 #0073 1 60054 1 80010 9 80084 1 80054 1 80069 1 500713 1
60084 1 aas 1 80051 % &0060 1 057 1 073 1 60087 1 ao0e9 1 60084 1 60064 1 80073 1 B0084 1
60054 1 60084 1 60051 1 BO0E2 1 80057 1 £0084 1 a00ar 1 8004z 1 80084 1 800684 1 BOGT3 1 G084 1
60084 1 S0084 1 £0060 1 80068 1 80051 1 60084 1 €0102 1 80010 1 a0084 ¢ Boo84 Bo08s 1 60084 1
60099 1 60084 1 0050 1 B0O¥1 1 60051 1t o00ed 1 BO548 80042 1 60084 1 60084 1 60DBa 1 600564 1
80102 1 80CEe 1 #H0Or3 1 6R0T2 1 800351 t BO08H 1 3t 8020 1 G085 1 60089 1 Boos4 1 60084 1
63453 1 {56 1 80073 1 BOO7TY ¢ 80051 4 60087 1 BDOO2 1 80089 3§ 80087 1 8004 1 60089 1
33 a3 60067 1 6084 1 60051 1 6008 1 S0050 1 annsz 1 a0142 1 aonaa 1 80097 1
BODSY 1 60DE4 1 80080 1 72653 1 aphdr 1 500SS 1 34 50084 1 G097 1
60084 1 60084 1 eobez 1 35 60014 1 80102 1 e0Ds4 1 20098 1
80084 1 S00B4 1 650088 1 80042 1 80142 1 0084 4 »
60084 1 6o0ss 1 a0ar3 1 BOOB4 1 BO156 1t 80084 1
60064 1 60084 1 B0073 1 38 e0ts3 1 BX84 1
oas 1 Go0B4 1 60073 1 80453 1 anpz 1
531 T ] a0z 1 £0084 1 e0eln 1 &z 1
80034 60189 1 60084 1 41 60192 1
60004 1 42 60084 1 o3 1
80paq 1 60084 1 8061 9
aoes 1 60084 1 44
60089 1 60084 1
504502 1 60084 1
80t13 1 G0C84 1
80183 1 BO0BA
] 60088 1
80008 1
60182 1
60453 1
60708 1 12-konth Ending
54 Admigsion 470
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Wauconda Healthcare and Rehabitation Centry

Admlssions by Zip Coda
Mar-11 Ape-11 May-11 Jun-11 Jui-11 Aug-11 Sep-11 Oct-11 Mov-11 Dec-11 Jan-12 Feb-12
60002 t 80010 1 5328 t 60010 1 32775 1 5178 1 3108 1 36303 © 23884t 24283 1 60010 9 60010 1
60010 1 60010 1 $0010 1 &00M0 1 Mo 1 60004 1 BOCO4 1 50010 ¥ &I010 1 3293 1 60010 1 60042 1
G000 ¢ BOMG 1 00t 1 mo 1 80010 1 80010 4 80004 1 80016 % Mg 80010 1 80010 4 60042 1
0012 t 602 1 60010 1 GOO13 1 50010 1 60010 1 BOOID 1 8010 1 BOO1O ¥ 80010 1 o012 1 60046 1
60013 1 80014 I B0 1 60014 1 60010 1 6010 1 BO010 4 60013 1 80013 1 0013 1 60013 1 80050 1
60013 1 80020 1 60010 1 60014 1 00 1 60010 1  BOOMW 1 60014 1 60O 1 BOOI4 1 BOOE3 Y 60050 1
60014 1 60020 1 BOO1Z 3 0014 1 60010 1 60010 1 80010 1t 80014 1 60020 1 60014 4 80OD13 1 800S0 H
60014 1 60020 1 Bzt 60014 1 80012 1 80010 1 60014 1 80020 ¢ 80020 1 BOO20 4 G004 1 60054 1
60014 1 60020 1 80013 % e0020 1 60014 1 680012 1 50020 1 00020 ¢ 60020 1 80020 4 60014 1 60051 1
£00%4 1 6000 1 BOO1A ¥ 60025 1 60014 1 M3 1 B0020 1 60020 7 8n0d 1 60020 1 80014 1 60073 1
60020 1 60030 1 6020 1 60042 1 50020 1 80013 1 60020 1 60020 ¢+ G000 1 800D 1 60020 1 80084 4
BOOSD GO0 1 B0 4 50045 1 60020 1 80020 1 6OO20 1 60020 1 £O030 1 aob3o + s00Mr 1 60084 1
60042 1 SO0 1 BOU3G 1 80047 1 62030 1 60020 1 60020 1 G030 80041 1 80030 1 60020 1 80084 1
&0047 1 50047 1 60042 1 GOD47 1 60041 1 80020 1 80020 1 #0030 1 60041 1 80030 1 60030 1 60084 1
BOD4TY 1 60047 1 BOO4E 4 &0047 1 Goeds 1 60020 1 50020 4 Boc4t 1 0041 1 50030 1 BOD3D 1 BI0R4 1
60048 1 60047 1 G004 1 60047 1 50041 1 80021 1 60020 4 50042 1 80042 1 80030 1 80041 1 60084 1
80050 1 sO04s 1 BOMMT 1 GOCAR 1 60042 1 G004t 1 8OO 4 0045 1 60042 1 20030 1 80041 1 61008 1
80050 1 80051 1 60030 1 60C48 1 60042 1 60042 91 BOO30 % GOOM7 1 8OOSO 1 60041 1 80042 1 17
6005t 1 60051 1 80050 1 BOOST 1 0048 1 80050 1 80030 1 BOG4T 1 80030 1 80041 1 80042 1
60051 1 BOOST 1 80050 1 60050 1  BOD4E T 60060 1 6003¢ 1 BO0N7 1 60050 1 o004t 1 50042 1
80051 1 60060 1 60050 1 60050 1 60047 t  BODSD 1 60030 1 B047 1 80050 1 80041 1 05t 1
60051 1 60073 1 G50 1 60050 1 60051 1 60050 1 60030 1 60051 1 60051 1 60041 1 8005t 1
60060 1 60073 t  &DOS1 1 60051 1 60OB0 1 60080 1 60041 1 80051 1 80051 1 8004z 1 80060 1
60080 1 80073 1 80051 1 60051 1 60060 9 60050 1 80042 1 60051 1 0072 1 60042 1 800S0 1
60050 1 0081 1 eo0st 1 60080 1 650080 1 60351 1 €004 1 80051 1 HOO73 3 BDOAT 1 60DBD A
60073 1 8o0a1 1 soast 1 50068 1 BOOET 1 Bo0s1 1 60042 1 anora 1 a7y 1 BoOSL 1 60067
60073 1 60084 1 BOOSY 1 60081 1 &IOT1 1 50051 1 60050 1 60073 1 0073 1 60051 1 60071 1
60081 9 650084 1 60060 1 60081 1 60073 1 60051 1 80050 1 50081 1 60084 1 6951 1 e0ora 1
60081 1 60084 1 BODGD 1 anoa1 1 60073 1 60060 1 BOOS0 1 Sposa 1 G00B4 1 80081 4 era 1
60084 1 50084 1 50060 4 BOOB4 1 60084 1 60060 1 80050 4  6O0BA 1 o004 9 0051 1 80073 1
50034 1 BO0E4 1 BOOS0D 1 BOOB4 1 G008 1 60068 1 GOS0 ) Goos4 1 5oOB4 1 LLCi - BO081 1
60084 1 80084 1 60073 t  5OOB4 1 GOOBA t  BOO?I 1 QDQS1 1 GOCB4 1 50004 1 60073 1 60081 1
800S4 1 60054 1 680073 1 60084 1 60084 t  B0OTY 1 60051 T 60084 1 5084 1 6073 1 60084 1
80034 1 60084 1 SXY3 1 80084 1 60084 1 GODBY 1 80073 1 60084 1 60085 1 80073 1 80084 1
B0034 1 60084 1 80084 A GODR4 1 /0004 4 80004 1 60073 1 BOOBA 1 80107 1 0081 1 so0B4 1
60084 1 60054 1 800B4 1 GOUB4 ¢  BOOB4 1+ BOOSL 1 60073 1 80084 1 60190 1 80081 1 60084 1
60084 1 80084 1 650084 1 GOOB4 4 0084 | BOOBA 1 0084 1 #0084 1 8003 1 00084 1 60084 1
GO0A4 1 @0o0B4 1 &DOBd 500484 1 60084 1  600BS 1 B0OB4 1 BOD37 1 7 0084 1 60084 1
60084 1 B00B4 1 G008 9 g6U0BD 1 60084 1 60102 1 60084 1 60088 1 80084 1 6ooas 1
60084 1 G0084 1 BOGBA 1 60020 1 0050 1 81008 1 60084 1 60142 1 B00OB4 1 Goosa 1
50684 1 60004 1 80090 1 8ot 1 80142 1 66084 1 GO0BL 1 60142 1t 60064 1 60054 1
60054 1 &gz 0097 1 B2 1 0142 1 " 6084 1 B1S6 1 60084 1 60084t
80098 1 80102 1 5MST 1 B4z 1 0416 1 So084 1 an1se 1 a0084 1 60020 %
60008 1 60794 1 BOoAT 1 60742 1 60416 1 60049 1 43 fo0B4 1 B00DT  T°
[ ra T 80097 1 65102 1 60191 1 GO7T14 1 60090 1 80084 1 60142 1
45 45 60142 1 45 61008 1 80138 1 Bo0as 1 aws 1
50142 1 ) 60458 1 B09C 1 72653 1
81073 1 a7 BOTOS 1 &7
48 81008 1
49
12-monih Ending
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Admisstons by Zip Code within 30-Minute Travel Time Countour

All Zip Codes within 30-Minuters

Wauconda Healthcare and Rehabilitation Centre

Within
|2IP Code Lake Co.

60002 Out
80004 Out
80005 Ouwt
60008 Oul
60010 in
60012 Out
60013 Out
80014 Oouwt
60018 in
60020 in
60021 Qut
60030 In
6003t in
8O0 In
60042 In
60044 in
60045 in
50046 in
60047 in
60048 in
60050 Out
80051 Out
60058 in
80060 in
60061 Out
80084 Out
600687 Out
60069 In
6O07¢ O
80071 Oul
E0072 Out
60073 In
60074 Oul
60081  Out
80084 In
60085 In
60088 In
80089 Out
80020 Out
appe? Out
60102 Out
80107  Out
80110 Out
60118 Out
80120 Out
80156 Out
60168  Out
60173 Out
60192 Ou
60184  Out
60185  Out

Population: Total (2007)

22945
50433
28179
22619
44279
10921
28443
54428
28450

7688

6451
36370
40480
11850
10167
12102
22779
35988

32482
41517
14837
56424
41218
24162
15703
36356
8709
168408
3963
810
48245
37548
2515
15787
7058
17001

3B207
11585

36445

20128
54654
34262

3545
11578

36027
28706

12-Month Endlng Within _Outslde Within 12-Month Ending Within Outside Within
Feb-12 30-min 30-min Lake Co, Mer-11 30:min 30-min hakeGo |
32600 1 zr2s 1
32725 1 33884 1
46373 2 34108 i
45544 t 34203 2
53105 5 38303 1
53120 1 53128 1
53128 1 53179 i
53181 i 80002 b 1 |
60002 7 7 60004 3 i
60010 39 39 80010 41 41
60012 12 80012
60013 22 80013 12
G0014 24 60014 21
50018 1 60020 38 » |
60021 2 60021 2
60030 13 60025 1
80031 4 4 80030 24 24
50033 1 80044 74 17 |
60037 1 60042 19 i9
60041 12 12 60048 8 6
60042 28 28 BO047 .18 16
808 5 5 60048 4 4
60047 28 28 60050 3
60048 2 2 60051 35
80050 24 60060 16 18
60051 42 60067 1
60056 1 50069 3 3
0080 10 10 800 2
80062 a a0073 28 8
60058 2 80081 13
60089 2 2 60084 105 108
80071 1 60085 2 2
80073 23 23 80083 1 1
80077 1 60030 r
80081 5 80097 6
80089 83 83 60098 1
60097 ] 80089 2 2
80098 2 80102 ]
60099 4 4 go107 1
80102 9 60142 9
BO142 2 g01%8 3
60156 2 60190 1
80173 1 60191 1
soieg 1 80416 2
60183 4 60458 1
80453 3 60834 1
60513 1 60706 1
60548 1 80714 3
60618 1 G1008 5
680630 1 81673 1
60831 2 665084 1
80706 1 12653 1
72853 1 80097 _ 1
407 45 247 470 40 323
0% 10% 55% 82% 8% 83%
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SECTION Hi. PROJECT PURPOSE, BACKGROUND AND ALTERNATIVES -~ INFORMATION
REQUIREMENTS (Continued VI)

Criterion 1110.230 - Project Purpose, Background and Alternatives
ALTERNATIVES

1) Document ALL of the alternatives to the proposed project:

Documentation shall consist of a comparison of the project to aiternative options. The
comparison shall address lssues of cost_patient access, quality and financial benefits in
both the short term (within one to three years after project completion) and long term.

This may vary by project or situation.

The alternatives to this project are, in fact, limited. The only smalle;r project would be to
maintain the status quo or to discontinue the entirc project as to do nothing that would
substantially modermnize Wauconda Healthcare and Rehabi}itation Centre would continue to
erode the marketability of this aging structure, A project of greater scope could conceivably be
anything up to the State’s identified need for bed of 576 additional nursing care beds with a
maximum gross square footage per bed of up to 713 square feet. For this rcason, the Applicant
exilaustively examined the alternatives of Discontinuation and the total off-site facility
replacement to include the addition of addition of 40 nursing care beds as alternatives to the
proposed project.
DISCONTINUATION OF WAUCONDA REHABILITATION AND CARE CENTRE
Cost

There would be no capital cost to this altenative.
Patient Access

For Calendar Year 2011, Wauconda Healthcare and Rehabilitation Centre experienced an
average daily census of 121 residents. With the optimal utilization rate of 90%, 121 residents
equates to 90 percent (89.6%). Therefore, in this alternative to the proposed project, patient
accessibility will not be maintained for these existing residents. Additionally, the

ATTACHMENT-13
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SECTION Ill. PROJECT PURPOSE, BACKGROUND AND ALTERNATIVES ~ INFORMATION
REQUIREMENTS (Continued Vi)

Criterion 1110.236 - Project Purpose, Background and Altematives
ALTERNATIVES (Continued i)

discontinuation of this project would further add to the need for additional nursing beds in the
Lake County Planning Area.
Quality

In discontinuing the existing services, the issue of quality is mute. The level of quality
currently being provided is completely diminished by this alternative.
Financial Benefits

As with the issue of quality, the potential of financial or other benefits to this alternative
are non-existent. The subject facility has been rather successful over the years as it has through
the “20-bed/10 percent” rule increased its licensed capacity from 117 up to 135 in six years and
with maintaining the State’s optimal utilization rate of 90%. Any potential to continue such
success would be eliminated by this alternative.

TOTAL OFF-SITE REPLACEMENT OF SUBJECT FACILITY TO INCLUDE THE
ADDITION OF 44 NURSING BEDS TO THE EXISTING 135 BED COMPLIMENT

Cost

The capital cost of this altemative, not including land is estimated from the following
assumptions: 1. The new facility square foofage would more likely require the full allowable
gross square footage per bed, 713GSF/bed; and, 2. The new construction cost per square foot
would also be on the higher end of the range, estimated to be around $220 per gross square foot.
Together with the total bed complement of 175 nursing care beds, the new structure would
contain approximately 124,775 gross square feet and costing some $27,450,500 for only the
construction plus contingency cost or hard cost. This alternative does not attempt to estimate the

ATTACHMENT-13
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SECTION lll. PROJECT PURPOSE, BACKGROUND AND ALTERNATIVES - INFORMATION
REQUIREMENTS (Continued Vill}

Criterion 1110.230 - Project Purpose, Background and Alternatives
ALTERNATIVES (Continued iii)

total soft costs associated with the “from scratch” development of a new 1ong-ltcrm care nursing
care facility.
Patient Access

In this alternative, resultant patient accessibility is maintained to the level of the proposed
project.
Quality

This proposed altemative would not result in a new operational philosophy as the
ownership and operations would remain the same. Additionally, the project would be utilizing
the existing staff in-place. Therefore, quality of care provided is to be maintained and is not an
issue as compared to the project as being proposed.
Financial Benefits

The potential of financial or other benefits to this alternative will require a longer time to
materialize. The most obvious benefit wonld be that the entire building would be seamless as
opposed to trying to make the proposed new construction areas appear similar {o the existing
building. An entire new building at the top end of the allowable cost and size could also be
considered a benefit but somebody has to pay for it also. This Applicant would have to go from
an all cash/internal funds method of funding the project to a more expensive debt financing
funding method. This higher cost could require this Applicant to alter its existing payor mix
which is 73 percent Medicaid, 18 percent Medicare and 9 percent private pay or other sources of
funds to a mix that may provide a higher return, i.e., a larger Medicare and or Private pay

clientele.
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SECTION Iil. PROJECT PURPOSE, BACKGROUND AND ALTERNATIVES — INFORMATION
~ REQUIREMENTS (Continued V)

Criterion 1110.230 - Project Purpose, Background and Alternatives
ALTERNATIVES (Continued iv)

Neither alternative to the project as being proposed provides to best outcome in-terms of
sustainability and affordability. The project as being proposed has construction and contingency
costs of around $8 million dollars compared to one of over $27 million for the total replacement
project or a zero or negative retwrn should the facility ultimately go under. Existing quality is
maintained and patient accessibility is not only maintained but it is also improved in the best
economical light as the entire State and Country seem to be struggling financially. It seems that
the most advantageous altemative is to utilize the existing health care resources, update them and
expand as appropriate in a limited and responsible fashion. Thus the alternative of the project as

being proposed was selected.

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

This alternative is not based solely or in part on improved quality of care except in how

the improved physical plant will provide a more modemn and efficient physical environment.

Therefore, this item appears to be not germane.
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SECTION IV - PROJECT SCOPE, UTILIZATION, AND UNFINISHED/SHELL SPACE

Criterion 1110.234 - Project Scopa, Utilization, and Unfinished/Shell Space

SIZE OF PROJECT:

1.

Document that the amount of physical space proposed for the proposed project is
necessary and not excessive.

This project proposes the following:

Existing as is (not renovated space): 32,876gsf

Existing (to be renovated): 6,023gsf

Total Existing: 38,899gsf

New Construction: 41,979gsf

Total Upon Project Completion: 80,878gsf/ 175beds =462 gross square feet per bed.

The current State Standard allows for a range of up to 713 gross square feet per bed. As

such, it appears that the proposed project’s physical space is in compliance with this criterion.

2.

if the aross square footage exceeds the GSF slandards in Appendix B, justify the
discrepancy by documenting ane of the following:

a. Additional space is needed due tfo the scope of services provided, justified by
clinical or operational needs, as supported by published data or studies;

As noted above, the proposed project’s size per square foot is within the limit for
gross square feet per bed per the State’s standards. Therefore, this item is not germane.

+3 The existing facility's physical confiquration has constraints or impediments and
requires an architectural design that results in a size exceeding the standards of
Appendix B;

The proposed project’s size per square foot within the limit for gross square feet
per bed as per the State’s standards; therefore, this item is not germane.

c. The project involves the conversion of existing bed space that results in excess
square footage.

The project does not involve the conversion of existing bed space; therefore, this

item is not germane,

ATTACHMENT-14
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SECTION IV - PROJECT SCOPE, UTILIZATION, AND UNFINISHED/SHELL SPACE
(CONTINUED If)

Criterion 1110.234 - Project Scope, Utilization, and Unfinished/Shell Space
PROJECT SERVICES UTILIZATION:

Document that in the second year of operation, the annual utilization of the service or eguigrhent
shail meet or exceed the utilization standards specified in 1110.Appendix B.

The HFSRB has, established utilization standards for General Long-Term Nursing Care

facilities of 90% by the second full year of operation. The Applicant’s ability to reach and
maintain this target is supported by its historical and ongoing demand and the Jocal hospital’s
anticipation o continue making referrals to the subject facility. Appended as ATTACHMENT-
15A is a letter of support from Advocate Good Shepherd Hospital stating that they “anticipate
that our referral relationship will conti‘nue in a similar volume as in the past years”. While
referrals are essential, the Applicant aiso has the advantage of current operations and historical
demand. This will be the third expansion of licensed capa(;ity since CY 2005. In CY 2005,
Wauconda Healthcare and Rehabilitation Centre had a licensed capacity of 117 nursing care
beds. In CY 2006, the facility’s IDPH profile (annual questionnaire data) reported that the
facility had increased its licensed capacity to 125, an increase of eight beds. Again in CY 2009,
the Facility’s IDPH profile (annual questionnaire data) reported an increase of ten beds to bring
the licensed capacity up to its current level of 135 nursing beds. With each increase this
Applicant was able to reach and maintain the State’s optimal utilization rate of 20%. Now, the
Applicant has found that in maximizing the existing capacity in the ever evolving long-term care
industry has found the facility in need of updates and modernization of its ancillary and support
areas as well as providing more private room accommodations 10 maintain marketability and,

more importantly, to provide the most current amenities that this elderly population demands.
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SECTION IV - PROJECT SCOPE, UTILIZATION, AND UNFINISHED/SHELL SPACE
(CONTINUED II1)

Criterion 1110.234 - Project Scope, Utilization, and Unfinished/Shell Space
PROJECT SERVICES UTILIZATION (Continued ii): -

Therefore, reaching and maintaining the optimal utilization rate of 90% should not be an

issue for this Applicant in this facility.
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Advocate Good Shepherd Hbspital

450 West Highway 22 }[ Bareingice, {L 80640 {] T B47.381.0223 {f sdvocatehesth cam

May 18, 2012

Ms. Kimberly Clawson
Lancaster Health Group
5061 N. Pulaski Road
Suite 203

Chicago, IL. 60630

Dear Ms. Clawson, )

On behalf of Advocate Good Shepherd Hospital I am writing this letter in support of Wauconda Health
Care’s new addition to their skilled nursing facility. Wauconda Health Care is one of our skilled
nursing facility partners who routinely serve persons who are discharged from our hospital. Based on
the historical relationship between Advocate Good Shepherd and Wauconda health Care we anticipate
that our referral relationship will continue in a similar volume as in the past years.

Sincerely,

Director, Community & Government Relations

) ATTACHMENT-15A
A fiivtnsed hoolch spatgen seeviag aiAaTycle, Spmiis oo ogeemmriting
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SECTION Vill. - SERVICE SPECIFIC REVIEW CRITERIA

PLEASE NOTE: The criteria for long-term care under this section has been
repealed and replaced with criteria 1125. Since the new criteria does not have a
application process, the Applicant is utilizing the 1110 and 1120 application form
that has been in place and substituting the 1110.1700 criteria with the 1125
criteria and many sections have already been addressed in the existing
application.

GENERAL LONG-TERM
CARE

Criterion 1125.510 — introduction
1. Applicants proposing to establish, expand and/or modemnize General Long Term Care
must submit the following information:
Indicate bed capacity changes by Service: Indicate # of beds changed by actlon(s):
# Existing  # Proposed #to #to #to

__Category of Service Beds Beds Establish Expand Modernize
X Generat Long Term
Care

2. READ THE APPLICABLE REVIEW CRITERIA OUTLINED BELOW and submit the required
documentation for the criteria:

FROJECT TYPE REQUIRED REVIEW CRITERIA
_ Saction Subject
Expansion of Existing 520 Background of the Applicant
Services .530(b} Service to Planning Araa Resldents
.550{a} + (b)or {c) Service Demand - Expansion of General
Long-Termn Care
530 Stafling Availability
600 Bed Capacity
620 Project Size
B840 Assurances
.580{a}1} through (3) Continuurn of Care Componenis
580 Staffing Availability
600 Bed Capacity
.81 Community Relaled Functions
B30 Zoning
.640 Assurances
Mademization .B50(a) Deterlorated Faclliies
.B50(h) & {c) Documentation
.6ag{d) Utlization
800 Bed Capacity
.610 Community Refated Functions
.820 Proisct Size
630 Zoning
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SECTION VIil. - SERVICE SPECIFIC REVIEW CRITERIA (CONTINUED U)
Criterion 1125.520 -- Background of the Applicant

BACKGROUND OF APPLICANT
Please find this section addressed under Section IlI, Part 1110.230.a), as this application

form follows sections 1110 and 1120 and not the revised rules for long-term care under the new

section 1125.

ATTACHMENT LTC-16
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SECTION Viil. - SERVICE SPECIFIC REVIEW CRITERIA (CONTINUED I}
Criterion 1125.530 - Planning Area Need

A. identify the calculated number of beds needed (excess) in the planning area.

In accordance with the applicable review criteria outlined above in this section, this item
is not germane as this project is for the expansion of existing services. That being said, the
State’s calculated bed need shows an outstanding need for 576 additional long-term care nursing
beds. Please refer to ATTACHMENT LTC-17A for a copy of the State’s Inventory of Health
Care Facilities and Services and Need Determinations and its May 16, 2012 Update to the
inventory.

B. Attest that the primary purpose of the project is to serve residents of the

planning area and that at least 50% of the patients wilf come from within the
planning area.

The primary planning area is the Lake County Planning Area within HSA VIIL. The

Applicant’s campus residents’ patient origin data shows 510 residents on campus with 323
residents (63%) originating from within Lake County. More impressive is that 470 or 92 percent
of the total residents originate from within the 30-minute travel time contour of the existing site.
Please refer to the Applicant’s documentation appended as ATTACHMENT LTC-17B for the

patient origin data.

ATTACHMENT LTC-17
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INVENTORY OF HEALTH CARE FACILITIES AND SERVICES AND NEED DETERMINATIONS

Itlinois Department of Public Health 14-0ct11
Iinois Health Facilities and Services Review Board Page A-121
Summary of General Long-Term Nursing Care Beds and Need
by Planning Area
Health Service Area 8

EXISTING PROJECTED BEDS | . ADDITIONAL EXCESS

PLANNING AREA BEDS NEEDED-2018 | BEDSNEEDED BEDS
Kane County 2993 3322 329 0
Lake County 4825 5275 450 0
McHenry County 1032 1501 469 0
HSA 8 TOTALS 8850 10098 1248 0
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INVENTORY OF HEALTH CARE FACILITIES AND SERVICES AND NEED DETERMINATIONS
Titinois Department of Public Health

Hlinoks Health Facilities 2ud Services Review Board General Loog-Term Care Category of Service pa?eﬂf:_gi
Planning Area: Lake General Nursing Care
Facility Name City County/Area Beds 2008 Patient Days
ABBOTT HOUSE HIGHLAND FPARK Lake County 106 37,926
ALDEN-LONG GROVE REHAB/HC CENTER LONG GROVE Lake County 248 59,908
ARLINGTON REHAB & LIVING CENTER LONG GROVE Lake County 190 64,656
BAYSIDE TERRACE WAUKEGAN Lake County 168 53,085
BRENTWOOD-NORTH HEALTHCARE & REHAB CEN RIVERWOODS Lake County 240 45,920

912008 Name Change Name changed from Brentwood-North Nursing Center.
CLAREMONT REHAB & LIVING CTR. BUFFALO GROVE Lake County 200 58,561
CLARIDGE HEALTHCARE CENTER LAKE BLUFF Lake County 231 37,001
GLEN LAKE TERRACE NURSING & RERAB WAUKEGAN Lake County 271 80,098
HELIA HEALTHCARE OF ZION ZION Lake County 115 29,160
4/8/2009 Name Change Name changed from Arbor View Nursing & Rehab Center.
4/8/2009 Own. Change Change of ownership occurred.
HIGHLAND PARK NURSING & REHAB HIGHWOOD Lake County 104 27,081
9/20/2010 Bed Change  Added 9 general nursing care beds; facility now authorized for 104 general nursing care beds.
HILLCREST RETIREMENT VILLAGE RND LAKE BEACH Lake County 142 46.817
LAKE FOREST HOSPITAL LAKE FOREST Lake County 88 - 24,881
LAKE FOREST PLACE LAKE FOREST Lake County 63 20,638
EAKE PARK CENTER WAUKEGAN Lake County 210 74,496
LEXINGTON OF LAKE ZURICH LAKE ZURICH Lake County 203 64,289
9/2/2009 Bed Change  Discontinued 11 Nursing Care beds. Facility now has 198 Nursing Care beds.
12/21/2010 Bed Change  Added 5 Nussing Care beds; facility now has 203 Nursing Care beds.
LIBERTYVILLE MANOR EXTENDED CARE LIBERTYVILLE Lake County 174 21.768
MANOR CARE OF HIGHLAND PARK HIGHLAND PARK Lake County 215 32,570
MANOR CARE OF LIBERTYVILLE LIBERTYVILLE Lake County 150 43745
10/31/2008 Name Change Name changed from Manor Care - Libertyvilte,
PAVILION OF WAUKEGAN WAUKEGAN Lake County 109 31,068
PRAIRIEVIEW AT THE GARLANDS BARRINGTON Lake County 20 4,738
& ROLLING HILLS MANOR NURSING HOME ZION Lake County 127 40,394
j SEDGEBROOK HEALTH CENTER LINCOLNSHIRE Lake County 44
% 6152009 05-036 Licensed 44 nursing care beds permitted under project 05-035; additional 44 nursing beds remain unfinished.
% 6152009 Name Change Name changed from Sedgebrook Retirement Community.
% 5/24/2010  05-036 Fermit declared nuil and void; 4 beds under development removed from mventory
= 11/19/2006 CHOW Change of ownership occurred.
= 13/19/2010 Name Change Name changed from Renaissance Gardens Sedgebrook.
. ) SEDGEBROOK HEALTH CENTER (PERMIT) LINCOLNSHIRE Lake County 4

' 7/21/2011 11009 Received permit to add 44 Nursing Care beds fo exjsting facility.

70 23,4886

; SHELTERING QAK ISLAND LAKE Lake County
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INVENTORY OF HEALTH CARE FACILITIES AND SERVICES AND NEED DETERMINATIONS

linois Department of Public Health 25.Jul-11
Tllincis Health Pacilities and Services Review Board General Long-Term Care Category of Service Page A-125
Planning Area: Lake Gen in
Facility Name City County/Area Beds 2008 Patient Days
SHERIDAN HEALTH CARE CENTER ZION Lake County 230 71,054
7/1/2010 Bed Change  Discontinued 20 Nussing Care beds; facilify now has 230 Nursing Care beds.
THE TERRACE NURSING HOME WAUKEGAN Lake County 118 40,239
THE VILLAGE AT VICTORY LAKES LINDENHURST Lake County 120 33,445
THE WEALSHIRE LINCOLNSHIRE Lake County 142 43,099
WAUCONDA HEALTHCARE & REHAB WAUCONDA Lake County 135 39,873
12/29/2009 Bed Change  Added 10 nursing care beds; facility now has 135 nursing care beds.
WHITEHALL- NORTH DEERFIELD Lake County 180 56,666
WINCHESTER HOUSE NURSING HOME LIBERTYVILLE Lake County 360 82,923
Planning Area Totals 4,825 1,289,547
HEALTH SERVICE AGE GROUPS 2008 Patient Days 2008 Papulation 2008 Use Rates (Por 1,000} 2008 Minimum Use Rates 2008 Maximum Use Rates
AREA 0-64 Years Old 530,813 1,423,200 373.0 2238 566.3
004 65-74 Yoars Old 291,725 70,900 4,114.8 2.483.8 6,583.4
75+ Years Old 1,525 347 58,700 259855 15,591.3 41,5787
2008 PSA 2008 PSA 2008 H3A 2008 HSA 2013 PSA 2018 PSA 2018 PSA
2008 PSA Estimated  Use Rates  Minlmum Maximum Planned Projected Planned
Patient Days  Populations  (Per 1,000} UseRates UseRates UseRates  Populations  Pationt Days
(-84 Years Oid 327.807 653,000 502.0 2238 586.8 502.0 713,400 358,128 Planned Plarned
65-74 Yoars Old 171,821 35,700 48073 24688 £,553.4 4,807.3 57,000 274,017 Avorage Daily  Boed Need
75+ Years Old 790,119 28,500 27,7235 15,591.3 41,576.7 27,1238 39,700 1,100,622 Consus (90% Ccc.)  Bads Neoded
Planning Area Totals 1,732,767 5,275 450

4,747.3
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LONG_TERM CARE FACILITY UPDATES
8/16/2011 - 6/16/2012
CHANGES TO GENERAL LONG-TERM CARE

PLANNING EFFECHVE ,
AREA ACTION DATE FACILITY BESCRIPTION
Planning Area 7-A 05-002 12/6/2011 Assist Healthcare Center At Clare Permit renewal through June 30, 2012,
Caks, Bartlett
Hed Change 3/16/2012 St. Joseph'S Home For Eiderly, Discontinued 1 Nursing Care bed; facility now has 59
Palatine Nursing Care and 7 Sheltered Care bads.
Planning Area 7-8 Closure 10/17/2011 Holy Family Nursing % Rehab Cte,, Des Facility closed effective Qctober 17, 2021; 251 Nursing Care
Plaines beds removed from inventory.
Manning Arez 7-C 11055 10/13/2013 Transitionat Care Center OF Permit Issuad to establish a 120 bed Nursing care facility at
Naperville, Napervitle Arbiter Court 2nd East Diehl Road in Naperville,
Bed Change 10/13/2013 Beacon Hill, Lombard Added 2 nursing care beds; facility now has 110 nursing
care beds.
CHOW 1/3/2012 Burgess Square, Westmont Change of ownership occurred.
8ed Change 2{9/2012 Dupage Convalescent Home, Discontinued 140 Nursing Care beds. Facifity now has 368
Wheaton Nursing Cara beds.
12-008 A/17/2012 Elmbaurst Mamorlal Hospitat, Permit issued to discontinue 28 bed Skilled Care (Lomg-
Elmhurst Term Care} category of service.
07071 4/17/2012 Park Place Christian Village, Etmhurst  Permit abandoned.
Name= Change A4f17/2012 Park Place Christian Villsge, Elmhurst Formerdy Park Place Christian Community.
12007 471772012 Park Place Christlan Village, Elmburst  Parmit issued to estabiish a facility with 37 Nursing Care
! bads. .
07-042 6/1/5400 Marianjoy Rehab Hospital Wheaton  Completed profect to establish 20 bed skilied nursing {long-
term carel} category of service,
Planning Area 7-D Name Change 1/3/2012 Dskridge Healtheare Center, Hilislde  Name changed from Cakridge Nursing & Rehab. Center.
CHOW 1/3/2012 Oakridge Healthcare Center, Hillkide  Change of ownership aceurred.
Planning Area 7-E Correction 1/6/2012 Pershing Gardens Healthcare Center, City location corrected from Barwyn to Stickney.
Sticknay
Correttion 1/6/2012 Pershing Gardans Healthcare Center, Record corrected to indicate facility location in Stickney,
Stickney not Berwyn as previcusly indicated,
CHOW 1/6/2012 Pershing Gardens Healthcare Center, Change of ownership oecurred.
Stickney
Name Change 1/6/2012 fershing Gardens Healtheare Center, Name changad from Pershing Corvalescent Canter,
Stickney
CHOW 1/13/2012 Crestwood Care Centre, Crestwood  Change of Ownershlp ocourred.
Bed Change 2/29/2012 Manorcare Of South Holland, South  Added 16 Nursing Care beds to existing facifity; facility now
Holland has 216 Nursing Care beds.
11-104 4{1712012 Mceallister Nursing & Rehab{Permit}, Permit issued to add 89 Nursing Care beds to existing
Tinley Patk factliry; facilitiy now authorized for 200 beds,
12-G03 47172012 Holy Family villa(Permit}, Palos Park  Permit issued ta add 30 Nursing Care beds to existing
facility; facilitiy now authorized for 129 beds.
Bed Change 5/17/2012 Manorcare Of Homewood, Added 12 Nursing Care beds to existing facility; facility now New
Homewgod has 132 Nursing Care beds
Health Secvice Area B
Kane Name Change 10/1/2011 Heritage Health - Eigin, Elgin formerly Heritage Manor - Eigin,
Closure 10/13/2011 Fox River Pavilipn, Aurora Facility deerned closed; 99 Nursing care beds removed
from inventory by Board order.
09-030 12/6/2011 Addison Rehabilitation & Living Permit renawal granted through December 31, 2014,
Center (Parmit}, Elgn
CHOW 1/10/2012 Countryside Carg Center, Aurora Change of Ownership occurred.
Lake Bed Change 10/1/2011 Rolling Hills Manor Nursing Home, Discontinued 12 Nursing care beds; facility now has 115
Zion nursing care beds.
Closure 10/13/2011 Helta Healthcare Of Zion, Zion Faciiity deemed closed; 116 Nursing care beds removed
from inventory by Board order,
8ed Change 11/4/2011 Hillcrest Retirement Viflags, Rnd Lake Added 2 Nursing care beds; facility now has 144 Nursing
Beach care beds.
11-00% 1172972011 Radford Green, Lincoinshire Project completed to add 44 Nursing Care beds; facility
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now has 88 Nursing Care beds. -
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LONG_TERM CARE FACILITY UPDATES
9/16/2011 - 6/16/2012
CHANGES TO GENERAL LONG-TERM CARE

PLANNING EFFECTIVE
AREA ACTION DATE FACILITY DESCRIPTION
11/6/2009 Bed Change The Wealshire, Lincolnshire Facility added 2 Nursing Care beds and discontinued 2 New
Shettered Care beds. Faciflty now has 144 Nursing Care
beds and 0 Sheltered Care beds.
MecHenry CHOW 1/1/2012 Woodstock Aesidence, Woodstock  Change of ownership occurred, New
Name Change 6/1/2012 Crossroads Care Center Woodstock, Name changed from Woodstock Residence. New
Woodstock
Henlth Service Area 9
will 16-005 11/17/2011 Smith Crossing, Orland Park Facility licensed 16 Nursing Care beds under permit 10-005;

facility now has a total of 46 Nursing Care beds.

Bed Change 12/7/2011 Sunny Hilt Nursing Home Wili County, Faciltty discontinued 20 Nursing Care beds; facility now has

lolet 280 Nursing Care beds,
CHOW 1/10/2012 Deerbrook Care Centre, loliet Change of Ownership oecurred.
07-102 3/9/2012 Alden Estates Of Shorewood, Facility licensed for operation with 100 Nursing Care beds.
Sharewood
Health Service Avea 10
Henry Bed Change 7/12/2011 Hammuond-Henry District Hospitel,
Heakth Service Area 11
Madison Bed Change 10/28/2011 5t. Clare’s Hospital, Alton Fadlity discontinuad 4 Nursing Care beds; facility now has
26 Nursing Care beds.
Bed Change 1/17/2012 Collinsville Rehabh & Health Care Ctr., Facility discontinued 2 Nursing Care beds; facility now has
. Collinsvilte 98 Nursing Care beds,

CHANGES TO SPECLALIZED LONG-TERM CARE

Health Service Arca 2
Lasalle Closuse 3/28/2012 Knox Estates, Streator Fatiflty ceased operations; 16 {CF/DD beds remaved from
imventory.
Health Service Area 5
Edwards/Wabash Clasure 4{1/2012 River Qaks, Mount Carmel Facliity ceased operations; 16 (CF/DD beds removed from
Inventory.
Gallatin/Hamilren/Saline Closure 5/1/2012 Brooke HH, Eldorado Facllity ceased operatlon; 16 ICF/DD beds remaoved from
Imventory,
Lawrance Closure 10/17/2011 Hickory Estates, Sumner Factlity closed; 16 ICF/DD beds removed from inventory.
Uinien Closure 12/28/20311 Village Inn - Cobden, Cobden Facllity closed 12/28/2011; 16 ICF/DD beds removed from
invantory.
Closutre 47212012 Holly Hill, Anna Facility ceased operations; 16 ICF/DD beds removed from
inventory.
Willlamson Clostre 10/13/2011 Independence Place, Herrin facliity deemed closed; 16 1CF/DD Adult beds removed
from inventocy by Board arder,
Health Service Area B, 7, 8,9
Kankakee Closure 3/31/2012 Gravlin Square, Bradley Facllity ceased operatlons; 16 ICF/DE beds removed from
~ inventory.
Planning Area 7-D CHOW 3/1/2012 Bellwood Nursing Center, Bellwood  Changa of Ownetship occurred.
Name Change 37212012 Sellwood Nursing Center, Bellwood  Formerly Aspire on Eastern.
Planning Area 7-E Closure 4/101/2012 Bethshan I, Palos Helghts Facility ceased operation; 16 [CF/DD beds removed from
Inveatory.

ATTACHMENT LTC-17A
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9/16/2011 - 6/16/2012

LONG_TERM CARE FACILITY UPDATES

CALCULATED BED NEEDS
- Catcujated Approved Addinonal Beds Needed
Planning Area Beds Needed Beds or Excess Beds {}
HEALTH SERVICE AREA 5
AMexander/pulaski - 124 B3 41
Bond 172 198 {26)
Clay 133 209 {76)
Crawford 246 220 26
Edwards/Wabash 175 139 36
Effingham 430 432 58
Fayette 255 261 {6)
Franklin 442 390 52
GaflatinfHamilton/Saline 684 590 94
Hardin/Pope 95 113 {18)
Jackscn 376 427 {51)
Jasper 82 82 U]
Jefferson 424 346 78
Johnson/Massac 338 312 26
Lawrence 325 340 {15}
Marion 862 605 257
Perry 207 210 {3}
Randoiph 580 452 88
Rlchiand 360 s 51
Unign 351 293 58
Washington 172 263 {91}
Wayne 133 169 {36}
White 354 353 1
Willtamson 600 543 57
HEALTH SERVICE AREA S
Planning Area 6-A 5963 7217 {1254)
Planning Area 6-B 4252 4178 74
Planning Area 6-C 5209 5037 172
HEALTH SERVICE AREA 7
Planning Area 7-A 4482 3323 1159
Planning Area 7-B 7180 6348 332
Planning Area 7-C 6867 5935 9437
Planning Area 7-D 2519 2904 (385)
Planning Area 7-E 9328 9136 192
HEALTH SERVICE ARTA §
Kane 3322 2899 428 -
Lake 5275 4701 574
McHenry 1501 1032 469
HEALTH SERVICE AREA 9
Grundy 260 265 ]
Kankakee 1290 1368 {78}
Kendall 219 185 34
Wil 3479 2790 6589
HEALTH SERVICE AREA 10
Henry 452 500 {48}
Mercer 222 186 36
Rock |sland 1243 1326 {83}
HEALTH SERVICE AREA 11
Clinton 432 406 26
Madison 2048 2193 {145}
Monroe 435 324 111
5t. Ctair 2102 2294 {192)
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Waucondz Hegithcare and Rehabilitation Cendre
Admissions by Zip Code within 30-Minute Treve! Time Countour

All Zip Codas within 30-Minutes

Within _ Population: Total (2007) | [12-Menth Ending Within Outside Within 12-Month Ending Within Cutside Within
| ZIp Code LakeCo, by ZIP Codo Feb-12 30-min 30-min Lake Co. Mar-11 30-min 30-min Lake Co.
80002 Cut ’ 23948 32609 1 32725 1
80004 Out 50433 32725 1 33084 1
80005  Out 28179 46373 2 34108 1
80008  Out 22618 45544 1 34283 2
0010 In 44279 53105 .8 36303 1
80012 Qut 10821 53120 1 53128 1
80013 COut 28443 53128 1 531979 1
60014 Cut -54428 53181 1 60002 1 [
60015 In 26450 60002 7 7| 60004 K| .
§0020 In 7666 60010 38 39 60010 41 4t
80021 Out 6451 60012 12 60012
60030 In 383rs BOO13 22 80013 12
80031 tn 40480 60014 24 80014 2%
60041 n 11650 80018 1 0020 k) 38
50042 fn 10187 60021 2 80021 2
50044 in 12102 80030 13 80025 1
60045 In 22778 80031 4 4 80630 24 24
80046 in 35088| 60033 1 60041 17 ) 17
60047 In 43048 | 80037 1 50042 19 19
60048 n 32482 60041 12 12| G008 6 8
60050  Quit 41517 60042 28 28 80047 16 16
80051 Qut 14837 80048 5 5 650048 4 4
BO0S6 n H5424 80047 28 28 80050 30
80080 In 41219 60048 2 2 60051 %
80081 Cut 24182 60050 24 600860 16 16
60084  OQut 16703 80051 42 £0067 1
80067  Out 36356 600568 1 80069 3 3
60068 n : 8708 60060 10 10 BOOT1 2 .
80070 O 16408 80062 3 80073 28 28
80071 Out 3983 80068 2 80081 i3
80072 Ouwt 810 80069 2 2 60084 105 105
80073 In 48245 80071 1 B0ODBS 2 2
60074 Cut 37548 52073 23 23 60089 1 1
e00a1 Out 8315 80077 4 60090 7
60024 In 15787 50081 5 80037 [
60085 n 77056 BO0AS 83 83 60098 1
60088 In - 7O 50087 & 80089 2 2
80089 Ot 46420 60058 2 80102 5
80080 Out 36267 60025 4 4 60107 1
80087  CQut 11505 80102 9 60142 9
60102 Out 35005 60142 2 €0156 3
60107 Out 38445 60156 2 80180 1
80110 Ont 386684 80173 1 80191 1
60118  Out 20128 80189 k 60416 2
api20 Ot 54854 60493 4 680456 1
80156 Out 34263 80453 3 60634 1
60169 Out 3545 60513 1 80708 1
80173 Out 11578 60544 1 60714 3
60192  Out 804 60618 1 61008 5
60194  Out 36027 80630 1 81G73 1
80195  Out 28706 50631 2 660384 1
80706 1 72853 1
72653 1 BOU97 3
407 46 247 470 aQ 323
9% __ 10% 55% 2% 8% 83%

ATTACHMENT LTC-17B
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SECTION V. - SERVICE SPECIFIC REVIEW CRITERIA (CONTINUED 1V}

Criterion 1125.550 ~ Service Demand - Expansion of General Long-Term Care

The applicant shall document #1 and either #2 or #3:

1. Historical Service Demand

a)

b)

An average annual occupancy rate that has equaled or exceeded
occupancy standards for general LTC., as specified in  Section
1125.210{c), for each of the latest two vears.

If prospective residents have been referred to other facilities in order to
receive the sublect services, the applicant shall provide documentation of
the referrals, including completed applications that could not be accepted
due to lack of the subject service and documentation from referral
sources, with identification of those patients by initials and date.

The HFSRB has established utilization standards for General Long-Term Nursing Care

facilities of 90% by the second full year of operation. It should be known that the Applicant, has

a cumulative utilization rate of 90 percent since CY 2005 as

far back as the IDPH Annual Questionnaire forms are

VWauconda

Celandar Licensed Patient Occup.
Year Beds Days %

. , . : 2010 136 43871 89%
provided on the Board’s website. Specifically, refer to the 2008 15 40673 6%
) ) 2008 125 39873  87%

Chart for the annual utilization rate that illustrates how this 2007 125 41382 91%
2008 125 42975  94%

facility currently meets occupancy target of 90%. Copies of 2005 117 40238 4%

Ave; 127 248012 90%

the facility’s profiles for the respective years are appended as

ATTACHMENT LTC-19A. Therefore, maintaining the optimal utilization of 90% should not.

be an issue,

2} Projected Referrals The applicant shall provide documentation as described in

d)

Section 1125.540(d).

Projected Referrals

An applicant proposing to establish a category of service or establish a

new LTC facility shall submit the following:

ATTACHMENT LTC- 18
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SECTION ViIli. - SERVICE SPECIFIC REVIEW CRITERIA (CONTINUED V)

Criterion 1125.550 - Service Demand - Expansion of General Long-Term Care

{Continued i)

1)

2)

3)

4)

o)

Letters from referral sources (hospitals, physicians, social services
and others) that attest o fofal number of prospective residents (by

zZip code of residence) who have received care at existing LTC
facilities located in the area during the 12-month period prior to
submission of the application. Referral sources shali verify their
projections and the methodology used;

An_estimated number of prospective residents whom the referral
sources will refer annually to the applicant’s facility within a 24-
month period after preoject completion. The anticipated number of
referrais cannot exceed the referral sources' documented historical

LTC caseload. The percentage of project referrals used to justify

the proposed expansion cannot exceed

The historical_percentage of applicant market share, within a 24-
month pericd after project completion;

Each referral letter shall contain the referral source's Chief
Executive Officer's notarized signature, the typed or printed name
of the referral source, and the referral spurce’s address; and

Verification by the referral sources that the prospective resident
referrals have not been used to support another pending or

approved Cettificate of Need {CON) application for the subject
sernvices.

Appended as ATTACHMENT LTC-19B, is a letter from Advocate Good

Shepherd Hospital’s, Director of Community and Government Relations, Ms. Julie

Mayer stating its support for the project and providing anticipation to continue referrals

similar to those historically made. It should be known that the information obtained was

the best available as explained to the Applicant due to the vast and detailed nature of the

requested information and to availability of Hospital resources.

ATTACHMENT LTC- 19
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SECTION VIII. - SERVICE SPECIFIC REVIEW CRITERIA (CONTINUED VI)

Criterion 1125.550 - Service Demand — Expansion of General Long-Term Care
(Continued iif)

3) If a projected demand for service is based upon rapid population growth in the
applicant facility's existing market area (as experiericed annually within the latest

24-month period), the proiected service demand shall be determined as
described in Section 1125.540 {e).

The projected service demand is not based upon the rapid population growth; therefore,

this item is not germane.

ATTACHMENT LTC- 19
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et Advocate Good Shepherd Hospital

450 West Highway 22 || Baringlon, L 60540 §} ¥ 847,381.0523 || edvocetehsaltiu.com

May 18,2012

Ms, Kimberly Clawson
Lancaster Health Group
5061 N. Pulaski Road
‘Suite 203

Chicago, 1L. 60630

Dear Ms. Clawson, i

On behalf of Advocate Good Shepherd Hospital I am writing this letter in support of Wauconda Health
Care’s new addition to their skilled nursing facility. Wauconda Health Care is one of our skilled
nursing facility partners who routinely serve persons who are discharged from our hospital, Based on
the historical relationship between Advocate Good Shepherd and Wauconda health Care we anticipate
that our referral relationship will continue in a similar volume as in the past years.

Sincerely,

{

Cilldan By
Juli¢ Mayer

Director, Community & Government Relations

) -19B
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SECTION VI - SERVICE SPECIFIC REVIEW CRITERIA (CONTINUED Vi)

Criterion 1125.590 - Staffing Avallability

1. For each category of service, document that relevant clinical and professional

staffing needs for the proposed project were considered and that licensure and

JCAHO staffing requirements can be met.
2. Provide the following documentation:

o The name and qualification of the person currently filling the position, if

applicable; and
o Letters of interest from potential employees: and

o - Applications filed for each position; and
o Signed contracts with the required staff; or

o) A narrative explanation of how the proposed staffing wili be achieved.

The proposed project will add 40 additional nursing beds, which is only a 30% addition

in capacity. Yet, the project is only proposing to increase total staffing full time equivalents

(FTE) by only 33 FTE’s or by 19.5 percent to a full complement of
202.2 FTE’s. This will be accomplished through the benefit of
economies-of-scale and through the sharing of the administrative
and managerial staff. The seventeen proposed additional staff are
mostly direct care or support staff. Please refer to the proposed

staffing addition chart. Additionaily, appended as

Stafiing
Pasition
MDS
Laundry
Maintenance
Housekeeping
Dietary
Manager (Sub Acute)
Licansed Practical Nurse
Registered Nurse
Certified Nursing Assistant
Total

|
m

g—l
[P VR -

ATTACHMENT LTC-234, is the existing staffing pattern by position title. This project is

atypical from traditional start-up projects as this is only a small addition to an already existing

facility. The majority of personne] are inplace. =~ To achieve adequate staffing levels, the

Applicant will start by reviewing and interviewing from the 20 R.N. employment applications

currently on file. To further explain the internal process in recruiting and hiring staff

ATTACHMENT LTC-23
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SECTION Vill. - SERVICE SPECIFIC REVIEW CRITERIA (CONTINUED VIlI)
Criterion 1125.590 - Staffing Availability (Continued ii} -
a narrative description is provided below:

It is the policy of the organization to begin a comprehensive recruitment
program approximately four to six months prior to the opening in order to insure
that the new facility has all of the necessary positions filled with
qualified personnel. Local advertising in the area newspaper and at area nursing
schools has generally been sufficient in attracting the needed professional health
care manpower. Furthermore, it is the policy of the organization to promote from
within their company whenever possible which allows the transfer of top
professionals in their ficld. However, recruitment is initiated through the
following items:

1. A listing is obtained from the llinois Board of Nurses in the geographic

area of the proposed facility. Letters are mailed to announce the opening of the

new facility in the specific areas and the positions that are available;

2. Advertisement in the local newspaper;

3 A special day for nurses will be held in the community. The nurses from
‘the surrounding area will be invited to a special open house and tour of the
facility. A film will also be shown to iﬁtroduoc the Applicant and its other Long-
Term Care facilities, concluding with a question and answer session on the

philosophy of the organization.

ATTACHMENT LTC-23




SECTION VHI. - SERVICE SPECIFIC REVIEW CRITERIA (CONTINUED IX)
Criterion 1125.590 - Staffing Avaitability (Continued iii)
4. Announf:cment of the opening of the facility will be sent to the area
Schools of Nursing, It is the philosophy of the organization that an innovative
nursing program and a continual in-service training program enhancing the
attraction of new employees and helps retain qualified and dedicated staff.
It should be noted that the subject facility is already very familiar with the
empioyment situation of the area. The proposed employees will have paid health
and dental insurance, continuing education credits, competitive wages, and a
pension offered. With such a large number of existing employees one strong
~ focus of recruitment will be by word of mouth by these existing employees to
their respective communities. Furthermore, the Applicant will provide an upward
mobility transfer for those employees within the market area.
Finally, there are five letters of support appended as ATTACHMENT
LTC-23B from the Lake County High Schools Technology Campus who trains
students as C'N.A.’s.
Thus, it does not appear thai between the Applicant’s experience and
through the experience of the existing campus that there will be any difficulty in

securing the needed health care manpower.

ATTACHMENT LTC-23
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Wauconda Haalth Care

Nurges Pasltion Control
DAY SHFT Fate FiE P SHIET FTE Night SIRFT Rate ETE
5 T [; 7 4 5.8
Qdotta Enterese, BN 0.3 Odette Entoreao, AN__[12H D.7
Eriinda Calica RN 12H 0.7 Eriinda Callca RN 03 Foddy 5ta Aosa, AN |12H D.7
Marks Engg!on,RN 12H 07 Espolan RN 0.3 Charade Donillp, AN 12H a7
Shetin Chiva,RN 12H 0.6 Teddy Sta Rosa, RN 0.8 Emgn Cababneh,AN _ |12H 0.7
MatThoy Turnar, AN 8-12H 0.2 MNekio Javelans AN 0.5 Nefle Javellana RN 2H 0.7
Cheryl PetarstPN 120 07 Marfiow Tusner AN o Chrls Pefarefio, PT 2H 0.6
LAdice Jun LPN 8H 0.6 Eman Dababn_all_ 0.3 Marife dola Cnuz 2H o7
Martfin az RN 12-16H |0 Chiis o, PT D.2 Chona lla LPH 12H Q.5
Cynthia White,RN 12H 0.1 Martfin Marquez AN 04 Cbewbar Dumael 12H D4
‘Cathy Varges RN 126 07 Charade Danilo AN 03 VACANT [
lAthana Stravroplus,LPN|12H 08 Cynthia White, AN 0.3
Joce Reyes, LPNPT  [8-12H 02 Cathy V. , AN 0.1
Helon Guido, LPN 2H 0.7 Wences Ynlego, AN 0.2
Judith Sergent RNFT 2H 10.4 Shella Chiva, BN 0.2
[VACANT 0 Mary Ann Wikiams LPN 04
Helen Guidg, LPN 0.3
Cheryl Petare, LPN 0.3
Marife dala Cne, 1.PN 0.3
Athens Stravioohus LFN 0.3
Chris Pajarelio, PT 0.2
Chona APN 0.3
Chowbar Dumalel, LPN 0.2
Judkh tHRN a2
VAGANT o2
TOTAL 7 TOTAL 7 5.8
2
DAY SUPERVIOR PM Supervisor Night Shiht Supervisor
0.4 0.4 )] 14
Marilou Tumer AN 0.4 Yrisgo Wances BN 0.8 1 of the 4 nirecs
Diane Waller RN 0.8 Odette Entereso
TOTAL 0.4 Charatis Ramingz
1.4 |Teddy Sta Rosa
Treatmsnt Kurse '
1 1.4
M Willams, LPN a8
M Marguez RN o4
K Say LPN 0.2
TOTAL t.4
DON 1
Leonor Sakvador 1 Sub Acute Unlt Director ¥ Puyct Nures 04 ]
ADON 1 Vacancy 1
Vannnssa Sta Rosa 1
Tx Coordinator 1 Untt
Konnte Sey.LPN Guadaiupe Rofas 1
MDS/ 2 FTE Rehab Dircetor 2
Hazrel Ramos AN 1 |Konnis Say 1| Medical Socretary 1
Titanmy Strichana RN 1 Etlc Lopez ONA Reh Assis 1ltya Bihia 1
“Total 2 Toltal 2
Vacancy 0 Vecancy 1] Vi ¥
Updated by,
Laonor Sabvador, RN DON
3102012
ATTACHMENT LTC-23A
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Wauconda Haalth Care Retuab Centro

CNA's Position Control
DAY SHIFT Hats FTE P SHIFT fata FTE Night SHIFT Rais F1E
15 21 18 2 ki) 14
Lon Rinchluso FT i Linda Aftenbem, FT 1 Emilic Juarsz F'T 1
 Brancy Webstar, FT [ Hugo Gonzales,FT 1 Hupo Becerril, FT 0.8
Paticia Morates, FT 1 Oiga Mena, FT 1 Ana Alverer, FT 1
Victoria Smith, PT 0.4 Marco Salazer FT 1 Josa Ferreyra, FT 1
Liry Camenter, FT 1 Wilner Rivera, FT 1 Steve Naumana, FT 1
Lorenzo Escobar, FT 0.8 Mafisga Schmitt, FT +1°] John Pate, T il
Claudla Areftane, FT 1 Edwin Mariinez, FT 1 Estola Torres,PT 0.7
Lorena Areflano, FY Migdatla Peraz, ET 0.5 She Valareuela FT 0.5
Rosario Contraras, FT 0.8 Elizabath Ricg, FT 1 Javier Rico, FT ¥
Roea Gurman, FT 0.7 Raguel Lartas, FT 1 Hilda Mendszz, FT 08
1@ Estrada, FT 1 Bahador Garcia,FT 0.8 Lilla Hermandez, RT L5
Alde Vera, FT 1 Luz Martinez , FT 1 QHgelda Gomeales, PT .
Mike Mianutli, FT 0.8 Palricia Sanchsz, FT 0.8 Sonds Valadaz PT 0.4
Merissia Gonzades, FT t Edlth Rodriguez, #T 0.2 Rosts Lopez, PT 02
Manuela Caiglen FT 1 David Matanda, FT 1 Martha Diaz FT i
Datsy Amador, FT ] Danta Rarmos. FT 1 |Mavis Jackaon,FT 08
| Patricia Sanchez, PT 2 Mary Denaut, FT 1 Lex Contraras FT 0.8
Michelle Woodhouse,OT 03 Lorenzn Emcohay, PT 0.2 Adrtan Arcitla, FT 1
Rita t3arcla PT | 0.6 Jeasle Gomez, FT 0.7
Jetus Banchez(weskend 04 Arlang Nykeze, PT 0.9
Erynn Ramirez, PT 0.2 Kaittin Cristing, FT 0.4
Nalay Fsmgﬁjweekend) 0.4 Victarla Smith, PT 0.2
Editha Narcada, PT 0.5 Edith Narceda, FT 0.2
Slvera Albor PT 0.4 Marla W lak, PT 0.2
Ana Lopez, PT 0.5 Ann Lopez, PT 0.5
Rhonda Kogay, PT 03 Andrea Ocampo, PT 0.3
Susana Carrille, FT 0.8 Sta| lg Rivara, PT 0.2
Maria Vasauez, PT 0.3 Julte Villegas, PT 0.3
Lindsay Kaczynsid, T 03"~ TAngel Fineda, PT 07
Kty Millat, FT 0.4 Juana Amador, PT 0.8
Miggdaila Perez.FT 0.2 Daniet Graham, PT 0.2
Arena Nykaza PY 0.3 Juan Ramirez, PT 0.6
Jesse Gome2 FT 0.2 {sabsl Arteaga, PT 0.2
| Naftely Fomandez, T 0.6 Sue Jenson, PT 03 .
Stephante Rivera, PT 0.2 Julia Meunier, PT 0.6
Juana Amator, PT 0.1 Ulla Castilo, F‘T 0.4
Carof Persz, PT 0.
Sarn Mitter, PT 3
21.B TOTAL 22.6 TOTAL 14
"CNA BUPERVISORS
1.4 1 14 - 1 . 14
[Maggie Alabawy 1
Datible L anas 1 Adrian Barrang o8 Shen Valsrzuela 4
Rosa Auzman 0.2 Migoelia PereZ 2.3
Miks Mignull 0.2 Salvador Garcla 2.2
TOTAL 14 TOTAL T4 TOTAL 14
UPDATED BY :
LEONGR SALVADOR,RN DON
anzama

ATTACHMENT LTC-23A
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Wauconda Mealth Cara Rehab Centre

- - _ DIETARY POSITION CONTROL
DAY SHIFT Rate FTE PM SHIFT Rate FTE
1

Cook Cook
2 28 1 _ 14
Carmela Garcia 1 Heyea Rubl FT 1
Carla Janecek i Ernest Aguire PT 04
TOTAL 2 TOTAL 14
Digtary Ald Dietary Ald
] 5.6 4 5.8
Bethzabe Ferto FT 1 Mabiraor Khan PT Q.2
Marcos Jimenez FT 1 Moazzam Khan PT 0.5
Edmund Rovnes FT 1 Bryant Martinez PT 03
Nedra Swanaon FT 0.8 Sargio Lopez-Hemandez PT 0.8

Daisy Lopez PT 05
CASUAL Juan Liangs PT 0.5
Angelice Ramiraz 0.2 Diamantina Landa PT 0.7
Peria Pinada 0.3 Kyle [sRacson PT 0.4
L Peria Pinesda 0.3
TOTAL 4.3 3.8

-0
1. @

126
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Wauconda Health Care Rehab Cantre
General/ Administrative Posttion Control

FTE

2

2.8

Patriga Ukloia

¥riatin Xaczynaki

Bryan Sesterhahn

|Dentse Casilias_Dir of Biling

TOTAL

|Rita Wuchter Dir of Ms|d§_ec

[Lidie Magnelll_ Dir of HR

Soc Service Director
1

Cheryl Hahn_Dir of Adniission

Robin Zazove

|Recoaption

rbara Paul FT

Taryn Dixon PT

2.5

Aligsa Dixon PT

0.4

Caftiin Messsnger PT

0.3

Maintanance

G g Jamaritoc

Amoid Rice

Administrator

[Margaret Fyan

127
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L

Wauconda Health Care Rehab Centre
Active Rel

ey

E L

Krystyna Casslta FT |

Tadeusz Caamowlaski FT

John Estabon FT

Jose Gurerrero FT

Martha Hopeett FT

Lodl Yap FT

i

&

Christina Hreha PT

Donng McPhee Diractor 1

ATTACHMENT LTC-Z23A
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Wauconda Health Care Rehab Centre
Envirenmental Services Posfilon Contrel

DAY SHIFT

PM SHIFT

Hate

FTE

Environmental Services

6

-

Laundry

Gabriefa Bandillo FT

Jowel Aughinbaugh FT

Maria Dalopsz FT

Haoncria Dominguez FT

Floors

Rosa Escober FT

Rosario Estrada FT

Marcos Arellano FV

Lucas Gutierrex FT

Jaime Gaggia FT

Maria Lopez FT

Evannefna Mayorga FT

Blanca Portillo FT

Guadalupe Veloz FT

Egm Nishoff FT

a0

Patricia Padilta FT

Y =) [y [y [ jury Jury ey Y ey pery ey

TJOTAL

|Housekesping Superviosr

Aurets Dominguez

Director of Housskeeplni

Aguilles Aramas Rivera

Updated By: Margeret Ryan 3f14/12

129
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Wauconda Heaith Care Rehab Centre
Generalf Administrative Position Control

FTE

:E
2

4 e T by b
B\ﬁwﬁ DRI

rors

Patricla Ukiefa

Krigtin Kaczynskl

0.8

|Denisa Casillas Dir of Biling

Bryan Sesterhahn

0.8

|
Rita Wuchter Dir of Med Hac

TOTAL

24

Lidla Magnelli _Dilr of HA

Soc Ssrvice Director

1

Cheryl Fiahn_Diir of Admission

Robln Zazove

[Recaption

|'Barbam Paud FT

Tanm Dixon PT

Allgsa Dixen PT

Caitlin Meggenger PT

Maintenance

Georye Jamantoc

Amnold Rice

Administrator

|Margaret Ryan

130
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LAKE COUNTY HIGH SCHOOLS

TECHNOLOGY CAMPUS

{847]) 223-66B1 » FAX {847) 223-73463 » www techcompus.org
19525 WEST WASHINGTON STREET = GRAYSLAKE, ILLINOIS 40030-1152

Dr, Linda L. Jedlicka Date: March 15, 2012

Exscutive Director
Julie D. Ridde! To whom it may concem,

Principa!

Christing R. Mascari | am writing to support the new construction project proposed by Wauconda
Business Manages HealthCare and Rehabilitation Centre.

Wauconda Heatthcare ts an important part of this community and
consistently provides exemplary care to persons in need of short-term
rehabilitation, Aizheimer care and long-term care services. They have a
good reputation in the community and serve persons through the region of
Lake and McHenry Counties. Locally, they are the only skilled nursing
facility in Wauconda.

Wauconda Healthcare has provided a quality leaming environment for the
Certified Nurse Assistant students of Lake County High Schools
Technology Campus. The superior quality of patient care defivery has
provided our students with the learning experiences needed to provide
competent patient care in their future careers within the nursing profession.

This is an excellent organization and | am Eager to see them grow to serve
the health care needs in this area. | am in support of this project.

Thank you,
,&MW? g, g5 W

Deborah Sterling

Clinical !nstructor

Certified Nurse Assistant Program

Lake County High Schools Technolegy Campus
19625 West Washington ST.

Grayslake, illinois 60030

B47-223-6681

PARTICIPATING SCHOOLS
Alden-Hebron « Anticch » Deerfield « Grant » Grayslake Cenlral «+ Grayslake North = Highland Park » Johnshurg « Lakes + Lake Forest = Lake Zurich
Libartyville « Mundelein » North Chicage * Richmond-Burton * Round L.ake » Sievenson « Vemon Hills » Warren * Wauconda » Waukegan * Zion-Banton-

nnmmimmomm rmmnmnmmuummu.m mmmmmmmw mmwumm«m« el aenksion, T
hoinul ik, & skl of potendyl masisl s parantal sistue, irsuling megnancy wih rmpect W d proprame, 1.1 it Tk 1 ol W et Sarclbowr: B0
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LAKE COUNTY HIGH SCHOOLS

TECHNOLOGY CAMPUS

{B47) 2236681 ¢ FAX [B47) 223-7363 » www.techcampus.org
19525 WEST WASHINGTON STREET + GRAYSLAKE, #LLINOIS &003G-1152

EST. 1977 o8

Dr. Linda L. Jedllcka Date: March 15, 2012

Exgcutive Director

Julie D. Riddsl To whom it may concem,

Princlpal

Christine R. Mascart | am writing to support the new construction project proposed by Wauconda
Business Manager HealthCare and Rehabilitation Centre.

Wauconda Healthcare is an important part of this community and
consistently provides exemplary care to persons in need of short-term
rehabilitation, Alzheimer care and long-term care services. They have a
good reputation in the community and serve persons through the region of
Lake and McHenry Counties. Locally, they are the only skilled nursing
facility in Wauconda.

Wauconda Healthcare has provided a quality learning environment for the
Certified Nurse Assistant students of Lake County High Schools
Technology Campus. The superior quality of patient care delivery has
provided our students with the learning experiences needed to provide
competent patient care in their future careers within the nursing profession.

This is an excellent organization. | am eager to see them grow and
continue to serve the health care needs in this area. | am in support of this
project.

Thank you,

Mw H\ﬁv\m

Kristi Martin

Agsistant Principal

Certified Nurse Assistant Program Coordinator
Lake County High Schools Technology Campus
19625 West Washington ST.

Graystake, lllinois 60030

847-223-6681

PARTICIPATING SCHOOLS
Alden-Hebron » Antloch + Deerfield » Grant + Grayslake Central + Grayslake Norlh » Highland Park » Johnsburg « Lakes » Lake Forest « Lake Zurich
Libertyville « Mundeleln » North Chicago * Richmond-Burton » Round Lake » Stevenson « Vernen Hills « Wamen » Wauconda « Waukagan « Zion-Benton
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LAKE COUNTY HIGH SCHOOLS

TECHNOLOGY CAMPUS

{B47} 223-6681 » FAX {B847) 223-7363 » www.lechcampus.org
19525 WEST WASHINGTON STREET = GRAYSLAKE, ILENOIS 40030-1152

Dr. Linda L. Jediicka Date: March 15, 2012

Executive Director

Julle D. Rigdel To whom it may concern,

Principat

Christine R. Mascari | am writing to support the new construction project proposed by Wauconda
Business Manager HealthCare and Rehabilitation Centre.

Wauconda Healthcare is an important part of this community and
consistently provides exemplary care to persons in need of short-term
rehabilitation, Alzheimer care and long-term care services. They have a
good reputation in the community and serve persons through the region of
Lake and McHenry Counties. Locally, they are the oniy skiiled nursing
facility in Wauconda.

Wauconda Healthcare has provided a quality learning environment for the
Certified Nurse Assistant students of Lake County High Schools
Technology Campus. The superior quality of patient care delivery has

! | provided our students with the learning experiences needed to provide

' competent patient care in their future careers within the nursing profession.

This is an excellent organization and | am Eager to see them grow to serve
the health care needs in this area. | am in support of this project.

Thank you,

ottt

Lisa Molidor, RN CNA Instructor

Lake County High Schools Technology Campus
19525 West Washington ST.

Grayslake, litinois 60030

847-223-6681

PARTICIPATING SCHOOLS
Alden-Hebron « Antioch » Deerfleld » Grant » Grayslake Central « Graysiake North » Highland Park « Johnsburg » Lakes » Lake Forest « Lake Zurich
Libertyvilis » Mundelein » North Chicago + Richmond-Burton » Round Lake » Stevanson » Viemon Hills « Wairen « Wauconda » Waukegan = Zion-8enton
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LAKE COUNTY HIGH SCHOOLS

TECHNOLOGY CAMPUS

{B47) 223-6681 « FAX (847} 223-7363 » www.techcampus.org
19525 WEST WASHINGION STREET » GRAYSLAKE, ILLINOIS 60030-1152

Dr. Linda L. Jedlicka Date: March 15, 2012

Executiva Director

Julle D. Riddel To whom it may concemn,

Principal

Christing R. Mascari { am writing to support the new construction project proposed by Wauconda
Business Manager HealthCare and Rehabilitation Centre.

Wauconda Healthcare is an important part of this community and
consistently provides exemplary care to persons in need of short-term
rehabilitation, Alzheimer care and long-term care services. They have a
good reputation in the community and serve persons through the region of
Lake and McHenry Counties. Locally, they are the only skilled nursing
facility in Wauconda.

Wauconda Healthcare has provided a quality leaming environment for the
Certified Nurse Assistant students of Lake County High Schools
Technology Campus. The superior quality of patient care delivery has
g provided our students with the leaming experiences needed to provide

' competent patient care in their future careers within the nursing profession.

This is an excellent organization and | am Eager to see them grow to serve
the health care needs in this area. | am in support of this project.

Thank you,

Chari Fugate, RN CNA Instructor

Lake County High Schools Technology Campus
19525 West Washington ST7.

Grayslake, iHlinois 60030

B47-223-6681

. PARTICIPATING SCHOOLS '
Alden-Habron « Antioch « Deerfisld « Grant « Grayslake Conlral » Graysiake North » Highland Pask * Johnsburg = Lakes + Lake Forpst « Leke Zurich
Libertyvills + Mundelsin » North Chicago « Richmond-Burton * Round Lake » Stevenson * Vemeon Hills » Waman + Wauconda + Waukegan « Zion-Benton
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LAKE COUNTY HIGH SCHOOLS

TECHNOLOGY CAMPUS

{847) 223-6581 » FAX (B47] 223-7343 » www.lechcompus.org
19525 WEST WASHINGTON STREET » GRAYSLAKE, ILLINQIS 60030-1152

LS 1077

Dr. Linda L. Jedlicka Date: March 15, 2012

Exacutive Director

Julle D. Riddet To whom it may concern,

Principal .

Christina R. Mascarl | am writing to support the new construction project proposed by Wauconda
Business Manager HealthCare and Rehabilitation Centre.

Wauconda Healthcare is an important part of this community and
consistently provides exemplary care to persons in need of short-term
rehabilitation, Alzheimer care and long-term care services. They have a
good reputation in the community and serve persons through the region of
Lake and McHenry Counties. Locally, they are the only skilled nursing
facility in Wauconda.

Wauconda Healthcare has provided a quality learning environment for the
Certified Nurse Assistant students of Lake County High Schools
Technology Campus. The superior quality of patient care delivery has
provided our students with the learning experiences needed to provide
competent patient care in their future careers within the nursing profession,

This is an excellent organization and | am Eager to see them grow {o serve
the health care needs in this area. | am in support of this project.

Thank you,
A PWIN

Lori Cook, RN CNA instructor

Lake County High Schools Technology Campus
19525 West Washington ST.

Grayslake, illinois 60030

847-223-6681

PARTICIPATING SCHOOLS
Alden-Hebron » Antioch » Deerfield » Grant + Graystake Central » Graysiake Narth » Highland Park + Johnsburg « Lakes « Lake Forest » Lake Zurich
Libartyville * Mundslsin * North Chicage * Richmend-Burton « Round Lake ¢+ Stevenson » Vemon Hils » Wamen » Wauconda « Waukegan * Zion-Banton

10t Mo gy of [ ke Guumdy Pt Schoon Tachmalogy CRinpust non W e o0 T Dals of 10 G520f, s, PARCnal arigin, dim, nelians befioll, oived, ahsetiny, matiomd Drigin, physresl iel monlal Randta of dielity, sOnal senirtes, stuha &1
sl iy, or wival or potangind Wil o paresit] Bahes PrOQHENCY Wi rpech o iy wctivilha of 4engh policy Mmﬂmmhh-uﬂmp\bﬂlméwm
ATTACHM TC-

135




I

SECTION Vili. - SERVICE SPECIFIC REVIEW CRITERIA (CONTINUED X)

Criterion 1125.600 Bed Capacity

The maximum bed capacity of a general LTC facility is 250 beds__unless the applicant
doc hat a ility _woul ovi ersonalization_of patient/resident a

documents provision of quality care based on the experience of the applicant and compliance

with IDPH's licensurg standards (77 1. Adm. Code: Chapter |, Subchapter ¢ {L ong-Term Care

Facilities}) over a two-year period.

This project is for the addition of only 40 nursing beds to an existing 135 bed long-term
care nursing facility. Upon project completion the licensed capacity will be 175 nursing beds.

Therefore, this item is not germane.

ATTACHMENT LTC- 24
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SECTION VII. - SERVICE SPECIFIC REVIEW CRITERIA (CONTINUED XI)

Criterion 1125.610 - Community Related Functions

The applicant shall document cooperation with and the receipt of the endorsement of
community groups in the town or municipality where the facility is or is proposed to be

located, such as,_but not limited to, social, economic or governmental organizations or

other concemed parties or groups. Documentation shall consist of copies of all letters
of support from those organizations.

Appended as ATTACHMENT LTC-25A are eight letters of community support for the

proposed addition to Wauconda Healthcare and Rehabilitation Centre. These letters are from
Senior Services Associates, Inc. office Coordinator Ms. Rita Boulden, Wauconda Area Chamber
of Commerce, Inc. Executive Secretary Ms. Sandy Hartogh, The Federated Church of Wauconda
Reverend Ryan M Sutton, and five letters from the Lake Couaty High Schools Technology
Campus: Clinical Instructor Ms. Deborah Sterling, Assistant Principal Ms. Kristi Martin, RN

C.N.A. Instructors Ms. Lisa Molidor, Ms. Chari Fugate and Ms. Lori Cook.

ATTACHMENT LTC-25
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nior. .
ervices Associates, Inc.

Serving your loved ones today - and you tomorrow.

WWW.SENIOrservicesassne org

Kitne Cunnty Seator Services MrcHenry County Senigr Services Kane County Senior Services Kerdall County Sentor Services
Grezter Elgin Senior Center McHenry Township Revreation Cenler Avrors Township Senior Cemnter W8 Gume Farm Road
N1 5. Grove Avenie 3519 M. Richmond Re. 900 N, Loke Streer, Suile M5 Yarkville, 1L 68560
Elgin. IL 5120 McHenry, IL /0051 Aurom, 1L 60506 {630 8535717
PRS2 1729 » (847) D45 -l 1-B00-339-3204 + {815} 349-3555 {530) RIT-435 Fax; 1630 55356979
Fus: (5471 T41-2183 Fax: {815} 344-3593 Frx; (6301 5976801
March 26, 2012
To Whom It May Concern:

McHenry Coanty Senior Services
1ID W, Woodsioek Street
Crystal Lake, 11 60014
(RBE5) 386-457
Fax: [815) 356-7754

I am writing to support the new construction project proposed by Wauconda HealthCare

and Rehabilitation Centre.

Wauconda Healthcare is an important part of this community and consistently provides
exemplary care to people in need of short-term rehabilitation and long term care services.
They have a good reputation in the community and serve people in the regions of Lake,
and McHenry Counties. Locally, they are the only skilled nursing facility in Wauconda.

1 support the growth of this facility to serve the health care needs of seniors as their

numbers continue to grow at a rapid raie.

Sincerely,

Rita Boulden
Office Coordinator

ATTACHMENT LTC-25A
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.

Wauconda Area Chamber of Commerce, Inc.

100 N. Main Street » Wauconda, IL - 60084-1824 = 847-526-5580 = Fax 847-526-3059
Email: info@waucondachamber.on = www.waucondaareachamber.om

7 o‘*‘”?‘. IR

March 15, 2012

[ am writing to support the new construction project proposed by Wauconda HealthCare and |
Rehabilitation Centre.

Wauconda Healthcare is an important part of this community and consistently provides
exemplary care to persons in need of short-term rehabilitation, Afzheimer care and long-term
care services, They have a good reputation in the community and serve persons throughout
the region of Lake and McHenry Counties. Locally, they are the only skilled nursing facility in
Wauconda.

This is an excellent organization and | am eager to see them grow to serve the health care
needs in this area. ( am in support of this project.

ATTACHMENT LTC-25A -
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17 [nl

200 S. BARRINGTON RD.

EfE

PHONE: (847) 526-8471
FAX: (847) 526-0966

March 8, 2012

S[D

S[R/AT

Dear Sir or Madam,

5D GRURCH

OF WAUCONDA, ILLINOIS 60084

REV. BYAN M. SUTTON, Pastor

1 am writing to support the new construction project proposed by Wauconda Hea.lthCare
and Rehabilitation Centre. SN ,

‘Wauconda Healthcare is an important part of this commmnty and conswizntly pm\fldes
excellent care to people i in need of many healthcare: sclfwces They hnve agood i

-only skilled nursing faclhty i’ Wauoonda.

ATTACHMENT LTC-2

A COMMUNITY CHURCH WITH UNITED METHODIST AND AMERICAN BAPTIST AFFILIATION
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LAKE COUNTY HIGH SCHOOLS

TECHNOLOGY CAMPUS

{847) 223-6681 + FAX (847} 223-7363 « www.lechcampus.org
19525 WEST WASHINGTON STREET « GRAYSLAKE, ILLINOIS $0030-1152

EST. 1977

Or. Linda L. Jedlicka Date: March 15, 2012

Executive Diractor

Julig . Riddel To whom it may concem,

Princips!

Christine R. Mascari I am writing to support the new construction project proposed by Wauconda
Business Managor HealthCare and Rehabilitation Centre.

Wauconda Heailthcare is an important part of this community and
consistently provides exemplary care to persons in need of short-term
rehabilitation, Aizheimer care and long-term care services. They have a
good reputation in the community and serve persons through the region of
Lake and McHenry Counties. Locally, they are the only skilled nursing
facility in Wauconda.

Wauconda Healthcare has provided a quality learning environment for the
Certified Nurse Assistant students of Lake County High Schools
Technology Campus. The superior quality of patient care delivery has
provided our students with the learning experiences needed to provide
competent patient care in their future careers within the nursing profession.

This is an excellent organization and | am Eager to see them grow to serve
the health care needs in this area. | am in support of this project.

Thank you,
AOM%? f/f/ S, Y ek

Deborah Sterling

Clinical Instructor

Certified Nurse Assistant Program

Lake County High Schools Technology Campus
19525 West Washington ST.

Grayslake, lilinois 80030

847-223-6681

) PARTICIPATING SCHOOLS
Alden-Hebron » Antioch « Deerfieid » Grant » Grayslake Central « Graystake Morth » Hightand Park » Jehngburg » Lakes = Lake Forest « Lake Zurich
Libertyville « Mundelaln « North Chicago » Richmond-Burton * Round Lake = Stevenson « Vemnon Hills » Warren » Weuconda « Waukegan » Zion-Benton

ATTACHMENT LTC-2 5A
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LAKE COUNTY HIGH SCHOOLS

TECHNOLOGY CAMPUS

{847] 223-65B1 = FAX {B47) 223-7343 « wwwy.techcaompus.org
19525 WEST WASHINGTON STREET » GRAYSLAKE, iLLINOIS 60030-1152

Dr. Linda L. Jadlicka Date: March 15, 2012

Executive Cirector

Juila D. Riddel To whom it may concemn,

Principal

Christine R. Mascar] 1 am writing to support the new construction project proposed by Wauconda
Business Manager HealthCare and Rehabiitation Centre.

Wauconda Healthcare is an important part of this community and
consistently provides exemplary care to persons in need of short-term
rehabilitation, Alzheimer care and long-term care services. They have a
good reputation in the community and serve persons through the region of
Lake and McHenry Counties. Locally, they are the only skilled nursing
facility in Wauconda.

Wauconda Healthcare has provided a quality learning environment for the
Certified Nurse Assistant students of Lake County High Schools
Technology Campus. The superior quality of patient care delivery has
provided our students with the learning experiences needed to provide
competent patient care in their future careers within the nursing profession.

This is an excellent organization. | am eager to see them grow and
continue to serve the health care needs in this area. | am in support of this
project.

Thank you,

Mn WVLV\

Kristi Martin

Assistant Principal

Certified Nurse Assistant Program Coordinator
Lake County High Schools Technology Campus
18525 West Washington ST.

Grayslake, Illinois 60030

847-223-6681

PARTICIPATING SCHOOLS
Alden-Hsbron « Antloch « Desrfield » Grant « Graystake Central * Graystaka North « Highland Park « Johnsburg + Lakes + Lake Forest » Lake Zurich
Libestyville » Mundelein » North Chicago » Richmond-Burton * Round Lake * Stevenson » Vernon Hills » Wasren » Wauconda « Waukegan « Zion-Benton
ATTACI—IMENT LTC-25A
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EST. 1977

Dr. Linda L. Jediicka
Executive Director

Julie D. Riddsl
Principal

Christine R. Mascart
Business Manager

LAKE COUNTY HIGH SCHOOLS

TECHNOLOGY CAMPUS

[B47) 223-6481 « FAX [847) 223-7343 » www .techcampus,org
19525 WEST WASHINGTON STREET « GRAYSLAKE. ILLINOIS 60030-1152

Date: March 15, 2012
To whom it may concem,

| am writing to support the new construction project proposed by Wauconda
HealthCare and Rehabilitation Centre.

Wauconda Healthcare is an impottant part of this community and
consistently provides exemplary care to persons in need of short-term
rehabilitation, Alzheimer care and long-term care services. They have a
good reputation in the community and serve persons through the region of
Lake and McHenry Counties. Locally, they are the only skilled nursing
facility in Wauconda.

Wauconda Healthcare has provided a quality learning environment for the
Certified Nurse Assistant students of Lake County High Schools
Technology Campus. The superior quality of patient care delivery has
provided our students with the learning experiences needed to provide
competent patient care in their future careers within the nursing profession.

This is an excellent organization and | am Eager to see them grow to serve
the health care needs in this area. | am in support of this project.

Thank you,

ottt

Lisa Motidor, RN CNA Instructor

Lake County High Schools Technology Campus
19525 West Washington ST.

Grayslake, lllinois 60030

847-223-6681

PARTICIPATING SCHOOLS

Alden-Hebron * Antioch « Deerfield » Geant » Graysiake Cantral « Grayslake North » Highland Park « Juhnsburg » Lakes = Laks Forest « Lake Zurich
Libartyville * Mundaleln + North Chicago « Richmond-Burton » Round Lake » Stevenson » Vernon Hills = Wamen » Waucenda « Waukegan + Zion-Benten
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LAKE COUNTY HIGH SCHOOLS

TECHNOLOGY CAMPUS

(847} 223-6681 « FAX {847} 223-7363 » www.techcampus.org
19525 WEST WASHINGTON STREET » GRAYSLAKE, ILLINOIS 40030-1152

EST, 1077

Dr. Linda L. Jodlicka Date: March 15, 2012

Executive Director

Julle D, Riddel To whom it may concem,

Principat

Christine R. Mascari t am writing to support the new construction project proposed by Wauconda
Business Manager HealthCare and Rehabilitation Centre.

Wauconda Healthcare is an important part of this community and
consistently provides exemplary care to persons in need of shorl-term
rehabilitation, Alzheimer care and long-term care services. They havea
good reputation in the community and serve persons through the region of
Lake and McHenry Counties. Locally, they are the only skilied nursing
facility in Wauconda.

Wauconda Healthcare has provided a quality learning environment for the
Certified Nurse Assistant students of Lake County High Schools
Technology Campus. The superior quality of patient care delivery has
provided our students with the learning experiences needed 1o provide
competent patient care in their future careers within the nursing profession.

This is an excellent organization and | am Eager to see them grow {o serve
the heaith care needs in this area. | am in support of this project.

Thank you,

ey
v

Chari Fugate, RN CNA Instructor

Lake County High Schools Technology Campus
19525 West Washington ST.

Grayslake, llinois 60030

847-223-6681

. PARTICIPATING SCHOOLS - ATTACHMENT LTC-25A
Algen-Hebron » Antioch « Deerfleld « Grant » Grayslake Central « Graysiake North « Highland Park « Johnsburg » Lekes » Lake Forest » Lake Zurich
Livertyville » Mundslein » North Chicago = Richmond-Burton » Round Lake + Stevensen » Vemon Hilis « Warren « Wauconda » Waukegan » Zion-Benton
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LAKE COUNTY HIGH SCHOOLS

TECHNOLOGY CAMPUS

[847] 223-6681 » FAX [847) 223-7343 » www.techcampus.org
E9525 WEST WASHINGTON STREET » GRAYSLAKE, LLINCIS 60030-1152

EST 1977 .

Dr. Linga L. Jedticka Date: March 15, 2012

Executive Dirsctor

Julie D, Riddel To whom it may concem,

Principal '

Christine R. Mascarl | am writing to support the new construction project proposed by Wauconda
Business Manager HealthCare and Rehabilitation Centre.

Wauconda Healthcare is an important part of this community and
consistently provides exemplary care to persons in need of short-term
rehabilitation, Alzheimer care and long-term cdre services. They have a
good reputation in the community and serve persons through the region of
Lake and McHenry Counties. Locally, they are the only skilled nursing
facility in Wauconda.

Wauconda Healthcare has provided a quality learning environment for the
Certified Nurse Assistant students of Lake County High Schools
Technology Campus. The superior quality of patient care delivery has
provided our students with the learning experiences needed to provide
competent patient care in their future careers within the nursing profession.

This is an excellent organization and | am Eager to see them grow to serve
the heailth care needs in this area. | am in suppott of this project.

. E\ (&M
M.-)

Lori Cook, RN CNA Instructor

Lake County High Schools Technology Campus
19525 West Washington ST.

Graysiake, lllinois 60030

847-223-6681

£

PARTICIPATING SCHOOLS
Alden-Hebron + Antioth » Deerfield » Grant » Graysiake Central » Graysiake Nerth » Highland Park = Johnsburg + Lakes + Lake Forest » Lake Zurich
Libertyvita » Mundslein » North Chicago + Richmond-Burton « Round Lake + Stevenson « Vernon Hills » Wamren = Wauconda  Waukegan ¢ Zlon-Banton

nummummmaamrmcnmmnmmumuhmw ach, v, mmm-—.dfuhlﬂ.mm ummmmmmum
It bbints, OF et B PRLIOIN TR O g il mewﬂwhhmm o wwpheyrnenk pokcy  This mollcy o Devdiacimi ﬁcu- l-?
ATTAC ENT LTC SA

145




SECTION Vill. - SERVICE SPECIFIC REVIEW CRITERIA (CONTINUED Xil)

Criterion 1125.620 - Project Size

The applicant shall document that the amount of physical space proposed for the
project is necessary and not excessive. The proposed gross square footage (GSF)

cannot exceed the GSF standards of Appendix A, unless the additionai GSF can be

justified by documenting one of the following:

—

Additional space is needed due to the scope of services provided, justified by
clinical or operational needs, as supported b blished data or studies;

The existing facility's physical configuration has constraints or impediments and
requires an architectural design that resujts in a_size exceeding the standards of
Appendix A,

The project involves the conversion of existing bed space that resuits in excess
square footage.

Please find this section addressed under Section III, Part 1110.234), as this
application form follows sections 1110 a;zd 1.120 and not the revised rules for long-term
care under the new section 1125. k should be noted that the proposed project is in
compliance with this criterion as the full bed compliment of 175 nursing beds will be
provided in 80,878 gross square feet which calculates to 462 gross square feet per bed

well within the upper range limit of 713 gross square feet per bed.

ATTACHMENT LTC- 26
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SECTION VIII. - SERVICE SPECIFIC REVIEW CRITERIA (CONTINUED XN
Section 1125.630 Zoning

The applicant shall document one of the following:

a) The property to he utilized has been_zoned for the type of facility to be
developed; (NOT GERMANE)

b) Zoning approval has been received; or
As an existing structure and operating facility, the zoning for the project is in-place;
however, due to the proposed expansion of the facility and the addition of land to the project, the

property will have to receive another conditional permitted use variance.

c) A variance in zoning for the project is to be sought.

Appended as ATTACHMENT LTC-27A, is a letter from the Village of Wauconda’s
Director of Planning and Zoning, Mr. Chris Miller. This letter indicates that this Applicant has
initiated the process for a conditional permitted use of the property for the planned addition and
its request will be first heard on the June 26, 2012 meeting by the Village Board Committee of

the Whole.

ATTACHMENT LTC-27




MAYOR Qf] ’ CLERK
MARK F. KNIGGE i GINGER [RWIN

ADMINIETRATSER TRUSTEES
DAVID GEARY 101 NorTH MAIN STREET LINCOLN F, KNIGHT
WALUCONDA, {L. 80084 JOHN F. BAsmiNt En.D.
PHONE B47.S26,.96D0 pPouG BUSTER
FAX B47.526.8809 LINDA STARKEY

KEN ARNSWALD
CHUCK BLACK

June 22, 2012

To Whom it May Concern:

Wauconda Health Care and Rehabilitation has submitted plans for review by the Village of
Wauconda to accommedate a planned addition to thelr existing facility.

Wauconda Health Care has met with Village administrators to discuss the plans.

Currently the adjoining piece of property is zoned General Business (GB) and their new
addition will require a Zoning Conditional Use Permit.

The Village Board Committee of the Whole will hear their first presentation on june 26,
2012. The rezoning process is ongoing.

Sincerely,

Chris Miller
Director of Planning & Zoning

ATTACHMENT LTC-27A
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SECTION VIII. - SERVICE SPECIFIC REVIEW CRITERIA (CONTINUED XIV)
Criterion 1125.640 - Assurances.

The applicant representative who signs the CON application shall submit a signed and
dated statement attesting o the applicant's understanding that, by the second year of
operation after the proiect completion, the applicant will achieve and maintain the
occupancy standards specified in Section 1125.210(c) for each category of service
involved in the proposal.

For beds that have been approved based upon representations for continuum of care
(Section 1125.560(a}) or defined population (Section 1125.560(b})), the facility shall
provide assurance that it will maintain_admissions limitations as specified in those
Sections for the life of the faciility. To eliminate or modify the admissions limitations,
pricr approval of HFSRB will be reguired.

Appended as ATTACHMENT LTC-28A is a letter from Mr. Christopher Vicere, Vice-
President — Finance for the Applicant for the project aftesting to their understanding of this

critetion.

ATTACHMENT LTC-28

149




s Wrcconds

HealthCare & Rehabilitation Centre

Trusted care. Deace of mind.

May 9, 2012

Ms. Courtney Avery

Administrator

Health Facilities and Services Review Board
525 West Jefferson Street, 2™ Floor
Springfield, IL 62761

RE: Wauconda Health Care & Rehabilitation Centre, LLC Criterion 1110.1730(K)
Dear Ms. Avery:

This letter is to attest that Wauconda HealthCare & Rehabilitation Centre, LLC, by the
second year of operation after project compietion, will achieve and maintain 90%
occupancy. Our ability to maintain this occupancy level could be affected by factors
outside our control, such as natural disasters, physical plant problems, regulatory or
reimbursement changes, interruption or failure of electricity or telephone, restrictive
governmental laws and regulations, riots, fuel shortages, accidents or casualties,
directly or indirectly causes the occupancy rate to be below 90%, or other demographic
issues outside our control.

Sincerely,

Christopher
Vice Presidént — Finance

ATTACHMENT LTC-28A

176 Thomas Court » Wauconda, 1L 60084 = (847) 5265551 » Fax (847) 526 7549 » wyw.waucondacare.con
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SECTION Vill. - SERVICE SPECIFIC REVIEW CRITERIA (CONTINUED XV)
Section 1125.650 Modernization

a) If the project involves modernization of 8 cateqory of LTC bed service, the applicant
shall document that the bed areas to be modermized are deteriorated or functionally
gbsolete and need to be replaced or moderized. due to such factors as, but not

limited to:

1) High cost of maintenance;

2) Non-com pliance with licensing or life safety codes;

3) Changes in standards of care (e.q., private versus muitiple bed rooms); or
4) Additional space for diagnostic or therapeutic purposes.

The proposed project involves modemization of the nursing category of Long-

Term Care bed service as the bed areas to be modernized are functionally obsolete due to the
ever evolving nursing care industry in which more private rooms are needed and desired. The
issues in maintaining multiple bed-bedrooms are more than just marketability, although that is a
significant influence. The industry has seen all new hospita‘ls comply with new facilities
providing long-term care, yet long-term care falls behind. The other important change in
standards of care comes from infection control and privacy issues. Infection control issues more
readily effect utilization levels as Wauconda has 2-three bed ward rooms that are connected by a
bathroom to an adjoining room and if a resident need to be isolated, it is not only the two other
beds in that room that have to be vacated but also the adjoining room’s beds. Please note that the
project being proposed will address and ¢liminate this issue. The issue of privacy is one that is
essential also to personal dignity and self awareness. Residents do not appreciate having to share
personal issues of toileting with their roommates let alone the residents who are in the adjoining
room. Medical issues are not as private if one is in a two or three bed resident room. Finally, as

set for the in the Health Facilities and Services Planning Act (20 ILCS 3960.Section 12.15) it is

ATTACHMENT LYC-29
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SECTION Vili. - SERVICE SPECIFIC REVIEW CRITERIA {(CONTINUED XVI)
Section 1125.650 Modernization (Continued ii)
an objective of the Act to improve the overall number of private bed rooms within the facility, It

is for these issues that this project is being proposed.

b) Documentation shall include the most recent:
1) IDPH and CMMS inspection reports; and

2) Accrediting agency_reports.

Appended as ATTACHMENT LTC-29A are copies of the facility’s most recent CMMS
surveys. A letter from the Applicant’s architect asserting that the facility is in excellent
condition and meeting of all applicable life safety, fire and other local and State codes is
appended as ATTACHMENT LTC-29B. It was for this reason that the project was determined
to be for modernization and expansion instead of total replacement.

c) Other documentation shali_include the following, as applicable to the factors cited
in the application:

1} Copies of maintenance reports;
2) Copies of citations for life safety code violations; and

3) Other pertinent reports and data.

A letter from the Applicant’s architect asserting that the facility is in excellent condition
and meeting of all applicable life safety, fire and other local and State codes is appended as
ATTACHMENT LTC-29B. It was for this reason that the project was determined to be for

modernization and expansion instead of total replacement.

ATTACHMENT LTC-29
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SECTION VIil. - SERVICE SPECIFIC REVIEW CRITERIA (CONTINUED XVH)
Section 1125.650 Modernization (Continued iii)
d) Projects involving the replacement_or modernization of a category of service or

facility shall meet or exceed the occupancy standards for the categories of
service, as spegcified in Section 1125.210(c).

Appended as ATTACHMENT LTC-29C is the most recent IDPH Annual Facility
Questionnaire data (Wauconda’s IDPH facility profile) documenting that in CY2010 this facility
had an occupancy of 90% (89% to be precise) to include the increase in licensed capacity.
Moreover, the Applicant reported within this application that in the 12-months ending February
2012, patient days of 44,034 which calculates to a utilization rate of 89.1% (44,034 patient
days/366 day in the year/135 licensed nursing beds). Therefore, this project substantially meets

the ocbupancy standards for the nursing category of service as set forth in Section 1125.210(c).

ATTACHMENT LTC-29
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Lo b ORIAL BRI D

P.B1/14

Mtdwestem Consorthom

Dlvision of Survey & Certification ‘ m
VRS for BELROUIE & MEDXCID SEVICES
CMS Certification Number (CCI: 145857
Decermber 22, 2011
By Cemﬁcd Meil and Pacsimile

Margaret Rysn, Administrator
Wauconda Healtheare and Rehab
176 Thomas Court

Wauconda, IL. 60084

Dear Ms. Ryan:

SUBJECT: FEDERAL MONITORING SURVEY RESULTS
Cycle Start Dato: October 27, 2011

STATE SURVEY RESULTS

On October 27, 2011, & health sutvey and a Life Safety Code (LSC) eurvey were completed at
Wanconda Healthcare and Reheb by the Hllinois Department of Public Health (IDPH) to
determine if your facility was in compliance with the Federal requiremients for nussing homes
participating in the Medicare and Medicaid programs. These surveys found that your facility
whs not in substantial compliance, with the most seriovs deficlency at Scope and Severity (8/8)
leval G, cited es follows:

* F309 - 8/8; G ~ 48325 — Provide Carc/Servioss for Highest Well Being

The IDPH agency advised you of the deficiency that led to this determination and provided you
with a copy of the survey report (CMS-2567).

On December 14, 201 1, the IDPH conducted a revisit of your faciiity. The revisit revealed that
all of the deficiencies related to the health portion of the survey were corrected. However, your
facility continues to be out of substantial compliance based on outstanding LSC deficiencies.

FEDERAL MONITORING SURVEY

On November 8, 2011, the IDPH infarmed you that your facility could avoid the isvposition of
remedies if substantial compliance was achieved by November 26, 2011. However, on
December 15, 2011, a smveyor representing this office of the Centers for Medicare &
Medicaid Services (CMS) completed a Federal Monitaring Survey (FMS) of your facility. As
the surveyor inforrued you during the exit conference, the FMS revoaled that your facility
continues to ot be in substantial conmpliance. The FMS found additionsl deficiencies, with the
most serious cited a3 follows:

¢ K144 — 8/§: F - NFPA 101 — Lifa Safety Code Standard
The findings from the FMS are enclosed with this letter on form CMB3-2567.

233 North Michigan Avenue Richard Balling Federal Building
Suite 600 601 East 12th Btrest, Room 233
Chicago, lilinols 60601-5519 Kansag City, Miseouri 64106.2808

ATTACHMENT LTC-29A
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lmnofs Department of

Pat Quinn, Govarno?

Margaret Ryan, Administrator
Wancenda Healthoare And Rehab
176 Thomas Court

Wanconda, IL. 60084

Provider#:  145887/0044859
Cycle Date:  Oetober 27, 2011
Burvey Date:  Qotober 27, 2011
Survey Type:  Annual Health

Dear Ms. Ryan:

On October 27, 2011, an inspection was condnoted at Wanconda Healthoare And Rehab by staff of the
Hlinois Department of Public Health to determine compliance with federal cafication requirements for nursing
homes participating in the Medicara/Medicaid programs. In response to deficlencies cited during that survey,
the fucility has submitted documentation to refute the deficiencies. That decumentation has been reviewed by
staff of the Department and the following changes have been mede to the "Statement of Deficienciss.”

F 317 G wes reduced (o a scope and severity of a I - ¥ 317 D, An amended Statement of
Deficiencies (CMS 2567L) is enclosed.

" Thess changes km NOT resulied in a change in proposed, imposed or recommended remedies previously
sent to the facility in the "Initial Notice” dated November 8, 2011,

If you have any questions regarding this notios, please contact my staff at (217) 782-5180. You may
also telephone the Department's TTY number for the hearing impaired af 1-800-547-0466,

Siocerely, -

“Isd o Dhee.

* Richard L. Dees, Chief
Bureau of Long-Term Care

cc Centers for Medicare and Medicaid Services -
Hlinois Departtnent of Healthcare & Family Services
{llinois Departmont on Aging
Lawrance V., Schwartz, Reglstemd Agent
File2
C-3/ksh
ATTACHMENT LTC-29A
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Hiinols Department of

525-585 West Jaftérson Strest + Springfleld, lliinpls 627681-0001 - www. ldph.state ll.us

Pat Quinn, Bovernar

November 8, 2011

CERTIFIED MAIL
BRETURN RECEIPT REQUESTED

Mg, Margaret Ryan, Administrator
Wauconda Healthcare And Rehab
§76 Thomas Court

Waaconda, 11, 60084

Reference: Provider I 145887/ 0044859
Cycle Date:  October 27, 2011
Survey Date:  October 27, 2011
Survey Type: Health Survey
LSC Survey:  October 27, 2011

Dear Ms Ryan:

On October 27, 2011, an inspection was conducted at Wanconda Healthcare And Rehab by staff of the
Minois Department of Public Health' to determine compliance with federal certification requirements for nursing
homes participating in the Modicare/Medicaid programs. As a result of that inspection, the facility was
determined to pot be in "Substantial Compliance” with regulatory requirements as found in Title 42, Code of
Federal Regulations. A Statement of Deficiencies is enclosed {Sev Enclosure #1), An explanation of the ecope
and severity assigned to gach deficiency can be found on Enclosure #2.

The facility must submit a Plan of Correction (POC) for ail deficiencies at the "B" level or higher. "A"
deficisncies must be corrected, but do not require a written POC. Al required POC's must be submiited to the
Departmont within 10 days after receipt of the written "Statement of Deficiencies” (CMS Form 2567L). The
POC cannot be submitted on the CMS-2567. Only the first page of the CMS-2567 must be sabmitted
with the siguature of the facility’s represcntative and the date. The POC itself should be on separate
sheets of paper which are attached to the first page of the CMS-2567. Plense do not nse proper names or
trademarks ju the POC, The POC is niot o be nsed to dispute a deficiency or to make comments about
the survey process. Inforwaation dispating a deficiency may be provided through the YDR process on
separate sheets of paper, and comments abont the survey process may be provided on the Provider
Feedback Survey. ’

Imprayiag mblic hemith, oue commiaily ot & Uma

priied ce recysied pepar
ATTACHMENT LTC-29A
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Each POC mpaest include:

» Cormective sctions which will be accomplished for those residents found to have been affected by
the deficient practice;

» How the facility will identify other residents having the potential to be affected by the same
deficient practice;

© The measures the facility will take or systems the facility will alter to ensure that the problem will
bs corrected and will not recur, The facility must look at the existing system and determine if a
change is necessary o correct the deficiency. If a system does not exist or if a rovision to an
existing syatem is necessary, then the facility must develop one.

¢ Quality Assurance Plans to monitor facility performance to ensure corrections are achieved and are
permanent. :

s Dates when corrective action will be completed. (To avoid remedies for this survey cycle, all
deficlencies must be corrected no later than November 26, 2011).

Note: See the ORANGE ATTACHMENT that explains the Plan of Correction Requirements for Life Sefoty
Code.

Note: Waivers may only be considered for "Room size/occupancy™ Tag F4S8; "Registered Nurse Staffing” Tag
F354 and Life-Safety Code requirernsnts. (See Enclosure #4.)

Fagilities with no deficiencies or deficiencies at the “A", "B" or "C" levels are considered to be in
“Substantial Compliance” with the regulations and will continue to-be certified. Facilitics NOT in "Substantial
Complisnce”, L.e., deficiencies at level "D” or above, may be subject to remedies, including:

Denial of Payment for ali new Medicare/Medicaid Admissions;
Dendal of Payment for all current Medicare/Medicaid Residents;
Civii Money Penalties of op to $10,000.00 per day or per instance;
Transfer of Residents;

Transfer of Residents with facility closurs,;

Termination of the provider agreement;

Temporary Management of the facility

State Monitoring of the facility;

Directed Plan of Correction;

Directed In-Service Training,

¢ 0 8 & & 8 5 & 8 2

Those facilities that have not achieved "Substantial Complience™ within 3 months following the survey
will be subject to mandatory denial of payment for ail new program admissions and mandatory termination from
the Medicare/Medicaid programs if "Substantial Compliance” is not achieved within six months following the
survey.

As 4 result of the above-referenced survey, proposed remedies for this facility are the following:

° Civil Money Penalty of $200.00 per day effoctive October 27, 2011,

ATTACHMENT LTC-25A
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The facility will be allowed an “opportunity to correct” the cited deficiencies before remedics are
actually imposed. If all deficiencies are found 1o be in "Substantial Compliance" =t the first revisit after the
opportunity to correct date, the Department will withdraw its proposal that remedies be impossd. If however
upon revisit, “Substantial Compliance” with ALL regulations has not been achieved, the Department will
impose or recommend to the federal Centers for Medicare and Medicaid Services (CMS) to impose the
* above-listed proposed remedies. The Department may ajso recommend or fmpose an increase or decrease in
those proposed remedies based upor the results of the revisit. Generally, all imposed civil money penalties will
bs effective from the date of the original survey and will accrue until the date the facility achisves “Substantial
Compliance” with the regulations or is terminated from the Medicare/Medicsid programs. Should CMS or the
Department determine that termination or any other remely is warrasted (based on & subsequent survey), you
will be provided with & separate formal notification of that determination.

Before a revisit will be scheduled, the facility must provide to the Department an acceptable POC for
ALL deficiencies, except level "A" deficiencies. An acceptable POC will also serve as the facility's *AHegation
of Compliance” theieby signifying that the facility attests that it will be in "Substantial Compliance® with all
federal certification requirements by the date stated in the sbove paragraph. The Department will presume that
the facility will be in "Substantial Compliance” based upon the acceptable POC and a revisit will be conducted
to verify compliance.

The facility may request an "Informal Dispute Resciution” {See Enclosure #3) to challenge any
deficiency that renders the facility not in substantial compliance ("D" or above). The Informal Dispute
Resclution process will not delay the effective date of any enforcement action! If the facility roquests an
Informal Dispute Resolution without submitting an accepiable POC and the Department's decision, as a result of
the dispute resolution process does not result in the deletion of the deficiency, please be advised that the
Department will then proceed to impose or recommend imposition of the remedies.

Please submit all documents or other materials relating to this survey .
1llnois Departiment of Public Health
Division of Long-Term Care Quality Assurance
525 West Jefferson Street, Sth Floor
Springfield, Hlinois 62761-0001
ATTN: Ted Zelinski

If you have any questions concerning this notice, please contact my staff at the address above or
telephone (217) 782-5180. You may also telephone the Department's TTY number for the hearing impaired at

1-800-547-0466,
"4 - ¥ X “;’ d m«‘"
Richard L. Dees, Chief
Burean of Long-Term Care
Encls:

ce: lllinois Department of Healthcare & Family Services
Hlinois Depariment on Aging
Guardianship & Advecacy Commission
Division of LTC-FO
Mr. Lawrence Schwarte, Registered Agent
File 2
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FORM APFROVED
OMB NO, 0928-0391

_CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT

OF DEFCIENGIES 1) EROVIDERIUPPLIERICLIA
RECTION IDENTIRICATION NUMBER:

145887

{04} MLA.TIPLE CONBTRUGTION

A BULDING
B WING

(X3} DATE SURVEY
COMPLETED

40/27/20114

NAME OF PROVIDER OR SUPPLIER
WAUCONDA HEALTHCARE AND REHAB

STREET ADDRESS, CITY, STATE, ZiP 0ODE
176 THOMAS COURT
WAUCONDA, IL. 80084

D
g‘!‘E)F 14
TAG

ELRMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIEENCY MUST BE PRECEDED BY FLIL
REGULATORY OR LBG IDENTIFYING INFORMATION)

o
PREFIX
TAG

PROVILER'S PLAN Of CORRECTION [ro]

(EACH

CORRECTIVE
CROSS-REFERENCED

SHOULD BE COMPLETION
APFROPRIATE PATE

F 000

F 164
88#0

INITIAL COMMENTS

Ann;:al Licensure and Cerfication,

VALIDATION SURVEY FOR SUBPART U:
ALZUEIMER UNIT

Wauconda Healthcare and Rehah Is in
compliance with Bubpart U, 77 Ifinols
Adminlstrative Code, Ssotion 300.7000
483.10(8), 453.75(1X4) PERSONAL
PRIVACYCONFIDENTIALITY OF RECORDS

The resident has the right to parsonal privacy and
confidentiality of his or her personal and clinical
records,

Pereonal privacy Includes accommodations,
medicai treatment, wriiten and telophone
cotmmunications, personal cane, visils, and
mestings of family and residant groups, butthis
doea net require the faciiity to provide a privete
room for each resident.

Except as provided in paragraph {e)(3) of this
saction, the resident may approve or refusa the
release of personal and clinioal records to any
individual cutside the facllity,

The resident’s fight to refuse releass of personal
and olinkea! records doss not apply when the
resident is transferred o ancther health cam
Institution; ar record release is required by faw.

The faciity must keep corfidential all inforsmation
containgd in the residents racords, regandiess of
the form or storage methods, axcept when
releasa i3 required by transfer to another
healthcars institution; {aw; third party payment
contract; or the regidant,

F 000

F 164

CABORATORY CRRECTORE OR PROVIDER/SUPPLIER REPRESGNTATIVES GIONATURE

TN.E

Any daficancy stetement ending wih an astarisk () denotas a deficlency which the insthtution may bs exoused from
ctier safeguards provide sufficiant protection fo the palients. (See tnatruations.) Ercept for nursing hames, the findings
ard

Tollowing the date of sucvay whather or not & plan of correction Iy provided,

progrem

FORM CMZ-2667(02.81) Pravious Varsions Obsolals

For nufsing homes, tha ahove findings
days following the duie these documents are made avaiiable to the faciity. 1f deficlendies are cited, an approved pim of

Evant ID: VLT

Facily [D: 18005435
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/08/2011
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

145887

{X2) MULTIPLE CONSTRUGTION
A, BUILDING

(%3] DATE SURVEY
COMPLETED

B. WING

101272011

" NAtE OF PROVIDER OR SUPPLIER
WAUCONDA HEALTHCARE AND REHAB

178 THOMAS COURT
WAUCONDA, IL. 80084

STREET ADDRESS, CITY, STATE. ZIP COOE

(x4 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFQRMATION)

hY] PROVIDER'S PLAN OF CORRECTION . 00)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG CROSS-REFERENCED 1O THE APPROPRIATE Bate

DEFICIENCY)

F 164

F 241
§8=D

Continued Frorm pags 1

This REQUIREMENT s not mat as evidenced
by:

Based on observation and interview the facility
fafled o ensure that residents are provided
privacy when care Is being given, This failure is
for 1 resident (R10) in the sample of 24, and 2
residents (R25, R26) in the supplemental sample.

The findings include:

1. On 10/26/11 at 8:10 AM E9 (CNA) was
cbserved providing incontinence care to R10. E9
left R10 nakod and exposed from the waste down
while he went into the bathroom fo obtain & wash
tlothe to clean the resldent, £9 sald that he was
not aware of the need to cover the resident.

2. On 10/25/11 at 3:51 PM E10 and ET1 (CNA's)
were observed applying a blood pressure cuff to
R26's lower lag. R26 was in bed and the door
was open. The privacy curtain was not pulted.
R26's pant leg was pulled up and he was
viewable frorn the haliway.

3. On 10/26/11 al 10:36 AM 21 (Physlcian) was
obsesved examining R25 in the common area
outside the dining room.

483.15(a) DIGNITY AND RESPECT OF
INDIVIDDALITY

The facllity must promote care for residents in a
manner and in an environmant that malintains or
enhances sach resident's dignity and respect in
fult recognition of his or her individuality.

F 164

F 241

SORM CMS-2687{02-69) Previous Vensions Obsoiete Event 1D fYLT1Y

Faclitty 1D 180436

160
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DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 11/0872011

CENTERS FOR MEDICARE & MEDICAID SERVICES OMEOr?g ‘?,’32’3%1’359'2
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUP -
AND PLAN OF CORRECTION i ’roeunncanoupr'i'fn?aceg? %) MULTIPLE CONSTRUGTION "“”’é‘é&%&’%"ﬁf’
. A BULDING
- 145687 o e 102112014
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CITY, STATE, ZIP CODE '
WAUCONDA HEALTHCARE AND REHAB 178 THOMAS COURT
WAUCONDA, IL. 60084
o) 1D SUMMARY STATEMENT OF DEFICIENCIES o FROVIDER'S PLAN OF CORRECTION o8
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PRE] {EACH CORRECTIVE ACTION COMPLETION
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) m&“ CROSS-REFERENCED TO mf&%‘é?&m OATE
DEFIGENCY)
F 241 | Continued From page 2 F 241

This REQUIREMENT s not mel as evidenced
by.

B;ased on observation and interview the facillly
falled to promote the dignity of residents. This is
for 2 residents (R15 and R16) in the sample of
24,

The findings include:

1. On 10725/ 1 gt 3:50 PM E10 (CNA} entered
R16's room without knocking and without asking
permission {o enter. When R18 asked £10is she
could hedp him, he sald that he nesded to take
R16's vitals.

On 10/26/11 at 2:20 PM R16 said that stalf enter
her room all the time without knocking or asking
parmission o enter.

2. 0n 1072611 at 910 AMRISwas Ina
wheaelchalr facing the wall in her room. E9 (CNA}
was in the room providing care to R15'%s
roommeta. On 10/27/11 at 8:30 AM R16 was
again In a wheelchalr facing the walt in her room.
E9 wag agaln providing care to R15's roommate.
E9 said that he placed R15 facing the wall
because he needed fo move her out of the way to
take care of her rcommate,

3. On 10/26/11 5t 11:06 AM E12 (Housskeeper)
was ohserved spaaking a foreign language n the
haltway (300). Residents wers present in the
haliway at the fime.

On 10/27/11 E2 (DON) said theat E12 was
coached on not speaking a foreign language in

front of residents. ‘
f 308 | 483.25 PROVIDE CARE/SERVICES FOR ) F 309
*(RM CMS-2587(12-89) Provious Versians Obsolsis Everd 1D YLT 11 Faciity 10 ILBCOS435 if continugtion sheat Pegs 3 of 15
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 11/08120G11

WAUCONDA HEALTHGARE AND REHAB

FORM APP o
CENTERS FOR MEDICARE 8 MEDICAID SERVICES OMB NO. 093';3}\:;%1
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION : IDENTIFICATION NUMBER: D MULTIZLE GONSTRUGTION tmgggfgrrévév
A BUILDING
B. WING
148887 10/27/2011
NAME OF PROVIDER OR SUFPLIER

SYREET ADDRESS, CITY, STATE, 2iP CODE
176 THOMAS COURT

WAUCONDA, I\. 60084

i) 1y
PREFIX
TAG

SUMMARY STATEMENT CF DEFICIENGIES
(EAGH DEFIGIENCY MUST 8E PRECEDED BY UL
REGULATORY OR LSC IDENTIFVING INFORMATION)

o
PREFIX
TAG

PROVIDER'S PLAN OF CORREGTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

DATE

F 308
58=G

Continued From page 3
HIGHEST WELL BEING

Each resident must receive and the facility must
provide the necassery care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehenslve assassment
and plan of care,

This REQUIREMENT is nof mst as evidenced
by

Based on observations, intervisw and record
review the facility falled to address & resident's
poor positioning and failed to identifyarash
resuiling from: the resident's poor position. These
failures resulted in 1 resident (R16) developing a
neck rash with fungus. The sample size is 24,

The findings include:

R16 is an B4 yoar old, severely cognitively
impaired resident who was re-admitied to the
facility on 31510 with muitiple dlagnoses,
including Parkinson's Disease, according to the
most recent Minimum Data Assessment (MDS)
dated 9/14/11. R15 is totelly dependent on siaff
for bed mobliity, transfers, locomolion, dressing,
ealing and personal hygisns, acconding to the
9/14/11 MDS.

R16 was observed in her wheelchair with her

head down ang her chin touching the right side of -

her upper chest on 10/24/11 at 2:10 PM; 1072511
at 5:45 AM, D10 AM, 11:00 AN, 12:55 PM and
4:05 PM; and 10/26/11 at 8:45 AM, 10:05 AM,
10:20 AM, 10:41 AM and 10:55 AM,

F 309

ORM CMS. 2687 (02-29) Previoua Varsions Obsoleta

Event D IYLT14

Faciity 1D: HO000425

162
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

CENTERS FOR MEDICARE & MEDRICAID SERVICES

PRINTED: 11/08/2011
FORM APPROVED
OMB NO. 0§38-0391

X1} PROVIDER/BUPPLIER/CLIA
IDENTIFICATION NUMBER:

145887

A BUILDING

%2} MULTIPLE CONSTRUG TIQN

(X3} DATE SURVEY
COMPLETED

B. WiNG

1012712011

HAME OF PROVIDER OR SUMPLIER
WAUCONDA HEALTHCARE AND REHAB

STREET ADDRESS, CITY, STATE. ZIP CODE
176 THOMAS COURT

WAUCONDA, iL 60084

{*4} I0
PREF®
TAG

SUMMARY STATEMENT OF DEFIGIENCIES
{EAGH DEFICIENCY MUST 8E PRECEDED &Y FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
TAQ

CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION [X5)
{EAGH CORRECTIVE ACTION SHOULD BE e
DEFICIENCY)

F300

F 317
88=G

Continued From page 4

On 10/26/11 at 10:55 AM E6 (Restorative Aide)
said that R15 usually keeps her head down and
her eyes closed. E6 lffted up R15's head slightly
and hold it. A deep red rash was noted In the
skin folds of R15's neck. £3 (Restorative and
Waound Nurse) was present at this time. E3 said
that she was not aware that R16 had a rash on
her neck.

On 10/26/11 at 11:10 AM Z1 (Doctor) examined
R15's neck, Z1 said that R15 had a rash with
fungus. Z1 sald that he ordered anth-fungal
cream,

On 12/26/11 at 12:36 PM £7 (CNA) said that she
noticed that R156 had a rash on her neck in the
morning but did not tell the nurse becausa she
thought the nurse new about it

On 12/26/11 at 11:20 AM E8 {Nurse) said that
she was not aware that R18 had a rash on her
neck.

483.25(e)(1) NO REDUCTION IN ROM UNLESS
UNAVOIDABLE

Based on the comprehensive assessment of a
reslident, the facility must ensurs that a resident
who enters the facility without a limited range of
motion does not experience reduction in range of
motion unless the rasident’s clinical condition
demonstrates that a reduction in range of motion
is unavoidable.

This REQU!REMENT is not met as evidenced
by:
Based on chservation, interview and record

F 309

E 317
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review the facility failed to assass, provide
Interventions, and care plan to prevent limitations
in range of moton to the neck, These failures
resulted in the development of a severe range of
motion fimitation of the neck for 1 resident {R15),
qut of 8 reviewed for range of motion, in the total
sample of 24.

The findings inciude:

R15 s an 81 year old, severaly cognitively
impalred resident who was re-admitted to the
faciiity on 31510 with multiple diagnoses,
including Parkinsan's Disease, according to the
most recant Minimum Data Agsessment (MDS)
dated 8/14/11. R15 is totally dependent on staff
for bed mobillty, transfers, lacomofion, dressing,
ealing and persona! hygiene, according to the
8/14/11 MDS. R15 has bilateral functional
limitations in range of motion of the upper

" | extremity {shoulder, eibow, wrist, hand), and
lower extramity {hip, knee, ankle, foot) according
to the 9114111 MDS. The facility's Restorative
Functional Assessment dated 9/14/11 does not
asgess R16's limited range of mation of her neck.
Physical Therapy notes dated 1/5 ~ 111211
document that R15 needs reminders to keep her | .
head up and sit upright.  R15's therapy discharge
recommendations for restorative care dated
213111 state "Encourags pts head position io be
up." R15's Cere Assessment Arens dated
3/18/11 does not assess R15's behavior of
holding her head down. R15's care plan does niot
idantify R15's behavior of holding her head down,
and no intervantions were planned.

R16 was observed in her wheelchair with her
head down and her chin touching the right side of
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her upper chesl on 10/24/11 at 2:10 PM; 10/25/11
at §:45 AM, 8:10 AM, 11:00 AM, 12:55 PM and
4:05 PM; and 10/28/11 at 8:45 AM, 10:05 AM,
10:20 AM, 10:41 AM, 10:55 AM and 2:25 PM.

On 10/26/11 E3 (Restorative Nurse) sald that
there was no prior assessment of R15's range of
motlon to her neck. E3 said that the restorative
functional assessment does not include a section
for evaluating range of mation to the nack. On
10/27111 at 12:10 PM E3 said that R15 did not
have & care plan addressing R15's behavior of
holding her head down and no interventions were
planned.

On 10/26/11 at 1:50 PM E6 (Restorative Aide)
said that R15 has been holding her head down
more in the past 3 - 5 months. EB said that R15

‘couid previously holding her head up on her own,

but now she cannot hold it on her own, ES said
*sometimes | fum her head” becauge she won't
do it on her own.

On 10117111 at B:55 AWM Z2 {Physical Therapist
Agsistant) sald thet when R15 was admitted in
March of 2010 she din not have any neck issues
according to the therapy notes. Z2 said that R15
was picked up by therapy again in January 2011
after she had a fall Z2 said that at that time they
noficed that R15 was starting to put her head
down and needed cues i hold her head up and
stand upright. Z2 said that ne range of motion
maasyrements were taken of R15's neck
because range of motion wasn't a problem, Z2
pointed out that when R16 was discharged from
therapy on 2/3/11 t was recommended that staff
ehcourage R15 to hold her head up.

F 317
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On 10/27/11 Z3 (Physicat Therapist) completed
an assessment on R15, Z3 said that R15 cannot
hold her head up on her own. Z3 sald that R156
has severe limits to range of motion upon left
rotation of the head, Additionally, Z3 sald that
R15 has functionat limits to range of motion to all
areas of her neck. Z3 sald that R15 requires
proper positioning/body alignment to reduce
further raductions in range of motion.

F 323 | 483.25(h) FREE OF ACCIDENT F 323
$8=D | HAZARDS/SUPERVISION/DEVICES '

The facility must ensure that the resident
environmsnl remains as frae of accident hazards
as is possibie; and each resident rocelves
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as avidenced

by:

Based on observations, interview and record
review, the facility failed to provide g safe
environment by not ensuring treatment car,
emergency car, boller room, storage area, clreuit
breaker electrical panel were kept locked and are
not accessible fo cognitively impaired residents.
This defictent practice was observed in 1 of 3
nursing station unife {Town Square area). This
nursing unit is connected with easy access to 3
resident haliways and a founge area.

Findings inchide:

1} During the inlfial tour with
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E3{restorative/ireatment nurse) on 10/24/2011 at
11:05 A.M,, the boller was not locked. The boller
room is adjacent to the nursing unl{Town Square
unit), Inside tha bolier room was an unlocked
circult elecirical panel. There were also boxas of
screws and light bulb on top of a maintsnance
cart that was found inside the boller raom.

2} On 10/24/2011 at 11:10 A M., with E3, the {tub
room ) in 300 wing is use es a storage area. This
stothge area was not locked when obeerved.
Thers was a floor polisher machine that has a
long extension of an electrical cord and was
dangfing frorn the machine and wes next to the

3) On 104262011 from 10:16 A.M. to 10:30 A M.,
there was an unsttended treatment cart that was
not locked. Inside the treatment cart were
msitiple tubas/ containers of wound ¢leansing
stlution, cream and ointrments for wound
treatments. This treatment cart was in the hallway
next to the Town Square nursing station. This
nursing station is an open unit that is connected
to resident’s lounge and 3 residente’s haliways.
On 10/26/2011 at 10:35 A.M., E3
(restorativeftreatment nurge) stated she forgot to
iock the tremstment caut, E3 also confirmed that
there are residents who are cognitively impaired
and wanders around the unithallway/lounge area.

4} During the enviranmental tour of the facility
with E17 (Maintenange Director), E18
{Housekeeping Supervisor) and E19
{Maintenance Supervisor) on 10/26/11 at 11:50
AM, an emergency catt was observed cutside the
Town Square nursing station. On top of this
smeryency cart were two {2) lwbes of glucagon

F 323
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medications (emergency medicstion to quickly
slavate blood sugar level), visible and accessible
to the residents In the 100, 200 and 300 units.
On 10/26/11 at 11,55 AM, E20 (Assistant
Director of Nursing) steted that there are
confused and mobile residents in these units.
483.36(c) MENUS MEET RES NEEDS/PREP IN
ADVANCEFOLLOWED

Menus must mest the nutriional needs of
residents in accordance with the recommended
distary sllowances of the Food and Nutrition

-Board of the Nationa! Research Councll, National

Academy of Sciences; be prepared in advance;
and be followed, :

This REQUIREMENT is not met as evidenced
by:

Based on obsetvation and interview the facifity o
follow the menu for puree dist types, and failed 1o
foliow the recipe when prepering pureed diels.
This Is for 2 of 2 residents receiving puree diets,
1 {R1) in the sampls of 24, and 1 (R28} in the
supplemental sample.

The findings include:

The facifity offere multiple chofoe menus for all
diet types according to the Spring/Summer 2011
Menu Diet Extensions. The cholces for puree
diet typas include puree salad, puree gariic bread
and purea pasta in garllc sauce.

On 10/24M11 at 11:30 AM E13 (Cook) was
observed preparing the pureed diet types in the
kitchen, E13 did not foliow any recipes when
praparing the pureed diets, E13 did not prapare
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puree satad, purse garlic bread or puree pasta In
garlic sauce.

On 10/25/11 at 11:30 AM E14 (Dining Services
Manager) said that the salads are not prepared
for the mechanicel {puree) dlat types because
their speech therapist sald not to serve it. E14
sald that no substitution was made.

On 10/25/11 at 2:22 PM E15 (Food Service
Director} said that he did not know why the cook
did not puree the garlic bread and the pasta. E15
said that the cook should have pureed these
ltems.

E13 was observad preparing the pureed beef and
vegetable soup. E13 place several cups of besf
and vegetable soup in the blender and
blanderized the mixture, The end product had
the conslstency of thin fiquid. E13 did not add
any thickener o the mhdures, The Puree Beaf
Vegetabls Soup recipe states "Add thickener
while processing tf HONEY THICK."

Two residents {R1 and R26} recelve purec diets
according to the fagility's diet list,

F 371 | 483.35(1) FOOD PROCURE, F 3714
5g=F | STORE/PREPARE/SERVE - SANITARY

Tha facility must -

{1) Procure food from sounces approved or
considered satisfactory by Federal, State or local
authorities; and : '

{2) Store, prepare, distribute and serve food
under sanitary conditions

d .
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Sﬂs REQUIREMENT is not met as evidenced
Based on observation, interview and record
review the facility falled to ensure that sanitation
practices were followed In the kilchen in the areas
of food preparation and storage, hand washing,
cleaning and storage of dishes and utensils, and
storage of pans, This fallure has the potential to
affect all 122 residents residing at the facility.

The findings include:

On 10/24/11 at 11:30 AM E13 (Cook) was
cbserved proparing the pureed diets. E13 did not
change her gloves or wash het hands after
touching soiled arsas, such as, the garbage and
solied pans. Fer example, after touching the
garbage lid E13 touched the inside of a pan with
her solied giove, £13 than scoopead the pureed
vegetable mixture into the same pan.

On 10/24/11 at 11:20 AM the facility's hot water
sanlizing dish machine was not reaching the
appropriate minimal wash temperature of 140
degrees Fahrenhelt (F). Additionally, the facility's
Dishmachine Temperature Log for October 2011
showed that the final rinse temperature Tailed to
reach 180 degress F on 17 occaslons. No
corrective action was documented on the form
under the section "Action Taken ¥ Qut of Range."
The facility's Dish Machine Protocol dated March
20086 documents that was temperatures shotld
he between 155 - 160 degrees F, and final rinse
temperatures should be between 180 - 195
degreos F, Additionally the policy states
"Cotmmunicate any |ssues to manager.”
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Muitiple issuss were identified regarding the
cleanliness of dishes, utenshs and pans. For
example, more than a dozen platss wers found
solled with foodstuf?, i.e. dried eggs, and/or flecks
for debris. Thess plates were identified as clean
and stored in the plate warming machine at the
steam table, E15 (Dining Services Director) was
present for this observation.

The meat slicer was coverad with a large black
plastic bag and was identified as clean by E15.
The slicer was soiled with crumbs and food
fiscks. All three utensil drawers were solled with
standing water and food debris that was in
contact with the clean utensils in the drawer. Two .
of the utensils had chunks of plastic migsihg from
them and wera in poor condition. The 3-tiar carts
used to transport food and drink was vislble
solled with food stuff. The pans stored in the
clean area next to the dish machine were noted
to be wet, and stacked on top of aach other. E16
{Pot and Pan Washer) was abserved stacking &
wet container on top of other containers in the
clean arsa. The facllity's Manual Pot & Pan
Wash Proceduse dated March 2006 sfates "Tum
all pans upside down or inverted and altow to air
dry completely before any ltem(s} are placed on
designeted storage shelving.”

F 441 483.65 INFECTION CONTROL, PREVENT F 441
S5=0 | SPREAD, LINENS

The facility must establish and maintain an
Infaction Control Program designed i provide a
safe, sanitary and comfortable enviranment and
to help prevent the development and transmission
of disegse and infaction.

(a) infection Control Program
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 11/08/2011

{1} Investigates, controls, and pravents Infections
in the facility;

(2) Decides what procedures, such as [solation,
should be applled to an Individual resident; and
{3) Malntalns a record of incidents and corrective
actions related o infactions.

(b} Preventing Spread of Infection

(1) When the Infection Control Program
determines that e resident needs isolation to
prevent the spread of infaction, the facility must
isolate the resident. ‘

{2} The facility must prohibit employees with a
communicable disease or infeoted skin lesions
from direct contact with residenfs or their food, if
direct contact will transmit the disease.

{3) The facility must require staff to wash thelr
hands after each direct resident contact for which
hand washing Is indicated by accepted
professional practice,

{c) Linens

Personnal must handle, store, process and
transport inens so as 10 prevent the spread of
infaction.

This REQUIREMENT is not met as evidenced
by:

Based an abservation, intarview and record
review, the facillly falled to ensure that stalf did
not contaminate clean linens and handled in the .
manner to pravent the potential spraad of
Infection. This was observed in 2 of 3 rasident's
units in the tacllity.
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Findings include:

1) During the Initial tour with
E3(restorativafireatment nuree) on 10/24/2011 at
10:45 A M., E4 (housekeaper) was changing bed
linens in room 104-1, E4 placed set of clean
finens and blanket on fop of an open drawer next
to the bed of 104-2. E4 stated that sha will use
the set of clean finens for beds 1 and 2 in room
104,

2} On 1072472011 at 10,50 AM., E4
{housekeeper) was changing linens in 111-2. E4
w;as using mens/bianket that was on top of bed in
1111,

3) On 102412011 at 1100 A M., ES
(housekeeper), carrted multipe sets of finens and
blanket by holding these linea next to her upper
body and arms. E4 brought alf these set of clean
linens and placed on top of bed In room 306-1.
E5 procgeded to change linens in 306-2 and was
using the linens that was placed an top of bed 1,
ES staled that she will also use some of the
linens In another room (302}.

Review of the facllity’s policy for linen handling
showed to carry linens awsy from body, should
not touch the bady, carry linens Info a resident
rcom one set par bed at a time and that linens
should not be stored in the resident’s drawers for
any reason. .
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NAME OF PROVIDER OR SUPPLIER

{4 ID SUMMARY STATEMENT OF DEFIGIENCIES [lv] PRUVIDER'S PLAN OF CORRECTION {X5)
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION BHOULD BE
TAG * REGULATORY OR LBC IDENYIFYING INFORMATION) TAG CROSS-REF EREWNWDTO THE APPROPRIATE DATE
. ENCY)

K000 | INITIAL COMMENTS _ K000

An Annusl Lifs Safety Code (LSC) Certification
Survey wes conducted by the lilincis Department
of Public Health. At this survey, Wauconda
Healthcare and Rehab, Wauconda wes found not
In substantial compliance with the requirements
for participation in Medivare/Medicald at 42 CER
Subpart 483.70(a), Life Safety from Flre, and the
2000 Edition of the Natlonat Fire Protection
Association (NFPA) 101, Life Safety Code,
Chapter 19 Existing Hesith Care.

The fadllity Is & one story bullding with partial
basement not used by residents. The buflding
constryction type was determined to be g Type
{0 G 0). Facility wass fully sprinkiered having
coverege in al areas. The building has a fire
alarm system with smoke detection tied to fire
afarm in corridors, areas open to corridors,
common spaces and some resident rooms.

The facillty has a capacity of 135 licensed beds
and had a census of 121 residents at the time of
the survey.

The requirement at 42 CFR Subpart 483.70{a) s
NOT MET as evidenced by:

K 022 | NFPA 101 LIFE SAFETY CODE STANDARD K022
§8=E
Accass to exits ks marked by approved, readily
vislble signs In afl cases where the exit or way to
reach exit is not readily apparent to the
occupants. 7.10.14

LADORATORY DIREGTOR'S OR PROVIDER/BUPFLIER REPRESENTATIVE'S SIONATURE TTLE () DATE

deficioncy statoment ending with én asterisk {*} denotes a deficiency which tha institufion mauy be exussd from oortecting providing it le determined that

M‘%r aa!egu?rys provide sufficlent protection to the pathants. (Set nstructions.) Except for nursing homes, the findings steted above are disclosebls 50 days

owing the date of survey whether of not a plan of correction la provided. For nursing homes, the above findings and plans of comection are disclosable 14
‘anys following the date thate documents are meds avaflable to the facility. if deficlencias are cited, an apmoved plan of correction Is requisite to cortinust

program participation,

o l Event F0:VLT24 FuofMiy ©: 1L8000434 i continuation sheat Page § of 16
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STATEMENT OF DEFICIENCIER
AND PLAN OF CORRECTION

, 10/27/2089 |

NAME OF PROVIDER OR SUPPUER STREET ADDRESS, CITY, STATE, ZIP CODE '

WAUCONDA HEALTHCARE AND REHAB 176 THOMAS GOURT ‘

. WAUCONDA, IL 60084

o4 D SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF GORRE

PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH oomecrwm%u m‘éfi%"as e
YAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROAS-REFERENGED TO THE AFPROPRIATE OATE

BEFICIENCY)

K 022 | Continued From page 1 K22

This STANDARD is not met as svidenced by:

Besed on absservation and interview the facility
failed to provide exit signs marked to reach the
exits per NFPA 101, 2000 edition, section
7.10.1.4. This deﬂdant practice could affect an
indaterminable number of staff if these exits
were raquired to be used during a bullding
@vacyation.

Findings include:

Based on observation during a facllity tour on
10/27/11 this surveyor and £1 (Maintenance
Director) observed that there was no direction exit
sign installed in basement corridor to mark exit
access path to front exdt stair, 1135 AM

trderviaw with E1 at iime of observations
confitmed the findings.
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K 025
58k
Smoke barriers are consfructed fo provide at
{east a one half hoyy firo resistance rating in
accordance with 8.3, Smoke barriars may
tarmninate at an strium wall. Windows are
protecied by fire-rated glazing or by wired glass
paneis and stee! frames. A minitnum of two
separate compartments are provided on aach
fioor. Dampers are not required In duct

ng of smoke barriers in fuily ducted
heating, ventilating, and alr condifioning systems.
19.3.7.3, 18.3.75,19.1.6.3,18.1.6.4
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, OTY, 8TATE, ZIP GODE

176 THOMAS COURT
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WAUCONDA, IL. 80084
) D BUMMARY STATEMENT OF DERICIENCIES n PROVIDER'S PLAN OF CORREGTION o
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULY BE _
TAG REQULATORY OR LSC IDENTIFYIRG INFORMATION) TAG CROSS-REF EREgGED ':grﬂ'll':' APPROPRIATE DATE
EFIGIENCY)

10/27/2011

K 025 | Continued From page 2 K026

This STANDARD is not met as evidenced by:

Based on observations and interview the facility
failed to provide propery constructed and fire
stopped smoke bariers to provide
compartmentalization of the facility in accordance
with NFPA 101, 2000 Edition, Section 19.3.7.3,
19.3.7.5, 18.1.6.3, 19.1.6.4 and 8.3. This deficient
practice could affect 50 of 121 residents, as well
as an indeterminable number of staff and visitors
if smoke from a fire ware aliowed to pass from
one smoke compartment to another.

Findings include:

Based on observation during the faciiity tour on
10/27/11 at 12:36 PM this surveyor, E1
{Meintenance Director) observed holes in the
smoke wall ta 300 Wing, above cross comidor
smoke door, above celling at penstration of two
metal cornduits,

Interview with E1 at the ime of observation
conflfmed the findings.
K 028 | NFPA 101 LIFE SAFETY CODE STANDARD K 029

88=k

One hour fire rated construction (with % hour
fire-rated doors) or an approved automatic fire
extinguighing system in accordance with 8.4.1
andlor 19.3.5.4 protecte hazardous areas. Whan
the approved automatic fire extinguishing system
oplion is used, the areas are separated from
othar spaces by smoke resisting partitions and
doors, Doors ate self-closing and non-ratsd or
field-appiied protective plates that do not exceed
48 Inchas from the bottom of the door are

i
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F P
CENTERS FOR MEDICARE & MEDICAID SERVICES Mﬁ
STATEMENT OF DEFICIENCIES *1) PROV[DERGUPPLIER!CL{A (X2 BULTIPLE CONSTRUCTION (X3} DAYE S5URVEY
AND PLAN OF CORRECTION DENTTFICATION NUMBER: COMPLETED
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145887 1012712014
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
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o4 0 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION . o9
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DEFICIENGY)
K 028 | Continued From page 3 K028

permitted.  19.3.2.1

This STANDARD s not met as evidenced by:
Based on obsstvation and intsrview, the faciity
falled to provide 1 hour fire rated construction and
smoke resistant enclosure to protect hazardous
rooms from the exit corridor in accordance with
NFPA 101, 2000 Edition, Sections 18.3.2.1, 8.4.1,
10.3.5.4. Doors shall be self closing. This -
deficlent practice could affect an Indeterminable
number of stafl if 2 fire weare allowed to spread
from a hazardous ares.

Findings in¢luds;

Bassd on observations during faciity tour on
10/27/11 this surveyor and £1 (Maintenance
Director} observed that door to Solled Linen.soom
in basement was lacking latching hardware ,
11:20 AM

interview with E1 at the tirme of observation
confirmed the findings.

K 038 NFPA 101 LIFE SAFETY CODE STANDARD ¥ 038
BS=E
Exit access is arranged so that exits are readlly
aocsssible at all times in accordance with section
71, 18.21 ’

This STANDARD It not met as svidenced by
Based on cbsetvation and staff Interview, the
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PREFIX
TAG

bare
DEFICIENCY)

Continued Fron; page 4

facifity fafled to provide exit acoess that is readily
accessible to a public way (open parking iof,
street, ete) af all times in accordance with the
requiraments of NFPA 104, 2000 Edition |,
Section 7.1

This deficient practice could affect indeterminable
number of staff if evacuation via a deficlent
maans of sgress was netessary.

K038

Findings include:

During the faclity tour on 10/27/11 at 11:25 AM,
this surveyor and E1 (Maintenancs Director)
observed that exit stair from basement to front of
bullding discharges on grass fawn. No hard
walking surface was provided to public way.

intarview with E1 at the time of the observation
conflrmed the findings.

K 040 | NFPA 101 LIFE SAFETY CODE STANDARD
88aE
Exit access doors and exit doors used by health
care occupants are of the swinging type and are
at least 32 inches In clear width. 19.2.3.6

This STANDARD fs not met as evidenced by
Baged on observation and staff interview, the
facility failed fo provide exit access and axit doors
in accordance with the requirements of NFPA
101, 2000 Edition , Section 18.2.3.5
This daficient practice could affect indeterminable
number of staff if evacuation via a deficient
means of egress was necessary.

Findings include:
During the facility tour on 10/27/11 at 11:30 AM,

K038

K040
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FREFIX
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PROVIDER'S PLAN OF CORRECTION 5}

TO THE APPROPRIATE- bate
DEFICIENCY)

K 040

K 045

Continued From page §

this surveyor and E1 (Maintenance Director)
obeerved that exit door to exit stalr from
basement o front of buliding was blocked form
fully opening by dryer vent enclosure constructad
behind the door. Clear opening of the door was
estricted to 20 inches.

Interviow with E1 at the time of the abservation

‘confirmed the findings,

NFPA 101 LIFE SAFETY CODE BTANDARD

Iumination of means of egress, including exit
discharge, I3 amanged so thet faliure of any single
fighting fixture (bulb) will not leave the area [n
darkness. (This does not refer to emergency
lighting in accordance with seclion 7.8.) 19.2.8

This STANDARD is not met as evidenced by:
Basad on obsenation and interview, facillty fallad
to provide or maintain Mumination to the means of
egrass including exit discharge such that failure
of any singfa Hght fixture {bulb) would leave an
area in darkness In accordance with NFPA 104
Life Safety Code, 2000 Editlon, Sections 7.8,
18.2.8, 18.2.8. This deficlant practice could affect
80 of 121 residents au well a8 an indeterminable
number of staff and visttors if fighting failed to
operate in an emergency sltuation.

Findings include:

During facility tour on 10/27/11, at 11:45 P this
surveyor and £1 (Maintsnance Director)
observed one light fixture with single bulb
instaled outside exit door from 400 wing (11:40

K045

K040
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K 045

K051
§8=F

Continued From page 8
AM) and outside Main Dining room (11:46 AM),

Interview with £1 at the {ime of observation
confirmed the finding.

NFPA 101 LIFE SAFETY CODE STANDARD

A fire alarm system with approved components,
devices or equipment Is installed according to
NFPA 72, National Fire Alarm Cods, to provide
effective wamning of fire in any part of the building.
Activation of the complets fire alarm systern is by
manual fire alarm (niffation, automatic detection or
extingutshing system operation. Pull stations in
patient slesping areas may bs omilted provided
that manual pull astations are within 200 feet of
nurse's stations. Pull stations are located In tha
path of egress. Elactronic or wiitten records of
tests are available. A rellabls second source of
power is provided. Flre atarm systems are
maintained in accordance with NFPA 72 and
racords of maintenance are kept readily available.
There is remote annunciation of the fire alarm
systom to an approved centrat station,  18.3.4,
08

This STANDARD s not met as evidenced by:
Based on the observation and interview, the

faclfty fafled to install and maintain fire alarm
system In accordance with NFPA 101. 2000

- | Edition, Sectiong 19.3.4 and 9.8 as wall a5 NFPA

K 045

K 051
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K 054
§8=E

K081

Continued From page 7

72, 16909 Edition. This deficient practice couig
affoct afl residonis as wall as Indsterminable
number of staff and visitors,

Findings include:

During the factiity tour on 10/27/11 &t 1:30 PR,
while accornpanied by E1 (Maintenance Director)
it was observed that facllity's magnetic door hold
open devices installed at smoke barrisr doors
retumad 10 energized state when facility's fira
alarm was slienced. -

interview with E1 at the time of cbeervation
confirmed the finding.

NFPA 101 UIFE SAFETY CODE STANDARD

All required smoke detectors, inciuding those
activaiing door hold-opsn devices, are approved,
malntained, Inspected and tested In accordance
with the manufachoer's specifications.  9.6.1.3

This STANDARD is not met as evidenced by:
Based on observation and interview, faclity
failed to provide compiete testing wd
maintenanoce of the instatled smoke detectors i
accordanoe with NFFPA 101, 2000 Edition, Section
£.6.1.3. This dsficient practice could affact 60 of
121 residents, as wsll as indeterminable number
of staff and vislfors if smoke detector failed to
operate proparly due to sensitivity belng outside
of the deslgnated rangse, or other problems
undetectod due to fack of testing and inspection.

Findings fnclude:

J

K 051

K054
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K 054

K 085
§8=E

Continued From page 8

During the facility tour on 10/27/11, this surveyor,
E1 (Mamtenance Director) observed hardwired
smoke detectors installed within afrfiow of the
HVAC cefiing diffuger (minimum distance is 38
inches) at following locations:

1. In Therapy room, installed 10 inches from the
diffuser. 12:00 PM

2, {n comidor adjacent to "Town Square” Kitchen,
instafied 18 inches from diffuser. 12:30 PM

Interview with E1 at the time of observations
confinmed the findings.
NFPA 101 LIFE SAFETY CODE STANDARD

if there I8 an automatic sprinkler system, Itis
installed in accordance with NFPA 13, Standard
for the instaflation of Sprinkier Systems, to
provide complete coverage for all portions of the
building. The systam is properly mainfained n
accordance with NFPA 26, Standard for the
Inspection, Testing, and WMeintenance of
Water-Based Fire Protection Systems. I is fully
supervised. There is a reflebls, adequate water
supply for the system, Requlred sprinkler
systemns &re equipped with water flow and tamper
switches, which are electrically connected to the
bullding fire alarm system,  18.3.6

This STANDARD s not met as evidenced by:
Based on observation and intervisw, the facility
falled to provide sprinkler coverage in accordance
with NFPA 101, 2000 Editlon, Section 8.7, 19.3.5
as well as NFPA 13. This deficlent practice

K 054

K 058
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Cortinust From page 9

could affect 10 of 121 residents if fire were to
apread due to insufficlent sprinkier coverage.

Findings include:

During the tour of the fecifity on 10/27/11 at 1:00
PM this surveyor and E1 (Maintenance Director)
obsarved sprinkler heads In closets of resident
reoms 210, 212, 213, 214 and 215 obstructed by
top of built in closets. Openings that allow
sprinkler heads to cover bullt in closets were not
cut In these rooms as there were In the rest of the
faciity.

Interview with E1 at the me of observation
confirmed the finding.
NFPA 101 LIFE SAFETY CODE STANDARD

Heating, ventilating, and air conditioning comply
with the pirovisions of section 8.2 and are instafled
in accordance with the manufacturer's
specifications.  19.5.2.1, 8.2, NFPA 80A,
19.6.2.2

This STANDARD is not met es evidenced by:
Based on observation and interview, the facility
faited to ensure that the general heating
ventilation and air condlition system (HVAC) was
instalied in accordance with NFPA 101, 2000
Edition, saction 18.5.2.1. 18.5.2.2. and NFPA
804, 1999 Edition. This deficlent practice coukd
affect B0 of 121 residents in this buitding, as well
as an Indeterminable number of staff and visitors,

Findings include:

K058

K087

FORM CMS-2887(02-96) Previous Viamsions Obsolate

Event 1D: WLT24

Fatiily ID: H 8008436
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STATEMENT OF DEFIGIENCIES |
AND PLAN OF CORREGTION

} PROVIBER/SUPPLIERICLIA MULTIFLE CONSTRU
IDENTIFICATION NUMBER: b . CTION mjggfm.smwm
A BUILDING ™ - MAKN BUILDING

146887 BWNG .

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, GTATE, ZIP CORE
WAUCONDA HEALTHCARE AND REHAB 178 THOMAS COURT
WAUCONDA, IL 60084

x4y 10 EUMMARY BTATEMENY OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION

PREFIX (EACH DEFICIENCY MUST 86 PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE coneeimon
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROZS-REFERENGED YO THE APPROPIATE DATE

DEFICENCY)

107277211

K 087 | Continued From page 10 K 087

During facllity tour on 10727/ 1 at 12:20 P, white
avcompanied by E1 {Msintenance Director)
observations determined that supply air for HVAC
system wag ducted to the exit access corridor.
Return alr grills were observed in comdors
however there were no supply o return alr grills *
in resident rooms. Resident rooms were heated
with baseboard heaters. Tollst rooms inside
resident sleaping rooms are equipped with .
exhaust alr grilis ducted to central rooftop exhaust
fan units. This condition was observed in: 100
wing (12:20 PM), 300 wing (12:40 PM} and in
regident rooms 202 to 215 in 200 wing (12:66
PM).

Interview with E1 at the tims of cbservations and
record raview confirmext the findings.
K 144 | NFPA 101 LIFE BAFETY CODE STANDARD K144

S8=F

Generators are inspected weekly and exercised
under load for 30 minutes per month in
accordance with NFPA B9, 3.4.4.1.

This STANDARD s not met as evidenced by:
Based on, racord review and interview, the
facllity felled to provide proper testing for the
emergsency generator in accordance withthe
NFPA 101, 2000 Edition, Section 9.1.3, NFPA 89,
3.4.4.1, NFPA 110, 8.4.2. This deficlant practice

FORM CMS-2067{(12-U8) Pravious Vertiony Chociels Everd (0:IVLTE1 Foallity (0% 16000435 1f continuation shigat Page 11 of 18
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DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 11/02/2011
| SERVICES FORM APPROVED

OMB NO, 09380391
STATEMENT OF DEFICIENCIES (1) PROVIDER/GUPPLIER/GLIA ULYIPLE CONSTR RVEY
ARD PLAN OF CORRECTION IDENTIFIGATION NUMBER: pa@muLTP vetion M&;Eﬁfgm

A BUILONG 01 - MAR BUH.DING ¢t

145697 B WiNG

10/27/201¢
NAME OF PROVIDER OR 8UPPUER - SYREET ADDRESS, CITY, STATE, I CODE

WAUCONDA HEALTHCARE AND REHAB 176 THOMAS COURT
WAUCONDA, IL. 80084

{X4) iID SUMMARY STATEMENT OF DEFICIENCES 2] PROVIDER'S PLAN OF CORRECT
PR!-‘.!FIX [ {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SI‘IOUB)NBE e

L TAG REGULATORY OR LBC IDENTIFYING INFORMATION) TAQ CROBB-REFERENCED TO THE APPROPRIATE TAYE
. DEFICIENCY)

K 144 | Continued From page 11 K 144

coutd affect all residents in this building, as well
@s an indeterminable number of staff and visitors.

Findings include:

During the review of emergency generator
maintenance records on 10/27/11 at 10:30 AM
this surveyor and E1 (Maintenance Director)
noted that facility i not recording transfer time

.| from normal to emergancy powsr during monthly
generator axarcize.

interview with E1 at the time of record review
confirmed the findings.

K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147
S8=D .
Electrical wiring and eguipment is in atcordance
with NFPA 70, National Electrical Code, 5.1.2

This STANDARD is not met ag evidenced by:
Based on the obeervation and Interview the
facility falled to install electrical wiring In
accordance with NFPA 101, 2000 Edition,
Section 8.1.2 and NFPA 70, 1898 Edhion,
Nationa! Elactrical Code. This deficient practice
couid affect 2 of 121 residents as well as an
indeterminable number of gtaff in this smoke
| zone it inproper electrical wiring causing
etactrooytion or an electrical fire.

Finding include:

During the faoliity tour on 10/27/11, thie surveyor,
E1 {Maintenance Director) observad feeding
pump plugged into power strip In resident room
116 ot ime of the survey. 12:10 PM

FORM CIMS-2587(02-0%) Previous Versions Obeclute Event [T Facifly 10 ILAG0D43S i continunfion shest Page 120116
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DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 11/02/2011
CE ICAID SERVIGES o AFFROVED

1
STATEMENT OF DEFICIENCIES |
AND PLAN OF CORRECTION

(Xt} PROVIDER/BUPPLIER/CLIA MULTIFLE UCTION
IDENTIFICATION NUMBER: v GONSTR
A BULDING  01. MAIN BUILDING 04

145087 5. WiNG

| 10272011
NAME OF PROVIDER OR SUSELIER STREET ADDRESS, CiTY, STAYE, 2ZIP CODE

WAUCONDA HEALTHCARE AND 176 THOMAS COURT
. AND REHAB WAUCONDA, iL. 60084

i) D BUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION

PREFtX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE me)‘ﬂou
TAG REQULATORY OR LSC IBENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APFROPRIATE DATE
OEFICIENGY)

(i3) DATE SURVEY
COMPLETED

K 147 Continued From page 12 K 147

interview with E1 at the time of observations
confirmed the findings,

K 164 | NFPA 101 LIFE SAFETY CODE STANDARD K 154
88=C
Where a required automatic sprinkier system is
out of service for more than 4 hours in & 24-hour
period, the authority having jurisdiction is notified,
& the butlding s evacusted or an approved fire
watch system is provided for all parties left
unprotected by the shutdown until the sprinider
systerm has been retumad to service.  89.7.6.1

This STANDARD s not met as evidenced by
Bassd on the review of policies and Interview,
the facitity failed to establish & complste written
policy indicating the procedures the facility must
Initiate when a required automatic sprinkiar
system is out of gervice for more than 4 hours in
a 24 -hour perlod, the authority having jurlsdiction
shall be notified, and the building shall be
evaouated or an approved fire watch ehall be
provided for all the parties left unprotectad by the
shutdown until the sprinkler system has been
returnad to service in accordance with NFPA 101,
2000 Eciltion, Section 9.7.6.1. This deficient
praotice could affect all raskients, as well as an
ndeterminable number of staff and visitors, If
siafl did not initlate the proper procedures when
the sprinkier system was inoperable,

Finding include:
On 10727111 at 9:30 AM during the review of the

FORM CVE-2007(52-98) Previous Versiohs Obeetets Event (O: ¥LY21 Fackly I, 16009435 - # contimistion shest Page 13 of 16
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
RICAID SERVICES

PRINTED: 11/02/2011
o FORg APPROVED

STATEMENT OF DEFIGIENGIES

1} PROVIDERISUPPLIER/CH
ARD PLAN OF CORRECTION oo Noe

IDENTIFICAFION NUMBER:

“145887

B. WING

X2) MULTIPLE CONSTRUCTION
A BULDING

1
0 AT SURVEY
O - AN BIHLIING 01 OMPLETED

1072112011

NAUE OF PROVIDER OR SUPPUER
WAUCONDA HEALTHCARE AND REHAR

b,

STREET ADDRESS, CTTY, STAYE, 21P GODE
178 THOMAS COURT

WAUCONDA, iL 80084

{%X4) 10 SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSG IDENTIFYING INFORMATION)

Li+]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION {5
(EACH CORRECTIVE ACTION SHOULD BE m@m
CROBS-REFERENGED TO THE APPROFEIATE GATE
DEFICIENCY)

K 164 | Continued From page 13

faciifty policies, thig surveyor and £1
(Malntenance Director) noted that fachity's Fire
Waltch poficy indicatas that fire watch is & be
instituted in case sprinkier system is out of
service for period of more than four hours

Interview with E1-during the review of policies
confinned the finding.

K 165! NFPA 101 LIFE SAFETY CODE STANDARD
S8=(
Where a required fire slamn system is out of

provided for afl parties laft unprotscted by the
shutdown until the fire alarm system has been
raturned to servie. 9.8.1.8

This STANDARD s not met ae evidenced by:
Based on the review of policies and interview,
the faolfity failed to establish a complete written

of sarvice for more than 4 hours in a 24 -hour

period, the authority having jurisdiction shall be
approved fire watch shait be provided for all the
fire alarm

8.7.6.1. This deficient practice could affect a

{ proceduras when the fire alarm system was

Instead of more than four hours In 24 hour pariod.

satvice for more than 4 hours In & 24-hour period,
the eutherity having jurisdiction is notified, and the
huikding ta evacuatad or an approved fire walch ts

pallcy indlcating the procedures the facility must
nitiate when a required firs alarm system is out

notifled, and the building shall be évacuated or an
parties lsft unprotected by the shutdown until the
system has besn returned {o service in
accordance with NFPA 101, 2000 Editton, Section

residents, as well 8s an indeterminable number of
staff and visitors, if staff did not initlate the proper

K154

K 166

FORM CMS-2667[02-99) Previous Vemions Oteolets

./-‘

Event ID:IVLTH

Facity IDx ILBO0S43S
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

GTATENMENT OF DEFICIENGIES
AND PLAN OF CORREGTION D
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D E & CAID ES

'PRINTED: 11/02/20114
FORM APPROVED

OB NO, 0938-0301

A1) PROVIDERISUPPLIER/GEIA
ENTIFIGATION NUMBER:

146887

A BUILDING
B.WING

(2} MULTIPLE CONSTRUCTION

(X3) DATE SURVEY
91 - MAIN BUILDING 01 COMPLETED

10/27/2011

NASIE OF PROVIDER OR BUPPLIER
WAUCONDA HEALTHCARE AND REHAS

STREET ADDRESE, GITY, BYAYE, ZIP CODE
78 THOMAS COURT

WAUCONDA, tl. 60084

X4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING {RFORMATION

LY
PREFIX
TAQ

PROVIDER'S PLAN OF GORRECTION
{EAGH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

DATE
DEFIGIENCY} :

K 1565

K211

Continued From page 14
inoparable.

Finding include:

On 10/27/11 at 9:30 AM during the review of the
facility policies, thie surveyor and E1
{(Maintenance Director) noted that facility's Fire
Watch policy indicates that fire watch is to be
instituted in casa sprinkier systom is out of
service for petiod of more than four hours
instead of more than four hours in 24 hour period.

Interview with £1 during the reviewof poficies
confirmed the finding.

NFPA 101 LIFE SAFETY CODE STANDARD

Where Alcohol Based Hand Rub (ABHR)
dispensers are Instalied in a corridor;

0 The conidor s at ieast 6 fest wide

0 The maximum individual fluid dispensger
capaciy shall be 1.2 liters {2 liters in sultes of
rooms)

o The dispensars have a minimum spacing of 4 ft
from eech other

© Not mora than 10 gallons are used in a single
smoke compartment culside & storege cablnet

o Diapensers are not Installed over or adjacent to
an ignition scurce.

o If the fioor Is carpeted, the building &s fully
sprinklered.  18.3.2.7, CFR 403.744, 418.100,
480.72, 4B2.41, 483.70, 4B83.623, 485.823

This STANDARD (e not met as evidenced by:
Based on observation and interview, the facility

K 155

K2t

“ORM CMB-2507(02.09) Provious Versiona Obsoiele

Bvent 15: YLT21

Fackily {: LEODS43G
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DEPARTMERT OF HEALTH AND HUMAN SERVICES PRINTED: 11702201
TERS t MEDICAID CES o FORM APPROVEL

-039"
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA MULTIPLE CONSTRUCTION SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: v o m)gg;ELETEO
A, BULLDING 01 - BRAIN BUILBING 01

143887 B. WING

NAME OF PROVIDER OR SUPPLIER ; CITY., STATE. 27
WAUCONDA HEALTHCARE AND REMAS 176 THOMAS COURT
WAUCONDA, Il 80084

x4 ib SUMMARY STATEMENT OF DEFICIENCIES [ PROVIDER'S PLAN OF CORREGTION

PREFIX (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE comALLnIoN

178 REGULATORY OR LSG IMENTIFYING INFORMATION) . TAG CROSS-REFERENCED 10 THE APPROPRIATE DATE
DERCIENGY)

10/27/2011

K211 Continued From page 15 K211

falted to property Install Akooho!l Based Hand Rub
dispensers In n accordance with 18.3.2.7, CFR
403.744, 418.100, 480.72, 482.41, 483.70,
483.623, 486.623. This deficlent practice could
affect 30 of 121 residents es wellas an
indeterminable number of staff if fire Incident
were to occur due to Improper location of ABHR
dispensers, .

Findings include:

Basad on observations during facility tour on
10/27/11 this surveyor and E1 (Maintendnce
Director) observed alcohol based hand b
dispenser installed directly above eleotrical outfet
In "Town Square” kitchen. 1:20 PM

interview with £1 at tha Hime of absarvation
conflrmad the findings

EQRM CME-2B8T{02-6%) Previous \ferslons Obeotets Evend 10:1YLT2Y Feolty 10; LODGS435 i continuatton sheat Page 16 of 16
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Hinols Department of
Healtheare end Famlly Barvices

COMPLIANCE REPORT FOR SKILLED NURSING, INTERMEDIATE CARE
AND OTHER 24-HOUR FACILITIES (Civil Rights Act Tile Vi)

If any of the questlons balow reguire an explanation, use PART IV REMARKS and ldamifylng comments by Kem Number.

o L
WA utoda Mrag W gee x Redado VWO s G Ao oD oory
Name of Facfiity StreatAddress e Clty, County, State and Zip code
MEDICAREPROVIDERNO, __ {5~ 32 %mas‘a_u-s\s;.
| . . Tefaphone Number (inchide sres code}
MEDICADPROVIDERNG, __ L OYURSY
Bed Ca ,
pacty UcenesdBadCepacty  _\D5 Modicara Beds Appraved 4 29
Madiceid Beds Approved % 1 Current Bad Capachty Al \35

Name, Address and Telephone Number of Owner of Feciitty

CTYPE OF FACILITY
[ Skited Nursing Faciity
il Intarmediste Care Faciiity
[[] intennediats Care Facility for the Mentafly Retarded
[] Mental Heatth Facility

[] Otrer(Specty

TYPE OF CONTROL
Rotigiowm

Fratemal

COther nor-profit
Cowny
Proprietary

Cther X
&ﬁ?@t& o™

KO0O000

fl. RESIDENT ADMISSION AND DISTRIBUTION

Does your facillly have a wittten pollcy of nondlscﬂnﬂnaﬁm that provides for resident admission and service withowt regard to

race, color, or national origin?

[Z’Yaslj No

rsthispdlcyt:ﬁsp!ay&dmamsofﬂwfadlltymssib!emampluyaes,ms!dems.andthqppwc? DYss[j No

Describe briefly any amendments to your civil rights poficy or eny implementation efforts made since the last compllence

report. {Use PART IV REMARKS)

N A

Has the community baen notified of your polley to aecept residents end render services without regard to race, toloror

national origin? X Yes [1No

i "yas" is checkad enter data and check method of communication:
[___'_] Letiar

O Newspaper [| Radlo

oM Re\afioeg
(0] Other (Spectty)

Is use of your facility iimitad to membership in & defined group’?  {J.e. fraternal organization, religious denomination, employ-

It*yes" exphain and describe membership requiraments. {Use PART

Estimate the number of resldents ofmlmﬂty groups (African American, American indlan, Ortental and Hispanic) admitted

«os of a corporation, etc.) [J Yes [
NREMARKB)

during the last year

0 o [ w0 [ 12

O 2160

[] over 50

Total number of minorfly group residents in today's consus ,___'3_____

HFS 2022(R-12-06) Page 10f2 peges

iLA78-2318
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i, RESIDENT ADMISSION AND DISTRIBUTION (continued)

Indieam balow the number of minority group residents in today's oensus by type and ropm asslgnment according to the
following breakdown;

African- | Amerlcan

Type of Room Assighment American | indlan | Orantal .gmnlg
1 Numberin arh : @) © © K

o ) D O
© | T { >
{_ToTAL 0 ) { >

snd!catamenumberofrasldams!ntodays census whose charges made by your facllity are pald In pert or full by Madi-
care or Medicald,

‘ Type of Ald . Tote! African | Amarican : X
rﬁgﬂ;@ 4& C> CD 1{) ’
| Madicatd pel O (& i }

Whatlsmaapproadmtapemmga mlnoﬁtygmuppopdaﬂonhﬁwgmmphlcsawicaammmmdyom
rasidens aré drawn?

. SERV!CE AND FACILITY UTILIZATION

Are all services and facililes used routinaly by all persons without regard to rece, color, or national ofgin? {i.e. mirsing
care, social earvicss; cocupstionsl therspy, dining ares, berber shop, beauty ssions, ste.) R Yes No [ ]
#f "no” epecify which are not.

Are services rendered in this facllity without regard to race, color, or national orlgin of efther the resident ar the person
roridering the service? [X Yes© [T] No i "no” spacify which services &e not. ‘

Estimate below the number of physicians end other ficensed paramedical parsonnel got on your payroll that gave resident
service in this faciity during the (st month by rece of the physician or parson rengdsring the service.

African | American
Physiclans and Other Non-Salarlad Totsl _ | Amarican | indien | Oriental | Hispanic
Paramedical Personna! { © O D H
' V. REMARKS

| CERTIFY THAT THE INFORMATION GIVEN I8 TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE AND
BELIEF(A wiilfully false statament is punishable by law:  U.8. Code, Title 18, Sec. 1001).

gnature of Aumorizee%a } Titte Cate -
w %g‘w\\nﬁ__\g@&( WY1
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CARE & REHAR GNETRE
, 'RESIDENT CENSUS AND CONDITION OF RESIDEN TS
L Prg:lgg; No. | Medicare F76 Medlcaid F 76 Other FT7 “Total Residents F78 |
? E ? I
' 35 42 45 122
“ADL ] ihdependent AGaist Of One of Two Stalt | Dependent
~ |Fro 0 F60 108 “Trat 13
~ |re2 0 FB3 (5K “|re4 9
0 - Ires 11 F&7 11
F&g 1 _{F8s 103 Fo0 8
Fo1 84 | 4 Fo3 14
A. Bowel!BIadder Status B. Mobllity
FB4 3 With indwelling or external F100 1 Bedfast all or most of time
cathetsr
1™ 32 In chair all or most of time
F5 Of the totel number of residents with :
catheters, 3  were presenton ‘Fm -] Independently ambuiatory
admission. ' .
] F108 101 Ambutation with assistance or assitive
Fo8 81 Occasionally or frequently device '
Inoontinent of bladder .
F104 0 Physically restrained
Fav ___ 81 Occasionally or frequently
“Incontinent of bowel F108 Of total numbaer of residents restralned,
0 weare atdmitted with orders for restraints,
Fo8 17 On individusily wiitten b!adﬁer :
{ tralning program Hmm 8 With contractures
FoB 17 On individually written bowel F107 Of the total number of residents with
training program contractures, 8 had contractures on
admission.
C. Mental Status D. Skin integrity
F109 0 With mental reterdation F115 3 ;vtaim p:a}ssure sores {excluding
ge

. DEPARTMENT OF HEALTHAND HUMAN SERVICED
" HEALTH CARE FRIANCING ADMINSTRATION

Page 1
me’lmhm VEAUCONDIA HEALTH

Floe 668 With documented signs and
"symptoms of depression

F110 1 With documented psychlatric
diagnosis (exchude dementias and
depression)

Fii1 38 Dementla: mult-inferct, senil,
Azheimer's type, or other than
Alzheimer's type

F112 28 With behavioral symptoms

F143 Of the ot number of residents with

behavioral symptoms, the totat number

recelving a behavior management program
o

Fi14 Recelving health rehabilitative
m for MR

F116 Of the totat number of residents with prasaure
sores exoluding Btage 1, how many residents
had pressure sores on admission?

3
F117 122 Recelving preventive skin care
With reshes

18 . 0

CMSET2 (10M0)
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+ e “
w‘l:
Croawd,

Regident Census and Conditions of Residents

E. Special Care
Fi18 8 Receiving hospice care henefit T P27 4 Raceiving suctioning
F120 ) Receiving radlation therapy F128 21 Receiving Injections (exclude vitamin

812 Injections}
F124 g Recelving chemotherapy
- o : " Fi29 1 Recetving tube feedings

F122 0 Ragsiving dialyals ‘
" " F130 28 . Receiving mechanically altered diets

P23 4 Recelving intravenous therapy, Including puteed and all chopped food {net only meat)
parenteral nutrition, and/or blood tranfusion : _
Fi31 40 Recelving specialized rahabilitative
F124 16 Recslving respiratory treatment servicas {Physical therapy, speach-language therapy,
o occupsationaf therapy)

Fi25 1 Recelving tracheostomy care
F132 22 Asslstive devices while eating
F128 2 Revelving ostomy care

F. Medications G. Other
F133 81 Recelving any psychoactive F140 8 With unplanned significant weight
medication galnfioss
- F134 22 ReoéMng antipsychotic F141 ] Whao do not communicate in the
medications dominant language of the facility (includs those
who use sign language) :
F135 29 Reocelving antlanxioty
medications . JF142 2 Who use non-orat communication
d
F136 58  Recelving antidepressant
madications 4?143 118 With advanced directives
F137 13 Receiving hypnotic F144 a0 Recefved influenza immunization
‘ medications '
F145 88 Recelved pneumocoocal vaceine
F138 13 Recelving antiblotics
F139 82 On pain managsment program

1 eortify that this Information is accurate to the best of my knowledge

Signature of Person Compileting tha Form ThAls Data

LEONOR SALVADOR W M&_ RN 1072472011

TO BE COMPLETED BY SURVEY TEAM

F148 Was ombudsman office notified prior to survey? Yas No
F147 Was ombudsmean present during any portion of the survey? Yes " No
Fi42 Medication emor rate ‘ %

OMB-872 (1010}
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Midwest Division of
Survey & Certification CMJ

CENTERS far MIDKARE 8 MEDITALD SERVICRS

CMS Certification Number (CCN): 145887

March (, 2012
(By Certified Mail and Facsimile)

Margaret Ryan, Administeator
Wauconda Healthcare and Rehabilitation
. 176 Thomas Court

Wauconda, IL 60084

Deer Ms. Ryan:

SUBJECY: DISPOSITION OF REMEDIES
Cycle Start Date: October 27, 2011

FRIOR NOTICE .
On December 22, 2011, we informed you that we were imposing remedies due to the failure of
your facility to be in substantial compliance with the applicable Federal requirements for nursing
homes participating in the Medicare and Medicaid programs.

SUBSEQUENT VISITS AND SUMMARY OF ENFORCEMENT REMEDIES

On January 27, 2012, the Hllinois Department of Public Health (IDPH) conducted a Life Safety
Code (LSC) rovisit at your facility, which revealed continued non-complisnce. This survey found
the most serious deficiency at scope and severity (S/8) level F, cited as follows:

* K40 --8/8: F - NFPA 101 - Life Safety Code Standard

The IDPH advised you of the deficiency that led to this determination and provided you with ha
copy of the survey repori (CMS-2567). In response to your continued noncompliance, the IDPH
recommended that the Centers for Medicare & Medicaid Services (CMS) continye the previously
imposed remedics.

The TDPH conducted in-office reviews of docuruentation you submitted to verify compliance on
February 1, 2012, and found that your facility was in substantial compliance a3 of December 30,
2011. As a result of these survey findings, and in consideration of the results of the Informal
Dispute Resolution you requested, the final status of remedies is as follows:

» Mandatory denial of payment for new Medicare and Medicaid admissions, which was to be
imposed effective Janvary 27, 2012, is rescinded as of December 30, 2011. We are notifying
National Government Services and the Illinois Department of Heslthcare and Family
Services of the rescission of the denial of payment remedy. Thus, there should be no
interruption in payment for covered services

» Mandatory termination of your Medicare and Medicaid provider agreements, which was to
be effective April 27, 2012, wiil not be imposed

233 North Michigan Avenus ' Richard Bolling Feder! Building
SBuite 600 601 East 12tk Street, Room 235
Chicago, Ulinois 60601-5519 Kansas City, Missouri 64106-2808
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Page 2

NURSE ATDE TRAINING FROHIBITION ’

In our formal notice dated Decamber 22, 2011, we advisad you that, in accordance with Section
1B19(H(2)B)(iii)(I}(b) of the Social Security Act, your facility is prohibiled from conducting a
Nurse Aide Training and/or Competency Evaluation Program for two vears from January 27,
2012 due to denial of payment for mew Medicare and Medicaid admissions. Since your facility

- attained substantial compliance on December 30, 2011, the original triggering remedy did not go

into effect. Therefore, the NATCEP prohibition is rescinded.

CONTACT INFORMATION

If you have any questions regarding this matter, please contact Mrs. Charlotte A, Hodder, RN,
BSN, CRRN, Certification Specialist, at (312) 353-5169 or me, at {312} 353-1502. Information
may also be faxed to (443) 380.6614. All correspondence should be ditected to me in our
Chicago office.

. Sincerely,

amika J. Brown b
Principal Program Representative
Long Term Care Certification

& Buforcement Branch

cc:  Illinois Departrent of Public Health
Itlinois Department of Healthcare and Famity Services
National Government Services
Mlinois Department on Aging
Telligen
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| NAME OF FACILITY; Vidkation: K 067

adsardccnima,  wl # R-.;.\', I Completion Date:  Angust 31, 2012
 PROVIDER #: Project Scope: |
l4—€8‘3‘_{ 1. The K067 defidlency identified the 100 and 300 comidors as using the corridor as a
1 ' 2. Part of the 200 wing will also need duckwork modifications. (see attached floor plan for
mﬂhb@ﬂ@

‘We St oo onis fdesiomra it will-alk
cmﬁordemﬂgs plasmr-m'llneedtobe:enmved

Eﬂummmmmmwairmmmem

newA‘ICw'ﬂngswﬂibg(mr&mstaﬂed.)‘

The building is a Type

One corridor will be completed at one tine In 3 different phases,

{see continuation sheet)

'I'EMPORAI{Y WAIVER
 EXPIRATION DATE:

;

—toldey . B ’Laf.sh_z J

mspw+ﬂ
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i
January 24, 2012
Fatility: Wauconda-Healthcare andl Rehab. Center
176 Thomas Court
Wauconds, 1L 60084 i
Bullding 01 — Main -Buildli‘L
ProviderNo.: 145887 |

NFPA 101 — 2000 Edition |

‘Contiitvation Sheet ~ Femporary. Walver Requ&st

Violation: K 067
Completion Date: August 31, 2012
Miostones:

1. -Design B engineefing, to-be com by February 24, 2012. This is required-due tothe
wientification-of the same.deficiency [nthe 200 cosridor.

2. "Subrisslon to 1DPH by-or Febiruary 24, 2012,

3. Bldding-and profect letting by March[30, 2042

4, IDPH review and approval process completed by April 20; 2012. (estimate only)

5, - Conidor-100:completion date - May 31, 2012

&. Comider.200 completion date — June 30, 2012

7. Comidor.300 compiation date— July Bt, 2012

8, Test & batance of all 3 corridors - Aegust-10, 2012

b

1

. Project certification package to 1DPH — August 10, 2012. _
0. IDPH fiétd review and certification ~August 31, 2012 (¢stimate only)

Inberim Measures: |

1. This isan existing condition, Mal noe staff will be In-serviced to shut down subject
exhaust fans and the RTU's serviding these corridors upon fire atarm activation to Iimit

the transfer of sincka. _

2. ‘Residents will e relocated from alt yonstruction areas. Canstruction will take place
during -convenlent hours for the restdents.

3, Addiienal fire-drills will be-cond .each month to Inservioe staff as to-proper
evacuation:procedures during an

4. Additfonal fire diflis wil be conducdted eath month on-additional procedures for
evaciatioh during any ongoing on.

5, Polides and procedures will-be upd
Respensible party for corraction & monftorifg:  Administrator

ATTACHMENT LTC-29A
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{llinols Department of

PUBLIC
HEALTH

B25-535 Weal Jelferson Street + Springfiald, Ilinols 62761-0001 » www. ldph.siats.il.us

Pal Guinn, Governor

February 1, 2012
(i
Mrrgurot Ryan, Administrator
Wauconda Healthcare & Rehh
176 Thomas Cowrt
Wauconda, ineis 60084
REFERENCE: . Provider #; 145887/0044859
Survey Dats: 121112
Survey Type: ~ Ravisit to Life Safety
Code Fadaral Monttoring
Survey
Desr Adnﬁniam::

On 12/15/11, n Life Safety Code(lSC)meywasmdumduwaamli:ybystaﬁ‘CMS to determine

complisnce with foderal certification requiremants for nursing homes participating in Madicare and/or

Modicaid programs, Deficiencles were identified and remedies imposed, propesed or recommendad im an
“Initiel Notice".

After review of Plans of Cotrestion (POCs) related to those deficiencies and receipt of a credibie
“Allogation of Compliance”, Department staff conducted 2 revisit. At the time of the revisit, it was
dstermined that while smxﬁc deficisncies had boen corrected, other dofigiencies are the subject of Anmual
and/or Temporary waiver requests and/or were resolved through the Fire Safoty Evaluation System (FSBS).
You will be notified at a later date of Reglonal Centers for Modicare & Medicaid Servioes {CMB) appro
or denial of Walver or FSES requests. Copies of the “Post-Certificetion Revisit Report” (CMS-2567B} and

“Statement of Deficiencles™ {CMS-2567) ars enclosed. :

wkawkesur s REQUIRED SPRINKLER STATUS BY AUGUST 13, 2013#** ek atussns

ATTACHMENT LTC-29A
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If you have any questions concerning this notics, pleass contact my staff at the address above or relephone

(217) 782-5180. You may also telephone the Dopartment’s TTY number for the hearing impaired at 1-800-
5470466,

Sincerely,

Acting Division Chief
Division of Life Safety and Construction
iflinols. Department of Public Health

Enclosure(s)

vo:  State Medicald Agency
Tiinois Department on Aging
Lawrencs Schwartz, Registered Agent
File (3}

LR1/0108/a8/LK
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Departinent of Heatth and Humen Services

Fomm roved
Centers for Medicars & Medioald Services "o

OMB NO. 0838-0360

Post-Certification Rovisit Report

Puthio mpartiryg for thie celection of fatmedon ta oxtimated t avaege 10 mintes Inghud) Tor reviswing instructions, sEerching exsing Sourcas, galhag
Wmummww.mwmmmmmmmmmwmgmm%m o 4 e X o

burgen estimate or any othsr aaped of this coftatiion of Informetion
ichafing 6uggeations for mmm&%%qmmmmmm P.0. Box 26484, Beiimors, M1 21207, and to the Office of Mantegament and Budgst, Paporwork
(Y1) Provider! Suppllor ! CLIA } Multiple C
Idsniification I?umber o3 huauﬁzngomn {¥3) Date.of Reviat
Name of Facliity . ’ Btrest Addreas, City, State, Zip Code
WAUCONDA HEALTHGARE AND REHAR 1786 THOMAS COURT
WALUCONDA, IL 60084

“This raport is somoteind by a quuitied State survevor for Tie Madicars, Madioatd sndior Glintcsl Labaratory Knprovemant Amendmsnis prograim, 15 oy hosa defiismcies praviousty
reporied on the CMS-2587, Statwment of Daficdendiss and Flan of Comectian that Mavy bean cotrectod sty Ty date auch correnllva aotion was socomplished. Esah deficiency shoukd be
Myummmmmmmaumquscmmmrmm‘mmmmmecmmmmwmmmm

{4} Meom (YE) Date (Y4} fem {¥5) Date {Y4) tom (YS) Dats
Correciton Cormrection Correction
" Completed Complated Complatad
1D Prafix 12173012011 1D Profix 12/30/2011 0 Preflx
Reg. # NFPA 101 Reg. ¢ NFFA 1 Reg. #
LSC KDDh2 L8C K44 L3C
Cormeciion . Camaciion Comaciion
Complated Compheted Completed
10 Prefix 1D Prefix 10 Prefix
- Reg.# Reg. # Reg. ¢
L8C LsC LBC
Cosragtion Correction Comection
Complsetod Completed Comploted
iD Praflx 1D Prelx 1D Pretix
Reg. & Reg. &t . Reg.#
L3S0 . [ 7:1e3 LG
Corraction Corection Cornaciion
Complstad Gompistsd Gompieted
1D Prefix D Prafix IC Prefix :
Reg. # Hag, # . Reg. #
L8O 180 LSC
Comection Cotrection Correction
. Complated
Complated . Compisted
1D Prefix 1D Prefix (D Prefix
Reg. #
Reg. # Reg. #
L8C L5C LSC
] ‘ ; 8 Uats:
e TR ol i e
ol 27,
State Agency o I ;@U !1/ ; ' / ()
Roviowed By —— | ReviowsdBy Date: Signeturs of Survoyon Date;
TS RO -
ted otk Chack for any Uncorrectad Deficioncles..Was a HSummary
Followup to Survay Gomple - Uncorracted Deficlonclos (CMS-2567) Sentto the Facllity? ves no
12152011
Page 1 of 1 Event ID: TJPE22
Form CMS - 26678 (9-82) ATTACHMENT LTC-259A
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & ERVICES
STATEMENT OF DEFICIENCIES 1) PROVIDERISUPPL
ANO PLAN OF CORRECTION o IDENTIFIGATION NUMBZR

PRINTED: 0122712012
FORM APPROVED

145887

.0 9
OR) MULTIPLE CONSTRUGTION {X3) DATE BURVEY |
COMPLETED

A BUILDING @1 - MAIN BUILDING 09
8. WiNG R

NAME OF PROVIDER QR SUPPLIER
WAUCONDA HEALTHCARE AND REHAB

01/27/2012

STREET ADDRESE, OITY, BTATE, 1P CODE
178 THOMAS COURT

WAUCONDA, iL e0ops

{X4) 10
PREFIX
TAG

SUMNMARY BTATEMENT OF DEFICIENCIES
(EACH DEFICIENGCY MUST BE PRECEDED BY FULL
REQULATORY OR LEC IDENTIFYING INFORMATION)

o PROVIDER'S FLAN OF GORRECTION x5
PREFIX (EACH CORRECTIVE ACTION BHOULD BE COMPLETION
TAG CROBB-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)

{i 000}

{K 040}
5S=E

INITIAL COMMENTS

42 CFR 483.70(s)

K3 BUILDING: 0101

K8 PLAN APPROVAL: 1866, 2002
K7 SURVEY UNDER: 2000 Exsting
K8 SNF/NF

Type of Structure. One story, Type )i (000), 19885,
unprotected noncombustible construction with a
partial bagement and a 2002 addition of the same
construction fypa. The facility has complets
covarage by an automatic (wet) sprinkler system
with an antifrgeze lop protscting the front entry
overhang. The facllity has a total of eight smoke
compariments.

A MF-1 to a Comparative Federal Monitoring
Survey was conducted-on 12/18/11, following a
State Agency Antiral Survey on 10/27/11 in
accordance with 42 Code of Federa! Regulations,
Part 483: Requlremeants for Long Term Care
Facilities. During thls Comparative Fedaral
Monitoring Survey, Wauconda Heelthcare &
Rehabilitation Centre was found to be in
compliance with the Requirements for
Partlclpation In Medloars and Madicald.

The findings that follow demonstrate
nohcompliance with Titls 42, Code of Fedaral
Regulations, 483.70 (e) et seq. {Life Safety from
Fire).

NFPA 101 LIFE SAFETY CODE STANDARD

Exit access doors and exit doors used by Health
care occupants are of the swinging type and are
af least 32 inchas in clear widgth.  19.2.3.

{K C00}

{K 040} 12/30/11

LABQRATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTA

[TYE'S SIGNATURE HILE {X6) CATE

‘r gufeguards provide sufficlant prolaction o the patients, (See

siruciions.) Except for numing homes, the fintings stated shove are disciasahio B0 days
. For nursing homes, the above findings and plane of comeciion are disciosable 14

Any daficloncy siatsmant ending with en asterisk (*} denctes & dﬁ:c:qwhlnh the mesiAution may be exoused from comracting providing |t Is determinad that
&

. +wing the dits of survey whother or not & plan of corsclion Is p
" doys following the date these documente are mede avafiable to ity

program participation.

. if deficisticies ere oitad, an approved plan of correction is requisite 10 eontinusd

FORM GME-2657(02-99) Pravious Varalons Obsulete

Eun[ G TirEeR Faolly iD: [LB00B435 if continualicn sheet Page 1 o6
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* DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 0172772012
~CENTERE FOR MEDICARE & MEDIGAID SERVICES ENO. 09360987

STATEMENT OF DEFICIENGIES (X1) PROVIDERIBUPPLERICLIA OME NO. 0938-0391
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: {(X2) MULTIPLE CONSTRUCTION ixe) ggaﬁ SURVEY

A BULDING D1 . NAIN BUILDING 01

R
B. WING
145887 0112772012

HAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CITY, STATE, ZIP DODE

WAUCONDA HEALTHGARE AND REHAB 178 THOMAS COURT
- WAUCONDA, IL 80064
P4} 10 BUMMARY STATEMENT OF DEFICIENCIES B PROVID, FLAN CORREQTION
PREFIX (EACH DEFICJENCY MUSY BE PRECEDED BY FULL FREFIX {EACH OO'E.;'ESCTNE gﬁon SHQULO BE o
YAG REGULATORY OR LG IDENTIFYING INFORMATION) TAG CROBS-REFERENGED TDD THE APPROPRIATE OATE
QEFIENGYS

. {K 040} | Continued From page 1 {K 040}

This STANDARD Is not met as evidenced by:

Based on cbsarvation and intervigw, the facllity
falled to provide exit access doors with the
minimum clear width of 32 inches. The deficlent
practice affected one of eight smoke
compattments, tan staff and no residants. The
facllity has the capacity for 135 beds with a
cansus of 121 the day of survey.

Findings includs:

Observation oit 12/15/11 at 10:45 a.m. revealed
that one of e two axit agcess doars from the
basement area was obstructed by drysr vert
ductwork only allowing the deor to open to
approximately 18 to 24 inches in wiith, Interview
on 12/16/11 at 10:45 a.m. with the Malntenance
Suparvisor reveeled that the faclity wes aware
thet the exit access door did not mest the
minimum required clear width of 32 inches as a
result of the state agency survey.

The census of 121 whas vetifted by the
Administrator on 12/16/11. The finding was
acknowladged by the Administrator and verified
by the Maintenance Supervisor at the exit
interview on 12M5/11.

Actusl NFPA Standard: NFPA 101,7.21.14. A
door azsembly in & means of egress shall
conform to the general regjuirements of Sectlon
7.1 and 1o the special requirements of 7.2.1. Such
an assembly shall be dasignated as a door.
Actus} NFPA Standard: NFPA 101, 7.2.1.2.3.
Door openings In means of egress shall be not

FORM CMS-2667(02-89) Previcus Versions Oloiets Event I0: TIPEZ2 Facky ID: LA20B435 H continuation shest Pege 2 of6
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
AID SERVICES

PRINTED: 01/27/2012
FORM APRROVED

OMB NO. 0838-03891

STATEMENT OF DEFICIENCIES

1} PROVID PRUER/CLIA
AND FLAN OF CORRECTION a AT

[DENTIFICATION NUMBER:

145887

%21 MsLmipLE cONSTRUGTION

A, BULOING 1 - WAIN SUILDING 01
B. WING

{X3) DATE SURVEY
COMPLETED

R

NAIME QF PROVIDER OR SUPPLIER
WAUCONDA HEALTHCARE AND REHAB

STREET ADURESS, GITY, BTATE, ZIP CODE
176 THOMAS COURT

WAUCONDA, il. 60084

272012

0% D SUMMARY ETATEMENT OF QEFICTENCIES
pagm {EACH DEFICIENCY MUBT BE PRECEDED BY FULL
T REGULATORY OR LEC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF GORRECTION OB
PREFIX {BACH GORRECTIVE AGTION BHOULD BE GOMPLETION
TAG CROBS-REFERENCED TO GT:!}E APPROFRIATE OATE

DEFICIEN

{K 040} | Continued From page 2
lags than 32 in. (81 cm) in clesr width. Where &
pair of doors is provided, one of the deors shall

provide not lese thamn a 32-in. {81-cm) clear width
opening.

Temporary Walver to Expire 01/31/12
{K 067} | NFPA 101 LIFE SAFETY CODE STANDARD
S5=E
Heating, ventitating, and air conditioning comply
with the provisions of section 8.2 and are insialled
in accordance with the manufecturer's
spacifications.  19.5.2.1, 9.2, NFPA 804,
19.6.2.2 '

This STANDARD iz not met as evidenced by.
Based on obeervation and Interview, the faciiity
falled to prohibit the use of egress corridors es a
retum air plenums and to provide a balanced

englneered refurn alr supply system. The
deficlent practice affected two of elght smoke
compartments, staff and 34 residents. The
facility has the capaolly for 135 beds with a
census of 121 the day of survay.

Findings Inchude:

1. Cbservation on 12/16/11 at 11:15 a.m.
rovealed that the faollity was using the area below
the gypsum board celling strugture In the egress
corridor of the 100 Hall as a raturn gir plenum
with supply registers in the restdent rooms end
the raturn registers locatsd below the gypsum
board celling structure in the corridors only. The
retumn registers were drawing alr from the
resident rooins through the egress comidor space

{K 040}

(K 067)

83112

204

FORM CWE-2667(02-08) Prévious Verslons Ousoists Evant (0. TIPE22

Facility ID: LADGEAZE H continuation shest Page 3ufb
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' DEPARTMENT OF HEALTH AND HUMAN SERVIGES
|

PRINTED: 01/27/2012

CENTE o FORM APPR%VEI?,
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPP l RVEY I
AND PLAN OF CORRECTION . ENTIFICATION HUMBER: (2) MULTIPLE CONSTRUCTION W)‘%
A BULDING g1 - MAIN BUILDING 04
R
B. WING
145887 01/27/2042
NAME Of PROVIDER OR SUPPLIER STREEY ADDRESS, CITY, STATE, ZIP CODE
WAUCONDA HEALTHCARE AND REHAB 176 THOPIAS COURT
VWAUCGONDA, Il 80084
X4} 1D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF GOR
FIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION gE*gRI?D“BE coumanon |
TAG REGULATORY OR L8GC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DAYE
DEFICIENCY)
{K 067} | Continued From page 3 {K 087}

below the gypsum beard celling structure, The
facility wes unable to provids evidence of a
baianced enginesred HVAC system without using
the egreas corridor space balow the gypsum
board cefling structure for a retumn alr supply
plenum. interview with the Maintenance
Suparvisor on 12/16M11 st 11:18 a.m. revealad:
that the faclity was aware of the requirement that
prohibits the use of egress corridors as return alr
plenums as & result of the stete agancy survay,

2. Observation on 12/15/11 at 11:35 am.
revealed that the facllity was using the area below
the gypsum board celling structure in the egress
corridor of the 300 Hall as a retum alr plenum
with supply registers in the resident rooms and
the retum reglsters focated below the gypsum
board ceiling structure in the comidors anly. The
return registers wers drawing air from the
resident rooms through the egress corridor spece
below the gypeum board celling structure. The
facllity was unable o provide evidence of &
balanced engineered HVAC system without uging
the egress cotrider apace below the gypsum
board ceiling stucture for a retum alr supply
plenum. Interview with the Mahhtenancs
Supervisor on 12/15M1 at 11.35 a.m. revealed
that the facilty was aware of the requiremsnt that
prohiblts the use of egress corridors as retur alr
plenums as a result of the state agency survey.

The cansus of 121 was verified by the
Administmator on 12/15/11. The findings were
acknowiedged by the Administrator and verified
by the Maintenance Supsrvisor at the exit
interview on 12/16M1.

Actual NFPA Standard: NFPA 80A section

FORM CMS-2657(02-09) Pravious Vasslons Chealels
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 032712012
FORM APPROVED

STATEMENT OF DEFICIENGIES (X1} PROVIDERIBUPPLIER/GLEA
AND FLAN OF CORRECTION IDENTIFICATION NUMPER:

145847

(X2 MULTIPLE CONSTRUCTION
A BULDING - (1 - MAIN BUTLDING 04
B. WING

OMB NO. 0838-0391

(%8) DAYE sURVEY
COMPLETED

R

NAME OF PROVIDER OR SUPPLIER
WAUCONDA HEALTHCARE AND REHAB

STREET ADDREYS, CITY, STATE, ZIF CODE
178 THOMAS GOURT

WAUGONDA, iL 80084

Q12212012

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EAGH DEFICIENCY MUST BE PRECEDED BY FULL
REQULATORY OR LBC [DENTIFYING INFORMATION)

;] PROVIBER'S PLAN OF CORRECTION e,

PREFIX (EACH CORRECTIVE ACTION SBHOULD BE

TAG CROSS-REFERENCED TO THE APPROFRIATE DATE

DEFICIENCY)

{K 067}

Continued From page 4

2-3.11.1*. Egress comridors in health care,
detention and comectional, and residential
ocsupandies shell not be used as a portion of a
supply, raturn, or exhaust alr systerm serving
adjolning areas. An alr transfer opening(s) shail
not be permitied in walls or in doors seperating
egress cortidors from adjoining areas.

Exception No. 1. Tolist reoms, bathrooms,
shower rooms, sink clossts, and similar auxiiary
spaces opening directly onto the egress comidor..
Exception No. 2. Where door clearances do not

exceed those specified for fire doors In NFPA 80,

Standard for Fire Doors and Fire Windows, air
franster caused by pressure differentials shali be
permitted.

Excaption No. 3; Use of egress corrldors as part
of an anglneered smoke-control aystem,
Exceplion No. 4: n datention and corrsctional
oocupancies with comdor separations of open
construction {a.g., graﬂng doom or grating
partitions).

Temporary Walver to Expire 08/31/12

{K 087}

FORM CM5-2667(02-88) Pravious Versions Ghsolste

Evant 1 TJPEZ2
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Ms.Margaret Ryan, Administrator
© Whaunconda Healthcare And Rehab

176 Thomas Court

‘Wanconda, 1. 60084

* Reference: Provider #:145887/004485%
CycleDato:  October 27, 2011
Survey Date:  Februasy 1, 2012
Survey Type:  First revisit to Life Safety Code Survey
. & Interim LSC Temporary Waiver Ravigit of 2/1/2012 tol.SC
Federal Monitoring Survey of 12/15/2011.
LSC Survey:  Ootober 27, 2011
. Dear Ms. Ryan: :

On October 27, 2011 an “Annusl Inspection™ was conducted at Wauconda Healthcare And Rehab by
-staff of the Nlinois Department of Public Health to detsrmine corapliance with federal certification requiroments
for nursing homes participating in the Medicare/Medicaid programs. As a result of thet inspection and any
required revisiis, the Department is recommending to the Centers for Medicure and Medicaid Servicss and the
llinois Depertment of Healthcare & Family Services that the facility be certified for continuing participation in
the Medicare (Title 18} and Medicaid (Title 19) programs.

¥t is recommended to the Centers for Modicare and Medicaid Services tCMS) that the Denjal of
Payment for New Admissions imposed In the notice dated Deceraber 21, 2011 be rescinded.

) :If you have any questiong concerning this notice, please contact my staff at (217) 7825180, You may
also telephone the Department’s TTY number for the hearing impaired at 1-800 547-0466.

Sincerely, -

 Bhad

-Richard L. Dcas Chlef
Burean of Long Term Care

co; Cemters for Medicare and Medicaid Services
© " Illinois Depatment of Healthcare & Family Services *
Tlinois Department on Aging
Mr. Lawrence Schwartz , Reg:sterad Agont
File 2

- FULIK |
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626-535 West JaHarsan Street « Springfieid, {lllnols 82764 -0001 - Wwvll'dpl‘l.s!btm!l.u

-November 28, 2011
Ms. Margaret Ryan, Administrator
‘Wanconda Heslthcare And Rehab
176 Thomas Court
Wauconda, T 60084
REFERENCE: Provider #: 145887/0044859

Cycle Date: October 27, 2011
SurveyDate:  October27, 2011
Survey Type:  ~ Hoalth Survey

LSC Survey Qgtober 27,2011

Dear Ms. Ryan:

On Ogctober 27, 2011, an mSpcctlon was conducted at Wanconda Healthcare And Rehab by staff of the
Nlinois Department of Public Health to determine compliance with federal certification requirements for nursing

homes participating in the Medicare/Medicaid programs. As a result of that inspect:
written for which an ‘acceptable Plan of Comection (POC) is required. This Jetter is
acceptable POC has besn received by the Department.

deficiencies were
document t.hat an

If you bave any questions, please contact my :staff at {217) 782-5180. "You may also telephone the

Department's TTY number for the hearing impsdired-at 1»800-547-0466

Richard L. Dees, Chief
Bureau-of Long-Term Care

_ oe:File 2
DO/ LIK

) ATTACHMEN
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DEPARTMENT OF PUBLIC HEALTH

STATE OF ILLINOIS

THE DEPARTMENT OF PUBLIC HEALTH ) Docket No. NH 11.50p86
STATE OF ILLINOIS, )
Complrinant, )
)
va. )

) -
WAUCONDA HEALTHCARE & REHABILITATION )
CENTRE, LLG, )
Respondent, )
NOTICE OF TYPE “B" VIOLATION(S);
NOTICE OF FINE ASSESSMENT;
NOTICE OF PLACEMENT ON QUARTERLY LIST OF VIOLATORS;
NOTICE OF OPPORTUNITY FOR HEARING

_Pursuant to the aathority granted by the Nursing Home Care Act (210 ILCS 45/11101) (Act);
NOTICE IS HEREBY GIVEN:

NOTICE OF TYPE "B" VIOLATION(S)

It is the detesmination of the Illinois Department of Public Health, State of Illinots (Department)
that there has been a substantial failure by Respondent to comply with the Act. This detetmioation is
subsequent to an Annual Licensure Investigation conducted by the Department on Octobér 27,.2011 at
Wanconda Healthcare & Rehab, 176 Thomas Court, Wauconda, Illinois. On November 30, 2011, the
Department determined that such violations constitute oae or more Type B violations of the Act and the
Skillad Nursing & Intermediate Care Facilities Code, 77 IL, Adm. Code 300. The nature(of each such
violation is further described in the CMS 2567 which is attached hereto as Attachment A and made a part
hereof,

Pursuant to Section 3-303(b) of the Act, the licenses shall, within (10) days of thd delivery to the
licensee of this Notice of Violation, prepare and submitto the Department & plan of corregtion for all Type
"B" violations and any vioiations listed under the Administrative Warning heading for which a ptan of
cotrection is required.. The plan of correction shall be filed with the Jilipois Department of Public Health,
Division ¢f Long-Teim Care Quality Assurance, 525 West Yeffersop, Springfield, Illinois $2761. The plan
should include a correction date not to exceed sixty (60) days for Administrative Warningviolations for
which & plan of correction is required, and thirty (30} days for Type "B" violations, a desctiption of how
the violation was or is to be corrected, and a statement describing what measures will be thken to avoid
reoccurrence of tho violation, If the Depariment for eny reason rejects the submitted plan jof correction, a
notice of the rejection and the reason for the rejection will be forwarded to the facility repiesentative.

A modified plan shall be filed within ten (10) days of receipt of the notice of rejedtion. Ifthe
modified plan is not timely submitted, or if the modified plan is rejected, the Department will impose a
plan of correction.

Pursuant to Section 3-303(c) of the Act you miay submit a report of correstion in place of & plan of

correction for any of the violations which have already been comrected. The report of ion shall
contain the correction date, a description of how the violation was corrected and statement|describing what
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measures will be taken to avoid reoccurrence of the violation, The report of correction must be signed by
the administrator under oath, .

A "Type B" violation may affect your eligibility to receive or maintain a two- license, as
prescribed in Sec. 3-110 of the Nursing Home Care Act.

NOTICE OF FINE ASSESSMENT

Pursuant to Section 3-305 of the Act the Department hereby assesses against Respondent a
monetary penalty of $1,100.00, as follows:

Type B Violation for violating one or more of sections 300.1210b)2), 300.1210d)5Y and 300.3240s), a fine
of $1,100.00.

Saction 3-310 of the Act provides that ali penalties shall be paid to the Deparm:Ilt(within thirty
(30) days of receipt of notice of assessment by mailing a check (note Docket # on the chegk) made payable
to the Illinois Department of Public Health to the following address:.

Tllinois Department of Public Health
P.O. Box 4263
Springfield, Illinols 62708

If the penalty is contested under Section 3-309, the penalty shall be paid within t4n (10) days of
receipt of the final decision, unless the decision is appealed and stayed by court order under Section 3-713
of the Act.

A penalty assessed under this Act shall be collected by the Department. If the petson or facility
sgaingt whom a penalty has been assessed does not comply with g written demand for payment within
thirty (30) days, the Director shall issue an order to do any of the following:

(A)  Dimctthe State Treasurer to deduct the amounts otherwise due from the State for the
penalty and remit that amount to the Department.

(B)  Add the amount of the penaity to the facility's licensing fee; if the license? refuses to make
the payment at the time of application for renewal of ifs license; the licende shall not be

renewed: or

(C}  Bring an action in circuit court to recover the amount of the penalty.

In sccordance with Section 3-304 of the Act, the Department shall place the Facility on the
- Quarterly List of Violators,
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NOTICE OF OPPORTUNITY FOR A HEARING

Pursuant to Sections 3-301, 3-303(¢), 3-309, and 3-703 of the Act, the licensee shall have a right
to a hearing to contest this Notice of Type "B" Violation(s), Notice of Conditional License, and Notice of
Finc Assessmont. [n order to obtain a hearing the ficensee must send a written request far hearing no later
than ten (10) deys after receipt by the licensae of these Notices. The request for hearing must be sent to the
Hiinois Department of Public Health, Division of Long-Term Care, Quality Assurance, 55 West Jefferson
Street, Fifth Floor, Springfield, Iilinois 62761,

FAILURE TO REQUEST A HEARING WITHIN TEN DAYS OF RECEIPT OF THISNNOTICE WILL
CONSTITUTE A WAIVER OF THE RIGHT TO SUCH HEARING.

FINE REDUCTION JE HEARING WAIVED

Pursuant to Sectiohs 3-305(10), 3-309 and 3.310 of the Act, a licensee may waiv
" hearing in exchange for 2 35% reduction in the fine, or in exchange for an offset of any
penalty paid for a federal deficiency equivalent to the violation(s) upon which the fine is’
amount of the offset canmot exceed 75% of the fine.

itsrighttoa
il money

Licengess wishing to receive the automatie 35% waiver reduction must submita

either proof of the federal civil money paid or a copy of a letter to the Centers for Medi
Services (CMS) of its binding intent to waive its right to a federal hearing to contest the

accordance with 77 IL. Adm, Code 300.282(k), the determination of what constitutes an
deficiency will be determined by the Deopartment.

A @
Toni Colén .

Deputy Director
Office of Health Care Regulation

7‘7‘ik day of M , 2011,

Dated this
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DEPARTMENT OF PUBLIC HEALTH
STATE OF ILLINOCIS

THE DEPARTMENT OF PUBLIC HEALTH Docket No, NH 11-S0386

STATE OF ILLINOIS
Complainant,

WAUCONDA HEALTHCARE & REHABILITATION,

CENTRE, LLC,
Respondent,

)
)
)
)]
Vs, )
)
)
)
)
)
PROOF OF SERVICE

Thie undersigned certifies that a true and comrect copy of the attached Notice of Type B Violation(s)
and Order to Abate or Eliminate; Notice of Fine Assessment; Notice of Placement on Q tly List of
Violators; and Notice of Opportunity for Hearing were sent by certified mail in a seated dnvelope, postage

prepaid to:

Registered Agent: Lawrence Y. Schwartz
Licenser Info; Wauconda Healthcare & Rehsbilitation Centre, LLC.
Address: - 8170 N. McCormick Bivd, STE 219

Skokis, Hiinois 60076

That sajd d ents were deposited in the United States Post Office at Springfield, Hlingis, on the
day of CEMNBEL : 2011,

Wanconda Healthenre & Rebab/12.6.11/1M ATTACHMENT LTC-29A
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE 8 MEDICAID SERVICES

PRINTED: 1210172011
FORM APPROVED
OMB NO. 0938-0381

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPUER/CLIA
AND PLAN OF CORRECTION

DENFFICATION NUMBER:

145887

(A2} MULTIPLE CONSTRUCTION
A, BUILDING

B. WING

{%3) DATE SURVEY
COMPLETED

10/27/2014

NAME OF PROVIDER OR SUPPUER
WAUCONDA HEALTHCARE AND REHAB

178 THOMAS COURT

STREET ADDRESS, CITY, STATE, ZIF[CORE

WAUCONDA, iL. 60084

(x4) 10
PREFIX
TAG

SUMMARY BTATEMENT OF DEFICIENCIES
{EAGH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L5C IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF EORRECTION )
PREFIX (EACH CORRECTIVE AGTION BHOULD BE COMFLETION

TAG CROSS-REFERENCED TO

E APPROPRIATE DATE

Fe998

-Gontinued.Erom. 000015
300.1210b)2)
300.1210d)6)

300.3240n)

Section 300.1210 Gereral Requiremeants for
Nursing and Persenat Care

b} The faciiity shaii provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological
wall-belng of the resident, in ascordance with
each resident's comprehensiva resident care
plan, Adeguate and properly supervised nursing
care and personal care shall be provided to each
reskient to meet the total nursing and personsl
care needs of the resident. Restorative measures
shall include, at a minimum, the following -
proceduras:

2) All nursing personne! shalf assist and
sncourage residents so that a resident who
enters the facility without & limited range of
motlon does not experience reduction in range of
motion unless the resident's clinical conditien
demonstrates that a reduction In range of motion
is unavoldable. All nursing personnel shall assist
and ancouraga residents so that a resident with a
imited range of motion recolves appropriste
treatment and services to incrense rangs of
muotion and/or to prevent further decrerse in
range of motion.

Saction 300.1210 General Requirements for
Nursing and Personal Cam

d) Pursuant to subssection (a), general nursing
care shall include, at & minfmum, the following
and shalf be practiced on a 24-hour,

saven-day-a-week basis:

Foog9
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

CE

. TATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

RS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/01/2011
FORM APPROVED
OMB NO. 0838-0381

0%1) PROVIDERISUPPLIERICLIA
IDENTIFICATION NUMBER:

145887

(p42) MULTIPLE CONSTRUCTION
A BUILDING

{X3) DATE SURVEY
COMPLETED

B. WING

$0/2712014

NAME OF PROVIDER OR SUPPLIER
WAUCONDA HEALTHCARE AND REHAB

178 THOMAS COURT

STREET ADDREES, CITY, STATE, ZIP

WAUCONDA, IL 60084

D4} 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICTENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

0 PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH CORRECTIVE AGTION SHOULD BE
CROSS-REFERENCED m APPROPRIATE BATE

TAG

DEFICY

Foo9o

Continued From page 18

£} A reguiar program o prevant and treat
pressure sores, heat rashes or other skin
breakdown shall be practiced on a 24-hour,
saven-day-a-weak basls so that & reskient who
enters the facility without presaure sores does not
develop pressure sores uniess the individial's
clinical condition demonsirates that'the pressure
sores were unhavoldable. A resident having
pressure sores shall recelve treatment and
services to promote healing, prevent infection,
and prevent new pressure sores from devaloping.

Section 300.3240 Abutse and Neglect

a) An owner, licenses, adminfstrator, employes or
agent of a facllity shall not abuse or naglect a
resident.

THESE REGULATIONS WERE NOT MET AS
EVIDENCED BY:

Based on observations, interview and record
review the facility failed to address a resident's
poor positioning and fafled to ideniify a rash
rasuiting from the resident's poor position. The
facllity fallad to assess, provide interventions, and
care plan to pravent imitatlons in range of motion
{o the neck. These failures resullad in 1 resident
{R15) developing a neck rash with fungus and
savera range of motion iimitation of the neck.
The sample siza is 24,

The findipga Include;

R18 Is an 81 year old, severely cognitively
Impalred resident who was re-admitted to the

facility on 3/16/10 with multiple diagnoses,
inciuding Parkinson's Disease, sccording to the
most recent Minimum Data Assessment (MDS)
dated 8/14M11. R15is fotally dependent on staff

Fopso
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DEPART MENT OF HEALTH AND HUMAN SERVICES

PRINTED: 120172014
FORM APFROVED
OMB NO. 08936-0381 -

STATEMENT OF DEFICIENCIES (%1} PROVIDERISUPPLIERICLIA
AKD PLAN OF CORRECTION IDENTIFICATION NUMBER:

148897

X2) MULTIPLE CONSTRUGTION
A BULDING ]

(X3) DATE SURVEY
COMPLETED

B.WING

1072772011

NAME OF PROVIDER OR SUPPLER
WAUCONDA HEALTHCARE AND REHAB

178 THOMAS COURT

STREET ADDRESS, CitY, SYATE, ZIP

WAUCONDA, IL 60084

GODE

{¥4) 10
PREFDX
TAG

SUMMARY STATEMENT OF DERCIENCIES
{EACH DEFRCIENCY MUST BE PRECEDED BY FULL
REGURATORY OR LEC IDENTIFYING INFORMATION)

10 PROVICER'S PLAN OF
PREFIX {EACH CORRECTIVE ACT,
TAG - CROSS-REFERENCED TO 7]

DEFICIENG,

DORRECTION (.21
$ON SHOULD BE COMPLETION
HE APPROPRIATE DATE
¥)

F§899

Continueqd From page 17

for bed mobillty, transfers, locomotion, dressing,
eating and personal hygiere, according to the
9/14/11 MDS.

R15 was observed in her wheeichalr with her
head down and her chin touching the right side of
her upper chest on 10724711 at 2:10 PM; 10/25/11
at B:45 AM, 9:10 AM, 11:00 AM, 12:55 PM and
4:06 PM, and 10/26/11 af 8:45 AM, 10:05 AM,
10:20 AM, 10:41 AM and 10:55 AM,

On 10/26/11 at 10:65 AM E6 (Restorative Alde)
said that R15 usually keeps her head down and
her eyes closed. ES6 lifted up R15's head slightly
and held it, A deep red rash was noted In the
skin folds of R15's neck. E3 (Restorative and
Wound Nurse) was present at this thme. E3 said
that she wes not aware that R15 had a rash on
har neck.

On 10/26M1 1 at 11:10 AM 21 {Doctor) axamined
R15's neck. Z1 said that R15 had a rash with
fungus. Z1 sald that he orderad antl-fungal
cream.

On 12/28/11 at 12:36 PM E7 (CNA,) sald that she
noticed that R15 had a rash on her neck in the
moming but did not tell the nurse because she
thought the nurse new about It

On 12/28/11 at 11:20 AM E8 (Nurse) sald that

| she was not ewsara that R15 had a rash on her

neck.

R15 is an 81 year oid, severely cognitively
Impaired resident who was re-admitted to the
faciity on 3/15/10 with multiple diagnoses,
including Parkinson's Disease, according 1o the

F8699
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

RS FOR MEDICARE & MEDICAID SERVICE

TATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 12/01/2011
FCRM APPROVED

OMB NO. 0538-0391

1) PROVIDER/SUPPLIERICLIA-
IDENTIFICATION NUMBER:

146887

{X2) MULTIPLE CONSTRUCTION
A BUILDING

B WING

(X3) DATE SURVEY
COMPLETED

1012772011

NAME OF PROVIDER OR SUPPUER
WAUCONDA HEALTHCARE AND REHAB

178 THOMAS COURT

STREET ADDRESS, CITY, 8TATE. 23|

WALICONDA, fL 80084

{X4) 1D
PREFIX
TAG

. SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIEMCY MUST BE PRECEDED 8Y FULL
REGULATORY OR LEC IOENTIFYING INFORMATION)

0 PROVIDER'S PLAN OF
PREFDC (EACH CORRECTIVE AGT
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENG

FORRECTION )
JON BHOULD BE COMPLETION

)

Foo8p

Continived From page 18

most racent Minimum Data Assessment (MDS)
dated 8/14/11. R1&is totally dependent on staff
far bed mobility, transfers, locomotion, dressing,
eating and personat hyglene, according to the
9/14/44 MDS. R15 has bilateral functional
limitations in range of motion of ths upper
extremnity (shoulder, eibow, wrist, hand}, and
iower extremity (hip, knee, ankle, foot) according
{o the 9/14/11 MDS. The facliity's Restorative
Functionat Assesément datéd 8/14/11 does not
assess R15's limited range of motion of har nack.
Physical Therapy notes dated 1/5 - 1/12/11
document that R15 needs reminders to keep her
heed up and sit upright R15's therapy discharge
recommendations for restorative care dated
2f3/11 state "Encourage pts haad pesition to be
up.” R15's Care Asseasment Areas dated
3/18/11 does not assess R15's behavior of
holding her head down. R15's care plan does not
identify R15's hehavior of holding her head down,
and no interventions were planned.

R16 was observed in her wheeichalr with her
head down and her chin touching the right side of
har upper chest on 10/24/11 at 2:10 PM; 10/26/14
at B:45 AM, B:10 AM, 11:00 AM, 12:55 PM and
4:05 PM; and 10/26/11 at B:45 AM, 10:05 AM,
10:20 AM, 10:41 AM, 10:55 AM and 2:25 PM.

On 10/26/11 E3 (Restorative Nurss) sald that
there was no pror assessment of R156's ranga of
maotion to her neck. £3 sald that the rastorative
functional assessment does not include a section
for evaluating range of motion to the neck. On
10/27/M11 at 12:10 PM E3 sald thiat R15 did not
have & ¢ara plan addressing R15's behavior of
holding her head down ang no interventions were
ptanned.

Fo999
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TAG
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{EACH CORRECTIVE ACTION SHOULD BE BATE

TE| '}
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Continued From page 19

On 10/26/11 at 1:50 PM E8 {Restorative Aide)
said that R15has bean holding her-head down
more in the past 3 - 5 months. E6 said that R15
could praviously holding her head up on her own,
but now she cannot hold it on her own. E8 said
"sometimes | turn her head” because she won't
do it on her own.

On 10/17/14 at 8:55 AM Z2 (Physical Therapist
Assigtant) seid that when R15 was admitted in
March of 2010 she din not have any neck issues

| according to the therapy notes. Z2 sald thet R16

was picked up by therapy again In January 2011
after she had a fall. 22 said that at that ime they
noticed that R15 wes starting to put her head
down and naeded cues to hoid her head up and
stand upright. 22 said that no range of mation
measuremants were taken of R15's heck
beceuse range of motion wasn't a problam. 22
polnted cut that when R15 was discharged from
therapy on 2/3/11 It was recommaendsd that staf!
encouraga R15 to hold her head up.

On 10/27/11 Z3 (Physlcal Theraplst) compisted
an assessment on R15. Z3 said that R15 cannot
hold her haad up on har own. Z3 said that R16
has severe {imits to range of motion upon laft
rotation of the head. Additionally, Z3 said that
R15 hae functional limits to range of motion to all
areas of her nack. 23 said that R15 requires
proper positioning/body alignment 0 reduce
further reductions in range of motion.

8

Fesbg
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November 9, 2011

G
CEIPT REQUESTED

Ms. Margarct Ryan, Administrator
Wanconda Healtheare & Rehab -
176 Thomas Couxt

Wauconda, [llinois 60084

RE:  Provider #:145887/0044859
Survey Date:Cctober 27, 2011
«  Survey Type: Annual Health Survey

Dear Ms, Ryan:

Pursuant to the Itlinois Nursing Home Care Act, a licensure survey was conducted at Wauconda
Healthcare' & Rehab on Ootober 27, 2011 by staff of the Ilinois Department of Public Health. The
licensute survey was part of a combined suryey during which federal certification regulations were also
evaluated. As a result of that combined survey, certification deficiencies have been issued to the
facility and certification remedies have been proposed, recommendsd or imposed. ‘

Enclosed with this letter are licensure findings written as a result of that combined survey.
Based on these findings, the Department may issue licensing violations to the facility which may result
in & monetary fine, conditional license or other serious licensure penalty. If you wish, you may submit
comments to the findings. Comments may be used by the facility to refute the findings of the
surveyors, explain extenuating circumstances that the facility could not have reasonsbly prevented or
inform the Department of methods and timetables to correct the non-compliance. After a review of the
findings, and any comments timely submitted by the facility, the Department will determine whether to
issue any licensure violations and licensure penalties. :

Any such licensure violations and penaities shell be in addition to any certification
deficiencies and remedies already received by the facility.

fragroving publie hesill, m eommasity ef a e

piinled g0 recyoled paper
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After you have reviewed the findings, please sign them and return them and amy comments to
the Illinois Department of Public Health, Division of Quality Assurance, Attention: Wendy Fry, 525
West Jefferson Street, Springfield, lllinois 62761. Comments must be received by the Department
within 10 days of receipt of the findings by the facility.

If you have any questions concerning these findings please comtact, at (217) 782-5180 or you
. may contact the department’s TTY number (hearing impaired use only) at 1-800-547-0466,

ety &, J
Richard L. Dees, Chief
Burean of Long-Term Care
Enclosures
c¢c:  Reviewer
File 2
LIC/FINDINGS/LIK
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CENTERS FOR MEDICARE & MEDICAID SERVICES OM';",’}S,%‘;Z%%‘Q‘S?
STATEMENT Of DEFICIENG] OER/SUPPLE
AR or iR |0 SRS [kt covsTRucTon AT S
B. WING
145887 1042772014
NAME OF PROVIDER CR SUPPLIER STREEY ADURESS, CITY, STATE, ZIF CODE
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r
4) 1D BUMMARY STATEMENT OF DEFICIENGIES 1) PROVIDER'S PLAN OF CORRECT.
%E)Fix {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREF(X (EACH CORRECTIVE AGTION suoumse comMALETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENGY)
F 441 | Gontinued From page 14 F 441
Findings include:
1) During the initial four with
E3{restorative/treatment nursa} on 10/24/201/4t
10:45 A.M., E4 (housokesper) was changingbed
linens in room 104-1. E4 placed sat of cleg
linens and blanket on top of an apen dray'e
to the bed of 104-2. E4 stated that she il use
the set of clean linens for beds 1 and
104,
2) On 1072472011 at 10:50 AN/,
(housekeeper) was changing A
was using linens/blanket thgf was on top of bed in
14141,
3} On 10/24/2011 at 14:00 AM., ES
#d muitiple sets of inens and
Any reason,
F9889 | FINAL. OBSERVATIONS FoBoe
LICENSURE FINDINGS
300,1210a}
FORM CMS-2567(02-98) Previous Verslons Dbaolele Event I0: LTI Faclity [[): 1LO009435 i continuation sheet Page 15 of 21
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Continued From page 15

300.1210b)2)
3G0.1210d}5)
300.3240a)

Section 300.1210 Genera! Requirements for
Nursing and Personal Care

a) Comprehensive Resident Care Plan. A facility,
with the participation of the resident and the
resident's guardian or representative, as
applicable, must develop and Implement &
comprehensive care plan for each resident that
Inciudes measurable objectives and timetables to
meel the resident’s medical, nursing, and mental
and psychosocial needs that are identified in the
resident's comprehensive esseasment, which
allow the reaident to attain or maintaln the highest
practicable level of independant functioning, and
provide for discharge planning to the least
restrictive setting based on the resident's care
needs. The assaessment shall be developed with
the active paricipation of the resident and the
resident's guardien or representative, as
applicable,

Section 300.1210 General Reguiremeants for
Nursing and Personal Care

b} The facility shall provide the necessary care
and getvices lo aftain or maintain the highest
practicable physical, mental, and psychologlcal
wali-being of the resident, in accordance with
each resident's comprehensive rasident care
pian, Adequate and properly supervised nursing
care and personal care shalt be provided (o each
resident to meet the total nursing and personal
care nesds of the resident, Restorative measures
shail Inglude, at a minimum, the following

procedures:

Fee9g
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 110872011
FORM APPROVED
MB NO. 0938-0391

STAYEMENT OF DEFICIENCIES {£1) PROVIDER/SUPPLIER/CLIA
ARD PLAN OF CORRECTION IDENTIFICATION NUMBER:

145887

{42} MULTIPLE CONSTRUCTION
A BULDING

B. WING _

(X3) DATE SURVEY
COMPLETED

1942712011

HAME OF PROVIDER OR SUPPLIER
WAUCONDA HEALTHCARE AND REHAB

STREET ADDRESS, CITY, STATE, 2IP CODE
178 THOMAB COURT

WAUCONDA, It g0084

{4) I
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUBT BE PREGEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1] PROVIOER'S PLAN OF CORREGTION {xs}
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROBE-REPERENCED TO THE APFROUPRIATE baTe

DEF

F9999

Continued From page 16

2} All nursing parsonnel shalt assist and
ancourage residents so that a resident who
enters the facility without a iimitad range of
motion dogs not experience reduction in range of
motion unless the resident's clinical condition
damanstrates thet a reduction in range of motion
Is unavoldable. Ali nursing personnel shal assist
and encourage residents so that a resident with a
lirmited range of motion receives appropriate
treatment and services to Increase range of
motion and/or to prevent further decrease In
range of motion.

Section 300.1210 CGeneral Reqmremenhs tor
Nursing and Personal Care

d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced onh a 24-hour,
seven-day-a-wesk basis;

B} A regular program to prevent and treat
pressure sores, heat rashes or othsr skin
breakdown shall be practiced on a 24-hour,
seven-day-a-week basls so that a resident who
entsrs the facility without pressure soras does not
develop pressure sores uniess the individual's
clinical candition demonstrates that the pressure
s0res were Linavoldable, A resident having
pressure sores shall recsive treatment and

. | services to promote healing, prevent infaction,

and prevent new presaure sores from geveloping,

Section 300.3240 Abuse and Neglact

a) An owner, llcenses, adminisirator, employee or
agent of a facility shalt not abuse or neglect a
resident.

THESE REGULATIONS WERE NOT MET AS
EVIDENCED BY:

)

Fag99
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OEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/09/2011
FORM APPROVED
OMB NO. 0938-0391

BTATEMENT OF DEFICIENCIES {t1} PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTYON IDENTIFICATION NUMBER:

146887

B, WING

{X2) MULTIPLE CONSTRUCTION
A, BUILDING

(3} DATE SURVEY
COMPLETED

10/27/2011

| NAME OF PROVIDER OR SUPPLIER
WAUCONDA HEALTHCARE AND REHAB

STREET ADDRESS, CITY, STATE, 2iP CQUE
178 THOMAS COURT

WAUCONDA, IL 60084

A0
PREFIX
TAG

SURMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY DR LEC IDENTIFYING INFORMATION)

D
PREFIX
TAG

FROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENGED TO THE APPROPRIATE

: DEFICIENCY)

compLamion

DATE

Fogoe

Continued From page 17

Based on obsarvations, interview and record
review the faciiity fated to address a resldent's
poor posttioning and falled to identify a rash
resuiting from the resident's poor position. The
facliify failed to assess, provide intervantions, and
care plan {o prevent limitations in range of motion
to the neck. These faliures resulted in 1 resident
(R16) developing a neck rash with fungus and
severs range of motion fimitation of the neck.
‘The sample size is 24.

The findings include:

R15 Is an 81 year old, saverely cognltively
Impalred resident who was re-admitted to the
facliity on 311610 with multiple diagnoses,
Including Paridnson's Diseass, according o the
most recent Minimumn Data Assessment {(MDS)
dated 8/14/11. R16 is totally dependeant on staff
for bed mobility, transfers, locomotion, dressing,
saling and personal hyglene, according to the
9/14/11 MDS.

R15 was observed in her wheelchalr with her
hezd down and her chin touching the right side of
her upper chest on 10724114 at 2:10 PM; 10/26/11
at 8:45 A4, 9:10 AM, 11:00 AM, 12:55 PM and
4:05 PM; and 10/26/1% at 8:45 AM, 10:05 AM,
10:20 AM, 10:41 AM and 10:565 AN,

On 10726/11 &t 10:55 AM E6 (Restorative Aide)
sald that R156 usually keeps her head down and
her syss cloged. E6 lifted up R15's head slightly
and held . A deep red rash was noted in the
skin folds of R15s neck. E3 (Restorative and
Wound Nurse) was present at this time. E3 sald
that she was not aware that R15 had arash on
har neck.

F9999
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/08/2011
FORM APFROVED

OMB NO. 0938-0394

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

145887

{(%2) MIA_TIPLE CONSTRUGTION
A BULOING

8 WING

X3} DATE SURVEY
COMPLETED

10/27/2011

WAME OF PROVIDER OR SUPPUER
WAUCONDA HEALTHCARE AND REHAB

STREET ADDRESS, CITY, 8TATE, 2IF CODE
176 THOMAS COURT

WAUCONDA, IL. 60034

4) 12
PREFIX
TAG

BUMMARY STATEMENT OFf DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LBC IDENTIFYING INFORMATION)

1o PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE AGTION SHOULD BE
TAG CROSB-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

{A8)
DATE

Fag99

Continued From page 18

On 10/26/11 at 11:10 AM Z1 {Doctor) examined
R16's nack. Z1 said that R16 had a resh with
fungus. Z1 said that he orderad ant-fungal
cream.

On 12/26/11 at 12:368 PM E7 (CNA) sald that she
noticed that R15 had a rash on her neck in the
moming but did not tell the nurse bacause she
thought the nurse new about it.

On 12/28/11 at 11:20 AM E8 (Nurse) said that
ghe was hot aware that R15 had a rash on her
neck.

R15 is an 81 yesr old, soverely cognitively
impeired resident who was re-admitted to the
facllity on 3/16/10 with muftiple diagnoses,
including Parkinson's Diseass, according to the
most recent Minimum Data Assessment (MDS)
dated 9/14/11. R15is tolally dependent on staff
for bed mobillly, transfers, locomotion, dressing,
eating and personal hyglene, according to the
g/M14/11 MDS. R15 has bitaterat functional
limitations In range of motion of the upper
extremily (shoulder, elbow, wrist, hand), and
lower extremity (hip, knes, ankle, foot) according
to the 9/14/11 MDS, The facility's Restorative
Functional Assessment dated 8/14/11 does not
assess R15's imifed range of mofion of her reck.
Physical Therapy notes dated 1/6 - 1/12/11
document that R15 needs reminders to kesp her
head up and sit upright. R15's therapy discharge
recommendetions for restarative care dated
2311 state “Encourage pts head posltion to be
up." R18's Care Assessment Areas dated
3/18/11 does not assess R18's behavior of
holding her head down., R15's care plan does not

F9999
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DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 11/08/201+

CENTERS FQR MEDICARE 8 MEDICAID SERVICES omgouag,mgggg%vegs?
STATEMENT OF DEFICIENGIES 1) PROVIDER/SURPLIERICLIA £427 MULTIPLE CONSTRUCTION 3} DATE SURYEY -
AND PLAN OF CORRECTION lDENTIFJGA“!‘ION NUMBER: A BULDING i COMPLETED

B WING
145887 1012772014
NAME OF PROVIDER OR SUIPRPLIER STREET ADDRESS, CITY, SYATE, 2P CODE
WAUGONDA HEALTHCARE AND REMAS 170 THOMAS COURT
WAUCONDA, IL. 80064
oD SUMMARY GTATEMENT OF DEFICIENGIES
RO {EACH BEFICIENCY MUST BE PRECEDED BY FULL PREFIX {ﬁm&?&‘&“ﬁéﬁnﬁ"ﬁ%@ae contznon
TAG REGULATCRY OR LBC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
- DEFICIENCY)
F8989 | Centinued From page 18 9988

identify R15's behavior of hoiding her head down,
and no interventions were planned.

R16 was observed in her wheelchalr with her
head down and her chin touching the right side of .| . s
her upper chest on 10/24/11 at 2:10 PM; 1042511
at 8:45 AM, 9:10 AM, 1100 AM, 12:55 PM and
4:05 PM; and 10/26/11 at 8:45 AM, 10:05 AM,
10:20 AM, 10:41 AM, 10:55 AM ang 226 PM.

On 10/28/11 E3 (Restorative Nurse) sald that
there was no prior assessment of R18's range of
motion to her neck. E3 said that the restorative
functional assessment does hot include a gection
for evaluating range of motion to the neck. Gn
10/27/11 at 12:10 PM E3 said that R16 did not
hava a care plan addressing R15's behavior of
halding her head down and no Interventions wete
planned.

On 10/26/11 at 1:50 PM E8 (Restorative Alde)
gaid that R15 has been holding her head down
more in the past 3 - b menths. E6 seld that R15
could previcusly holding her head up on her own,
but now she cannot hold it on her own. ES said
“somatimes | tum her head" because she won't
do it on herown. -

On 10/17/11 ot 8:55 AM Z2 (Physical Therapiat
Assistant) said that when R15 was admitted in
March of 2010 she din not have any neck issues
according to the therapy notes. Z2 sald that R15
was picked up by therapy again in January 2011
after sha had a fall. 22 sald thai at that time they
noticed that R15 was starting to put her head
down and neaeded cues to hold her haad up and
stand uptight. Z2 said that no range of motion
measurements ware taken of R15's heck

FORM CMS-2807(02-¥1) Previgus Versiona Obsotete Event ID: YL TH1 Faciitty W L6048 3 continuation shest Page 20 of 21
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 11002011

FORM
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMBJO%%&%%ED
SYATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (%2 MULTIFLE CONSTRUCTION
g : {X3) DATE SURVEY
D PLAN OF CORREGTION DENTIFICATION NUMBER: A BULDING COMPLETED
_—
B. WING
145887 A0/27/2011 |
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, 2IP CODE
WAUGONDA HEALTHGARE AND REHAB 176 THOMAS COURT
WAUCONDA, 11 sgos4
(%4) 1D SUMMARY STATEIMENT OF DEFICIENCIES ' o | PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUIST BE PRECEDED BY FULL F EAGH CORREC COMPLE
TAG REGULATORY OR 1.8C IDENTIFYING INFORMATION) pﬁiam C!§OSS-RE.F‘E‘REN(§2§ '?oc “n?e“ﬁ"r%@&m oare
| DEFIGIENCY)
F8888 | Continued From page 20 Fases

|

because range of motion wasn't a problem. 72
pointed out that when R15 was discharged from
therapy on 213111 It was recommended that siaff
ancourage R15 to hold her head up.

On 10/2711 23 {Physical Therapist) completed
an assessment on R18. Z3 eald that R15 ¢annot
told her head up on her own. Z3 sald that R15
has severe fimits to range of motion upaon teft
rotetion of the head. Additionally, Z3 said that
R15 has functional fimits to range of motion to all
areas of her neck. Z3 sald that R16 requires
proper positioning/body alignment to reduce
further meductions In renge of motion.

FORM CM3S-2567(02-99) Previous Verslans Qbscleta Event D IYLT14
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1 Damon T. Arpold, M.D., M.P.H., Director

625.535 Weal Joffarson Sirget - Springfieid, iilinols 62761-0001 » www.idph.state.il.us

{ivanzes ID: (044859
June 28, 2011 Faolity {D: G00R43%
Regton: 7
Adrministrator
Wauconda Healthcare and Rehab
176 Thornas Court

Wauconda, IL 60084

Dear Administrator:

A 1993 amendment to the Nursing Home Care Act allows the Department to issus two year
licenses to qualifying Long-Tarm Care facilities.

A review of your faciiity's inspection history reveals that this faciiity meets the criterfa outlined

in Section 3-110 of the Act. As a result, your upcoming license will be Issued for a perlod of two
yoars, expiting  11/30/2013  , pursuant to mesting the criteria in Section 3-110b of the Act.
An inspection, survey, or evaluation can change your qualification for the issuance of a two
year license. An inspection will be performed prior to the expiration date of your cutrent license
to determine if the faciiity still meets the two year license criterla.

The application form for the renewal.of your facility's licenses is attached. Your qualified status as
a two year reciplent resutts in an application fes of $3,080.00 . Please submit this

payment in the form of a check or money order, made payable 1o the Department of Public
Health,

tt is your faciiity's responsibility to notity the Department of any changes made within the
ownership structure of the legal entity designated as your facility's OperatoriLicensee
and Owner of Site and Building which occur at any time before your next renewal pariod.

i you have any questions regarding this correspondence, please contact the Licensure Section
at 217/782-5180, or for the hearing Impalred, the Department's TTY number is 1-800/547-0466.

Sincerely,

Idhpd . D

Richard L. Dees, Chief
Bureau of Long Termn Care
Quallty Assurance

Fmpeaving padile Realth, one sommniy @l o te

LTC-23%A
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Hiinois Department of

H EALI H o e
2 Damon T. Arnofd, M.D., M.PH., Direotor

525~§35 West Jofteraon Street « Springfield, Iliinols 6276'1-0001 * www.idph.state lbus

LUiosnses 1D: 0044859

June 28, 2011 . Facility iD: 8008436
' Reglore ?

Administrator

Wauconda Healthcare and Rehab

176 Thomas Court

Wauconda, . 60084
Dear Administrator:

Your facliity's current license is due for renewal on  11/30/2011 . Your upcoming license will
be effective  12/01/2011  andwillexpirecn  11/80/2013 . Bofore we can lssue the
renswal license, an application must be on file and considered completa by this Department. The

package of information {s included with this letter as weil as a retum envelops. The package
includes: .

(2 coples enciosed) \/

This document refiects the information contained in our data system. Please review the
intormation, make any changes or revislons. A facility representative must sign, date, and have

a notary compiete the appropriate section upon retuming the. ORIGINAL. Any changes in
information for carporations, limited Habiliity companies, limited partnerships, generatl partnerships,
or trusts need to be accompanied by the appropriate documents supporting the change. Your
faciiity Is also required to submit a license applicationfes of - $3,08000 intheformofa
check or money ordar payable to the lliinois Department of Public Heaith, The sacond original

of the Application for Long Term Cars Facility License should be retained by the tacility.

(2 copies enclosed) J

This form reflgcts the Information currently on file with the Department. Please review the data
provided, make any revision on this form. The last page must be signed and dated by a tacility
rapresentative upon retuning the ORIGINAL. A corresponding fioor plan that identifies every
raskient room must be retumed along with the enclosed form. {f a preprinted form was not
provided, a blank form with instructions Is enclosed. Relocation of previously disclosed
rooms/beds must be accompanied by an executed statemont Indicating that all licensure
requlremms have besn met, uslng the enclosad document entitied: RELOCATION OF

M@W Pleasa ratam the second or!glnai torm for future reference.

Imgroving public bosith, o sommupily ot 8 time
r—— ATTACHMENT LTC-29A
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« W e ant F (tacility provided) \/

A copy of the Surety Bond currently in effect neads to be provided. This includes the
Schedule A, all Riders anci/or Endorsements. The Bond and Schedule A must be

compietad In thelr entirety. The residem Fund Disclosure Update Form is o longer
required as part of the license renewal procass.

{2 coples enclosed) \/

This form provides the Information each facility must submit to meet the requirements of the
Alzheimer's Special Care Disciosure Act. One of the cholces must be checked In Part A of
the form. If the second choice is checked, all 9 items must be submitted with each renewal
application. s OR : nust be slaned, dated, and returtie The second

(2 copies enclosed) \_/

This form provides the information necesseary to venify the administrator iicense atatus and the

manager form has now been included as part of the facility license renewal process; requiring
submission on forms provided by the department. All facilities are required to report any change
in administrator {o the Department within five (5) days. Please retain the second otigina!

form tor future reference.

Our complete ORIGINAL application package Is to be submitted at least 120 days
prior to your current license expiration date. Using the return enveleps provided with this
package will ensure prompt recelpt and processing.

Any deviation from the Information contalned In the attached application package
must be promptly disclosed to the Department within 10 days of the change, pursuamt
to the Nursing Home Care Act (210 ILCS) Section 3-207{(a). lssuance of a {icense does
not negate the facillty's obligation to notify the Department, in writing, of any changes
contained In the application package, inciuding, but not limited to, the ownership
structure of the legal entity designated as Operatori.lcensee and Owner of Site and
Bullding prior to the next renewsa) period.

If you have any guestions conceming this correspondence or submission of your
application package, contact the Licensure Ssction at 1-217/782-5180 or for the hearing
impaired the Departmeant's TTY number is 1-800/647-0466,

Sin§re.!y, d Duy

Richard L. Deas, Chief
Bureau of Long Term Care
Quality Assurance

ATTACHMENT LTC-2 9A

229




ANTFIECIURE , COMTTRUCTION MARASEMENT . GONELLTTR
300 N. Rate Sowet Sulte 4104 Chicago | 60510

P ALMLIS05 £, I1Z9.877
20 1Incspeaicke. com

erence: W: ' nda Healthcare ~ Facil, ion & Parti;
Renovation

IDPH Provider Number — 145887

Existing Facllity Review:

The current existing facility is 39,953 SF. It is a one story bullding with a partial basement.

Condition is excelient and meefts all the requirements of NFPA 101, 2000 edition and all
applicable local and state codes.

Thank you for your time in reviewing this.

Sincerely,

W AN

Randal L. Kane, Architect
2401 Incorporated

ATTACHMENT LTC-29B
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Age of Wauconda Page 1of 1

- Christopher Vicere

From: Laura Zung flaura@:zung.ong]
Sent:  Thursday, May 03, 2012 10:45 AM
To: Christopher Vicere

Subject: Age of Wauconda

The original Wauconda building was finished in 1966.
in 1994, the 400 Wing was added and the dining room was enlarged.
fn 2005, The Town Square and Alzheimer’s Unit were added.

Margaret is sending me the survey and life safety docs. | will forward them to you.

Lz

ATTACHMENT LTC-29B
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CONFIRMATION OF RECEIPT OF IDPH LTC QUESTIONNAJRE

Information for 2011 from your LTC facllity has been recaived by the
lilnols Health Faciiities and Services Review Board.

Thank you for your cooperation.
Please print out & copy of this corfirmation notice for your records.
February 28, 2012

ATTACHMENT LTC-29C
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LTC Questionnaire - 2011 Data

Health Facilitles and Seryices Review Board {|HHFSR
-Torm Care ire for 2011

Page 1 of 1

This survey has been customized for your facility based on information in the IDPH databases.

Please verify the Information on this page.

Facllity Information
Fatllity Name
IWAUCONDAHEALTHCARECENTER |
Facliity Address
[176 THOMASCOURT . . .}
Faclitty Clty Faclilty Zip Code
]WAUCONDA e f . Il leg% .

Licensed Beds <peinitone S—
Licenssd Beds shown here for infotmation, Do not change.

Page 3 of 15

["<Back ][ Next> || Save |

https:/fsm'vey.dph_illinoi&govfmcyfcgi—biﬂ/qwgl%%orpomw.cgi

AT

‘@inquisite:

[V - P WY
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2/29/2012




L.TC Questionnaire - 2011 Data . Page | of )

Part | - Facllity and Utllization Data

Pleasa read the instructions for each quastion for clarification to underatand tha nature of the
neceseary response. All numaeric flelds are pre-fitled with zeroes. Aa appropriate, compiete all
guestiona with required data. Validation rules ara included to assist you In entering accurate and
consistent datz throughout the Questionnalre. All row and columns asking for antry of a total value are
compared to the sum of the row andlor column. H entored vaiuas do not confory to the valldation

rules, piease verify and enter tha correct values.

Questlon 1 - Is your facility designated as any of the foilowing:
Use this link to acccanas definitions: <Defnilions>

[} Life Care Facility
[J Continuing Care Retirement Community

Question 2 - Indicate condltions that prevent admission to your facllity. Check atl thai:pply. At tonst ona
box must ba chacked. Plaaze note that if None {(No Restrictions) s checkad, no ather boxes

shouid be checked. <Dafnjions=

] Aggressive/Anti-Social I Non-Mobile

I7] Chronic Alcoholism [} Other Government Rediplent*

¥ Developmentally Disabled £ Under 85 Years of Age

¥} Drug Addiction [ Unable to Seif-Med

{] Medical¢ Reciplent [¥} Ventilator Dependen

I Medicare Raciplent [l Infectious Dissase Requiring isolation
[¥ Mentai lliness ] Other Restrictions

I Non-Ambulatory . - [J None (No Restrictions

* ‘Other Government Recipient’ includes individuals whose primary source of payment is
Veterans

Adminisfration, County Boards, Community Ald Agencies, grants, CHAMFUS, CHAMP-VA, or
other government-sponsored programs.

Quastion 3 - If your facility ownership requires & Registered Agent with the liinols
Indicats the nams, address and talephone number of this person or company {must be an
liinols rasident or company).

Namo of Registered Agent: Christopher Vicere st
Address of Rogistered Agent . J50G1N.Pulaski |
glty.)Stato and Zip Code (plus [Chicago, IL. 60031 !
y. h ]
Telephone Number: [773-604-4418 i
Page 4 of 15
<k | > | Save | winqubsite

ATTACHMENT LTC-29C
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LTC Questionnaire - 2011 Data Page 1 of 1
[inols Health
Question 4 - Ploase report the number of Full-Time Equivalent Employees (FTEs), pald directly by
yaur facifity, DO NOT report the number of hours worked. Use the first psriod In
Deacemnber 2011 to account for your empioyees,
Due to the broad range of services provided in LTC facliltles, IDPH Is ng the
definitlon of 'Other Healthcare Personnel’ broad anough to Include all oriey of
heoaltheare staff not covered in the six listed major categories of personhal.
EMPLOYMENT CATEGORIES  FULL TIME EQUIVALENTS (FTEs)
Administrators 1. j
Physlclans R ‘
Director of Nursing 1 o
Registered Nuraes 15
LPNe 5 -
Certified Aldes R
Othor Health Parsonnel 29 e
Other Non-Heaith Parsonnel 0 T
Totals 131 L
Please indicate the number of hours in the work week for a full-time employee: [45)“_____._]
Page 5 of 16
[[<8ac] (x> | [ | winguisite

https:!fsurvey.dph.ﬂﬁnois.govlmayfcgi-binqu%b%rporate.cgi
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LTC Questionnaire - 2011 Data

Beds

1.Licansed Beds -

12/3172011 o
2.Peak Bads Set Up - 2011* 135 .|
3.Peak Bada Occupled - 2011 135

4. Beds Sat Up - 12/31/2041 1w
5.Beds Occupied -

1213172011 o eared

* PEAK BEDS SET UP in tha highast numbar of bede sotup and staffed for uss st sy timo during the year,
PEAK BEDS CCUUPIED Is the highest rumber of beds in use at any time during the year.

Page 1 0of2

AVAILABLE BEDS will be osiculatad es "Licsnaad Deds lesa Beds Occupled on Dacember 31, 2011 [20 IL.CS 3960/13]

Males

6. Under 18
7. 18-44

8. 45 - 58

9. 60-684

10.66-74

11.75-84

12. 85 & Over 1'1'" o - ]
26 1

13, Total Males
Females

14. Under 18

15. 18- 44

16. 45 - 69

17.60 -84
18.65-74

19.75 -84

20, 85 8. Over

21. Total Females

22, Total Resldents

1. 2,
Nursing Care Shettered

Pattent Days for FPatient day vetues should be besed on resident count for CALENDAR
2011 ’
23. Medicare Patient

Days

24, Medicald Patlent Days

25. Othar Public Pay Pafient Days
26. Private Insurence Patient Days

1]

o..
2 ]
8
LA,

11 ]
26
28 .
0 l

ATTACHMENT LTC-29C
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LTC Questionnaire - 2011 Data

27, Private Pay Patient Days 12976 | G

28, Charlty Care® Patient Days 0 o

28, Total All Patient Days 44193 0

Room Rates T

30. Private Room Rate CON o i

34. Shared Room Rate 245 ] o~ 1

Raclal Group Each rosidont In your facillty on the 185t day of the yaar should be sccaunted for ang

32.Aslan [z ! o ]

33.Amer, Indian/Nat. Alaskan R 0 T

34 Black/Afrlcan American o ! Id ]

35 Hewallan/Pacific 0 T

lslander

36.White

37.Race Unknowh

38.Tote! Ail Races

Ethniclty

39.Hispanic or Latino 1

40.Not Hispanic cr Latino 21 o ]

41.Ethnicity Unknown 0 z' 0 |

42.Total All Ethnicity fzz 1 R
1. 2,

Primary Payment Source* Nursing Care Shelterod

43 Medicare

44 Medicald

45,0ther Public

48.Private Insurance

47 Private Pay

48.Charity Care

43.Total Resldents

ey o g b e e e by

Admintetration funds and ¢ther public fimds pald diroctly to a faclity should ba recorded here.

PRIVATE PAY' Includsy monay from a private account AND any government funding mande out and paid to
ts thon trensforred to the facility to puy for services.

INSURANGE' refors to payment muds through privats insurance policlss.

*“OTHER PUBLIC' includes afl forme of dirsct pubiic payment EXCLUDING Medicare and Medicald. DMH/DD t‘:l Veolarans

Page 2 of 2

12976 |
0
44193

nia
nfa

counted cniy onos.

“Chartly cars” means care provided by & heaith cere facility for which the provider doss not to payment from
tha patient or a third-party peyer. [20 LGS 3080, Sectfon 3] Charlty cars doos not Includs bed debt or the ungeimburssd cosl of
Madicare, Medicaid, ant othar fedaral, Bists, or loca! indigent health cere progrems, eliglbiiiy for which is on finanaial
Page 6 of 16
| <Beck || Next> || Save | pinquisite]

ATTACH]
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LTC Questionnaire - 2011 Data ' Page 1 of 1

-T cit v onnaire “’ 1

Question 6 - Admisstons and Discharges during the Calendar Year 2011.

Short-Term discharges to the hospital for Acute or Bub-Acute Care or reicasea to vialt frienkds and relatives by
residents who are sxpected to roturn to the faoility are not to be counted as discharges or fe-dmigsions, Count
only thosa residents injtinfly admitted and those permanently discharged from your facility. A residant who has
besn parmanantly dinchargad and izier re-enters the facility may be counted as 8 new sion.

The sum of Lines A + 8, minus Line C must agual Line D, The todat number of resldents dadd on Line D

MUST NOT EXCEED the total numbar of itensed beds your facllity has reported on Line 1 0f QUESTIONN. The

gml ;gcgam repocted on iing O must squal the total residgnts reportad in Question IV smd Guestion i, Linea
A, 3, .

A. Rasldents on the FIRBT DAY of the 2011. 425

Indicate the number of reaidants in your facility at the BEGINNING of hedayon | 777 7
January 1, 2014 on Line A, The residant sount should be the same a3 the reaident
count your facllity reportad to the Depariment on December 31, 2010,

B. Total Admisslons DURING Calendar Year 2011.
gldm the tota) nurber of restdents your facllity admitted durlng 2041 on Line

C. Total Dlacharges DURING Calendar Year 2011.
indicate the total numbar of residents your facility discharged during 2011 on
Linws . Remomber, this value ls finul dischargas only, not admininirative
discherges of any typs.

D. Resldents on the LAST DAY of 2011,
indicate the total numbaer of residents your facility had an Decombeor 31, 2014,

Page 7of 15

Attt Pl o
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LTC Questionnaire - 2011 Data

Report the number of residents In your facllity at the END OF THE LAST DAY OF 2011 by thelr PRIMARY

Part | - Facillty and Utilization Data

Question 7 - Primary Diagnosis of Residents on DECEMBER 31, 2011,

RESIDENTS - COUNT EACH RESIDENT QONLY ONCE. The primary disgnosix of 2 realdent Iy the MAJOR
which a resigent Is recolving carc. Alongsids each diagnostic group is ths rangs of Intarnational Clasatfioation of Dissases

codes oontained withir the particutar

o group. Uss only the classifications fisted ~ if a dis

zuiar diagnosi!
listad classification Include it In OTHER MEDICAL CONDITIONS. .
NOTE: ALZHEMER'S DISEASE — For tha purposa of this qusstionnaire only — ALL RESIDENTS with & PRIMARY disgnoels

|Ch-8 CW
Numbers

140-238
240-279
280-268

280.1 & 331.0

203-
207,300
289,315~
318
320-389

990-469
440-519
520-579
580-629
680-708

710~
738
800-989

Question 8 - Resldents on Decembar 31, 2011, whosa Dlagnosis included Mantal #1

of ALZHEIMER'S DISEASE wre 1o be placed In the ICD-2 CODE 260.1 4

Primary Diagnosis
Neoplasms
Endocrine/Metabolic Disorders
Blood Digsorders

Alzheimer's Disease {All with Primary Diagnosis of Alzheimer's)
Mentsai lliness {Does not include Alzhesimer's Disease)

Developmentat Disabllitles (Does not Include Alzhelmer's Disaase)

Nervous System Disorders {Does not include. Alzhalmar's
Disezse)
Clreuiatory System Disorders

Respiratory System Disorders
Digestive System Disordors
Ganlitourinary Systom Disordera
Skin Disorders
Musculo-8Bkaletal Disorders

Injurtes and Poisonings
Other Medlcal Condlitions
Non-Medical Conditions

Total Resldents

Page 1 of 2

SRB)

diagnosls. COUNT ALL
Ith prablem for

dosa not flt Into a

0.

Number of
Residents

Roport tha numbar of residents in your facility on Decembier 34, 2041, whons diagnosis ifcluded Mantat Hinses

{(ICD-0 CODE 203-297.300). Inclucts all the realdants
7, and 2t residants with a diagnoals of Manta! lliness In sddition to thalr Primary D

with Primary Dagnosis of

Resldents with Diagnosic of Mental liiness

Question 9 - Reslidents on December 31, 2011, who were Kertifiad Offendars*®

Raportt tha number of residents [n your facility on Decambar 31, 2041, who ware
Offenders™.

Resldents who were ldentifisd Offanders

- * Any resident so Identiftsd thraugh a criminat history background check aa reguired by
Act {210 ILCS 45/3-201.5) paragraphs b and €.

Click 'Next' to proceed to Part Il - Financlal and Capital Expanditures

Page 8 of 15

ntal illnesa in Quagtion

as Ydentifled

b ]

Nursing Kome Care

Data

ATTACHMENT LT(C-29C
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LTC Questionnaire - 2011 Data

111 iiitie Servi
Care Fa th

8 |
THE DATA REQUESTED BY THIS QUESTIONNAIRE ARE AUTH

eal g Re

ng-Te

r

Page 1 of 1

RIZED

PURSUANT TO THE JLLINOIS HEALTH FACILITIES PLANNING ACT [20/ILCS 3960/5.3]

We have made fundamental changes In the way we are collecting the d
make responses easler and the data more accurate.

Part I} - Financial and Capital Expenditures data for your facllity MUST
FOR THE MOST RECENT FISCAL YEAR AVAILABLE TO Y
THESE DOLLAR AMOUNTS ARE FOUND IN YOUR MOST RECENT ANN
STATEMENTS WHICH INCLUDES YOUR INCOME STATEMENT STA
BALANCE SHEET.

FINANCIAL STATEMENTS ARE DEFINED AS AUDITED FINANCIAL

REVIEW OR COMPILATION FINANCIAL STATEMENTS, OR TAX RETUR
' RECENT FISCAL YEAR AVAILABLE TO YOU.

K you have any problems providing the data requested, please contact
mai! at DPH.FaciltySurvey@lllinois.gov, or by telephone at 217-1

, intended to

E REPORTED

.

AL FINANCIAL
MENT AND

ATEMENTS,
FOR THE MOST

this office by e-
82-3518.

Indicate the Starting and Ending Dates of your Fiscal Year {(mm/dd/yyyy)

Starting  fot012011 | Ending [12/31/2011

)

Source of Financial Data Used
[Raview or Compliation Financtal Staterents 3

Page 8 of 15

<8k ] > | 5o

ATTACHM
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R

LTC Questionnaire - 2011 Data

A. CAPITAL
EXPENDITURES
Provida the following Information for all projects / capital expenditures

obligated by or on behalf of the health care facliity for your reported Fiscal Year (¢l

Page 1 of 1

ﬁ the ink below

the teble for definttions of torms):
Amont ' CON Project
Description of Project / Capltal Expenditure Method of Finanging | Number (if
Obligated towad

0d|
Definfions>

il i L bkt it e By

Report the TOTAL of ALL Capital Expandltures for your reported Fiscal [fear

(include expanditures below $303,000):

TOTAL CAPITAL EXPENDITURES FOR YOUR REPORTED FISCAL YEAR
(including those below $303,000)

Page 10 of 16

135,679,

<k R |

httpsi//survey.dph.illinois. gov/survey/ogi-bin‘qwebcorporate. cgi
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LTC Questionnsire - 2011 Data

Lona-Term Care Facllity Questionnaire for 2011
|

Part |1 - Financlal & Capital Expenditures Data

8. NET REVENUES BY PAYMENT SOURCE FOR YOUR REPORTED FISCAL

Page 1 of 1

YEAR
Flscal Year Net R ues

[Medicare 7054358

lcald 3036204
Cther Public Pay* {

vate Insurance* 1404710
te Payment® 2741603 )
OTAL NET REVENUES FOR REPORTED FISCAL Y! 13236965

icare

amd Modicaid. DMH/DD and Veterans Administration funds jand other
public funds pald directly to a facllity should be recorded here.

* ‘OTHER PUBLIC PAY" Includes all forms of direct public payment EXCLUDING hru!

‘PRIVATE INSURANCE' refers to payment made through private insurance polt
'PRIVATE PAYMENT" includes monay from a private account AND any gove

funding
meade out and pald to the restdant which s then fransf

facliity to pay for services.

Charity care doss not Include bad debt or the unreimburzed cost of Madicare,
and other federal, State, or local indigent health care programs, eligiblitty for wh
on financial nead.

Actual Cost of Sorvices Provided to Charity Care 0

|Residents in Reported Flacal Year e USRS Sy P

Page 11 of 15

["<Back | [ Mext> || Save |
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LTC Questionnaire - 2011 Data

inols Health Facilities and
T Facli

Page 1l of |

s Raview Board [{HESRB

uestionnalre
n n

2011

The Immunization Section of the illinois Department of Public Health requests that you
provide the following information regarding the immunization policles and Immunization
status of your staff and reslidents In regards to Influenza and pneumoc | pneumonla.

Thank you.

Yes | No

Influenza vaccine to RESIDENTS?

Does your faciiity have a written policy for administaring

pneumococcal vascine to RESIDENTS?

Does your facility have a written policy for administering

MEMBERS agalnst influenza?

Does your facility have a written policy for vaccinating STAFF

Does your facllity have a written policy for vaccinating STAFF

|MEMBERS against pneumococeal pneumenlta?

Does your facllity have a written pollcy for use of amantadine
and/or rimantadine during &n influenza outbreak?

O|0]|e|e]|@®
®@]®|O0]0O10O

Number Recelving |Numbier NOT Recolving
Inluenza Veccine Influenza Vaccine
ecord the number of RESIDENTS who received

nflusnza vacelng during the time period from [45 ||[10 _ ]

ctober, 2011 through January, 2012 B
Number Racalving | Number NOT Recaiving

Vacclne Pneumoococal Vaccine

rd the number of CURRENT RESIDENTS who
ave racelvaed a pneumoccccal vaceine In the {96 18 |
2006 through 2011 |
Page 12 of 15

[« Back'"][ Next> |{ Save |
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LTC Questionnaire - 2011 Data

Illinoig He litles an view Bo

re for

art [V - Ojder Adult Serviceg 8

The Older Adult Services Advisory Committes, created by Public Act 093-1031, is
Information about services belng provided to older aduits In the State of lilinocis as part of its mandate
to "promote a transformation of lllinois' comprehansive system of older adult servi¢es from funding a

primarily faciiity-basod service dellvery system to primarily a home-based and
system, taking Into account the continuing need for 24-hour skitled nursing care and congregato

Page 1 of 2

vired to gather

munity-based

housing with services".

1. What outpationt or community based sarvices to clients, other than your nursing heme

m:!do:smg' ur facility or affillated agency offer?
Outpatint/Community-Based Services. Average Dally Number of Gllenta
Outpatient Physical Therapy [ o ]
Outpatient Occupatfonal Therapy [ . R
Outpatient Speech Therapy | " ijT
in Housa Respite Care Program 24 Hours or More fo ]
in House Respite Care HogmmTeT;man 24 Hours Per Day b 1]

Adult Day Care Sarvices Not Part of Respite Care Program

l

Alzheimer's Adult Day Care Services Not Part of Respite Care
Program )

Home Health Care for Medicare or Medicald Clients

|

Home Care Services for Private Pay Cllents

i

Homemakers and Persongl Care Assistants

Home Delivered Meals Program

Trenuportation Services for Persons in the Community

Qutpatient Wound Care and/or Speclalized Wound Care

Cutpatient Dialysis

Community Fasmily Caregiver Tralning or Support*

=
I
Lo

Community Nutrition Site

Qutpatient Telephone Reagsurance for Community Seniors

Private Duty Nursing Services

* For Communlty Mermbers Other than Residents’ Family Members

2. What Other Outpationt/Community Services Doess Your Facliity Offer?

https:f.’mrvey‘dph.iﬂinois.gnv/mey/cgi—bim‘qwgggozpomtc.cgi
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LTC Questionnaire - 2011 Data

o onnalm D

are Faclli

Page 1 of 1

RSB)

Please provide the following contact Information for the Individual responsible fort+ proparation of
this questionnalre:
Contact Person Name HARGARET RYAN N - ...._.j
Contact Person Job Title DMIN ls,_T_IRATOR |
Contact Person Telaphone 847-526-5551 ] j
Contact Pereon E-Mall Address Er_aggg_@lﬂa_gpgs}g::—_llg._ppﬁ] L ]
Please provide the following Information for the Facillty Administrator/CEQ of the fackity:

Administrator's Name WKRGARET&X&N« .,. -
Administrator's Title ADMINISTRATOR
Administrator Telephone 847-526-5551 _ T
Administrator E-Mall Addreas mlyan@lancastar-hg com

THANK YOU FOR COMPLETING THE ON-LINE LONG-TERM CARE QUESTIGNNAIRE.
i you have any comments on the survey, pleaso enter them In the space below.

A S P PR ——

Page 14 of 16

P A PP S

O T T L s
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LTC Questionnaire - 2011 Data Page 1 of 1

llinols Health Facillties and Serylces Review Board (IHFRSB
Lohp-Te a cll uest for 201

CERTIFICATION OF S8URVEY DATA

Pursuant to the Health Faclliies Planning Act (20 ILCS 3980/13), the State Board requi
opersting in the State to provide such reasonable reports at such imes and contalning information as is
needed” by the Board to carry out the pumoses and provisions of this Act. By completing this section, the
named individual Is certifying that he/ehe has mad the foregalng document, that hefshe is authorized fo make
this oertification on behaif of this facility, and that the information contained in this report{s accurate, truthful

"ali heatlth facilities

and complete to the best of hisfher knowledge and belief. Please nota that the State

will be ralying on
the nfarmation cortained in thls document as baing truthfid and accurate Infermation. misreprasentstlons
will be consldared material,
[4] | cortify that the Information In this report Is accurata, truthful and complete to the best of my knowladge.
Person [Margaret Ryan - ]
Certiying == - e i
Job Title |Administrator B | Cestification  [$2/26/2012 !
Administrator = - Y Date .
WITH YOUR ANSWERS FOR Fu_ TURE BgFgRENt:g,
O U SUB DTHEF NO CCE GE
POSSIBLE,
U CANN C [TED FORN, SO BE SURE TO YERIF
YOUR ANSWERS BEFORE CLICKING ON THE 'SUBMIT FORM) BUTTON.

WHEN YOU HAVE REVIEWED AND PRINTED YOUR RESPONSES, CLICK THE 'SUBMIT
FORM' BUTTON TO SEND YOUR COME D QUESTIONNAIRE BACK TO OUR
OFFICE. YOU WILL BE ROUTED TO A CONFIRMATION PAGE.

YOU HAVE A PROBLEMS, PLEASE CONTA HIS © = IMMEDIAT A

-782- R MAIL AT D 7) JLLINOIS. _G_OV
Page 16 of 16
[ <Back | [ Submh Form |[ Save | Efﬁquia!t&
ATTACHMENT LTC-2%C
https://survey.dph.illinois. gov/survey/cgi-bin/qwebcorporate.cgi 2/29/2012
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CONFIRMATION OF RECEIPT OF ANNUAL LTC SURVEY Page1of 1

CONFIRMATION OF RECEIPT OF ANNUAL LTC QUESTIONNAIRE

Thank yon for submitting your facility survey information,
Your information has been received by the Illinois Health Facilities and Services Review Board,

If you would like to print out a dated confirmation recelpt, CLICK HERE

ATTACHMENT LTC-2SC

htlp:!)‘www.hfsrb.illinois.govf]‘hanksLTCinfo.hﬁglx49 2/28/2012




JPMorgan

Amy Welzer
Managing Diractor
Private Banking

May 24,2012

To Whom It May Concern;

J.P. Morgan has been the banker for Wauconda Healthcare and Rehabilitation Centre, LLC and the Lancaster Health
Group for over 10 years. They have sufficient cash and securities in excess of $10,000,000 to fund their commitment
for the construction of the 57 bed addition to Wauconda. In addition, they will have sufficient cash and securities to
fund threc years of opemtions.

If you have any questions, please do not hesitate to contact me.
Sincerely,

Oy -

Amy Welzer

16 5. Jearbom. B floor, Chitago. i 60803
Telpphone: +1 312.732-1504 Facgwmite; 1 312-772-7424 Emsil: anmy welzer@mnogan.com
J.F. vargan Chase Baok, BLA, ATTACHMENT-39

Bark pestisles and ser s are offersd thizuab Panaegsn Chase Bank. LA, and s aftlatey acuesting are oftered by 1F Ma1ean Secnrites (10
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& Wrccondss

HealthCare & Rehabilitation Centre

Trusted care. Peace of mind.

May 7, 2012

Ms. Courthey Avery

Administrator

Winois Health Facilities and Services Review Board
525 West Jefferson Street, Second Floor
Springfield, IL 62761

RE: Criterion 1120.140.A Reasonableness of Financing Arrangements

Dear Ms. Avery:

Regarding the above referenced criterion, we hereby certify that the total estimated
project costs and related costs will be funded in total with cash and equivalents,

including investment securities, unrestricted funds, received pledge receipts and funded
depreciation.

Sincerely,
Christoph;r Vicere

Vice President — Finance

State of lllinois County of Cook

Sworn to before me this

7 _dayof _yAY . 2012

',..c-'_c;‘,—_’.,l’,?s_ﬁa__/

Notary Public

ATTACHMENT -4 24
176 Thomas Court » Wauconda, 1L 60084 « {847) 526551 » Tax (847) 5267549 » www.vaucondacare.com
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WAUCONDA HEALTHCARE AND REHABILITATION CENTRE

Statements of Income and Expense - Projected

For the Twelve Month Periods ended Aprit 30, 2015 and 2016

Gross Income

Operating Expenses
Nursing
Housekeeping
Plant
Dietary
Employee Welfare
Laundry and Linen

Total Operating Expenses

Income Bafore Gen and Admin Expenses

General and Administrative Expenses

Income Before Capital Expenses

Capftal Expenses
Rent
Real Estate Taxes
Interest
Depreciation
Total Capital Expenses

Net Income

Census Census
2015 51,548 2016 57.488
315,466,366 $209.45 $17,504,566 $311.45
$7,374,505 $142.79 $8.333,191 £144 .96
535,457 10.37 605,067 10.53
331,913 6.43 375,061 6.52
1,107,047 21.43 1,250,954 21.76
1,212 528 23.48 1,370,157 23.83
153,541 2.97 173,501 3.02
$10,714,991 $207.46 $12,107,940 $210.62
$4,751,374 $92.00 $5.796,625 $100.83
$1,477.899 $28.62 $1,670,025 $29.05
$3,273.476 $63.38 $4,126 600 $71.18
$1,881,048 $36.42 $1,937,479 $33.70
187.714 3.63 193,345 3.36
5,351 0.10 5.511 0.10
24,211 0.47 25,988 0.45
$2,098,324 $40.63 $2,162,324 $37.61
$1,175,152 $22.75 $1,964,276 $34.17

Prepared by Vatued Gataway 2000 Cusiomer SWA2012
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WAUCONDA HEALTHCARE AND REHABILITATION CENTRE
Balance Sheet - Projected

30-Apr-15
ASSETS
Current Assets
Cash end Cash Equivalents $142.218
Accounts Recefvable 4,026,851
Notes Receivable 1,441,291
Prepaid Expenses 22,498
Total Current Assets $5.632.868
Property and Equipment
Leasehpld Improvenents $190,341
Furniture and Fixtures 606,350
Less: Accumulated Depreciaticn 685,956
Total Property and Equipment - Net $110,735
Total Assets $5,743,603

LIABILITIES AND SYOCKHOLDERS' EQUITY

Current Liasbilities

Accounts Payable $243,654
Accrued Liabflities:
Payro?1 and Payroil Taxes 188,852
Expenses : 174,876
Vacation and Sick Benefits 388,452
Real Estate and Sales Tax 196,306
Resident Trust Fund Liabiifty 43,618
Bad Debt Reserve 85,259
Total Current Liabilities $1,321,017

Stockholders' Equity

Retained Earnings Prior Years $3,247.4%4
Add: Net Income 1,175,152
Total Stockholders' Equity $4,422,586

Total Liabilities and Stockholders' Equity $5.743,603

Prepered by Velved Gateway 2000 Customer S8/2012
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WAUCONDA HEALTHCARE AND REHABILITATION CENTRE
Balance Sheet - Projected

30-Apr-16
ASSETS
Current Assets
Cash and Cash Equivalents $174,890
Accounts Receivable 4,534 371
Hotes Receivabie 2.822.074
Prepatd Expenses 34,757
Total Current Assets $7.566,092
Property and Equipmemnt
Leasehold Improvements . $211.818
Furniture and Fixtures 656,780
Less: Accumulated Depreciation 711,944
Total Property and Equipment - Net $156,654
Total Assets ' $7.722,746

LIABILITIES AND STOCKHOLDERS' EQUITY

Current Liabilities

Accounts Payable $264,155
Accrued Liabilities:
Payroll and Payroll Taxes 204,301
Expenses 169,688
Vacation and Sick Benefits 374,605
Real Estate and Sales Tax 201,811
Resident Trust Fund Liability 46,512
Bad Dept Reserve 74,812
Total Current Liabtlities $1,335, 884

Stockholders’ Equity

Retained Earnings Prior Years $4,422 586
Add: Net Income 1.964,276
Total Stockholders' Equity $6.386,862

Total Liab11ities and Stockholders' Equity $7,722.746

Prepared by Valuad Qataway 2000 Customer S87M01 2
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WAUCONDA HEALTHGARE AND REHABILITATION CENTRE
Balance Sheet - Projected

30-Apr-17
ASSETS

Current Assets .
Cash and Cash Equivalents $211,869
Accounts Receivahle 5,144,001
Notes Receivable 4,593.404
Prepaid Expenses 39,707
Total Current Assets $9,988,981

Property and Equipment

Leasehold Improvements $217,909
Furnfture and Fixtures 674, 446
Less: Accumulated Depreciation 741,808
Total Property and Equipment - et $150,547
Total Assets $10,139,528

LIABILITIES AND STOCKHOLDERS' EQUITY

Current Liabilities

Accoumts Payable $259.225
Accrued Liabitities:
Payroll and Payroll Taxes 191,404
Expenses - 167.799
Yacation and Sick Benefits 376,991
Real Estate and Sales Tax 204,155
Resident Trust Fund Liability 48,677
Bad Debt Reserve 94,852
Total Current Liabtlities $1,353,103

Stockholders’ Equity

Retained Earnings Prior Years $6,386,862
Add: MNet Income 2,399,563
Total Stockholders' Equity $8,.786,425

Total Liabil1ties and Stockholders™ Equity $10,139,528

Prepared by Yatued Gatoway 2000 Customer S/8/2012
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WAUCONDA HEALTHCARE AND REHABILITATION CENTRE

Statements of Income and Expense - Projected

for the Twelve Honth Periods ended April 30, 2015. 2016 ang 2017

Gross Income

Qperating Expenses

Nursing

Housekeening

Plant

Dietary

Empioyee Welfare

Laundry and Linen
Tatal Operating Expenses

Tncome Before Gen and Admin Expenses

General and Administrative Expenses

Income Before Capital Expenses

Capital Expenses

Rent

Real Estate Taxes

Interest

Depreciation
Total Capital Expenses

Net Income

Census Census Census
2015 51,648 2016 57.488 2017 57.488
$15, 466,366 $299.44 $17,904 566 $311.45 $18,799.794 $327.02
$7,374.505 $142.79 $8,333.191 $144.96 $8,583,186 $149 .31
535,457 10.37 605,067 10.53 623.219 10.84
. 331,913 6.43 375,061 6.52 386,313 6.72
1,107,947 721.43 1,250,964 21.76 1.288,492 22.41
1,212,528 23.48 1,370,157 23.83 1,411,262 ?4.55
153,541 2.97 173,501 3.02 178,706 3.11
$10.714,991 $207.46 $12 107,940 $210.62 $12,471.178 $216.94
$4 751,374 $92.00 §5,796,625 $100.483 $6,328,615 $110.09
31,477,899 $28.62 $1.670.025 $29.05 $1,720,126 $25.92
$3,273.476 $63.38 $4,125,600 $71.78 34,608,489 $80.17
$1,881,048 $36.42 $1,937.479 $33.70 $1.976,229 $34.38
187.714 3.63 193,346 3.3 187,213 3.43
5,351 n.1¢ 5.511 0.10 5.621 0.10
24,211 0.47 25,988 .45 29,864 0.52
$2,098,324 $40.63 32,162,224 $37.61 $2,208,927 $38.42
$1,175,152 $22.7% $1,964.276 $£34.17 $2.399,563 $41.74

Procared by Vahsed Gatewary 2000 € S/ai2012
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Wauconda Healthcare and Rehabilitation Centre

Statemsnts of Cash Fiows - Projected

For the Twelve Month Periods Ended April 30, 2015, 2016 and 2017

CASH FLOWS FROM OPERATING ACTIVITIES

Net Income
Add: Depreciation

ADJUSTED NET INCOME

Adjustments o Reconcile Adjusted Net Income
o Net Cash Provided By Operating Activities:
Increase in Accounts Receivable
Increase in Prepaid Expenses & Other Current Assets
Increase in Accounts Payable
Increase{Decrease) in Accrued Expenses and Other
Currert Liabilities

TOTAL ADJUSTMENTS
NET CASH PROVIDED BY OPERATING ACTIVITIES

CASH FLOWS FROM INVESTING ACTIVITIES

Payments for Acquisition of Property and Equipment

CASH FLOWS FROM FINANCING ACTIVITIES

Proceeds From Note Receivable - Related Parties

INCREASE IN CASH & CASH EQUIVALENTS

CASH AND CASH EQINIVALENTS - BEGINNING

CASH & CASH EQUIVALENTS - ENDING

2015 2016 2017
$1.175,152 $1,964,276 $2,399,563
24,211 25,988 20,864
$1,199,363 $1,990,264 $2,420.427
($204,860) ($507.510) ($809,830)
(8,989) (12,259) (4,950)
10,876 20,501 5,070
11,866 (5,634) 12,149
($191,107) (3504,902) ($597,361)
$1,008,256 $1,485,362 $1,832,066
($41,203) ($71,907) (323,757)
($865,664) ($1,380,783) ($1,771,330)
$101,389 $32,672 $36,979
40,829 142,218 174,880
$142,218 $174,890 $211,869
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Charity Care Information

Charity Care information MUST he furnished for ALL projects.

1.

All applicants and co-applicants shall indicate the amount of charily care for the latest three
audited_fiscal vears, the cost of charity care and the ratio of that charity care cost to net patient

revenue.

Over the latest three year period, this facility has not reported any charity care:

if the applicant owns or operates one or more facllities, the reporting shall be for each individual
facility located in Hlinois. If charily care costs are reported on a cgnsolidated 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 finapcial statement; the allocation of charity care costs; and
the ratio of charily care cost to net patient revenue for the facility under review.

Appended as ATTACHMENT-44A are copies of the “related entities”’ annual IDPH

facility profile that lists the total charity care expense and the charity carc expense as a percent of

total net revenue.

3.

i the applicant is not an exlsting facility, it shal! submit the fagility'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.

This item is not germane as the facility is existing.

ATTACHMENT-44

ATTACHMENT-44
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