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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2013 Edition

ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD AL
APPLICATION FOR PERMIT

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATI%NR 19 2015

This Section must be completed for all projects. HEALTH FACILITIES &

SERVICES REVIEW BOARD
Facility/Project Identification

Facility Name: Gateway Regional Medical Center

Street Address: 2100 Madison Avenue

City and Zip Code: Granite City, IL 62040

County: Madison Health Service Area 11 Health Planning Area: F-01

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

Exact Legal Name: Granite City Hospital Company, LLC d/b/a Gateway Regional Medical Center

Address:See above

Name of Registered Agent: CT Corporation

Name of Chief Executive Officer: W. Larry Cash

CEOQO Address: 4000 Meridian Blvd., Franklin, TN 37067

Telephone Number: 615-465-7349

Type of Ownership of Applicant/Co-Applicant

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

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

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

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

Primary Contact
[Person to receive ALL correspondence or inquiries)

Name:Clare Connor Ranalli

Title:Partner

Company Name:McDermott, Will & Emery

Address:227 W. Monroe St., Chicago, IL. 60606

Telephone Number:312-984-3365

E-mail Address:cranalli@mwe.com

Fax Number:

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

Name:None

Title:

Company Name:

Address:

Telephone Number:

E-mail Address:

Fax Number:

DM_US 58315020-1.092662.0020




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2013 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

Facility Name: Gateway Regional Medical Center

Street Address: 2100 Madison Avenue

City and Zip Code: Granite City, IL 62040

County: Madison Health Service Area 11 Health Planning Area: F-01

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

Exact Legal Name: Community Health Systems, Inc.

Address: 4000 N. Meridian Blvd., Franklin, TN 37067

Name of Registered Agent: Rachel Seifert

Name of Chief Executive Officer. Wayne T. Smith

CEOQ Address: 4000 N. Meridian Blvd., Franklin, TN 37067

Telephone Number: 615-465-7349

Type of Ownership of Applicant/Co-Applicant

O Non-profit Corporation O Partnership
4 For-profit Corporation Ol Governmental
O Limited Liability Company O Sole Proprietorship O Other

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

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

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

Primary Contact
[Person to receive ALL correspondence or inquiries)

Name: Clare Connor Ranalli

Title: Partner

Company Name: McDermott, Will & Emery

Address:227 W. Monroe St., Chicago, IL. 60606

Telephone Number:312-984-3365

E-mail Address.cranalli@mwe.com

Fax Number:

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

Name: None

Title:

Company Name:

Address:

Telephone Number:

E-mail Address:

Fax Number:

DM_US 58315020-1.092662.0020
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2013 Edition

Post Permit Contact 7
[Person to receive all correspondence subsequent to permit issuance-THIS PERSON MUST BE
EMPLOYED BY THE LICENSED HEALTH CARE FACILITY AS DEFINED AT 20 ILCS 3960

Name: Mark Edward Cunningham - +

Title: CEO

Company Name: Gateway Regional Medical Center

Address: 2100 Madison Avenue, Granite City, IL 62040

Telephone Number: 618-798-3000

E-mail Address: ed cunnmgham@chs net

Fax Number:

Site Ownership
[Provide this information for each applicable site]

Exact Legal Name of Site Owner: Granite City lllinois Hospital Company, LLC d/b/a
Gateway Regional Medical Center

Address of Site Owner: 2100 Madison Avenue, Granite City, IL 62040

| Street Address or Legal Description of Site:
Proof of ownership or control of the site is to be provided as Attachment 2. Examples of proof of ownership
are property tax statement, tax assessor’s documentation, deed, notarized statement of the corporation

attesting to ownership, an option to lease, a Ietter of intent to lease or a lease.

APPEND DOCUMENTATION AS ATTACHMENT-Z; IN NUMERIC SEQUENTIAL’ ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. . . . . . R

Operating IdeniityILicensee'
[Provide this information for each applicable facility, and insert after this page.]

Exact Legal Name: Granite City lllinois Hospital Company, LLC d/b/a Gateway Regional Medical Center

Address: 2100 Madison Avenue, Granite City, IL 62040

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

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

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

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

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

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
fnnancnal contrlbutlon

" APPEND DOCUMENTATION AS ATTACHMENT-4l IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. ’ . ) . i o

DM_US 58315020-1.092662.0020
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2013 Edition

Flood Plain Requirements N/A -Discontinuation of Service Project
[Refer to application instructions.]

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

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

Historic Resources Preservation Act Requirements N/A —Discontinuation of Service
[Refer to application instructions.]

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

APPEND DOCUMENTATION AS ATTACHMENT-6, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
 APPLICATION FORM. .

DESCRIPTION OF PROJECT

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

Part 1110 Classification:

X Substantive

O Non-substantive

DM_US 58315020-1.092662.0020
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2013 Edition

2. Narrative Description

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

The project proposes discontinuation of a 5 bed pediatric service. The utilization of the
pediatric beds over the past three (3) years has been zero. Although Gateway does have
an OB service, which is active and growing, has an acute mental iliness unit that treats
patients under 14 years of age and does have pediatricians on staff it has not seen the
need to admit inpatient pediatrics. Rather those children who have an acuity level that
required inpatient care beyond what can be provided by Gateway in its medical/surgical
beds on limited occasions are referred to St. Louis specialty childrens hospitals, two of
which are approximately eighteen (18) minutes away. Thus, there is no need for the
service. Gateway will continue to care for children on an outpatient basis as necessary,
and to admit an occasional patient under 15 to a medical surgical bed for a limited stay
as necessary based on acuity level.

The space will be used for expansion of the medical-surgical inpatient treatment area (no
new rooms or beds - just slightly expanded space).

The project is substantive under the Board’s rules as it proposes discontinuation of a
category of service.

The project has no cost.

DM_US 58315020-1.092662.0020
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

Project Costs and Sources of Funds

NONE.

APPLICATION FOR PERMIT- July 2013 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
health care, complete the second column of the table below. Note, the use and sources of funds must

equal.

Project Costs and Sources of Funds

USE OF FUNDS

CLINICAL

NONCLINICAL

TOTAL

Preplanning Costs

Site Survey and Soil Investigation

Site Preparation

Off Site Work

New Construction Contracts

Modernization Contracts

Contingencies

Architectural/Engineering Fees

Consulting and Other Fees

Movable or Other Equipment (not in construction
contracts)

Bond Issuance Expense (project related)

Net Interest Expense During Construction (project
related)

Fair Market Value of Leased Space or Equipment

Other Costs To Be Capitalized

Acquisition of Building or Other Property (excluding
land)

TOTAL USES OF FUNDS

SOURCE OF FUNDS

CLINICAL

NONCLINICAL

TOTAL

Cash and Securities

Pledges

Gifts and Bequests

Bond Issues (project related)

Mortgages

Leases (fair market value)

Governmental Appropriations

Grants

Other Funds and Sources

TOTAL SOURCES OF FUNDS

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

THE LAST PAGE OF THE APPLICATION FORM.

DM_US 58315020-1.092662.0020
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2013 Edition

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 [ Yes X No
Purchase Price:  $
Fair Market Value: $

The project involves the establishment of a new facility or a new category of service

] Yes X No
If yes, provide the dollar amount of all non-capitalized operating start-up costs (including
operating deficits) through the first full fiscal year when the project achieves or exceeds the target
utilization specified in Part 1100.

Estimated start-up costs and operating deficit costis $ _ N/A

Project Status and Completion Schedules

For facilities in which prior permits have heen issued please provide the permit numbers.

Indicate the stage of the project's architectural drawings:
Xl None or not applicable (] Preliminary
[ ] Schematics [ ] Final Working

Anticipated project completion date (refer to Part 1130.140): June 30, 2015

Indicate the following with respect to project expenditures or to obligation (refer to Part
1130.140): N/A

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

[ ] Project obligation will occur after permit issuance.

APPEND DOCUMENTATION AS ATTACHMENT-8, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

State Agency Submittals

Are the following submittals up to date as applicable:
X Cancer Registry
X] APORS
X All formal document requests such as IDPH Questionnaires and Annual Bed Reports been
submitted
X All reports regarding outstanding permits
Failure to be up to date with these requirements will result in the application for permit being
deemed incomplete.

DM_US 58315020-1.092662.0020
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

Cost Space Requirements

APPLICATION FOR PERMIT- July 2013 Edition

NOT APPLICABLE - NO PROJECT COSTS

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 equal 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
circulation space. Explain the use of any vacated space.

Gross Square Feet

Amount of Proposed Total Gross Square Feet

That Is:

Dept./ Area

Cost

Existing | Proposed

New
Const.

Modernized

Asls

Vacated
Space

REVIEWABLE

Medical Surgical

Intensive Care

Diagnostic
Radiology

MRI

Total Clinical

NON
REVIEWABLE

Administrative

Parking

Gift Shop

Total Non-clinical

TOTAL

"APPEND DOCUMENTATION AS ATTACHMENT-9, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE

APPLICATION FORM.

DM_US 58315020-1.092662.0020
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

Facility Bed Capacity and Utilization

APPLICATION FOR PERMIT- July 2013 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 Calendar Year for which the data are available. Include observation days in the patient day
Any bed capacity discrepancy from the Inventory will result in the
application being deemed incomplete.

totals for each bed service.

FACILITY NAME: GATEWAY REGIONAL MEDICAL

CENTER

CITY: Granite City

REPORTING PERIOD DATES:

From: 01/01/2014

to: 12/31/2014

Category of Service Authorized Admissions | Patient Days | Bed Proposed
Beds Changes Beds

Medical/Surgical 166 3,218 14,464

Obstetrics* 27 280 696

Pediatrics 5 0 0 -5 0

Intensive Care 12 351 1,289

Comprehensive Physical 14 83 1,055

Rehabilitation

Acute/Chronic Mental lliness 100 3,018 19,160

Neonatal Intensive Care 0

General Long Term Care 19 260 2,678

Specialized Long Term Care 0

Long Term Acute Care 0

Other ((identify) 0

TOTALS: 343 7,050 39,242 338

DM_US 58315020-1.092662.0020
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2013 Edition

CERTIFICATION

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

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

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

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

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

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

Tilinois

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

SIGNATURE SIGNATURE

Mark Edward Cunningham Rachel Seifert

PRINTED NAME PRINTED NAME

CEO Secretary

PRINTED TITLE PRINTED TITLE
Notarization: Notarization:

Su::é:ribed and swo before me Subscribed and sworn to before me
thised S day of this day of

WOt

NotanfFFICIAL SEAL
KY L. SCOTT
Notary Public - State of lllinocis b
My Commission Expires 8/10/2018 ¥

Signature of Notary

Seal

“Insert EXACT Ieal na oh aplnt ‘

DM_US 58315020-1.092662.0020
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2013 Edition

CERTIFICATION

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

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

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

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

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

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

flino§?
This Application for Permit is filed on the behalf of Granite City{Hospital Company, LLC, d/b/a
Gateway Regional Medical Center* in accordance with the requirements and procedures of the
lliinois Health Facilities Planning Act. The undersigned certifies that he or she has the authority
to execute and file this application for permit on behalf of the applicant entity. The undersigned
further certifies that the data and information provided herein, and appended hereto, are complete
and correct to the best of his or her knowledge and belief. The undersigned also certifies that the
permit application fee required for this application is sent herewith or will be paid upon request.

SIGNATURE l SIGNATURE
Mark Edward Cunningham Rachel A Seifert
PRINTED NAME PRINTED NAME
CEQ of Gateway Regionat Medical Center Executive Vice President and Secretary
PRINTED TITLE PRINTED TITLE
' Notarization: Notarization:
Subscribed and sworn to before me Subscnbed and sworn to before me

this day of this ﬁ day of (¥ IQC& b 20 5

Signature of Notary

Seal

*Insert EXACT legal name of the applicant

DM_US 58315020-1.092662.0020 1




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2013 Edition

CERTIFICATION

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

e}

e}

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

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

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

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

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

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

M9 %wﬂ

SIGNATURE "SIGNATURE

Martin Schweinhart Rachel A. Seifert

PRINTED NAME PRINTED NAME
Executive Vice President _ EVP, Secretary and General Counsel
PRINTED TITLE PRINTED TITLE
Notarization Notarization:

riped and sworn fn before me Subscribed and sworn to beforemg
th| day of this 4Fday of _NVarcl, 2015
7

aihe of the applicant

DM_US 58315020-1,092662.0020 12




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2013 Edition

SECTION II. DISCONTINUATION

This Section is applicable to any project that involves discontinuation of a health care facility or a category
of service. NOTE: |f the project is solely for discontinuation and if there is no project cost, the remaining
Sections of the application are not applicable.

Criterion 1110.130 - Discontinuation

READ THE REVIEW CRITERION and provide the following information:

GENERAL INFORMATION REQUIREMENTS

1.
2.

Identify the categories of service and the number of beds, if any that is to be discontinued.
Identify all of the other clinical services that are to be discontinued.

Provide the anticipated date of discontinuation for each identified service or for the entire facility.
Provide the anticipated use of the physical plant and equipment after the discontinuation occurs.

Provide the anticipated disposition and location of all medical records pertaining to the services
being discontinued, and the length of time the records will be maintained.

For applications involving the discontinuation of an entire facility, certification by an authorized
representative that all questionnaires and data required by HFSRB or DPH (e.g., annual
questionnaires, capital expenditures surveys, etc.) will be provided through the date of
discontinuation, and that the required information will be submitted no later than 60 days following
the date of discontinuation.

REASONS FOR DISCONTINUATION

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

IMPACT ON ACCESS

1.

Document that the discontinuation of each service or of the entire facility will not have an adverse
effect upon access to care for residents of the facility's market area.

Document that a written request for an impact statement was received by all existing or approved
health care facilities (that provide the same services as those being discontinued) located within
45 minutes travel time of the applicant facility.

Provide copies of impact statements received from other resources or health care facilities
located within 45 minutes travel time, that indicate the extent to which the applicant's workload
will be absorbed without conditions, limitations or discrimination.

APPEND DOCUMENTATION AS ATTACHMENT-10, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. : i ’

DM_US 58315020-1.092662.0020 l3
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2013 Edition

D. Projected Operating Costs

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

E. Total Effect of the Project on 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 target utilization but no more than two years following project
completion.

APPEND DOCUMENTATION AS ATTACHMENT -39, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

Xl Safety Net Impact Statement

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

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

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

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

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

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

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

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

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

Safety Net Information per PA 96-0031
CHARITY CARE
Charity (# of patients) Year Year Year
Inpatient
Outpatient
Total
Charity (cost In dollars)
inpatient
Outpatient
Total
MEDICAID
Medicaid (# of patients) Year Year Year
Inpatient
Outpatient
Total
DM_US 58315020-1,092662.0020 H
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

APPLICATION FOR PERMIT- July 2013 Edition

Medicaid (revenue)

Inpatient

Outpatient

Total

APPEND DOCUMENTATION AS ATTACHMENT-40, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE

APPLICATION FORM.

XIl. Charity Care Information

Charity Care information MUST be furnished for ALL projects.

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

of charity care and the ratio of that charity care cost to net patient revenue.

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

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

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

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

CHARITY CARE

Year

Year

Year

Net Patient Revenue

Amount of Charity Care (charges)

Cost of Charity Care

APPEND DOCUMENTATION AS ATTACHMENT-41, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE

APPLICATION FORM.

DM_US 58315020-1.092662.0020 t 5
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2013 Edition

After paginating the entire, completed application, indicate in the chart below, the page numbers for the
attachments included as part of the project's application for permit:

INDEX OF ATTACHMENTS
ATTACHMENT
NO. PAGES
1 | Applicant/Coapplicant Identification including Certificate of Good
Standing 17-19
2 | Site Ownership 20
3 | Persons with 5 percent or greater interest in the licensee must be
identified with the % of ownership. 21-22
Organizational Relationships (Organizational Chart) Certificate of
Good Standing Etc. 23

5 | Flood Plain Requirements

6 | Historic Preservation Act Requirements
7 | Project and Sources of Funds ltemization
8

9

Obligation Document if required
Cost Space Requirements

10 | Discontinuation 24-25
11 | Background of the Applicant

12 | Purpose of the Project

13 | Alternatives to the Project

14 | Size of the Project

15 | Project Service Utilization

16 | Unfinished or Shell Space

17 | Assurances for Unfinished/Shell Space
18 | Master Design Project

19 | Mergers, Consolidations and Acquisitions

Service Specific:

20 | Medical Surgical Pediatrics, Obstetrics, ICU

21 | Comprehensive Physical Rehabilitation

22 | Acute Mental lliness

23 | Neonatal Intensive Care

24 | Open Heart Surgery

25 | Cardiac Catheterization

26 | In-Center Hemodialysis

27 | Non-Hospital Based Ambulatory Surgery

28 | Selected Organ Transplantation

29 | Kidney Transplantation

30 | Subacute Care Hospital Model

31 | Children's Community-Based Health Care Center
32 | Community-Based Residential Rehabilitation Center
33 | Long Term Acute Care Hospital

34 | Clinical Service Areas Other than Categories of Service
35 | Freestanding Emergency Center Medical Services

Financial and Economic Feasibility:
36 | Availability of Funds

37 | Financial Waiver

38 | Financial Viability

39 | Economic Feasibility

40 | Safety Net Impact Statement 26
41 | Charity Care Information 27
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Certificates of Good Standing for
Applicant and Co-Applicant
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File Number 6483-188-7

-

To all to whom these Presents Shall Come, Greeting:

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

COMMUNITY HEALTH SYSTEMS, INC., INCORPORATED IN DELAWARE AND

LICENSED TO TRANSACT BUSINESS IN THIS STATE ON MARCH 31, 2006, APPEARS TO
HAVE COMPLIED WITH ALL THE PROVISIONS OF THE BUSINESS CORPORATION ACT
OF THIS STATE RELATING TO THE PAYMENT OF FRANCHISE TAXES, AND AS OF THIS

DATE, IS A FOREIGN CORPORATION IN GOOD STANDING AND AUTHORIZED TO
TRANSACT BUSINESS IN THE STATE OF ILLINOIS.

In Testimony Whereof, I hereto set
my hand and cause to be affixed the Great Seal of
the State of Illinois, this 13TH
day of FEBRUARY A.D. 2015

"'-.“ (- ‘ 2
Authentication #: 1504402528 M

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

SECRETARY OF STATE

|



File Number 0058590-4

To all to whom these Presents Shall Come, Greeting:

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

GRANITE CITY ILLINOIS HOSPITAL COMPANY, LLC, HAVING ORGANIZED IN THE
STATE OF ILLINOIS ON AUGUST 03, 2001, 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 13TH
dayof =~ FEBRUARY  AD. 2015

_‘“I"'»u "‘ N /‘VC
Authentication #: 1504402516 M

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

SECRETARY OF STATE

(4



ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2013 Edition

Proof of Ownership

N/A — Discontinuation of Category of Service
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2013 Edition

Certificate of Good Standing
for Licensee
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File Number 0058590-4

To all to whom these Presents Shall Come, Greeting:

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

GRANITE CITY ILLINOIS HOSPITAL COMPANY, LLC, HAVING ORGANIZED IN THE
STATE OF ILLINOIS ON AUGUST 03, 2001, 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 13TH
day of FEBRUARY A.D. 2015

\ = .“"Ji
T
Authentication #: 1504402516 M

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

SECRETARY OF STATE

22



ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2013 Edition

Organization Chart

Community Health System, Inc.

Intermediate Wholly Owned Subsidiaries

Granite City Hospital Corporation

y

Granite City Hospital Company, LLC

NOTE: Granite City Hospital Corporation is the sole member of Granite City Hospital
Company, LLC.

DM_US 58315020-1.092662.0020 ad Attachment 4
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2013 Edition

Section 1110.130 Discontinuation of Authorized Pediatric Inpatient Beds
GENERAL INFORMATION REQUIREMENTS
1. Identify the categories of service and the number of beds, if any that is to be discontinued.

Gateway Regional Medical Center currently provides a pediatric service that includes 5
authorized pediatric beds. The Hospital is proposing to continue to provide pediatric services on
an outpatient basis but to discontinue the 5 authorized pediatric beds. During the last 2 years
(2012 and 2013), there has been no volume in the pediatric beds. Some patients under 14 were

admitted for overnight stays, but in medical surgical beds.
2. Identify all of the other clinical services that are to be discontinued.

None

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

The pediatric beds will be discontinued at the time that this certificate of need is approved by the

Health Facilities and Services Review Board.

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

Gateway expects that the space vacated by the 5-bed pediatric inpatient unit will be used for non-
clinical functions with no associated modernization cost.

5. Provide the anticipated disposition and location of all medical records pertaining to pediatric
inpatient utilization.

All paper medical records related to pediatric patients will be scanned and stored for many years.
All paper records will be destroyed after 90 days. The electronic medical records will be
maintained according to the Hospital’s current medical records policy which will continue to
meet all licensure and regulatory requirements.

6. For applications involving the discontinuation of an entire facility, certification by an
authorized representative that all questionnaires and date required by HFSRB or DPH (e.g.
annual questionnaires, capital expenditures, surveys, etc.) will be provided through the date of
discontinuation and that the required information will be submitted no later than 60 days
following the date of discontinuation.

Not Applicable.

DM_US 58315020-1.092662.0020 a4 Attachment 10
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2013 Edition

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

The basis for the request to discontinue is low volume / no need.

For the last several years, almost all pediatric patients requiring inpatient care from either
Gateway or its Medical Staff physician practices have been referred to children’s hospitals and
especially SSM Cardinal Glennon Children’s Medical Center, St. Louis Children’s Hospital, and
St. John’s Mercy Hospital in St. Louis, Missouri. Gateway has transfer agreements with the
children’s hospitals in St. Louis. This shift of care to specialized children’s hospitals is

consistent with national experience.

There are 3 existing hospitals in Illinois within 45 minutes travel time, based on Mapquest
normal drive times, of Gateway with authorized pediatric beds that have excess capacity to serve

pediatric patients. Two of them have an application to discontinue the service pending.

IMPACT ON ACCESS

1. Document that the discontinuation of Gateway'’s authorized pediatric beds will not have an
adverse effect upon access to care for the residents of the facility's market area.

The available pediatric beds in the Hospital’s market area could support the current annual

utilization of zero days at the unit proposed for discontinuation at Gateway.

2. Document that a written request for an impact statement was received by all existing or
approved hearth care facilities (that provide inpatient pediatric services located within 45
minutes travel time of the applicant facility

Gateway sent letters to the area hospitals with authorized pediatric beds within 45-minute travel

time of Gateway requesting a statement of the impact the discontinuation would have on each

respective facility. These letters, in addition to the documentation that the letters were sent
return receipt requested and the letters received by Gateway in response are included in

Appendix A, attached to this application. No Hospitals that have responded to date have

indicated a negative impact relating to the proposed pediatric discontinuation. Any letters

received from other area pediatric providers after this application is filed will be forwarded to the

State Agency upon receipt.

DM_US 58315020-1.092662.0020 25 Attachment 10
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2013 Edition

Safety Net

1. The discontinuation of the pediatric inpatient service will not impact other area providers, since
Gateway'’s service has had no volume over the past two (2) years.

2. The applicants have no knowledge regarding cross subsidization of services.

Safety Net Information per PA 96-0031
CHARITY CARE
Charity (# of patients) 2013 2012 2011
Inpatient | 5438 b4l 4L
Qutpatient | 10(3 104% 3sa
Total 1S 6! 1333 [ENR
Charlty (cost In dollars)
Inpatient | 2,493,932 [2.,234,132 |1593,91%
Outpatient | 30w, 0%% L}, 4oL 431,030
Total 3,390,001l  |2,%a5, 594 |2,03F, 944
MEDICAID
Medicaid (# of patients) 2013 2012 2011
Inpatient | 133 1244 Alor
Outpatient | 13,423 20,4 Ho 20,5%3
Total af, 2%, 22,435 22 Loy
Medicaid (revenue)
Inpatient 106,033,006, | 34,355,465 | 89,505, 11|
Qutpatient | 78,53, 3L | 42, LS, 691 | L. 303,514
Total 1%, L1, 43%  |129,43L,556 (155,80 43T

The above safety net information is true and accurate to the best of my knowledge.

£

Mark Edward Cunningham
CEO, Gateway Regional Medical Center

ubscribed and sworn to before me this
S day of _ﬁomm% 20/4.

OFFICIAL SEAL |
>
4
y

Notary Public KY L. SCOTT
Notary Public - State of llinois
My Commission Expires 8/10/2018

26
Page w [ ——
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2013 Edition

Charity Care
CHARITY CARE
Year Year Year
2011 2012 2013
Net Patient Revenue AL, F2 | TGS L5 100,53 B
Amount of Charity Care (charges) | 19,44, 009 23,133,241 | 20,834, LY
Cost of Charity Care 2,03 94y - 2,895, S | 3,290,°6]
1
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Appendix A
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GATEWAY REGIONAL
MEDICAL CENTER

VIA CERTIFIED MAIL [ RETURN RECEIPT

February 13, 2015

Ms. Maryann Reese
St. Elizabeth's Hospital
211 South Third Street
Belleville, IL 62220

Re: Discontinuation of 5 Bed Pediatric Service

Dear Ms. Reese,

| am writing to inform you that Gateway Regional Medical Center plans to file a Certificate of
Need application with the Health Facilities and Services Review Board, seeking approval to
discontinue its five (5) bed category of service. As part of this process,  am writing to ask you
to advise us whether you believe this discontinuation will have any impact on your facility, or its
pediatric bed category of service.

For your information, the volume in our pediatric beds has been zero in years 2013 and 2014.
We do not see this changing, which is one of the reasons we are planning to discontinue the
service. However, please advise us if you believe your facility would have the capacity (or
would not have capacity) to serve residents of the planning area requiring this service. Also, if
you believe there are restrictions in the planning area preventing area residents from receiving
appropriate pediatric services, please advise us.

Per the rules of the Health Facilities and Services Review Board, if you do not respond to this
request within fifteen days of receipt, it is assumed there is no impact on your facility.

Thank you for your consideration.

Sincerely,

e

M. Edward Cunningham, CEO

7100 Madison Avenve ¢ Granite City, IL 62040 » {618} 798-3000
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GATEWAY REGIONAL
DICAL CENTER

VIA CERTIFIED MAIL / RETURN RECEIPT

February 13, 2015

Mr. Larry McCuiley
Touchette Regional Hospital
5800 Bond Avenue
Centreville, IL 62207

Re: Discontinuation of § Bed Pediatric Service

Dear Mr. McCulley,

| am writing to inferm you that Gateway Regional Medical Center plans to file a Certificate of
Need application with the Health Facilities and Services Review Board, seeking approval to
discontinue its five (5) bed category of service. As part of this process, | am writing to ask you
to advise us whether you believe this discontinuation will have any impact on your facility, or its
pediatric bed category of service.

For your information, the volume in our pediatric beds has been zero in years 2013 and 2014.
We do not see this changing, which is one of the reasons we are planning to discontinue the
service. However, please advise us if you believe your facility would have the capacity (or
would not have capacity) to serve residents of the planning area requiring this service. Also, if
you believe there are restrictions in the planning area preventing area residents from receiving
appropriate pediatric services, please advise us.

Per the rules of the Health Facilities and Services Review Board, if you do not respond to this
request within fifteen days of receipt, it is assumed there is no impact on your facility.

Thank you for your consideration,

Sincerely,

/%% /

M. Edward Cunnlngham CEO

2100 Madison Avenue * Granite City, IL 62040 « (618) 798-3000
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GATEWAY REG

ONAL
MEDICAL CENTER

VIA CERTIFIED MAIL [ RETURN RECEIPT

February 13, 2015

Mr. David A. Braasch
Alton Memorial Hospital
One Memorial Drive
Alton, IL 62002

Re: Discontinuation of 5 Bed Pediatric Service

Dear Mr. Braasch,

{ am writing to inform you that Gateway Regional Medical Center plans to file a Cenrtificate of
Need application with the Health Facilities and Services Review Board, seeking approval to
discontinue its five (5) bed category of service. As part of this process, | am writing to ask you
to advise us whether you believe this discontinuation will have any impact on your facility, or its
pediatric bed category of service.

For your information, the volume in our pediatric beds has been zero in years 2013 and 2014,
We do ot see this changing, which is one of the reasons we are planning to discontinue the
service. However, please advise us if you believe your facility would have the capacity (or
would not have capacity) to serve residents of the planning area requiring this service. Also, if
you believe there are restrictions in the planning area preventing area residents from receiving
appropriate pediatric services, please advise us.

Per the rules of the Health Facilities and Services Review Board, if you do not respond to this
request within fifteen days of receipt, it is assumed there is no impact on your facility.

Thank you for your consideration.

Sincerely,

it

M. Edward Cunningham, CEO

2100 Madison Avenue ¢ Granite City, IL 62040 « (618) 798-3000
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GATEWAY REGIONAL
MEDICAL CENTER

VIA CERTIFIED MAIL / RETURN RECEIPT
February 13, 2015

Mr. Ajay Pathak

OSF Saint Anthony's Health Center
P. O. Box 340

Alton, IL 82002

Re: Discontinuation of 5 Bed Pediatric Service

Dear Mr. Pathak,

| am writing to inform you that Gateway Regional Medical Center plans to file a Certificate of
Need application with the Health Facilities and Services Review Board, seeking approval to
discontinue its five (5) bed category of service. As part of this process, | am writing to ask you
to advise us whether you believe this discontinuation will have any impact on your facility, or its
pediatric bed category of service.

For your information, the volume in our pediatric beds has been zero in years 2013 and 2014.
We do not see this changing, which is one of the reasons we are planning to discontinue the
service. However, please advise us if you believe your facility would have the capacity (or
would not have capacity) to serve residents of the planning area requiring this service. Also, if
you believe there are restrictions in the planning area preventing area residents from receiving
appropriate pediatric services, please advise us.

Per the rules of the Health Facilities and Services Review Board, if you do not respond to this
request within fifteen days of receipt, it is assumed there is no impact on your facility.

Thank you for your consideration.

Sincerely,

pithoad

M. Edward Cunningham, CEO

2100 Madison Avenue ¢ Granife City, IL 62040 + (618) 798-3000
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@@ q@@ﬁﬁ? . PHONE (618) 535-2200
Memgrial { COMMUNITY MEMORIAL HOSPITAL
tlospital 400 CALDWELL ST.

Staunton

Hlinois

STAUNTON ILLINOIS 62088-1499

February 19, 2015

Mr. Edward Cunningham, CEO
Gateway Regional Medical Center
2100 Madison Avenue

Granite City, IL 62040

RE: Discontinuation of 5 Bed
Pediatric Service

Dear Mr. Cunningham,

I would like to thank you for the notice that you sent regarding the discontinuation of the
five (5) bed Pediatric Service. I have been asked by our Nursing Administrator and
Emergency Department Supervisor to verify that this is not the Kettler Adolescent Psych
Unit.

Our facility does not transfer any pediatric patients to Gateway Regional Medical Center,
but we do utilize the Kettler Adolescent Unit, and we are hopeful that program will
continue. Thank you for responding to this inquiry.

Sincerely,

Sue Campbell, CEO
Community Memorial Hospital
400 North Caldwell Street
Staunton, 1. 62088
618-635-4241

scampbell(@stauntonhospital.org
C: Roberta Brown, Nursing Administrator, CMH

“The knowledge fo save lives, the location to s&ve time”
www.stauntonhospital.org



Morris, Vickie L

——— I
From: Sue Campbell <scampbell@stauntonhospital.org>
Sent: Monday, February 23, 2015 4:.26 PM
To: Morris, Vickie L
Cc: Cunningham, Ed
Subject: RE: Gateway Regional Medical Center Discontinuation of 5 Bed Pediatric Service

Thank you so kindly. We truly appreciate your response, and | want to add that the Psychiatric beds that your facility
offers are truly a resource for our rural hospital. Thank you again.

Sue Campbell, CEO

Community Memorial Hospital
Staunton, IL 62088
618-635-4241
scampbell@stauntonhospital.org

From: Morris, Vickie L {mailto:Vickie_Morris@chs.net]

Sent: Monday, February 23, 2015 4:21 PM

To: Sue Campbell

Cc: Cunningham, Ed

Subject: Gateway Regional Medical Center Discontinuation of 5 Bed Pediatric Service

Ms. Campbell,
This is being sent to you on behalf of Ed Cunningham, CEO at Gateway Regional Medical Center.
in response to the clarification request in your letter dated February 19, 2015 and received by our office today, the 5

Bed Pediatric Service is Acute Care, not Psychiatric.

Thanks,

P Vickie Morris | Sr. Administrotive Assistant | Gateway Regional Medical Center
2100 Madison Avenue | Granite City, Il 62040 | T 618.798.3280 | F: £18.758.3724

Top in the Nation - FOUR Years in a Row! GRMC was nationally recognized by The Joint Commission
for the fourth year in a row for achieving excellence on performance of key quality measures.

CHS PSO, LLC confidential patient safety work product communication. It is protected from disclosure pursuant to the provisions of the Patient Safety
and Quality Improvement Act (42 CFR, Part 3) and other state and federal laws. Unauthorized disclosure or duplication Is prohibited.
This email is intended only for the use of the individual(s) and entity named in the message. If you are not an intended recipient of this message, please
notify the sender immediately and delete the material from your computer. Do not deliver, distribute or copy this message and do not disclose its
contents or take any action in reliance on the information it contains.
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AL CENTER

GATE
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VIA CERTIFIED MAIL / RETURN RECEIPT

February 13, 2015

Ms. Peggy Sebastian

St. Joseph's Hospital Highland
12866 Troxler Avenue
Highland, {L 62249

Re: Discontinuation of 5 Bed Pediatric Service

Dear Ms. Sebastian,

I am writing to inform you that Gateway Regional Medical Center plans to file a Certificate of
Need application with the Health Facilities and Services Review Board, seeking approval to
discontinue its five (5) bed category of service. As part of this process, | am writing to ask you
to advise us whether you believe this discontinuation will have any impact on your facility, or its
pediatric bed category of service.

For your information, the volume in our pediatric beds has been zero in years 2013 and 2014.
We do not see this changing, which is one of the reasons we are planning to discontinue the
service. However, please advise us if you believe your facility would have the capacity (or
would not have capacity) to serve residents of the planning area requiring this service. Also, if
you believe there are restrictions in the planning area preventing area residents from receiving
appropriate pediatric services, please advise us.

Per the rules of the Health Facilities and Services Review Board, if you do not respond to this
request within fifteen days of receipt, it is assumed there is no impact on your facility.

Thank you for your consideration.

Sincerely,

M. Edward Cunningham, CEO

2100 Madison Avenue ¢ Granite City, IL 62040 « (618) 798-3000
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GATEWAY REGIONAL
MEDICAL CENTER

VIA CERTIFIED MAIL [ RETURN RECEIPT

February 13, 2015

Mr. Mark Turner
Memorial Hospital
4500 Memorial Drive
Belleville, IL 62226

Re: Discontinuation of 5 Bed Pediatric Service

Dear Mr. Turner,

| am writing to inform you that Gateway Regional Medical Center plans to file a Certificate of
Need application with the Health Facilities and Services Review Board, seeking approval to
discontinue its five (6) bed category of service. As part of this process, | am writing to ask you
to advise us whether you believe this discontinuation will have any impact on your facility, or its
pediatric bed category of service.

For your information, the volume in our pediatric beds has been zero in years 2013 and 2014.
We do not see this changing, which is one of the reasons we are planning to discontinue the
service. However, please advise us if you beiieve your facility would have the capacity (or
would not have capacity) to serve residents of the planning area reqguiring this service. Also, if
you believe there are restrictions in the planning area preventing area residents from receiving
appropriate pediatric services, please advise us.

Per the rules of the Health Facilities and Services Review Board, if you do not respond to this
request within fifteen days of receipt, it is assumed there is no impact on your facility.

Thank you for your consideration.

Sincerely,

7//%//6;/5/

M. Edward Cunningham, CEO

2100 Madison Avenue ° Granite City, IL 62040 © {618) 798-3000
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I" Mr. Mark Turner

T& Memorial Hospital

¢ 4500 Memorial Drive
, Belleville, IL 62226

B Complete items 1, 2, and 3. Also complete
item 4 if Restricted Delivery is desired.

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

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

O Agent
1 Addressee

.RquiVed % ( Prigtod Name), 7

C. Date of Delivery

(e Wi e

1. Article Addressed to:

Mr. Mark Turner
Memorial Hospital
4500 Memorial Drive
Belleville, IL 62226

. Is delivery addressfdfﬁenem from ftem 17 [ Yes

D
1 YES, enter delivery address below: [J No
3. Service Type _
Certified Mail {7 Express Mail
[ Registered [ Return Receipt for Merchandise
O inswredMail L1 C.OD. :
4. Restricted Delivery? (Extra Fes) 3 Yes

2. Article Number
. (Transfer from service label)

... 7011 1570 00D 2138 74598

P8 Form 38711, February 2004

Domestic Return Recaipt

102595-02-M-1540



GATEWAY REGIONAL
MEDICAL CENTER

VIA CERTIFIED MAIL { RETURN RECEIPT

February 13, 2015

Mr. Keith Page
Anderson Hospital
6800 State Route 162
Maryviile, IL 62062

Re: Discontinuation of 5 Bed Pediatric Service

Dear Mr. Page,

I am writing to inform you that Gateway Regional Medical Center plans to file a Certificate of
Need application with the Health Facilities and Services Review Board, seeking approval to
discontinue its five (5) bed category of service. As part of this process, | am writing to ask you
to advise us whether you believe this discontinuation will have any impact on your facility, or its
pediatric bed category of service.

For your information, the volume in our pediatric beds has been zero in years 2013 and 2014.
We do not see this changing, which is one of the reasons we are planning to discontinue the
service. However, please advise us if you believe your facility would have the capacity (or
would not have capacity) to serve residents of the planning area requiring this service. Also, if
you believe there are restrictions in the planning area preventing area residents from receiving
appropriate pediatric services, please advise us.

Per the rules of the Health Facilities and Services Review Board, if you do not respond to this
request within fifteen days of receipt, it is assumed there is no impact on your facility.

Thank you for your consideration.

Sincerely,

4
7///”/4/

M. Edward Cunningham, CEO

2100 Madison Avenue * Granite City, L 62040 « (618) 798-3000
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Mr. Keith Page

Anderson Hospital st
6800 State Route 162
Maryville, IL 62062
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£ Complete items 1, & and 3. Also complete

" item 4 if Restricted Délivery is desired.

& Print your name and address on the reverse
s0 that we can return the card to you.

£ Attach this card to the back of the mailpiece,

or on the front if space permits.

‘Page

n Hospital
6800 State Route 162
Maryville, 1L 62062

e F

s 0 Agent

{3 Addressee

B. Received by ( Pyinted Hame) C. Date of Delivery
Z@f a_f uy | 7=1

D. Is delivery address difterent from item 17 [ Yes
W YES, enter delivery address below: O No

‘! 3. Seqvica Typs

Certified Mall [ Express Mall
[ Registered {3 Return Receipt for Merchandise
O insured Mail 3 C.OD.

4. Restricted Delivery? (Extra Fee) I Yes

2. Article Number
(Transfer from service label)

7011 1570 DODL 2158 9435

£S Form 3811, February 2004

Domastic Return Receipt

102595-02-M-1540



GATEWAY REGIONAL
MEDICAL CENTER

VIA CERTIFIED MAIL / RETURN RECEIPT

February 13, 2015

Ms. Sue Campbell
Community Memorial Hospital
400 Caldwell

Staunton, IL. 62088

Re: Discontinuation of 5 Bed Pediatric Service

Dear Ms. Campbell,

| am writing to inform you that Gateway Regional Medical Center plans to file a Certificate of
Need application with the Health Facilities and Services Review Board, seeking approval to
discantinue its five (5) bed categary of service. As part of this process, | am writing to ask you
to advise us whether you believe this discontinuation will have any impact on your facility, or its
pediatric bed category of service.

For your information, the volume in our pediatric beds has been zero in years 2013 and 2014,
We do not see this changing, which is one of the reasons we are planning to discontinue the
service. However, please advise us if you believe your facility would have the capacity (or
would not have capacity) to serve residents of the planning area requiring this service. Also, if
you believe there are restrictions in the planning area preventing area residents from receiving
appropriate pediatric services, please advise us.

Per the rules of the Health Facilities and Services Review Board, if you do not respond to this
request within fifteen days of receipt, it is assumed there is no impact on your facility.

Thank you for your consideration.

Sincerely,

M. Edward Cunningham, CEO

2100 Modison Avenue  Granite City, IL 62040 « (618) 798-3000
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400 Caldwell

Ms. Sue Campbell
Community Memorial Hospital

Staunton, IL 62088

% Complete items 1, 2, and 3. Also complete

item 4 if Restricted Delivery is desired.

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

# Attach this card to the back of the mailpiece,

or on the'front if space permits.
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B. Received bg ( Printed Name) C. Date of Delivery

ol 778

1. Article Addressed to:

s Base Campbell
CBifiunity Memorial Hospital
400iCaldwell .

Staunton, L 62088

T . s delivery address different from item 17 1J Yes

i YES, enter delivery address below:  [J No

3. Sewice Type
gCerﬁﬁed Mail. L1 Express Mail

Registered ] Return Recelpt for Merchandise
[ Insured Mail  [J C.0D.
4, Restricted Delivery? (Extra Fee) 1 Yes

2. Article Number-
(Transfer from service label)

_701% 1570 0D0L 2158 f944c

S Form 3811 , February 2004

Domestic Return Receipt

1026585-02-M-1540



Driving Directions from 2100 Madison Ave, Granite City, Illinois 62040 to Alton Memor... Page 1 of |

e Notes

P— Alton Memorial Hospital
on lapqguest 1 Memorial Drive, Alton, IL 62002
Trip to:

Alton Memorial Hospital

1 Memorial Dr

Alton, IL 62002

(618) 463-7311

18.58 miles / 27 minutes
Estimated Fue! Cost; $2.12

©2015 MapQuest, Inc. Use of directions and maps is subject to the MapQuest Terms of Use. We make no guarantee of
the accuracy of their content, road conditions or route usability. You assume all risk of use.View Terms of Use

http://www.mapquest.com/print?a=app.core.b03369b7c6e105b9c8al0e486 2/11/2015



Driving Directions from 2100 Madison Ave, Granite City, lllinois 62040 to Anderson Ho... Page 1 of 1

Notes
v rﬁa@quest 6800 Stata Route 162, Maryville, IL 62062
Trip to:
Anderson Hospital
6800 State Route 162 .
Maryville, IL 62062
(618) 288-5711

11.62 miles / 18 minutes
Estimated Fuel Cost: $1.27

©2015 MapQuest, Inc. Use of directions and maps is subject to the MapQuest Terms of Use. We make no guarantee of
the accuracy of their content, road conditions or route usability. You assume all risk of use.View Tarms of Uns

http:// www.mapquest.com/print?a=app.core.b03369b7c6e¢105b9¢8a0e486 2/11/2015



Driving Directions from 2100 Madison Ave, Granite City, Illinois 62040 to 400 N Caldw... Page 1 of 1

Notes
- e e’ Community Memorial Hospital
mapmmst 400 Caldweil Street, Staunton, IL 62088
Trip to:
400 N Caldwell St
Staunton, IL 62088-1423

35.83 miles / 42 minutes
Estimated Fuel Cost: $3.93

‘
1
1
¥,
n

©2015 MapQuest, Inc. Use of directions and maps is subject to the MapQuest Terms of Use. We make no guarantee of
the accuracy of their conteni, road conditions or route usability. You assume all risk of use Vigw Tarmg of Lss

http://www.mapquest.com/print?a=app.core.b03369b7c6e105b9c8a0e4 86 2/11/2015



Driving Directions from 2100 Madison Ave, Granite City, Illinois 62040 to Memorial Ho...

Trip to:

Memorial Hospital
4500 Memorial Dr
Belleville, L 62226

(618) 233-7750

16.55 miles / 24 minutes
Estimated Fuel Cost: $1.99

Notes

Memorial Hospital
4500 Memorial Drive, Belleville, IL 62226

Page 1 of 1

©2015 MapQuest, Inc. Use of directions and maps is subject to the MapQuest Terms of Use. We make no guarantee of
the accuracy of their content, road conditions or route usability. You assume all risk of use.\sewy Terms of Use

http://www.mapquest.com/print?a=app.core.b03369b7c6e105b9c8a0e486

2/11/2015



Driving Directions from 2100 Madison Ave, Granite City, [llinois 62040 to 1 St Anthony... Page 1 of 1

L Notes
DT g e . OSF Saint Anthony's Health Center
AR mapqguest 1 Saint Anthony's Way, Alton, IL 62002
Trip to:
1 St Anthonys Way
Alton, IL 62002-4568

19.55 miles / 28 minutes
Estimated Fuel Cost: $2.21

©2015 MapQuest, Inc. Use of directions and maps is subject to the MapQuest Terms of Use. We make no guarantee of
the accuracy of their content, road conditions or route usability. You assume all risk of use.View Tarmg o/ Lse

http://www.mapquest.com/print?a=app.core.b03369b7c6e105b9c8a0e486 2/11/2015



Driving Directions from 2100 Madison Ave, Granite City, lllinois 62040 to St. Elizabeth'... Page 1 of 1

- Notes
CT L e o - St. Elizabeth's Hospital .
Lo mapquest 211 South Third. Blleville, IL 62220
Trip to:
St. Elizabeth's Hospital
211 S 3rd

Belleville, IL 62220

(618) 234-3750

22.32 miles / 28 minutes
Estimated Fuel Cost: $2.49

©2015 MapQuest, Inc. Use of directions and maps is subject to the MapQuest Terms of Use. We make no guarantee of
the accuracy of their content, road conditions or route usability. You assume all risk of use.Vigw Terms of Use

http://Avww.mapquest.com/print?a=app.core.b03369b7¢6e105b9¢8a0e486 2/11/2015



Driving Directions from 2100 Madison Ave, Granite City, Illinois 62040 to St. Joseph's H... Page 1 of |

Notes
Ty g . St. Joseph's Hospital - Hi .
LT mapquest T5668 Trowler avarus | Highland, L 62249
Trip to:
St. Joseph's Hospital - Highland
12866 Troxler Ave

Highland, IL 62249

(618) 651-2600

29.81 miles / 36 minutes
Estimated Fuel Cost: $3.23

©2015 MapQuest, Inc. Use of directions and maps is subject to the MapQuest Terms of Use. We make no guarantee of

http://www.mapquest.com/print?a=app.core.bf2f008c882aafb79b3b060b 2/11/2015



Driving Directions from 2100 Madison Ave, Granite City, [1linois 62040 to Touchette Re... Page 1 of |

Notes
F it 4 . Touchette Regional Hospital .
N mapquest 5300 Bond Avenue, East St. Lous, IL 62207

Trip to:

Touchette Regional Hospital

5900 Bond Ave .
East Saint Louis, Il 62207 -

(314) 241-8958

12.14 miles / 20 minutes

Estimated Fuel Cost: $1.45

©2015 MapQuest, Inc. Use of directions and maps is subject to the MapQuest Terms of Use. We make no guarantee of
the accuracy of their content, road conditions or route usability. You assume all risk of use.View Terng of Use

http://www.mapquest.com/print?a=app.core.bf2f008c882aafb79b3b060b 2/11/2015




