100 LIGHT STREET - BALTIMORE, MARYLAND 21202 - 410.685.1120 - bakerdonelson.com

HOWARD L. SOLLINS, SHAREHOLDER

Direct Dial: 410-862-1101

Direct Fax: 443-263-7569

E-Mail Address: hsollins@bakerdonelson.com

April 14, 2023

Wynee Hawk, Chief
Certificate of Need
Maryland Health Care Commission
4160 Patterson Avenue
Baltimore, Maryland 21215

Dear Ms. Hawk:

I am writing on behalf of CommuniCare Health Services (“CHS”), affiliated with both
Clinton Nursing, LLC d/b/a Clinton Health Care Center (“Clinton,” a 267 bed nursing home with
comprehensive care facility (“CCF”) in Clinton, Maryland' in Prince George’s County) and
Livingston Leasing Co., LLC d/b/a Fort Washington Health Center (“Fort Washington,” a 150 bed
CCF in Fort Washington, Maryland in Prince George’s County).? On October 20, 2022, the MHCC
approved a merger and consolidation exemption request to relocate 37 of the 267 beds at Clinton
to Forestville Healthcare Center (Docket No. 22-16-EX014), leaving 230 beds at Clinton.

This letter is to inform the Maryland Health Care Commission (“Commission”) that CHS
intends to internally relocate 46 beds from Clinton (reducing this nursing home to 184 beds after
the relocation of beds to Forestville) to Fort Washington, growing Fort Washington to 196-beds.
This project will enable Fort Washington to eliminate all quad rooms, making all rooms single or
double-bedded rooms.

This project is part of a larger plan through which CHS will eliminate all triple and quad
rooms in any of its Maryland nursing homes. For Prince George’s County, the plan is to relocate
a total of 83 beds from Clinton (through relocation of beds to Forestville and Fort Washington)
reducing this nursing home to 184 beds. Fort Washington will construct new and/or renovated
space to make all rooms single or double-bedded rooms and house 46 of the Clinton beds, to make
this a 196-bed facility with all single and double rooms. Fort Washington currently has 12 quad
rooms.

"'On October 20, 2022, the MHCC approved a merger and consolidation exemption request to relocate 37 of the 267
beds at Clinton to Forestville Healthcare Center (Docket No. 22-16-EX014), leaving 230 beds at Clinton.

2 Clinton is leased from WO Holdings, LLC, and Fort Washington is leased from Livingston Asset Co., LLC both of
which are affiliates of Omega Healthcare Investors, Inc.
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Pursuant to the Commission’s regulations at COMAR 10.24.01.04 - "Exemption from
Certificate of Need Review," CHS is providing this notice of the intent to merge or consolidate
and seeks Commission approval of this action.

COMAR 10.24.01.04B requires that a complete notice of intent to seek exemption from
Certificate of Need review shall be filed with the Commission at least 45 days before the intended
action. Information required to be provided by this regulation includes:

(1) The name or names of each affected health care facility

Clinton Healthcare Center
Fort Washington Health Center

(2) The location of each health care facility

Clinton Healthcare Center, 9211 Stuart Lane, Clinton, MD 20735
Fort Washington Health Center, 12021 Livingston Rd, Fort Washington, MD 20744

(3) A general description of the proposed project including, in the case of mergers and
consolidations, any proposed:

(a) Conversion, expansion, relocation, or reduction of one or more health care
services

Clinton Healthcare Center: This facility currently has 267 licensed beds (230 after the
relocation of beds to Forestville). This action will relocate 46 beds to Fort Washington Health
Center, reducing Clinton to 221 (184) beds.

Fort Washington Health Center: This facility currently has 150 licensed beds.
CommuniCare Health Services will receive 46 beds from Clinton, construct new space and
renovate existing space to make all rooms single or double-bedded rooms, and eliminate the
existing 12 quad rooms. After this project, it will have 196 beds.

(b) Renovation of existing facilities
Before the MHCC approved the merger and consolidation request from CommuniCare to
relocate beds from Clinton to Forestville, the relocation of beds to Forestville enabled Clinton to

eliminate Triple and Quad Rooms. Fort Washington has 0 Triple Rooms and 12 Quad Rooms,
which this request will eliminate.
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Bed Complement Before (but after relocating beds to Forestville)

Private Toilet Shared Toilet
Total Semi Semi
Licensed | Private | Private | Triple | Quad | Private | Private | Triple | Quad
Beds Room Room Room | Room | Room Room Room | Room
Fort Washington Health Center 150 6 0 0 0 0 48 0 12
Clinton Healthcare Center 230 1 0 0 0 7 102 6 0
Bed Complement After
Private Toilet Shared Toilet
Total Semi Semi
Licensed | Private | Private | Triple | Quad | Private | Private | Triple | Quad
Beds Room Room Room | Room | Room Room Room | Room
Fort Washington Health Center 196 16 0 0 0 4 88 0 0
Clinton Healthcare Center 184 4 0 0 0 40 70 0 0

The accommodation of the beds relocated from Clinton to Fort Washington in order to
eliminate the Quad rooms at Fort Washington will require both new construction and renovation.

Fort Washington will renovate 1,575 square feet (nearly a quarter of current facility).
(c) New construction

Fort Washington will add 32,420 square feet to its current 54,833 square feet to
accommodate the additional beds and eliminate all of its Quad rooms.

(d) Relocation or reconfiguration of existing medical services

Only CCF beds will be relocated from Clinton to Forestville.

(e) Change in bed capacity at each affected facility;

As shown above Clinton will be reduced from 230 CCF beds (after relocating beds to
Forestville) to 184 CCF beds. Fort Washington will increase from 150 CCF beds to 196 CCF
beds.

(4) The scheduled date of the project's completion
24 months following the signing of the construction contract.

(5) Identification of any outstanding public body obligation

None.

4866-5177-7598v7



Wynee Hawk, Chief
Certificate of Need

April 14, 2023

Page 4

(6) Information demonstrating that the project:
(a) Is consistent with the State Health Plan

The applicable standards in the State Health Plan section on Comprehensive Care Facility
Services are met. A detailed analysis is attached as Exhibit 1.

(b) Will result in more efficient and effective delivery of health care services

This relocation of beds is intended to eliminate the 12 Quad Rooms at Fort Washington,
making health care services there more effective. Private rooms will enhance availability of this
bed capacity because it would not be necessary to make beds available on a gender-compatible
basis. This will make the capacity more readily available to receive admissions from the hospital.
Also, in the event of any need to cohort residents such as due to infection outbreaks that might
occur, it will make the process more efficient and effective rather than needing to adapt by
changing room and roommate assignments.

In addition, the project will result in smaller nursing units at Clinton, which will allow for
more personalized care.

Existing Clinton Nursing Units Size

Before After
Unit 1 West 30 27
Unit 2 East 48 40
Unit 2 West 48 30
Unit 3 East 56 45
Unit 3 West 48 42

(c) Isin the public interest

The elimination of Triple and Quad rooms is in the public interest because it
enhances the privacy of the CCF residents. A facility with only Single or Double rooms is more
likely embraced by potential residents and their families as a local resource in the community.
Visitation is also enhanced because families and other visitors can meet privately with residents
without disruption or effect on multiple roommates.
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Thank you for attention to this matter. If you have any questions or require any additional
material, please don’t hesitate to contact me.
Sincerely,

Howard L. Sollins

HLS/lam
Enclosures
cc: Mr. Charles Stoltz, CommuniCare Health Services
Ms. Holly Norelli, CommuniCare Health Services
Ms. Ruby Potter
Sanmi Areolo, MD, PhD, Chief Administrative Officer
Prince George’s Health Department
John J. Eller, Esquire
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Exhibits
1. State Health Plan Standards
2. Information about Alternative Community-based Services
3. CommuniCare MDS Policy & Procedure
4. MDS Section Q Samples (Redacted)
5. Discharge Planning Policy
6. Social Worker Statement
7. Architect FGI Letter
8. QAPI Sign-in Sheet
9. QAPI Policy
10. Collaboration Lists
11. Letters of Support
12. CON Table Package

13. Affirmations
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Exhibit 1

Consistency with State Health Plan Standards
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10.24.20.05 Comprehensive Care Facility Standards.

A. General Standards.

The Commission will use the following standards for CON review of all CCF projects.

Q) Bed Need and Average Annual Occupancy.

(a)

For a relocation of existing comprehensive care facility beds currently in the

inventory, an applicant shall demonstrate need for the beds at the new site in the same
jurisdiction. This demonstration may include, but is not limited to, a demonstration of
unmet needs by a particular patient population, high utilization of comprehensive care

facility beds in the jurisdiction during the past five years, and the ways in which the
relocation will improve access to needed services or improve the quality of
comprehensive care facility services.

Not applicable. This merger proposal is not seeking to relocate existing CCF beds to a

new site in Prince George’s County.

(c) An applicant proposing a project that will not add comprehensive care facility beds to

a jurisdiction, but will add beds to an existing facility by relocation of existing
licensed or temporarily delicensed comprehensive care facility beds within a

jurisdiction, shall demonstrate that the facility being expanded operated all of its
licensed beds at an occupancy rate of 90 percent or higher during the last two fiscal

years for which the annual Maryland Long Term Care Survey data is available.

The most recent MHCC Long Term Care Survey that is available on the MHCC website
is FY 2020. The table below shows the occupancy for 2019 and 2020. Fort Washington (the
facility being expanded) exceeded 90 percent occupancy for both years. Clinton (the facility

being contracted) did drop below 90 percent during 2020. This is because it was the year of
Covid lockdowns.

2019 2020
Average Average
Total Annual Annual
Licensed | Patient | Occupancy | Patient | Occupancy
Beds Days Rate Days Rate
Fort Washington Health
Center 150 52,981 96.77% 50,149 91.60%
Clinton Healthcare Center 267 93,612 96.06% 85,518 87.75%
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(2 Medical Assistance Participation.

(a) The Commission may approve a Certificate of Need for a comprehensive care
facility only for an applicant that participates, or proposes to participate, in the Medicaid
program, and only if the applicant submits documentation or agrees to submit
documentation of a written Memorandum of Understanding (MOU) with Medicaid to
maintain the proportion of Medicaid patient days required by .05A(2)(b) of this Chapter.

Not applicable. CHS is not applying for a CON. Currently, neither Clinton nor Fort
Washington is subject to a MOU, and there is no required participation under any MOU.
However, in MHCC decision on the related exemption request to transfer beds from Clinton to
Forestville that has been previously cited, the MHCC imposed a condition that both Clinton and
Forestville sign MOUs. Hence, Clinton will sign and MOU. Fort Washington will accede to a
similar condition if imposed. Both Clinton and Fort Washington are committed to maintaining
participation in the Medicaid program.

(b) Each applicant shall agree to serve and maintain a proportion of Medicaid patient
days that is at least equal to the proportion of Medicaid patient days in all other
comprehensive care facilities in the jurisdiction or region, whichever is lower, calculated
as the weighted mean minus the 25th percentile value across all jurisdictions for each
year based on the most recent Maryland Long Term Care Survey data and Medicaid Cost
Reports available to the Commission, as published in the Maryland Register.

As stated previously, this standard is not applicable because this is a merger request and
CHS is not an applicant for a CON. That said, according to the “Required Maryland Medical
Assistance Participation Rates for Nursing Homes by Jurisdiction and Region, FY 2020
(published in Maryland Register 9/9/22)3, the required minimum Medical Assistance
Participation Rate would be the lower of that for Prince George’s County (41.9%) or Southern
Maryland (43.9%) and, so, would be 41.9%. Based on the 2020 Public Use Database available
on the Commission website, both Clinton and Fort Washington exceeded that percentage.

Total Patent Days | Pat Days_Comp

Comp. _MD Med Asst
2020 2020 Percentage
Fort Washington Health Center 50,149 28,387 51.85%
Clinton Healthcare Center 85,518 43,987 45.14%

(c) An applicant for new comprehensive care facility beds has three years during
which to achieve the applicable proportion of Medicaid participation from the time the
facility is licensed and shall show a good faith effort and reasonable progress toward
achieving this goal in years one and two of its operation.

3 mhec.maryland.gov/mhcc/pages/hefs/hefs_ltc/documents/chef Itc nh_required md_medical assistance
participation_fy2020.pdf
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Not applicable. CHS is not seeking new beds. Neither is CHS proposing a new facility.
Currently, neither Clinton nor Fort Washington is subject to a MOU.

(d) An applicant that seeks to expand or replace an existing comprehensive care
facility shall modify its MOU upon expansion or replacement of its facility to encompass
all of the comprehensive care facility beds in the expanded or replaced facility and to
include a Medicaid percentage that reflects the most recent Medicaid participation rate,
unless the facility’s existing MOU encompasses all beds at a percentage that is equal to
or greater than the most recent Medicaid participation rate.

Not applicable. This is not a CON application. Currently, neither Clinton nor Fort
Washington is subject to a MOU. However, they both exceed the percentage that a new MOU
would require.

(e) An applicant shall agree to continue to admit Medicaid residents to maintain its
required level of participation when attained and have a written policy to this effect.

Not applicable. This is not a CON application. However, both facilities exceed the
percentage that a new MOU would require and will continue to admit Medicaid residents to
maintain their current MOU compliance. The percentage of patient days comprised by Medicaid
recipients is not projected to materially change.

) Prior to licensure, an applicant shall execute a written Memorandum of
Understanding with the Medical Assistance Program of the Maryland Department of
Health to:

(1) Achieve and maintain the level of Medicaid participation required by
.05A(2)(b) of this Chapter; and

(i1) Admit residents whose primary source of payment on admission is
Medicaid.

Not applicable. This is not a CON application. However, both facilities exceed the
percentage that a new MOU would require and will continue to admit Medicaid residents to
maintain their current MOU compliance. The percentage of patient days comprised by Medicaid
recipients is not projected to materially change.

(g) An applicant may show evidence why this rule should not apply.

3) Community-Based Services. An applicant shall demonstrate in writing its
commitment to alternative community-based services and to minimizing the
comprehensive care facility length of stay as appropriate for each resident and agree to:

(a) Provide information to every prospective resident about the existence of
alternative community-based services, including Medicaid home and community-based
waiver programs, Money Follows the Person Program, and other initiatives to promote
care in the most appropriate settings;
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See Exhibit 2 which includes the handout to every prospective resident about the
existence of alternative community-based services and how to access information on them,
including Medicaid home and community-based waiver programs, Money Follows the Person
Program, and other initiatives to promote care in the most appropriate settings.

(b) Use Section Q of Minimum Data Set (MDS) 3.0 to assess the individual’s interest
in and willingness to pursue community-based alternatives;

See Exhibit 3, CommuniCare’s MDS Policy and Procedure. Additionally, please see
Exhibit 4, Ft. Washington and Clinton MDS Section Q (Examples Redacted).

(c) Develop a discharge plan on admission with resident reassessment and plan
validation at six-month intervals for the first 24 months. This plan is to be provided to the
resident and/or designated representative; and

See Exhibit 5 which includes each of Clinton and Fort Washington’s Discharge Planning
Policies, which include a timeframe for resident discharge plan assessments for at least six-
month intervals for the first 24 months.

(d) Provide access to the facility for all long term care home and community-based
services education and outreach efforts approved by the Maryland Department of Health
and the Maryland Department of Disabilities to provide education and outreach for
residents and their families regarding home and community-based alternatives.

Per Jon Galzerano, Clinton’s Director of Social Services, after initially meeting with
residents during the 72-hour care planning process, discharge planning goals are identified.
Materials are provided and assistance offered in arranging access to services depending on
specific resident needs, such as Medicaid waiver information, alcohol and drug rehabilitation
centers, Money Follows the Person program and other material. See Exhibit 6, with examples of
materials provided.

(4)  Appropriate Living Environment. An applicant shall provide to each resident an
appropriate living environment that demonstrates compliance with the most recent FGI
Guidelines. In addition, an applicant shall meet the following standards:

(a) In a new construction project:
(1) Develop rooms with no more than two beds for each resident room;
(11) Provide individual temperature controls for each room;
(ii1)  Assure that no more than two residents share a toilet; and

(iv) Identify in detail plans to develop a comprehensive care facility that provides
a cluster/neighborhood design or a connected household design, rather than an
institutional design, consistent with the most recent FGI Guidelines.
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CHS agrees to sections (1), (ii), and (iii) of this standard. Unfortunately, because CHS is
working with existing physical plants at both facilities, it is not possible to design a
cluster/neighborhood design.

CommuniCare provides short and long term care and services to residents with a variety
of diagnoses, and will continue to provide health care to the same population following the
project completion. A listing of the most commonly cared for diagnoses per the most recent
reporting from the facility’s Electronic Medical Record System, includes the following:

WEAKNESS (R53.1); NEED FOR ASSISTANCE WITH PERSONAL CARE (Z74.1);
ESSENTIAL (PRIMARY) HYPERTENSION (110); GASTRO-ESOPHAGEAL
REFLUX DISEASE WITHOUT ESOPHAGITIS (K21.9); HISTORY OF FALLING
(291.81); HYPERLIPIDEMIA, UNSPECIFIED (E78.5); MAJOR DEPRESSIVE
DISORDER, RECURRENT, UNSPECIFIED (F33.9); OTHER ABNORMALITIES OF
GAIT AND MOBILITY (R26.89); OTHER CHRONIC PAIN (G89.29); PERIPHERAL
VASCULAR DISEASE, UNSPECIFIED (173.9); PERSONAL HISTORY OF COVID-
19 (Z86.16); PERSONAL HISTORY OF TRANSIENT ISCHEMIC ATTACK (TIA),
AND CEREBRAL INFARCTION WITHOUT RESIDUAL DEFICITS (Z86.73);
REPEATED FALLS (R29.6); TYPE 2 DIABETES MELLITUS WITHOUT
COMPLICATIONS (E11.9); TYPE 2 DIABETES MELLITUS WITH UNSPECIFIED
COMPLICATIONS (E11.8); UNSPECIFIED ASTHMA, UNCOMPLICATED
(J45.909); UNSPECIFIED DEMENTIA, UNSPECIFIED SEVERITY, WITHOUT
BEHAVIORAL DISTURBANCE, PSYCHOTIC DISTURBANCE, MOOD
DISTURBANCE, AND ANXIETY (F03.90); UNSPECIFIED OSTEOARTHRITIS,
UNSPECIFIED SITE (M19.90); UNSPECIFIED SEQUELAE OF UNSPECIFIED
CEREBROVASCULAR DISEASE (169.90); VASCULAR DEMENTIA,
UNSPECIFIED SEVERITY, WITHOUT BEHAVIORAL DISTURBANCE,
PSYCHOTIC DISTURBANCE, MOOD DISTURBANCE, AND ANXIETY (F01.50)

(b)  Inarenovation or expansion project:

(1) Reduce the number of resident rooms with more than two residents per
room;

(i1) Provide individual temperature controls in each newly renovated or
constructed room;

(iii)  Reduce the number of resident rooms where more than two residents
share a toilet; and

(iv) Document that the applicant considered development of a
cluster/neighborhood design or a connected household design, and, if the project
includes an institutional model, document why the alternative models were not
feasible.

The main purpose of this merger/consolidation request is to eliminate the 12 rooms with
more than two residents Fort Washington.
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CommuniCare did consider attempting to build a cluster/neighborhood design. However,
we are minimizing the amount of new construction as much as possible, and, therefore, must
work within the existing structure, which does not allow for a more box like cluster design.

(c) The applicant shall demonstrate compliance with Subsection .05A(4) of this
Regulation by submitting an affirmation from a design architect for the project that:

(1) The project complies with applicable FGI Guidelines; and

(i1) Each design element of the project that deviates from the FGI Guidelines is
justified by specific stated reasons.

Please see Exhibit 7, which includes a letter from the architect for Fort Washington.
There are no architectural/structural construction or renovations being completed at the Clinton
location, therefore no letter was submitted for this purpose. The renovations at this location will
include flooring, painting and artwork, as well as the provision of new furnishings such as chairs,
sofas and other items for Resident quality of life and comfort.

5) Specialized Unit Design. An applicant shall administer a defined model of resident-
centered care for all residents and, if serving a specialized target population (such as,
Alzheimer’s, respiratory, post-acute rehabilitation) demonstrate that its proposed facility
and unit design features will best meet the needs of that population. The applicant shall:

(a) Identify the types of residents it proposes to serve, their diagnostic groups, and
their care needs;

(b) If developing a unit to serve respiratory patients, demonstrate the ability to meet
Office of Health Care Quality standards in COMAR 10.07.02.14-1;

(©) If developing a unit to serve dementia patients, demonstrate the ability to meet
Office of Health Care Quality standards and the most current FGI Guidelines.

(d) Demonstrate that the design of the comprehensive care facility is consistent with
current FGI Guidelines and serves to maximize opportunities for ambulation and self-
care, socialization, and independence. An applicant shall also demonstrate that the
design of the comprehensive care facility promotes a safe and functional environment and
minimizes the negative aspects of an institutional environment.

This merger/consolidation does not include any specialized inpatient units.

The facility design will incorporate elements that maximize resident quality of life in a
variety of aspects. Resident common areas designated for therapeutic recreation and socialization
were designed to promote ease of ambulation and socialization. Figure 1 (below) shows that
there will be three areas where residents can safely walk outside. The building will have an inner
courtyard (the interior courtyard in the middle of the lower level figure). Two new, outdoor
spaces will be added as part of the new addition, one outside of the therapy gym and a second
patio outside of the dining area.
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Figure 1
Ground Floor

An outdoor enclosed patio space (see Figure 2) will also be added next to a
Dining/Activities area, enabling residents to eat outside if they choose. All three
enclosed areas will be secure so that residents can safely walk outside. This 1s
particularly important for residents for whom walking may be part of their
dementia related behavior.
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Figure 2
The Outdoor Enclosed Patio

The Common Area/Living Room on each floor (see Figure 3) will include an
internet cafe to provide Resident connectivity with loved ones and accessibility to
information of interest to the Resident. It will also include a library and lounging
space where residents can socialize.

Figure 3
Common Area/Living Room

The new and expanded gym on the first level will increase the facility’s
Rehab space and will also maximize ambulation and restorative goals while
providing an aesthetically pleasing, state-of-the-art environment. See Figure 4
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Figure 4
Renovated and Expanded Gym

The new Resident dining areas on both levels will feature a 24-hour
nourishment bar making the experience more comfortable and home-like, while
promoting enhanced socialization, increased ambulation and independence. Each
floor’s dining area will include a private dining room so that residents may have
their families join them or for celebrations of birthdays, etc. See Figure 5.

Figure 5
New Dining Areas
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The design has been drafted with resident safety top of mind, including the
ability to isolate either floor from each other with separate entry and exit points
and other features focusing on infection prevention and control practices. Nursing
stations are open and provide accessibility for medical professional and resident
interaction, while maintaining line of sight down both corridors for staff
supervision. See Figure 6.

Figure 6
Nursing Station

There will be alcoves placed in the hallways where medication and treatment
carts can be tucked away to provide a more home-like environment and not storing
equipment in the corridors, enhancing resident safety. See Figure 7 for an example
of equipment alcoves.

10
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Figure 7
Equipment Alcoves

Resident rooms in the new addition will either be private or semi-private, will
provide larger living space, and will be ADA accessible. The semi-private rooms
have been designed to will have a half-wall separating the living area of each
resident to maximize the resident’s dignity and privacy. This design both decreases
the opportunity for cross infection and minimizes the negative aspects of an
institutional environment Figure 8 shows the design of a semi-private room.

Figure 8
Semi-Private Room Design

(6) Renovation or Replacement of Physical Plant. An applicant shall demonstrate how
the renovation or replacement of its comprehensive care facility will:

(a) Improve the quality of care for residents in the renovated or replaced facility;
(b) Provide a physical plant design consistent with the FGI Guidelines; and
11
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(c) If applicable, eliminate or reduce life safety code waivers from the Office of
Health Care Quality and the Office of the Maryland State Fire Marshal.

As stated previously, this project will eliminate or reduce the number of rooms with more
than two residents at Fort Washington. The newly constructed areas will be consistent with the
FGI Guidelines.

None of the facilities have life safety code waivers from the Office of Health Care
Quality and the Office of the Maryland State Fire Marshal.

@) Public Water. Unless otherwise approved by the Commission and the Office of
Health Care Quality in accordance with COMAR 10.07.02.26, an applicant for a
comprehensive care facility shall demonstrate that its facility is, or will be, served by a
public water system that meets the Safe Drinking Water Act standards of the Maryland
Department of the Environment.

Both facilities are served by public water.
(8) Quality Rating.

(a) An applicant shall demonstrate, at the time of letter of intent submission, that at
least 70 percent of all the comprehensive care facilities owned or operated by the
applicant or a related or affiliated entity for three years or more had an average overall
CMS star rating of three or more stars in CMS’s most recent five quarterly refreshes for
which CMS data is reported.

(1) If the applicant or a related or affiliated entity owns or operates one or
more comprehensive care facilities in Maryland, the CMS star ratings for
Maryland facilities shall be used.

(11) If the applicant or a related or affiliated entity does not own or operate
comprehensive care facilities in Maryland, CMS star ratings for such facilities in
the states in which it operates shall be used.

The table below demonstrates CommuniCare Health Services — Maryland facilities, and their
CMS Nursing Home Care Compare ratings over the past five quarterly refreshes. The
CommuniCare family of companies is aware of the Maryland Health Care Commission’s goal
for 70% of more of an organization’s locations to be at 3 or more stars overall over the last 5
refreshes. While this is not a certificate of need application but is a request for a merger and
consolidation exemption request, we wish to provide an explanation. We would, however, point
to several key factors below the charts when analyzing these results.

12
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Provider Name

Provider City

Jan 23

Oct-22

Jul-22

Apr-22

Jan-20

Overall

Quality

Overall Quality

Overall Quality

Overall | Quality

Overall | Quality

ANCHORAGE
HEALTHCARE
CENTER

SALISBURY

BEL PRE
HEALTHCARE
CENTER

SILVER SPRING

BLUE POINT
HEALTHCARE
CENTER

BALTIMORE

CLINTON
HEALTHCARE
CENTER

CLINTON

CUMBERLAND
HEALTHCARE
CENTER

CUMBERLAND

ELLICOTT CITY
HEALTHCARE
CENTER

ELLICOTT CITY

FAYETTE

HEALTH AND
REHABILITATION
CENTER

BALTIMORE

FORESTVILLE
HEALTHCARE
CENTER

FORESTVILLE

FT
WASHINGTON
HEALTH CENTER

FORT
WASHINGTON

HAGERSTOWN
HEALTHCARE
CENTER

HAGERSTOWN

HOLLY HILL
HEALTHCARE
CENTER

TOWSON

KENSINGTON
HEALTHCARE
CENTER

KENSINGTON
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LAURELWOOD
HEALTHCARE
CENTER

ELKTON

MARLEY NECK
HEALTH AND
REHABILITATION
CENTER

GLEN BURNIE

NORTHWEST
HEALTHCARE
CENTER

BALTIMORE

SOUTH RIVER
HEALTHCARE
CENTER

EDGEWATER

WESTMINSTER
HEALTHCARE
CENTER

WESTMINSTER

Star Average

1.94

3.82

1.88

3.82

1.88

3.82

2.29

4.12

2.65

4.06

One will see above that in spite of the challenges presented by the COVID-19 Public
Health Emergency (PHE), the CommuniCare average quality measure rating over the selected
time period has consistently remained above 3 stars. This demonstrates that CommuniCare
facilities consistently rank average to above average as compared with their peers in the quality
measures domain over which the nursing facility leadership team has the most control. 16 of the
17 Maryland facilities are 3 stars or above under the quality measure. CommuniCare has
remained steadfast in its commitment to providing residents with the highest quality of care and
has maintained their above average quality ratings during this unprecedented period of pandemic
health emergency. The health inspection process for all nursing homes remains intensive in its
oversight as this chart demonstrates and CommuniCare responds with plans of correction and by
the Quality Assurance and Performance Improvement team. By deploying resources such as
Convergence, the CommuniCare Family of Companies complete telehealth and telemedicine
technology platform and service company, CommuniCare has continued to seek out ways to
provide high quality resources to our facilities in support of our quality initiatives. Additionally,
CommuniCare has launched its own Medicare Advantage Plan, CommuniCare Advantage, to aid
in achieving population health initiatives for Marylanders in need of access to high quality health
care with additional benefits.

In the nature of staffing, CommuniCare urges the Commission to look at the company’s
total response to needs for staff in a PHE environment. In the chart, average staffing availability
has been affected by the PHE, as has been seen across the country with most providers, as our
nation’s nursing homes have grappled with staff illness and death/resignations/agency
poaching/etc. In addition to the aforementioned challenges, several of the centers are located in
more rural and hard to recruit locations on the Eastern Shore and Western Maryland that have
become even more challenged during this difficult time.

14
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CommuniCare has taken an innovative approach at addressing these challenges by
developing a comprehensive strategy to increase staffing among all of its facilities. Included in
this strategy are increased compensation plans for current nursing staff, as well as more attractive
compensation and benefit plans for new team members. Employee sign-on bonuses and current
employee referral bonuses are deployed as a way to attract additional nursing staff.
CommuniCare has also developed its” own staffing agency “Bridgeway”, to provide another
layer of support to our centers. Finally, the company provides and pays for GNA training
programs, tuition assistance, paid time off and 401K with match.

In addition to the above, CommuniCare continues to develop innovative ways to attract
new, qualified staff. CommuniCare is working to attract licensed nurses from overseas seeking
employment in long term care. Within the next few months, CommuniCare will onboard 1400
nurses and aides, while continuing to recruit globally to add a projected several thousand
qualified staff in the near future. CommuniCare will be sponsoring these individuals’ green
cards, their first three months of housing, and will be providing them with a full range of services
to prepare them for life-long careers in long term care. Many of these staff will be assigned to
Maryland facilities. It is anticipated that recruiting, training and investing in the larger, dedicated
work force will not only increase numbers but will translate into higher overall star rankings and
survey results.

Finally, we believe that investment in our centers and the de-densification of resident
rooms will only improve the clinical and residential environment for residents and staff in a way
that enhances survey outcomes, along with the other efforts that we have already discussed.

CommuniCare aims to de-densify all of the rooms in its Maryland portfolio that are 3 and
4 bedrooms. This goal serves to enhance the quality of life for the Marylanders that we are
privileged to serve. The organization has a keen focus on not only the health and safety concerns
that have become more evident during the course of the PHE, but also the improvement in
quality of life overall with a focus on health equity. At present, in the CommuniCare division
which includes all of the Maryland centers, 79.8% of our residents daily are Medicaid recipients.
Additionally, in the facilities that currently have resident rooms including 3 and 4 beds, a large
majority of the residents served are Medicaid recipients. It is CommuniCare’s aim to embrace
the strategic initiatives around health equity presented by the Biden Administration and the
Center for Medicare and Medicaid Services’ by investing in our centers and promoting quality of
life and wellness for all residents requiring our services.

(b) An applicant that is an existing Maryland comprehensive care facility shall
document, at the time of letter of intent submission, that it had an average overall star
rating of three or more stars in CMS’s most recent five quarterly refreshes for which
CMS data is reported, unless the facility has been owned or operated by the applicant for
fewer than three years.

Both facilities involved in the proposed project, Clinton and Fort Washington had an
average overall star rating of three or more stars in CMS’s most recent five quarterly refreshes
for which CMS data is reported. (Both had an overall rating of 3.4 stars.)
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In the Decision on the related Merger and Consolidation Exemption Request involving
Clinton and Forestville, the MHCC Staff wrote:

“Staff recommends that the Commission find that the proposed project, which
allows a better room configuration for two of the CommuniCare CCFs that have acceptable
recent performance, is not inconsistent with the quality rating standard, despite the
relatively low star rating for most of the company’s Maryland CCFs. Staff believes this is
a reasonable interpretation of how this standard should apply to this particular exemption
request. The applicant is not seeking to establish a new facility or expand overall bed
capacity. Staff believes that this standard should not stand in the way of improving these
two facilities that do have above-average performance, particularly given the public
interest served in eliminating 3- and 4- bed rooms. This standard should be used to limit
the ability of sub-performing facilities or companies from altering their bed capacity until
their performance is brought to average or above-average levels. Staff views an exemption
request involving CCFs with below average composite scores as being inconsistent with
the State Health Plan.

In Staff’s initial September 9, 2022 Report, Staff recommended memorializing this
interpretation as a condition on CON approval. (DI #15). The proposed condition was
subsequently revised as follows:

CommuniCare shall demonstrate progress in improving its performance on
the CMS Nursing Home Compare Five-Star Quality Rating System for its
Maryland facilities. Any further reconfiguration of its CCFs in Maryland
will only include changes at CCFs with a composite score of three or more
stars until CommuniCare is able to meet the quality rating standard at
COMAR 10.24.20.05A(8).

(DI #17.) CommuniCare opposed this condition, arguing that the Commission does not
have authority to impose conditions on exemption requests* and that it is inappropriate to
impose a condition that, it argues, makes a peremptorily adverse determination on projects
that have not been filed and are not currently before the Commission. (DI #16.) After
discussion with CommuniCare’s counsel, Staff is no longer recommending the imposition
of this condition. Staff agrees that any future CON application or request for exemption
from CON review should be assessed based on its own merits and hopes that
CommuniCare thoughtfully considers staff’s analysis in this report prior to submitting
another request to the Commission for approval.

Staff is currently considering what changes in this regulation should be considered
to provide a more nuanced used of quality measures in regulating nursing home services.
The objective will be maintenance of the principle that a substantial track record of sub-
average performance should be a barrier to entering Maryland or expanding service
capacity in Maryland while also allowing consideration of CCF replacement and

4 As explained further in DI #17, the Commission does have authority to impose conditions on exemptions from
CON review and has routinely done so.
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reconfiguration projects that allow for needed modernization of CCF physical plant designs
in ways that benefit patients and staff.”

CommuniCare has thoughtfully considered the MHCC Staff’s analysis and agrees that
flexibility is required to attain the intent of the standard in the context of the merits of the project
and applicant. The data presented above show that, even if the overall score does not reach three
stars, the quality measures (and this is a Quality standard) do exceed the required benchmark.

(©) An applicant shall demonstrate that it has an effective program of quality assurance
functioning in each comprehensive care facility owned or operated by the applicant or a related or
affiliated entity.

Please see Exhibit 8 for copies of recent facility QAPI Committee sign-in sheets for both Clinton
and Ft. Washington Health Care Facilities. Additionally, please see Exhibit 9 for QAPI Plan Policy
CommuniCare. Facilities adhere to the meeting contents, frequency, processes, policies, and plan outlined
in this attached policy.

(d) An applicant that has never owned or operated a comprehensive care facility shall
demonstrate its ability:

(1) To develop and implement a quality assessment and performance improvement
plan, consistent with requirements of the Maryland Office of Health Care Quality; and

(i1) To produce high-level performance on CMS quality measures.

This is a request for merger and consolidation approval not a certificate of need application. As
such there is no letter of intent requirement.

9 Collaborative Relationships. An applicant shall document, by means of letters, for new
applicants, and contracts, for existing facilities, its links with hospitals, hospice programs, home
health agencies, assisted living providers, Adult Evaluation and Review Services, adult day care
programs, and other community providers in the long term care continuum.

(a) An applicant shall demonstrate its commitment to effective collaboration with hospitals
by documenting its successful efforts in reducing inappropriate readmissions to hospitals,
improving the overall quality of care, and providing care in the most appropriate and cost
effective setting. The demonstration shall include:

(i) Data showing a reduction in inappropriate hospital readmissions; and

(i1) Data showing improvements in the quality of care and provision of care in the most
appropriate setting.

CHS takes a comprehensive approach at re-hospitalization rate reduction by partnering with our
local hospitals and joining preferred provider networks when available, to regularly meet with health care
partners fostering open communication and collaboration across the continuum. These meetings include
the Executive Director, Medical Director, Director of Nursing, Nurse Liaisons and Social work team
members, as well as key hospital representatives. Review of recent rehospitalizations as well as high risk
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residents during these meetings, to take a proactive approach at delivering high quality care are
paramount to this process.

CHS regional and divisional leadership also reviews rehospitalization rates monthly with each
facility leadership team and identifies areas of opportunity for improvement that are sent to the QAPI
program for tracking, oversight and evaluation. This process also includes a review of CMS five-star
quality ratings and tracking to further improvements and set benchmarks.

CHS also offers a telehealth service, Convergence, that provides our facilities with the ability to
access a highly-qualified, licensed practitioner at all hours, who can assess and evaluate residents to
intervene quickly and provide the highest quality of swift medical intervention, and to ultimately avoid
unnecessary hospitalizations.

Both Fort Washington and Clinton perform better than the national and statewide averages on
hospital readmissions and other quality measures:
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Ft. Washington

Percentage of short-stay residents who were re-hospitalized after a nursing home admission
Lower percentages are better

19.8%

National average: 22.1%

Maryland average: 21.3%

Percentage of short-stay residents who have had an outpatient emergency department visit
Lower percentages are better

8.4%

National average: 11.4%

Maryland average: 9.2%

Percentage of short-stay residents who got antipsychotic medication for the first time
Lower percentages are better

0.4%

National average: 1.8%

Maryland average: 1.6%

Percentage of residents with pressure ulcers/pressure injuries that are new or worsened
Lower percentages are better

2.5%

National average: 2.9%

Percentage of SNF residents whose functional abilities were assessed and functional goals were
included in their treatment plan

Higher percentages are better

99.2%

National average: 98.8%

Clinton Healthcare Center

Percentage of short-stay residents who were re-hospitalized after a nursing home admission
Lower percentages are better

18.8%

National average: 22.1%

Maryland average: 21.3%

Percentage of short-stay residents who got antipsychotic medication for the first time
Lower percentages are better

0%

National average: 1.8%

Maryland average: 1.6%

Percentage of residents with pressure ulcers/pressure injuries that are new or worsened
Lower percentages are better

0.9%

National average: 2.9%
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Percentage of SNF residents whose functional abilities were assessed and functional goals were
included in their treatment plan

Higher percentages are better

99.5%

National average: 98.8%

Percentage of residents who are at or above an expected ability to care for themselves at
discharge

Higher percentages are better

59.8%

National average: 46.9%

Percentage of residents who are at or above an expected ability to move around at discharge
Higher percentages are better

45.3%

National average: 40.1%

(b) An applicant shall demonstrate its commitment to providing an effective continuum of
care by documenting its collaborative efforts with Medicare-certified home health agencies and
hospices to facilitate home-based care following comprehensive care facility discharge and shall
facilitate delivery of hospice services for terminally ill residents. The demonstration shall
document that the applicant has:

(i) Planned for the provision of home health agency services to residents who are being
discharged; and

(i1) Arranged for hospice and palliative care services, when appropriate, for residents who
are being discharged.

Exhibit 10_ includes a list of hospitals, home health, hospice, and other service providers with
which both facilities collaborate on discharge planning.

Exhibit 11 includes letters of support for the planned projects, and Exhibit 12 includes CON table
packages. Finally, Exhibit 13 are affirmations.
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Exhibit 2

If you want to go home,
there may be a way!

I wish I could get the
help I need in my own

ggmg .0 O
Get long term services and
supports in the community!

If Medical Assistance pays for any part of your nursing home
care, you may be able to get care and services in your own
community home instead of in a nursing home.

In the last few years, hundreds of people have moved out of
nursing homes to receive services in the community. There
are several programs that provide services in the community.
We can help you decide which one may be right for you and
help you apply. Just let us know.

If you would like to learn more about services that may help
you move back to the community, ask a social worker at your
nursing home, or contact one of the places listed on the back
of this page.

This document is produced by the Maryland Department of Health. By law, nursing homes must give this information to
every nursing home resident who indicates a preference to return to the community.
Revised February 2018
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State Government

Maryland Department of Disabilities

800-637-4113

Maryland Department of Health

Community First Choice/Community Options Waiver

MFP Nursing Facility Transition Program

877-463-3464 or 410-767-1739
410-767-7242 (MFP)

Maryland Department on Aging

1-800-AGE-DIAL (1-800-243-3425)

Maryland Access Point

1-844 MAP-LINK (844-627-5465)
www.marylandaccesspoint.info

Adult Evaluation and Review Services (AERS)

877-463-3464 or 410-767-7479

Developmental Disabilities Administration

Central MD 410-234-8200
Western MD 301-791-4670
Southern MD 301-362-5100
Eastern Shore 410-572-5920

Advocacy

Independence Now (PG & Montgomery Counties)

301-277-2839

Southern MD CIL (Calvert, Charles, St. Mary’s Counties)

301-884-4498

The Freedom Center (Frederick & Carroll Counties)

301-846-7811

Resources for Independence (Western Maryland)

800-371-1986

Bay Area CIL (BACIL) (Cecil Co. and the Eastern Shore)

443-260-0822 or 877-511-0744

The IMAGE Center (Baltimore City/Co. & Harford)

410-982-6311

Accessible Resources for Independence (Howard & Anne

410-636-2274

Arundel Counties)

Brain Injury Association of Maryland

410-448-2924 or 800-221-6443

Maryland Statewide Independent Living Council

240-599-7966

Mental Health Association of Maryland

443-901-1550

Legal Resources

Legal Aid Bureau LTC Assistance Program &
MD Senior Legal Hotline1-866-635-2948
www.mdlab.org

The Assisted Living/Nursing Home Program
provides legal assistance to financially eligible
nursing home residents anywhere in Maryland.

Disability Rights Maryland (DRM)
1-800-233-7201, TTY number: 410-235-5387
www.disabilityrightsmd.org

DRM is a non-profit legal services established
by federal and state law to advocate for the
rights of persons with disabilities in Maryland.

This document is produced by the Maryland Department of Health. By law, nursing homes must give this information to
every nursing home resident who indicates a preference to return to the community.

Revised February 2018
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Exhibit 3
CommuniCare MDS Policy & o o ¥
Procedure w
CommuniCare

FAMILY OF COMPANIES

Policies and Standard Procedures

Subject: MDS Responsibilities Policy #: NS 1193-03
Category: NURSING Reviewed:
11/01/2019
06/03/2021
Approval: Chief Clinical Officer Effective: Revised: Page: 1 of 7
11/1/2013 11/15/2019
06/03/2021
Scope:

This policy is applicable to all adult living centers.
Definitions:

ARD: Assessment Reference Date —date that signifies the end of the look back period used to base
responses to MDS coding

CAA: Care Assessment Areas are required categories of the assessment that help residents maintain the
highest practicable level of well-being that requires critical thinking and decision-making to
identify areas that are, may be, or could be areas of concern for that resident: a pre-cursor to
care planning

IDT Team: Interdisciplinary Team is a group of experts from various professional groups that may
include but are not limited to clinical, administrative, rehabilitative/therapy, nutritional/dietary,
and social work members that provide a well-balanced perspective to issues and concerns.

N/A: Not applicable

MDS: Minimum Data Set a CMS required assessment for residents in a nursing facility to determine
level of care and payment

OBRA: Omnibus Reconciliation Act — Federal standards for nursing home including but not limited to
control of the federal payment system; OBRA assessments are comprehensive (Admission,
annual, Significant Change in Status or Significant Correction of a Prior Full assessment)

PDPM: Patient Driven Payment Model — a method of reimbursement in which Medicare payment is
based upon 5 case mix components and 1 non case mix component (PT, OT, SLP, Nursing,

NTA and base rate to = composite rate)

RAC: Resident Assessment Coordinator
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Policies and Standard Procedures

Subject: MDS Responsibilities Policy #: NS 1193-03
Category: NURSING Reviewed:
11/01/2019
06/03/2021
Approval: Chief Clinical Officer Effective: Revised: Page: 2 of 7
11/1/2013 11/15/2019
06/03/2021

RAI: Resident Assessment Instrument — the tool used for a completing the resident assessment for
CMS submission as part of the rules of participation (RoP) for the purposes of reimbursement
and to guide quality care in the nursing home environment

SW: Social Worker/ Social Services

Policy:

It is the policy of this facility to provide resident centered care that meets the psychosocial,
physical and emotional needs and concerns of the residents. The safety of residents, staff and visitors is
of primary importance. The purpose of this policy is to provide guidance for the interdisciplinary
assessment. The interdisciplinary assessment shall be completed for all resident utilizing the
guidelines provided in the Resident Assessment Instrument (RAI). The Minimum data set 3.0 (MDS)

will be completed per RAI guidelines based upon oral or written communication, resident/family

interview, and assessments provided by the IDT team members.

Procedure:
I.  The MDS assessment sections will be completed by the following IDT members:

a. Full Assessment :

Full Assessment Form

1) Section A | Identification and RAC
Information
A1500, A1520, A1550 SW & or RAC
2) Section B | Hearing, Speech and Vision RAC
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Subject: MDS Responsibilities Policy #: NS 1193-03
Category: NURSING Reviewed:
11/01/2019
06/03/2021
Approval: Chief Clinical Officer Effective: Revised: Page: 3 of 7
11/1/2013 11/15/2019
06/03/2021
3) Section C | Cognitive Pattern SW or RAC
4) Section D | Mood SW or RAC
5) Section E | Behavior SW & or RAC
6) Section F | Preferences for Routine & Recreation/Activities & or
Activities RAC
7) Section G | Functional Status RAC
8) Section GG | Functional Abilities and Goal RAC
9) Section H | Bladder & Bowel RAC
10)Section I | Active Diagnosis RAC
11)Section J | Health Conditions RAC
12)Section K | Swallowing/Nutritional Dietary
Status
13)Section L | Oral, Dental Status RAC
14)Section M | Skin Condition RAC
15)Section N | Medications RAC
16) Section O | Special Treatment, RAC
Procedures and programs
17)Section P | Restraints RAC
18) Section Q | Participation in Assessment SW & or RAC
& Goal setting
19)Section S | State Specific RAC
20)Section V | Care Areca Assessment IDT & RAC
(CAA) Summary
21)Section Z | Assessment Administration RAC
22)Section X | Correction Request RAC
Discharge Assessment RAC
Entry & Death in Facility (DIF) Tracker RAC
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b. Coordination of RAC:

1. The RAC will establish the assessment reference date and communicate with the

interdisciplinary team.

ii. Each individual who completes a portion of the assessment (RAI) must certify
the accuracy of that portion by signing and dating in the appropriate location in

Section Z, including their job title and sections of MDS they completed.

iii. The RN Assessment Coordinator and/ or the RN designee will verify completion

of the MDS by signing section ZO500A per RAI guidelines.

iv. The RN Assessment Coordinator will sign and date Section VO200B1 and
VO200B2 for the Care Assessment Areas (CAA) as required per the RAI

guidelines.

v. The Comprehensive Care Plan must be complete by day 21 after admission or 7
days after the MDS is completed.
a. Signature of person making care plan decision will sign and date

VO200C1 and VO200C2 when care plans are required per the RAI
guidelines

b. Coordination of PPS (Medicare Covered) Schedule:

# of
Assessment Submit to State | Payment
Type of MDS Reference Date No Later Than Days
Assessment A0310B A2300 Z0500B V0200 Covered by
B2 this MDS
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Approval: Chief Clinical Officer Effective: Revised: Page: 5 of 7
11/1/2013 11/15/2019
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5-Day MDS 01 Day 1-8 A2300 + 14 days | N/A | Z0500b + 14 days | Potentially
Assessment 100 days of
skilled stay
Interim Payment 08 Optional A2300 + 14 days | N/A | Z0500b + 14 days | From ARD
Assessment through
remainder of
skilled stay
Assessment
Reference Date Submitto | # of Payment Days
Type of MDS |AQ3 A2300 State No Covered
Assessment | 10A Z0500B VV0200B2 Later Than
Admission 01 No later than Admission | Admission date + | Care plan 92 days or next
admission date + 13| date + 13 | 13 calendar days | completion |intervening assessment
calendar days  |calendar days date +14 days
Quarterly 02 | ARD ofprevious | ARD + 14 N/A 14 days after 92 days or next
OBRA assessment |calendar days MDS intervening assessment|
of any type + 92 completion
calendar days date
Annual 03 | ARD ofprevious | ARD + 14 |ARD + 14 calendar| 14 days after 92 days or next
OBRA calendar days days Care plan intervening assessment|
comprehensive completion
assessment + 366 date
calendar days and
ARD previous
Quarterly OBRA
assessments + 92
days
Significant 04 | Within 14 calendar | Within 14 |Within 14 calendar| 14 days after | Payment starts on ARD
Change in Status days of the date that [calendar days\days of the date the| Care plan |through next intervening
Assessment the SNF determines | of the date | SNF determines | completion | assessment or the next
(SCSA). that there has been a|that the SNF | there has been a date Medicare assessment,
significant change in| determines |significant change whichever comes first.
Cannot be the resident’s there has in resident’s
completed before condition. (Follow beena |condition. (Follow
an admission guidelines in RAI | significant | guidelines in RAI
assessment is manual.) change in manual.)
completed. resident’s
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condition.
(Follow
guidelines in
RAI manual.)
Significant 05 When error is CMS has |Within 14 calendar| 14 days after N/A
correction of identified. (Check |designated no|  days after a the
prior full MDS with your state time frame |significant change | significant
Assessment. concerning key for this in resident’s error
NOTE: May change item assessment. |condition. (Follow| occurred
only correct error corrections.) guidelines in RAI
in the most recent manual.)
assessment.
Significant When error is CMS has |Within 14 calendar| 14 days after N/A
correction of | 06 | identified. (Check |designated no| days after a the
prior Quarterly with your state time frame |significant change | significant
Assessment. concerning key for this in resident’s error
NOTE: May change item assessment. |condition. (Follow| occurred
only correct error corrections.) guidelines in RAI
in the most recent manual.)
assessment
Type of MDS |A03|  Assessment Z0500B V0200B2 Submit to | # of Payment Days
Assessment |10F| Reference Date State No Covered
A2300 Later Than
Discharge return| 10 | Day of discharge | Discharge N/A Completion N/A
not anticipated date +14 day + 14
Calendar day calendar day
Discharge return| 11 | Day of discharge | Discharge N/A Completion N/A
anticipated date +14 day + 14
Calendar day calendar day
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Death in Facility| 12 | Day of discharge | Discharge N/A Discharge N/A
tracker (DIF) (Death date) death date + death day +
7 calendar 14 days
days
Entry 01 Day of entry to | Entry date + N/A Entry day + N/A
facility 7 Calendar 14 calendar
days days
Type of MDS |A03|  Assessment Z0500B V0200B2 Submit to | # of Payment Days
Assessment |10H| Reference Date State No Covered
A2300 Later Than
End of PPS 01 | Must be completed | ARD + 14 N/A Completion | Stops PPS payment
Part A Stay when the resident days day + 14 days
Medicare part A stay
ends but the resident
remains in the
facility.
Refer to the RAI
Manual
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Exhibit 4
MDS Section Q Example (redacted) Ft. Washington

MDS 3.0 Section Q - Participation in Assessment and Goal Setting

MDS 3.0 Section Q - Participation in Assessment and Goal Setting —

o

Resident: ) ARD/Target 2022-12-18 State: Primary Diagnosis: N/A MDS Accepted
Admit Date: 12/05/2022 Date: State Alternate: Clinical Category: N/A Status:
Payer: OBRA Reason: None of the above Insurance Billing: AAA| |Recent Surgery: N/A HIPPS: N/A| | A0410: 3.Unit is Medicare and/oi
Mdcr Start Date: PPS Reason: None of the above Insurance Non-Therapy: AAA PT/OT: NJ/A  SLP: N/A| |Submit Submit to CMS
PPS OMRA: Nursing: N/A  NTA: N/A| | Rea:
Entry/Discharge: Discharge - return not anticipated
A B CDETF GGEGH I J KL MNOP E S V X Exit

A. Is active discharge planning already occurring for the resident to return to the community? Tools ¥
Response Locked
i Signed by: mbiawogei.wsh on Tue Dec 20, 2022 at 06:59:52 PM H
t 0.No
1 |
-. Not assessed/no information
Has a referral been made to the Local Contact Agency? Tools ¥
: Response Locked
: Signed by: mbiawogei.wsh on Tue Dec 20, 2022 at 06:59:52 PM :
[0. No - Referral not needed]
1. No - Referral is or may be needed
2. Yes - Referral made
-. Not assessed

Fort Washington

12021 Livingston Rd

Fort Washington, MD 20744-4210
Phone: (301) 292-0300

PCC Facility ID: 71

PointClickCare
5570 Explorer Drive
Mississauga, Ontario L4W 0C4

Privacy Policy

Version 4.4.17.10 www28-pcc-web-main-5d47d49fdc-dtqx4
Copyright 2000-2022 PointClickCare Technologies Inc. All

rights reserved.

https://www28.pointclickcare.com/clinical/mds3/section.xhtmI?ESOLassessid=31740415&sectioncode=Q# _

7


https://www28.pointclickcare.com/home/home.jsp
https://www28.pointclickcare.com/admin/client/clientlist.jsp?ESOLtabtype=P
https://www28.pointclickcare.com/admin/client/clientlist.jsp?ESOLtabtype=C
javascript:void(window.open('/insights/perf-insights/app.xhtml'))
https://www28.pointclickcare.com/documentmanager/dashboard/dashboard.xhtml
https://www28.pointclickcare.com/scrm/lead/list.xhtml
https://www28.pointclickcare.com/enterprisereporting/listing.xhtml
javascript:openMDS3Legend();
javascript:;
javascript:;
javascript:;
javascript:;
javascript:;
javascript:;
javascript:;
javascript:void(0)
javascript:void(0);
https://www28.pointclickcare.com/home/logout.jsp
javascript:printRugs('insurance');
javascript:printRugs('insuranceNT');
https://www28.pointclickcare.com/care/chart/mds/exportedbatch.jsp?ESOLbatchid=743615&returl=/clinical/mds3/section.xhtml?ESOLassessid=31740415&sectioncode=Q
https://www28.pointclickcare.com/clinical/mds3/section.xhtml?ESOLassessid=31740415&sectioncode=A
https://pointclickcare.com/us/privacy-policy/
Exhibit 4
MDS Section Q Example (redacted)_Ft. Washington


12/28/22, 9:57 AM
Exhibit 4_

MDS Section Q_Clinton

MDS 3.0 Section Q - Participation in Assessment and Goal Setting

MDS 3.0 Section Q - Participation in Assessment and Goal Setting

o

Resident:
Admit Date: 11/04/2022

Mdcr Start Date:

Payer:—

ARD/Target 2022-12-08
Date:

OBRA Reason
PPS Reason

: None of the above
: None of the above

State:

State Alternate:
Insurance Billing: AAA
Insurance Non-Therapy: AAA

Primary Diagnosis: N/A

Clinical Category: N/A
Recent Surgery: N/A HIPPS: N/A
PT/OT: N/A  SLP: N/A

MDS Accepted
Status:
A0410: 3.Unit is Medicare and/or b
Submit Submit to CMS

PPS OMRA: Nursing: NA NTA: N/A| | Rea:
Entry/Discharge: Discharge - return not anticipated
A B CDETF GGEGH I J KL MNOP E S V X Exit
A. Is active discharge planning already occurring for the resident to return to the community? Tools ¥
Response Locked
i Signed by: vrobinette.cimd on Wed Dec 14, 2022 at 01:32:04 PM H
t 0.No
1 |
-. Not assessed/no information
Has a referral been made to the Local Contact Agency? Tools ¥
Response Locked
: Signed by: vrobinette.cimd on Wed Dec 14, 2022 at 01:32:04 PM :
[0. No - Referral not needed]
1. No - Referral is or may be needed
2. Yes - Referral made
-. Not assessed

Clinton Nursing MD
9211 Stuart Lane
Clinton, MD 20735-2712

Phone: (301) 868-3600 | Fax: (301) 868-5883

PCC Facility ID: W3

PointClickCare
5570 Explorer Drive

Mississauga, Ontario L4W 0C4

Privacy Policy

Version 4.4.17.10 www28-pcc-web-main-5d47d49fdc-2ndnx
Copyright 2000-2022 PointClickCare Technologies Inc. All

rights reserved.

https://www28.pointclickcare.com/clinical/mds3/section.xhtmI?ESOLassessid=31687943&sectioncode=Q
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Exhibit 5
Discharge A
Planning Policy w
CommuniCare
FAMILY OF COMPANIES
Policies and Standard Procedures
Subject: Discharge Planning Policy #: SS 1002-00
Category: Social Services Reviewed:
Approval: Corporate Director Effective: Revised: Page: 1 of 2
Social Services 7/17/2020
Scope:

This policy is applicable to all adult living centers.
Definitions:

A process that generally begins on admission and involves identifying each resident’s discharge
goals and needs, developing and implementing interventions to address them, and continuously
evaluating them throughout the resident’s stay to ensure a successful discharge.

Policy:

The requirement intends to ensure that the facility has a discharge planning process in place which
addresses each resident’s discharge goals and needs, including caregiver support and referrals to local
contact agencies, as appropriate and involves the resident and if applicable, the resident representative
and the interdisciplinary team in developing the discharge plan.

Procedure:

1y

2)

3)
4)
8))
6)

7)
8)

The discharge planning process must be consistent with the discharge rights set forth at 483.15(b)
as applicable and-

Ensure that the discharge needs of each resident are identified and result in the development of a
discharge plan for each resident. Work with the clinical team to assure all needs have been
identified

Include regular re-evaluation of residents to identify changes that require modification of the
discharge plan. The discharge plan must be updated, as needed, to reflect these changes.

Involve the interdisciplinary team, as defined by 483.21(b)(2)(ii), in the ogoing process of
developing the discharge plan

Consider caregiver/support person availability and the resident’s or caregiver’s/support person(s)
capacity and capability to perform required care, as part of the identification of discharge needs.

Involve the resident and resident representative in the development of the discharge plan and
inform the resident and resident representative of the final plan.

Address the resident’s goals of care and treatment preferences.

Document that a resident has been asked about their interest in receiving information regarding
returning to the community.

a) If the resident indicates an interest in returning to the community, the facility must document
any referrals to local contact agencies or other appropriate entities made for this purpose.
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FAMILY OF COMPANIES
Policies and Standard Procedures
Subject: Discharge Planning Policy #: SS 1002-00
Category: Social Services Reviewed:
Approval: Corporate Director Effective: Revised: Page: 2 of 2
Social Services 7/17/2020

b. Facilities must update a resident’s comprehensive care plan, as appropriate, in
response to information received from referrals to local contact agencies or other
appropriate entities.

c. If discharge to the community is determined to not be feasible, the facility must
document who made the determination and why.

9) For residents who are transferred to another SNF or who are discharged to a HHA, IRF, or LTCH,
assist residents and their resident representatives in selecting a post-acute provider by using data
that includes, but is not limited to SND, HHA, IRF, or LTACH standardized patient assessment
data, data on qualify measures, and data on resource use to the extent the data is available.

10) Document, complete on a timely basis based on the resident’s needs, and include in the clinical
record, the evaluation of the resident’s discharge needs and discharge plan.

a) The results of the evaluation must be discussed with the resident or resident’s representative.
All relevant resident information must be incorporated into the discharge plan to facilitate its
implementation and to avoid unnessary delays n the resident’s discharge or transfer.
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December 19, 2022

My name is John Galzerano and | am the Director of Social Services at Clinton
Health Care. |am a LCSW-C and LICSW-C.

The home health agencies that we use at the facilities are
Direct Care

Revival

Home Call

Americare

IDEAL Nursing

Med Star VNA

I interact with the county ombudsman Ms. Kelly Snipes as needed.

John Galzerano
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Exhibit 7
Architect FGI Letter

December 21, 2022

Maryland Health Care Commission
c/o Ms. Wynee Hawk, RN, JD
Chief, Certificate of Need
Maryland Health Care Commission
4160 Patterson Ave.

Baltimore, MD 21215

Subject: Fort Washington Healthcare Center, CommuniCare Health Services
12012 Livingston Road, Fort Washington, Maryland, Prince Georges County.
Addition will facilitate a total of 46 Beds

Commissioners,
As the Architect, and Partner in Charge of this project | confirm that the building addition described in our
plans for the Fort Washington Health Center meet the 2018 FGI Guidelines for Design and Construction of

Residential Health, Care and Support Facilities including INTERIM AMENDMENT, as well as the current COMAR
Codes.

Sincerely,

Richard Whitaker, AIA
Partner
E4H Environments for Health, LLC

888.781.8441 t 703-378-1864 edharchitecture.com | 14291 park meadow drive, suite 300, chantilly, va 20151
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Ft. Washington QAPI Sign-in Sheet
Exhibit 8


Ft. Washington QAPI Sign-in Sheet
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A
QAPI Policy WY

CommuniCare

FAMILY OF COMPANIES

Policies and Standard Procedures

Subject: QAPI (Quality Assurance Performance Improvement) Plan Policy #: NS 1024-00
Category Nursing Services Reviewed: 05/30/2019
Approval: Chief Clinical Officer Effective: Revised: Page: 1 of 12
10/01/2017
Scope:

This policy is applicable to all adult living facilities.
Definitions:

CMS: Center for Medicare and Medicaid Services, a primary regulatory body for long-term care

CASPER: Certification and Survey Provider Enhanced Reporting — a report generated using MDS
(minimum data set) data for quality improvement

EHR: Electronic health record

QA —Quality Assurance is a process of meeting quality standards and assuring that care reaches an
acceptable level. The facility will identify standards for quality based on meeting regulations
and will also create standards that go beyond regulation. QA is a reactive, retrospective effort
to examine why a facility failed to meet certain standards. QA activities do improve quality,
but efforts can end once the standard is met.

PI- Performance Improvement (also called Quality Improvement) is a pro-active and continuous study
of processes with the intent to prevent or decrease the likelihood of problems by identifying
areas of opportunity and testing new approaches to fix underlying causes of
persistent/systematic problems. PI aims to improve processes involved in health care delivery
and resident quality of life. PI can improve quality.

QAPI is data-driven. QAPI is a proactive approach to improving quality of life, care and services. The
activities of QAPI involve members at all levels of the organization to: identify opportunities
for improvement, address gaps in systems or processes; develop and implement an
improvement or corrective plan; and continuously monitor effectiveness of interventions.

QM: Quality Measure

Policy

It is the policy of this facility to provide resident centered care that meets the

psychosocial, physical and emotional needs and concerns of the residents. Safety of residents,

staff and visitors is a primary focus of the facility. Regulations require that the facility have a
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ongoing quality assurance, process improvement plan to monitor the quality of resident care.
The facility will utilize the CMS based program that includes the core elements and design as
outlined in the policy. QAPI features:
QAPI data is used not only to identify quality and safety problems, but to also identify
other opportunities for improvement, and then setting priorities for action.
QAPI builds on the residents’ own goals for health, quality of life and daily activities.
QAPI brings meaningful resident and resident representative involvement when setting
goals and evaluating progress toward goals.
QAPI incorporates caregivers broadly into a shared QAPI mission.
QAPI identifies needs to organize Performance Improvement Teams with a specific goal
of finding the root cause of the problem.
QAPI focuses on identifying and undertaking systematic change to eliminate problems
after the root cause is determined.
QAPI develops a feedback and monitoring system to sustain continuous improvement.
I.  Element 1: Design and Scope
a. QGuiding Principles and Mission Statement of the program:
i. The QAPI program is ongoing and comprehensive and encompasses the full
range of services offered by the facility and includes all departments.
ii. The program addresses all systems of care and management practices; including

clinical care, quality of life and resident choice.
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iii.  The program strives for safety and high quality with all clinical interventions
while emphasizing autonomy and choice in daily life for residents and their
representatives.

iv. The program uses the best available evidence to define and measure goals.

v. The facility will use an ongoing data driven program of identifying systematic
and resident choice concerns requiring further review and need for intervention
and need for development of a performance improvement plan.

II.  Element 2: Governance and Leadership
a. The facility leadership will promote a culture that seeks input from facility staff,
residents and their resident representatives
b. The QAPI committee will include the :

i. Executive Director

ii. Director of nursing

iii. Medical Director

iv. Infection Preventionist (required 11/28/19)

v. Three other staff members

vi. Other state required attendees

c. The QAPI committee will identify Quality assurance and performance improvement
needs in the following time frames

i. Daily Meeting
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1. the daily interdisciplinary meeting serves as a subcommittee of the QAPI
committee
2. This meeting identifies any trends or quality outcomes needing review
i1. Weekly
1. The weekly interdisciplinary meeting serves as a subcommittee of the
QAPI committee.

a. This meeting reviews response to identified clinical and quality
concerns from the daily meeting have interventions that are
effective or need further revision.

iii. Monthly
1. The facility will have a QAPI meeting every month.
2. Required members identified will be present
3. Members will review any trends or other facility data that requires
additional review.
iv. Quarterly data
1. will be reviewed over a quarter time frame on monthly meetings
following the end of a quarter
v. Ad Hoc
1. whenever an additional meeting is needed to provide a rapid response to

an identified issue
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vi. Quarterly QAPI committee meetings

1. will be held at the Regional and Corporate levels to identify any trends
that are occurring across a regional or at a corporate level
d. Process Tools:
1.  QAPI committee sign in and agenda and the QAPI communication Tool

i1. Communication of QAPI plans:
1. Will be made to the governing body
2. Will be the responsibility of the Executive Director
3. The Governing body will :

a. Review the minutes of the QAPI meeting to ensure the plan has
the resources necessary to implement and the priority assigned is
appropriate.

b. Ensure the staff has the necessary training to provide for the
needs of the facility residents.

4.  Ad Hoc QAPI meetings with resultant plans will also be reviewed as
they occur
e. Communication
1. The facility will communicate QAPI activities with the family and resident
council and Ombudsman using the QAPI communication Tool.

i1. Communication documents will be available on request of the groups



Exhibit 9 -

A
QAPI Policy WY

CommuniCare

FAMILY OF COMPANIES

Policies and Standard Procedures

Subject: QAPI (Quality Assurance Performance Improvement) Plan Policy #: NS 1024-00
Category Nursing Services Reviewed: 05/30/2019
Approval: Chief Clinical Officer Effective: Revised: Page: 6 of 12
10/01/2017
f. Training

1. The facility staff will receive training on QAPI upon hire and annually
ii. The training will include a knowledge check of the process
iii.  The staff will be trained on how to bring a concern to the QAPI committee
III.  Element 3: Feedback, Data Systems and Monitoring
a. The facility leadership will:
1. Use performance indicators from multiple sources to monitor the quality of care
and services and satisfaction of residents
1. The findings from the performance indicators will be measured against
benchmarks that have been established for performance
ii.  The facility will track, investigate and monitor adverse events that must be
investigated every time they occur and action plans will be implemented to
prevent a recurrence
b. The following examples of data collection and tools will be used:
1. Facility Risk Assessment
1. Will be completed annually
2. When a change is needed (e.g., facility begins caring for residents with a
specific need not previously treated in the facility)
3. The Executive Director is responsible for the completion of the facility

assessment and any identified needs within the assessment
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il.

1il.

1v.

vi.

Vil.

Viil.

1X.

X1.

Xil.

Xiil.

X1v.

XV.

XVi.

XVil.

XViil.

XiX.

XX.

QIS tools for clinical system evaluation
Staff competencies for skills

Concern form/grievance process
Resident and Family council meeting reports
Dining team reports

EHR incident management system
CASPER reports and QM measures
Facility trends

Results of Mock Surveys

Satisfaction surveys

Concurrent reviews

Ambassador rounds

Care Watch data systems

Risk Watch data systems

Adverse event reporting

Departmental audits

Vendor reports

Regulatory agency citations

Any other documents that identify trends that need review
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IV.  Element 4: Performance Improvement Projects (PIP)
a. The facility leadership will respond to identified quality and safety concerns using a
Performance improvement plan document developed by the QAPI committee.
b. The QAPI committee will determine the priority of work.
i. The team will focus on areas that affect residents first, high risk areas and
opportunities for improvement.
c. Charter PIP teams will address in-depth issues and establish how the PIP team will
function.
1. Identification of how the team will function, timeframes, and resources required
will be identified in development of the PIP plan
d. Tools will be used for system evaluation will be used for ongoing monitoring of
compliance.
e. Development of a Performance Improvement Plan
1. Before starting a plan the solution cannot be arrived at unless the problem has
been thoroughly explored.
ii. Many identified problems are systematic and involve multiple departments and
processes.
1. First, the facility will need to perform a Root Cause Analysis
1. The problem is reviewed to identify the most immediate or obvious

reason that an event occurred
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2. The root cause analysis looks for any contributing factors that could lead
to more than one root cause.
3. The root cause analysis focuses on primarily systems and processes, not
individual performance.
f. The process of developing and evaluating a performance improvement plan includes
Plan-Do-Study-Act (PDSA)
1.  PLAN-for how improvement will be measured and plan for any changes that
may need to be implemented
ii. DO-carry out the plan
iii. STUDY-summarize what the team learned
iv. ACT-team decides what they need to do next.
1. During this time the team decides if the plan needs to be changed,
adopted, and/or abandoned
2. Document the plan on the Performance Improvement plan form.
v. Process tools:
1. Root causes Analysis Worksheet for planning a Performance
Improvement plan.
2. This tool is used by Charter Team Committee to analyze the root cause
and initiate the performance improvement plan.

3. Five Whys
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a. to ask repeatedly the same question to discover the true problem
4. Failure Mode and Effects Analysis
a. FMEA for both new and existing processes and systems.
b. The focus is to prevent an adverse event.
5. Goal Setting
a. tool —to use the Smart formula for setting goals for improvement
6. Sustainability tool — used to identify interventions that are sustainable
and will prevent a reoccurrence of the break in process
7. Performance Improvement Plan (PIP) tool
a. to document the formal plan
I.  Element 5: Systemic Analysis and Systemic Action
a. The QAPI committee will use a systematic approach to determine through an in-depth
analysis the problem identified, causes and the need for a change in the process.
b. The facility will use a systematic process to review Root Cause.
c. The committee will identify all involved systems to prevent reoccurrence and to
promote sustained improvement.
1. Through this process the facility will have continual learning and continuous
improvement.
d. The facility will use data sources to study and implement via the QA committee to

improve quality of care, quality of life and resident choice.
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e. The facility will :

1. document a written plan for improvement

ii. ensure the plan is followed

iii. monitor the area of concern for a systematic change that is maintained

f. Performance improvement plans will be reviewed in the daily clinical meeting for

progress

1. During the weekly meeting the plan will be reviewed by the Executive Director

to ensure target goals are met and if the QAPI committee will need to address in

an Ad Hoc Meeting for any revision to the plan

ii. Monthly the QAPI committee will meet with all members of the committee

present and review any open performance improvement plans, facility audits or

data collected since the last meeting

g. The QAPI committee will give recommendation to include the following:

1. On the plans in progress

ii. Identifying any new plans needed

iii. Resources necessary to study the problem

iv. Steps to improve

v. Priority of the work
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h. Regional and Corporate Teams:

1. Regional and Corporate staff will provide additional guidance to the facility in

development of plans and assist with identifying priority

ii. The regional and corporate teams help the facility to identify if resources are

available

iii. Regional and corporate teams will support ongoing review of progress and

maintenance after compliance is achieved
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Exhibit 10
Collaboration Lists

List of Hospitals, Home Health, Hospice, and other providers that CommuniCare
frequently collaborates with:

Ft. Washington & Clinton —

1. Adventist Healthcare — Ft. Washington
301-292-7000

2. Medstar Southern Maryand Hospital
301-868-6000

3. UM Bowie Healthcare Center
240-677-0799

4. Suburban Hospital
301-896-3100

5. University of Maryland Capitol Region Hospital
240-677-1000

6. Luminis Health Doctor’s Community Hospital
301-552-8118

7. Amedysis Home Health
301-322-6023

8. Bayada Home Health
301-977-6400

9. Revival Home Care Agency
888-225-6994

10. VNA of Maryland
410-594-2600

11. Capital Caring Group
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12.

13.

14.

301-883-0866

Hospice of the Chesapeake

410-987-2003

Dubols Home Health
301-497-8968

Seasons Hospice

888-523-6000
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PRINCE GEORGE’S COUNTY GOVERNMENT

OFFICE OF THE COUNTY EXECUTIVE
Angela D. Alsobrooks
County Executive

January 4, 2023

Ben Steffen

Executive Director

Maryland Health Care Commission
4160 Patterson Avenue

Baltimore, Maryland 21215

Dear Mr. Steffen:

It is with great delight that I provide this letter of support for CommuniCare Health Services’
(CHS) merger and consolidation request in Prince George’s County. CHS is a family-owned
company that operates three nursing homes in Prince George’s County. Unlike other nursing home
operators, CHS specializes in post-acute care for chronic and complex conditions, making them a
valuable asset to Prince George’s County. Moreover, they are a strong community partner for our
County, and I appreciate their constant commitment to improve and renovate their facilities while
never sacrificing the quality of resident care.

I am pleased that CHS has chosen Fort Washington Health Center to be part of their merger
and consolidation project. The Fort Washington renovation will enhance the availability of a broad
range of skilled nursing facility services to Prince George’s County residents. There will be
improvements in the design of the facility to ensure it provides a wide array of care and services that
will help keep residents out of the hospital and return home as quickly as possible after receiving
effective post-acute recovery care.

We urge the Commission to approve these changes, as this facility is an important part of the
County’s healthcare delivery system. In addition, this project will add numerous well-paying jobs,
including opportunities for career advancement, and generate significant property tax revenues for
the benefit of our jurisdiction, all without state or County subsidies or incentives.

I wish to reiterate my strong support for the project and urge the Maryland Health Care
Commission to continue in its facilitation of the consolidation of beds request by CHS, which will

greatly benefit the residents of Prince George’s County.

Sincerely,

Angela Alsobrooks
County Executive

Wayne K. Curry Administration Building ® 1301 McCormick Drive, Largo, MD 20774
(301) 952-4131 ® www.princegeorgescountymd.gov



http://www.princegeorgescountymd.gov/

January 10, 2023

Ben Steffen

Executive Director

Maryland Health Care Commission
4160 Patterson Avenue

Baltimore, MD 21215

Dear Mr. Steffen,

| write to support the CommuniCare Health Services’ (CHS) merger and consolidation request in Prince
George’s County. CHS is a family-owned company, which specializes in post-acute care for chronic and
complex conditions, making them an indispensable asset to my constituents. Moreover, they are a strong
community partner. | appreciate their constant commitment to improve and renovate their facilities while
never sacrificing quality of resident care.

| am incredibly pleased that CHS has chosen Fort Washington Health Center, which is located in my district,
to be part of their merger and consolidation project. The Fort Washington renovation will enhance the
availability of a broad range of skilled nursing facility services which are desperately needed in Prince
George’s County. A CHS merger will bring improvements to the design of the facility which will ensure the
availability of a wide array of care and services, aimed to keep residents out of the hospital and home as
quickly as possible after receiving effective post-acute recovery care.

| urge the Commission to approve these changes. This facility is an important part of my district’s healthcare
delivery system. Moreover, this project will add well-paying jobs, including opportunities for career
advancement. It will also generate significant property tax revenues for the benefit of our jurisdiction, all
without county or state subsidies or incentives.

Again, | support this project and urge the Maryland Health Care Commission to facilitate the consolidation

of beds requested by CHS with a deliberate speed. These changes will greatly benefit the citizens of my
district and of Prince George’s County.

Sincerely,

Kriselda Valderrama
Deputy Majority Leader
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CON TABLE PACKAGE FOR NURSING HOME (CCFs) APPLICATIONS

Name of Applicant:

Date of Submission:

Ft. Washington Health Care Center

Applicants should follow additional instructions included at the top of each of the following worksheets.
Please ensure all green fields (see above) are filled.

Table Table Title Instructions
Table A Bed and Room All Comprehensive Care facility applicants must complete Table A regardless of
Inventory the project type and scope.
Construction and
Table B |Renovation Square All applicants proposing new construction or renovation must complete Table B.
Footage
Table C |Project Budget All applicants, regardless of project type or scope, must complete Table C.
Utilization - Entire Existing facility applicants must complete Table D. All applicants who complete
Table D . :
Facility this table must also complete Table F.
Utilization - New Applicants who propose to: establish a new facility; a new service; or are directed
Table E . . by MHCC staff must complete Table E. All applicants who complete this table
Facility or Service
must also complete Table G.
Revenues & : Existing facility applicants must complete Table F. The projected revenues and
Table F |Expenses, Uninflated - : ; . N :
: - expenses in Table F should be consistent with the volume projections in Table D.
Entire Facility
Revenues & Applicants who propose to: establish a new facility; a new service and any other
Table G Expenses, Uninflated -|applicant who completes a Table D must complete Table G. The projected
New Facility or revenues and expenses in Table G should be consistent with the volume
Service projections in Table E.
Table H [Workforce All applicants, regardless of project type or scope, must complete Table H.
Table | |Bedside Care Staffing |All applicants, regardless of project type or scope, must complete Table I.




TABLE A. BED CAPACITY BY FLOOR AND NURSING UNIT BEFORE AND AFTER PROJECT

INSTRUCTION : Identify the location of each nursing unit (add or delete rows if necessary) and specify the room and bed count before and after the project. Applicants should add columns and

Ft.
Washingt
on Health
Care
Center
Before the Project After Project Completion
Based on Physical Capacity Based on Physical Capacity
Current Room Count Physical Room Count Physical
Service Licensed | Private ‘ Semi- ‘ Triple Quad ‘ Total Bed Service Location | Private ‘ Semi- ‘ Triple Quad ‘ Total Bed
Location Beds Private Rooms | Capacity (Floor/Wing) Private Rooms | Capacity
COMPREHENSIVE CARE COMPREHENSIVE CARE
1 North 26 2 8 0 2 12 26 1 North 2 12 0 0 14 26
1 South 24 0 8 0 2 10 24 1 South 0 12 0 0 12 24
2 North 26 2 8 0 2 12 26 2 North 4 10 0 0 14 24
2 South 24 0 8 0 2 10 24 2 South 0 12 0 0 12 24
3 North 26 2 8 0 2 12 26 3 North 4 10 0 0 14 24
3 South 24 0 8 0 2 10 24 3 South 0 12 0 0 12 24
Addition floor 1 5 10 0 0 15 25
Addition floor 2 5 10 0 0 16 25
SUBTOTAL 150 6 48 0 12 66 150 SUBTOTAL 20 88 0 0 109 196
FACILITY TOTAL 150 6 48 0 12 66 150 |FACILITY TOTAL 20 88 0 0 109 196




TABLE B. PROPOSED NEW CONSTRUCTION AND RENOVATION SQUARE FOOTAGE

INSTRUCTION : Account for all existing and proposed square footage by floor. Further breakdown by nursing unit and building wing are at Applicants
discretion and should be used by applicants if it adds valuable information to the description of the existing and proposed facilities. Add or delete rows if

necessary.

DEPARTMENTAL GROSS SQUARE FEET

Gross Square Footage by To be Added Thru Total After Project
Floor/Nursing Unit/Wing Current New Construction To Be Renovated To Remain As Is Completion
Basement -
Unassigned Space 1,133 0 1,133
Kitchen 2,210 2,210 2,210
Staff support 620 526 620 1,146
Laundry 742 742 742
Rehab Area 874 874 874
Administration 1,000 1,000 1,000
Building Support -HK,IT,MEP 2,991 2,991 2,991
Circulation 3,049 1,467 3,049 4,516
Building Structure 1,575 476 1,575 2,051
First Floor Totals 13.061 3.602 0 13,061 16,663
First Level
Resident Rooms with toilets 5,985 4,190 2,007 3,978 10,175
Dining area 645 466 497 148 1,111
Activities area 171 730 171 0 901
Multi purpose Room 0 0 0
Nursing support areas 669 853 669 1,522
Resident Bathing 417 279 417
Rehab Area 1,741 0
Kitchen 0 0
Staff support 0 0
Laundry 0 0
Toilets 89 42 0
Administration 481 231 395! 86
Building Support -HK,IT,MEP 275 0
Lobby/Waiting 1,097 0
Circulation 2,851 3,595 2,851
Building Structure 1,839 1,784 24 1,773
First Level Totals 13,058 15,330 3.136] 9.922
|Second Level - -
Resident Rooms with toilets 5,989 4,871 2,010 3.979 10,860
Dining area 480 659 360! 120 1,139
Activities area 880 567 880! 1,447
Multi purpose Room 0 o|
Nursing support areas 788 1,260 788 2,048
Resident Bathing 417 298 417 715
Rehab area 0 0
Toilets 0 89 89|
Administration 785 577 785 1,362
Lobby/Waiting 0 0
Circulation 3,192 3,276 205 2,987 6,468
Building Support -HK,IT,MEP 0 275 275
Building Structure 1,826 1,616 2,765 4,381
Second Level Totals 14,357 13,488 3.455 11,841 28,784
Third Level
Resident Rooms with toilets 5974 2,005 3,969 5,974
Dining area 1,773 1,773 1,773
Activities area 0 0
Multi purpose Room 0 0
Nursing support areas 840 840 840
Resident Bathing 417 417 417|
Rehab area 543 543 543
Toilets 0 0
Administration 86 86 86|
Lobby/Waiting 0 0
Circulation 3,014 3,014 3,014
Building Support -HK,IT,MEP 0 0
Building Structure 1,710 1,825 1,825
Third Level Totals 14,357 0 2.005; 12,467 14.472
14,472
Total 54,833 32,420 8,596 47,291 88,307




TABLE C. PROJECT BUDGET

INSTRUCTION : Estimates for Capital Costs (1.a-e), Financing Costs and Other Cash Requirements (2.a-g), and Working Capital Startup Costs (3) must
reflect current costs as of the date of application and include all costs for construction and renovation. Explain the basis for construction cost estimates,
renovation cost estimates, contingencies, interest during construction period, and inflation in an attachment to the application. If the project involves
services other than CCF such as assisted living explain the allocation of costs between the CCF and the other service(s). NOTE: Inflation should only be
included in the Inflation allowance line A.1.e. The value of donated land for the project should be included on Line A.1.d as a use of funds and on line B.8 as

a source of funds

I CCF Nursing Home I Other Service Areas I Total
A. USE OF FUNDS
1. CAPITAL COSTS
a. New Construction
(1) Building $9,985,768 $9,985,768
(2) Fixed Equipment $499,288 $499,288
(3) Site and Infrastructure $1,850,000 $1,850,000
(4) Architect/Engineering Fees (includes $711,360 $711,360
(5) Permits (Building, Utilities, Etc.) $112,000 $112,000
SUBTOTAL New Construction $13,158,416 $0 $13,158,416
b. Renovations
(1) Building $393,750 $393,750
(2) Fixed Equipment (not included in construction) $19,688 $19,688
(3) Architect/Engineering Fees $177,840 $177,840
(4) Permits (Building, Utilities, Etc.) $28,000 $28,000
SUBTOTAL Renovations $619,278 $0 $619,278
C. Other Capital Costs
(1) Movable Equipment $688,885 $688,885
(2) Contingency Allowance $2,755,539 $2,755,539
(3) Gross interest during construction period 4.5%x12mo (5-99 $3,923,458 $3,923,458
(4) Other (Specify/add rows if needed) $0
SUBTOTAL Other Capital Costs $7,367,881 $0 $7,367,881
TOTAL CURRENT CAPITAL COSTS $21,145,574 $0 $21,145,574
d.  Land Purchased/Donated $0
e. Inflation Allowance $317,184 $317,184
TOTAL CAPITAL COSTS $21,462,758 $0 $21,462,758
2. Financing Cost and Other Cash Requirements
a. Loan Placement Fees $214,000 $214,000
b.  Bond Discount $0 $0
c  CON Application Assistance
cl. Legal Fees $40,000 $40,000
c2. Other (Specify/add rows if needed) $27,000 $27,000
d. Non-CON Consulting Fees $0
dl1. Legal Fees $0
d2. Other (Specify/add rows if needed) $5,000 $5,000
e.  Debt Service Reserve Fund $0 $0
f. Other (Specify/add rows if needed) $0 $0
SUBTOTAL $286,000 $0 $286,000
3. Working Capital Startup Costs $0
TOTAL USES OF FUNDS $21,748,758 $0 $21,748,758
B. Sources of Funds
1. Cash $4,349,752 $4,349,752
2. Philanthropy (to date and expected) $0 $0
3. Authorized Bonds $0 $0
4. Interest Income from bond proceeds listed in #3 $0 $0
5. Mortgage $17,399,006 $17,399,006
6. Working Capital Loans $0
7. Grants or Appropriations
a. Federal $0 $0
b. State $0 $0
c. Local $0 $0
8. Other (Specify/add rows if needed) $0
TOTAL SOURCES OF FUNDS $21,748,758 $21,748,758
Annual Lease Costs (if applicable)
1. Land $0
2. Building $0
3. Major Movable Equipment $0
4. Minor Movable Equipment $0
5. Other (Specify/add rows if needed) $0

* Describe the terms of the lease(s) below, including information on the fair market value of the item(s), and the number of years, annual cost, and the

interest rate for the lease.




TABLE D. UTILIZATION PROJECTIONS - ENTIRE FACILITY

INSTRUCTION : Complete this table for the entire facility, including the proposed project. Account for all inpatient and outpatient volume that produce or will produce revenue. Indicate on
the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). For sections 3 & 4, the number of beds and occupancy percentage should be reported on the basis of licensed
beds. In an attachment to the application, provide an explanation or basis for the projections and specify all assumptions used. Applicants must explain why the assumptions are

reasonable.
Two Most Recent Years |Current Year Projected Years - ending with full utilization and financial stability (3 to 5 years post project
(Actual) Projected completion) Add columns if needed.

Jindicate CY or FY FY 2020 FY 2021 FY 2022 FY 2023 FY 2024 FY 2025

1. ADMISSIONS

a. Comprehensive Care (public) 512 512 510 512 645 671
b. Comprehenswe Care (CCRC o o o o o o
Restricted)

Total Comprehensive Care 512 512 510 512 645 671
c. Assisted Living 0 0 0 0 0 0
d. Other (Specify/add rows of o o o o o o
needed)

TOTAL ADMISSIONS 512 512 510 512 645 671
2. PATIENT DAYS

a. Comprehensive Care (public) 28,759 47,307 51,644 51,867 65,280 67,963
b. Comprehenswe Care (CCRC o o o o o o
Restricted)

Total Comprehensive Care 28,759 47,307 51,644 51,867 65,280 67,963
c. Assisted Living 0 0 0 0 0 0
d. Other (Specify/add rows of o o o o o o
needed)

TOTAL PATIENT DAYS 28,759 47,307 51,644 51,867 65,280 67,963
3. NUMBER OF BEDS

a. Comprehensive Care (public) 150 150 150 150 196 196
b. Comprehenswe Care (CCRC o o o o o o
Restricted)

Total Comprehensive Care Beds 150 150 150 150 196 196
c. Assisted Living 0 0 0 0 0 0
d. Other (Specify/add rows of o o o o o o
needed)

TOTAL BEDS 150 150 150 150 196 196
4. OCCUPANCY PERCENTAGE *IMPORTANT NOTE: Leap year formulas should be changed by applicant to reflect 366 days per year.
a. Comprehensive Care (public) 52.5% 86.4% 94.3% 94.7% 91.2% 95.0%
b. Comprehensive Care (CCRC

Restricted)

Total Comprehensive Care Beds 52.5% 86.4% 94.3% 94.7% 91.2% 95.0%
c. Assisted Living

d. Other (Specify/add rows of

needed)

TOTAL OCCUPANCY % 52.5% 86.4% 94.3% 94.7% 91.2% 95.0%
5. OUTPATIENT (specify units

used for charging and recording

revenues)

a. Adult Day Care

b. Other (Specify/add rows of

needed)

TOTAL OUTPATIENT VISITS 0 0 0 0 0 0 0




TABLE E. UTILIZATION PROJECTIONS - NEW FACILITY OR SERVICE

INSTRUCTION : After consulting with Commission Staff, complete this table for the new facility or service (the proposed project). Account for all inpatient and
outpatient volume that produce or will produce revenue. Indicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). For sections 3

& 4, the number of beds and occupancy percentage should be reported on the basis of proposed beds. In an attachment to the application, provide an
explanation or basis for the projections and specify all assumptions used. Applicants must explain why the assumptions are reasonable.

completion) Add columns if needed.

Projected Years - ending with full utilization and financial stability (3 to 5 years post project

Indicate CY or FY

FY 2020

FY 2021

FY 2022

FY 2023

FY 2024

FY 2025

1. ADMISSIONS

a. Comprehensive Care (public)

|b. Comprehensive Care (CCRC Restricted)

Total Comprehensive Care

c. Assisted Living

d. Other (Specify/add rows of needed)

TOTAL ADMISSIONS

2. PATIENT DAYS

a. Comprehensive Care (public)

|b. Comprehensive Care (CCRC Restricted)

Total Comprehensive Care

c. Assisted Living

TOTAL PATIENT DAYS

3. NUMBER OF BEDS

a. Comprehensive Care (public)

|b. Comprehensive Care (CCRC Restricted)

Total Comprehensive Care Beds

c. Assisted Living

d. Other (Specify/add rows of needed)

TOTAL BEDS

0

0

0

0

0

4. OCCUPANCY PERCENTAGE *IMPORTANT NOTE:

Leap year formulas should be changed by applicant to reflect

366 days per

year.

a. Comprehensive Care (public)

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

|b. Comprehensive Care (CCRC Restricted)

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

Total Comprehensive Care Beds

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

c. Assisted Living

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

d. Other (Specify/add rows of needed)

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

TOTAL OCCUPANCY %

#DIV/O!

#DIV/O!

#DIV/O!

#DIV/O!

#DIV/O!

#DIV/O!

#DIV/0!

5. OUTPATIENT (specify units used for charging and
[recording revenues)

la. Adult Day Care

Ib. Other (Specify/add rows of needed)

ITOTAL OUTPATIENT VISITS




TABLE F. REVENUES & EXPENSES, UNINFLATED - ENTIRE FACILITY

INSTRUCTION : Complete this table for the entire facility, including the proposed project. The table should reflect current dollars (no inflation). Projected and exp should be i with the utilization projections in Table D
reflecting changes in volume and with the costs of the Workforce identified in Table H. Indicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). In an attachment to the application, provide an explanation or
basis for the projected revenue and expenses specifying all assumptions used. Applicants must explain why the assumptions are reasonable. Revenue should be projected based on actual charges with calculations detailed in the
attachment and Contractual Allowance should not be included if it is a positive adjustment to gross revenue. Specify the sources of non-operating income.

Two Most Recent Years (Actual) Currgnt Year Projected Years - ending with full utilization and financial stability (3 to 5 years post project completion) Add columns if
Projected needed.

Indicate CY or FY FY 2020 [FY 2021 FY 2022 FY 2023 [FY 2024 [FY 2025 [ [ [ [

1. REVENUE

a. Inpatient Services $ 18,095,652 | $ 1,797,867 | $ 17917573 | $ 21,702,712 | $ 24,782,061 | $ 25,645,779

b. Outpatient Services $ -3 -3 -3 -3 - -

RGe'\f’::uZ“em Service $ 18,095,652 | $ 1,797,867 | $ 17,917,573 | $ 21,702,712 | $ 24,782,061 | $ 25,645,779 | $ -|l& s -|s -

c. Allowance For Bad Debt $ 179,833 11,730 271,435 325,541 371,731 384,611

d. Contractual Allowance $ - - - - - -

e. Charity Care $ - - - - - -

Fg‘:\f;f;em Services $ 17915819 | $ 1,786,137 | $ 17,646,138 | $ 21,377,172 | $ 24,410,330 | $ 25,261,168 | $ s s -8 -

f. Other Operating Revenues

(Specifyladd rows if needed) | ° ¢ ¢ ¢ ¢ ¢ )

NET OPERATING REVENUE | $ 17,915,819 | $ 1,786,137 | $ 17,646,138 | $ 21,377,172 | $ 24,410,330 | $ 25,261,168 | $ -1$ -1$ -1$ -

2. EXPENSES

a. Salaries & Wages $ 9,130,318 | $ 9,179,527 | $ 8,653,379 | $ 10,172,583 | $ 11,614,650 | $ 12,353,990

(including benefits)

b. Contractual Services $ 329813 | $ 507,945 [ $ 2,006,047 [ $ 2,153,744 | $ 1,973,068 [ $ 1,301,359

c. Interest on Current Debt $ 21915 | $ 2,016 | $ 23338 | $ 34,863 | $ 49,436 | $ 50,099

d. Interest on Project Debt $ - - - - - -

e. Current Depreciation $ 187,504 236,093 152,153 10,874 11,471 49,045

f. Project Depreciation $ - - - - - -

g. Current Amortization $ 1,054 1,054 1,054 1,054 1,054 1,054

h. Project Amortization $ - - - - - -

i. Supplies $ 715,853 480,899 867,061 1,039,641 1,186,919 1,228,286

i. Utilities $ 321,687 231,069 162,859 195,275 222,938 230,708

k. Other Ancilaries $ 1,050,485 1,006,548 811,253 972,724 1,110,523 1,149,227

|. Corporate Expense $ 2,363,735 2,070,415 2,803,961 3,111,534 3,257,086 3,291,634

m. Cost of Ownership $ 935,881 950,400 960,048 960,048 960,048 960,048

E%T&LsngRATING $ 15,058,246 | $ 14,665,966 | $ 16,441,154 | $ 18,652,339 | $ 20,387,193 | $ 20,615,451 | $ - $ - s -l -

3. INCOME

a. Income From Operation $ 2,857,574 | $ (12,879,829)( $ 1,204,984 | $ 2,724,832 | $ 4,023,137 | $ 4,645,717 [ $ -1$ -1$ -1 % °

b. Non-Operating Income

SUBTOTAL $ 2,857,574 [ $ (12,879,829)| $ 1,204,984 | $ 2,724,832 | $ 4,023,137 | $ 4,645,717 | $ -1$ -1$ -1$ =

c. Income Taxes

NET INCOME (LOSS) $ 2857574 | $ (12,879,829)| $ 1,204,984 | $ 2,724,832 [ $ 4023137 [ $ 4,645,717 | $ -1s -1 -1$ =

4. PATIENT MIX

a. Percent of Total Revenue
1) Medicare 34.9% 25.8% 21.7% 21.7% 21.7% 21.7%
2) Medicaid 51.0% 55.6% 53.1% 53.1% 53.1% 53.1%
3) Blue Cross Commercial Included _[Commercial Included| Commercial In¢Commercial Included| Commercial Included| Commercial Included|
4) Commercial Insurance 5.4% 8.4% 10.9% 10.9% 10.9% 10.9%
5) Self-pay 1.0% -0.5% 0.8% 0.8% 0.8% 0.8%
6) Other 7.8% 10.7% 13.5% 13.5% 13.5% 13.5%

TOTAL 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 0.0% 0.0% 0.0% 0.0%

b. Percent of Inpatient Days
1) Medicare 20.4% 14.8% 14.0% 14.0% 14.0% 14.0%
2) Medicaid 63.6% 64.6% 67.6% 67.6% 67.6% 67.6%
3) Blue Cross Commercial Included Commercial Included|Commercial In¢Commercial Included| Commercial Included| Commercial Included
4) Commercial Insurance 13.2% 19.0% 17.4% 17.4% 17.4% 17.4%
5) Self-pay 1.0% -0.6% 0.4% 0.4% 0.4% 0.4%
6) Other 1.8% 2.2% 0.6% 0.6% 0.6% 0.6%

TOTAL 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 0.0% 0.0% 0.0% 0.0%




TABLE G. REVENUES & EXPENSES, UNINFLATED - NEW FACILITY OR SERVICE

operating income.

INSTRUCTION : After consulting with Commission Staff, complete this table for the new facility or service (the proposed project). This table
should reflect current dollars (no inflation). Projected revenues and expenses should be consistent with the utilization projections in Table E
and with the Workforce costs identified in Table H. Indicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). In
an attachment to the application, provide an explanation or basis for the projections and specify all assumptions used. Applicants must
explain why the assumptions are reasonable. Revenue should be projected based on actual charges with detailed calculation by payer in the
attachment. The contractual allowance should not be reported if it is a positive adjustment to gross revenue. Specify the sources of non-

Projected Years (ending five years after completion) Add columns of needed.

Indicate CY or FY

1. REVENUE

a. Inpatient Services

b. Outpatient Services

Gross Patient Service Revenues

c. Allowance For Bad Debt

d. Contractual Allowance

e. Charity Care

Net Patient Services Revenue

f. Other Operating Revenues (Specify)

NET OPERATING REVENUE

2. EXPENSES

a. Salaries & Wages (including benefits)

b. Contractual Services

c. Interest on Current Debt

d. Interest on Project Debt

e. Current Depreciation

f. Project Depreciation

g. Current Amortization

h. Project Amortization

i. Supplies

j. Other Expenses (Specify)

TOTAL OPERATING EXPENSES

3. INCOME

a. Income From Operation

b. Non-Operating Income

SUBTOTAL

c. Income Taxes

NET INCOME (LOSS)

4. PATIENT MIX

a. Percent of Total Revenue

1) Medicare

2) Medicaid

3) Blue Cross

4) Commercial Insurance

5) Self-pay

6) Other

TOTAL

0.0%

0.0%

0.0%

0.0%

0.0%

0.0%

0.0%

b. Percent of Inpatient Days

1) Medicare

2) Medicaid

3) Blue Cross

4) Commercial Insurance

5) Self-pay

6) Other

TOTAL

0.0%

0.0%

0.0%

0.0%

0.0%

0.0%

0.0%




TABLE H. WORKFORCE INFORMATION

INSTRUCTION : List the facility's existing staffing and changes required by this project. Include all major job categories under each heading provided in the table. The number of Full Time Equivalents (FTEs)
should be calculated on the basis of 2,080 paid hours per year equals one FTE. In an attachment to the application, explain any factor used in converting paid hours to worked hours. Please ensure that the
projections in this table are consistent with expenses provided in uninflated projections in Tables F and G.

PROJECTED CHANGES AS A RESULT OF | OTHER EXPECTED CHANGES IN PROJECTED ENTIRE
THE PROPOSED PROJECT THROUGH | OPERATIONS THROUGH THE LAST | FACILITY THROUGH THE
CURRENT ENTIRE FACILITY THE LAST YEAR OF PROJECTION YEAR OF PROJECTION (CURRENT LAST YEAR OF
CURRENT DOLLARS) DOLLARS) PROJECTION (CURRENT
Total Cost
(should be Total Cost
Current Average Current Year Average consistent Average (should be
Job Category Year Salary per Total Cost FTEs Salary per » wiFh ) FTEs Salary per |Total Cost| FTEs consistgnt w‘ith
FTEs FTE FTE projections in FTE projections in
Table G, if Table G)
submitted)
1. Regular Employees
Administration (List general
categories, add rows if needed)
Administrative Nursing 4.0 $107,441 $429,764 0.0 $107,441 $0 $0 4.0 $429,764
Therapy Manager 1.0 $99,840 $99,840 0.0 $99,840 $0 $0 1.0 $99,840
Business Office Manager 1.0 $70,398 $70,398 0.0 $70,398 $0 $0 1.0 $70,398
Admissions Director 1.0 $77,184 $77,184 0.0 $77,184 $0 $0 1.0 $77,184
Administrative Culinary 2.0 $77,880 $155,760 0.0 $77,880 $0 $0 2.0 $155,760
Total Administration 9.0 $832,946 0.0] 432,743.0 $432,743 0.0 0.0 $0 9.0 $1,265,689
Direct Care Staff (List general
categories, add rows if needed)
RN 16.0 $84,200( $1,347,200 8.0 $84,200 $673,600 $0 24.0 $2,020,800
LPN 22.0 $72,301| $1,590,618 8.0 $72,301 $578,406 $0 30.0 $2,169,024
C.N.A 60.0 $42,245| $2,534,688 12.0 $42,245 $506,938 $0 72.0 $3,041,626
Occupational Therapist 15 $97,760 $146,640 15 $97,760 $146,640 $0 3.0 $293,280
Physical Therapist 25 $99,466 $248,664 15 $99,466 $149,198 $0 4.0 $397,862
Speech Pathologist 1.0 $98,738 $98,738 15 $98,738 $148,106 $0 25 $246,844
Therapy Assistant 3.5 $79,040 $276,640 3.0 $79,040 $237,120 $0 6.5 $513,760
Total Direct Care 106.5 6,243,187.2 35.5 $0 0.0 0.0 $0 142.0 $8,683,196
Support Staff (List general
categories, add rows if needed)
Maintenance 1.0 $66,040 $66,040 1.0 $66,040 $66,040 $0 2.0 $132,080
Culinary 18.0 $29,952 $539,136 4.0 $29,952 $119,808 $0 22.0 $658,944
Receptionist 4.0 $38,168 $152,672 0.0 $38,168 $0 $0 4.0 $152,672
Social Services 3.0 $72,800 $218,400 4.0 $72,800 $291,200 $0 7.0 $509,600
Business Office 1.0 $59,696 $59,696 0.0 $59,696 $0 $0 1.0 $59,696
Nursing Staff Scheduler 1.0 $43,680 $43,680 1.0 $43,680 $43,680 $0 2.0 $87,360
Activities Staff 2.0 $82,400 $164,800 2.0 $82,400 $164,800 $0 4.0 $329,600
Total Support 30.0 $1,244,424 12.0 $685,528 0.0 0.0 $0 42.0 $1,929,952
REGULAR EMPLOYEES TOTAL| 145.5 0.0 | $8,320,557 47.5| 432,743.0| $1,118271 0.0 0.0 $0 193.0| $11,878,837
2. Contractual Employees
Administration (List general
categories, add rows if needed)
$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0
Total Administration 0.0 $0 $0 $0 $0 $0 $0 0.0 $0
Direct Care Staff (List general
categories, add rows if needed)
LPN 8.0 $108,451 $867,610 -3.0 $108,451| -$325,354 $0 5.0 $542,256
RN 5.0 $126,300 $631,500 -2.0 $126,300 -$252,600 $0 3.0 $378,900
C.N.A 8.0 $63,367 $506,938 -2.0 $63,367| -$126,734 $0 6.0 $380,203
$0 $0 $0 0.0 $0
Total Direct Care Staff 21.0| $298,118| $2,006,047 -$7 $298,118| -$704,688 $0 14.0 $1,301,359
Support Staff (List general
categories, add rows if needed)
$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0
Total Support Staff 0.0 $0 $0 $0 $0 $0 $0 0.0 $0
CONTRACTUAL EMPLOYEES T 21.0 $298,118 [ $2,006,047 -$7 $298,118 -$704,688 $0 14.0 $1,301,359
Benefits (State method of 332,822.3 44,730.8 475,153.5
calculating benefits below) :
TOTAL COST 166.5 | $458,314|  0.0] $0 $13,655,350




TABLE I. Scheduled Staff for Typical Work Week

INSTRUCTION: Quantify the staff that will provide bedside care that would be counted toward the current minimum staffing as required by COMAR 10.07.02.12

Weekday Hours Per Day

Weekend Hours Per Day

Staff Category Day Evening Night Total Day Evening Night Total
Registered Nurses 72 24 24 120 32 24 24 80
L.P.N.s 56 56 40 152 56 56 40 152
Aides
C.N. As 127.5 127.5 105 360 127.5 127.5 105 360
Medicine Aides

Total 632 592

Licensed Beds at Project
Licensed Beds at Project Completion 196| |Completion 196
Hours of Bedside Care per
Hours of Bedside Care per Licensed Bed per Day 3.22 Licensed Bed Per Day 3.02
Weekday Hours Per Day Weekend Hours Per Day

Staff Category Day Evening Night Total Day Evening Night Total

Ward Clerks (bedside care time calculated at 50% 0 0 0 0 0 0 0 0

Total Including 50% of Ward Clerks Time

Total Hours of Bedside Care per Licensed Bed Per Day

Total Hours of Bedside Care
per Licensed Bed Per Day




TABLE J. CONSTRUCTION CHARACTERISTICS

INSTRUCTION : If project includes non-hospital space structures (e.g., parking garges, medical office buildings,
or energy plants), complete an additional Table C for each structure.

NEW CONSTRUCTION | RENOVATION
BASE BUILDING CHARACTERISTICS Check if applicable
Class of Construction (for renovations the class
of the building being renovated)*
Class A | |
Class B O O
Class C
Class D [ [
Type of Construction/Renovation*
Low O O
Average O
Good O
Excellent [] []
Number of Stories 25 3
*As defined by Marshall Valuation Service
PROJECT SPACE List Number of Feet, if applicable
Total Square Footage Total Square Feet
Lower Level 3,602 0
First Floor 15,330 3,136
Second Floor 13,488 3,455
Third Floor 0 2,005
Fourth Floor na na
Average Square Feet 8,105 2,149
Perimeter in Linear Feet Linear Feet
Lower Level 287 0
First Floor 816 668
Second Floor 722 750
Third Floor 0 750
Fourth Floor na na
Total Linear Feet 1,825 2,168
Average Linear Feet 456 542
Wall Height (floor to eaves) Feet
Lower Level 10 11
First Floor 10 10
Second Floor 10 10
Third Floor 10 10
Fourth Floor na na
Average Wall Height 10 10
OTHER COMPONENTS
Elevators List Number
Passenger 1 1
Freight 0 1
Sprinklers Square Feet Covered
Wet System yes yes
Dry System no yes
Other Describe Type

Type of HVAC System for proposed project

Resident Rooms: Ptac units w/OA capibilities. Core areas:

Type of Exterior Walls for proposed project

Brick over insulated sheathing/waterscreen, insulated met




Ft. Washington Healthcare Center

TABLE K. ONSITE AND OFFSITE COSTS INCLUDED AND EXCLUDED IN MARSHALL VALUATION COSTS

INSTRUCTION : If project includes non-hospital space structures (e.g., parking garges, medical office
buildings, or energy plants), complete an additional Table D for each structure.

NEW CONSTRUCTION RENOVATION

SITE PREPARATION COSTS

‘ COSTS COSTS

Normal Site Preparation $1,093,000
Utilities from Structure to Lot Line $60,000
Subtotal included in Marshall Valuation Costs $97,000
Site Demolition Costs $36,000
Storm Drains $300,000
Rough Grading $60,000
Hillside Foundation $0
Paving $37,000
Exterior Signs $30,000
Landscaping $54,000
Walls $0
Yard Lighting $60,000
Other (Specify/add rows if needed) $0
Subtotal On-Site excluded from Marshall Valuation
Costs $577,000

OFFSITE COSTS

Roads

Utilities

Jurisdictional Hook-up Fees

$180,000

Other (Specify/add rows if needed)

Subtotal Off-Site excluded from Marshall Valuation
Costs

$180,000

TOTAL Estimated On-Site and Off-Site Costs not
included in Marshall Valuation Costs

$757,000

from Marshall Valuation Service*

TOTAL Site and Oit-Site Costs included and excluded

$1,850,000

*The combined total site and offsite cost included and excluded from Marshall Valuation Service should typically equal the
estimated site preparation cost reported in Application Part Il, Project Budget (see Table E. Project Budget). If these
numbers are not equal, please reconcile the numbers in an explanation in an attachment to the application.



CON TABLE PACKAGE FOR NURSING HOME (CCFs) APPLICATIONS

Name of Applicant:

Date of Submission:

Clinton Healthcare Center

Applicants should follow additional instructions included at the top of each of the following worksheets.
Please ensure all green fields (see above) are filled.

Table Table Title Instructions
Table A Bed and Room All Comprehensive Care facility applicants must complete Table A regardless of
Inventory the project type and scope.
Construction and
Table B |Renovation Square All applicants proposing new construction or renovation must complete Table B.
Footage
Table C |Project Budget All applicants, regardless of project type or scope, must complete Table C.
Utilization - Entire Existing facility applicants must complete Table D. All applicants who complete
Table D . :
Facility this table must also complete Table F.
Utilization - New Applicants who propose to: establish a new facility; a new service; or are directed
Table E . . by MHCC staff must complete Table E. All applicants who complete this table
Facility or Service
must also complete Table G.
Revenues & : Existing facility applicants must complete Table F. The projected revenues and
Table F |Expenses, Uninflated - : ; . N :
: - expenses in Table F should be consistent with the volume projections in Table D.
Entire Facility
Revenues & Applicants who propose to: establish a new facility; a new service and any other
Table G Expenses, Uninflated -|applicant who completes a Table D must complete Table G. The projected
New Facility or revenues and expenses in Table G should be consistent with the volume
Service projections in Table E.
Table H [Workforce All applicants, regardless of project type or scope, must complete Table H.
Table | |Bedside Care Staffing |All applicants, regardless of project type or scope, must complete Table I.




Clinton Health Care Center

TABLE A. BED CAPACITY BY FLOOR AND NURSING UNIT BEFORE AND AFTER PROJECT

INSTRUCTION : Identify the location of each nursing unit (add or delete rows if necessary) and specify the room and bed count before and after the project. Applicants should add columns and recalculate

formulas to address any rooms with 3 and 4 bed capacity.

Before the Project

After Project Completion

Based on Physical Capacity Based on Physical Capacity
- Current - - Room Court Physical - Room. Court Physical
Service Licensed Private Semi- Total Bed Service Location Private Semi- Triple Quad Total Bed
Location (Floor/Wing) Beds Private Triple Quad Rooms | Capacity (Floor/Wing) Private Rooms | Capacity
COMPREHENSIVE CARE COMPREHENSIVE CARE
Unit 1 West 40 0 15 0 0 15 30 Unit 1 West 3 12 0 0 15 27
Unit 2 East 58 2 23 0 0 25 48 Unit 2 East 10 15 0 0 25 40
Unit 2 West 58 2 23 0 0 25 48 Unit 2 West 18 6 0 0 24 30
Unit 3 East 59 2 18 6 0 26 56 Unit 3 East 20 6 0 25 45
Unit 3 West 52 2 23 0 0 25 48 Unit 3 West 17 0 0 25 42
SUBTOTAL Comprehensive Care 267 8 102 6 0 116 230 SUBTOTAL 44 70 0 0 114 184
ASSISTED LIVING ASSISTED LIVING
0 0 0 0 0 0 0 0 0 0 0 0 0
TOTAL ASSISTED LIVING 0 0 0 0 0 0 0 TOTAL ASSISTED LIVING 0 0 0 0 0 0
Other (Specify/add rows as Other (Specify/add rows
needed) 0 0 as needed) 0 0
TOTAL OTHER 0 0 0 0 0 0 0 TOTAL OTHER 0 0 0 0 0 0
FACILITY TOTAL 267 8 102 0 0 116 230 |FACILITY TOTAL 44 70 0 0 114 184




TABLE B. PROPOSED NEW CONSTRUCTION AND RENOVATION SQUARE FOOTAGE

INSTRUCTION : Account for all existing and proposed square footage by floor. Further breakdown by nursing unit and building wing are at Applicants
discretion and should be used by applicants if it adds valuable information to the description of the existing and proposed facilities. Add or delete rows if

necessary.

Gross Square Footage by

DEPARTMENTAL GROSS SQUARE FEET

To be Added Thru

Total After Project

Floor/Nursing Unit/Wing Current New Construction To Be Renovated To Remain As Is Completion
1st floor 21,780 0 16,192 5,588 21,780
2nd floor 21,780 0 6,332 15,448 21,780
3rd floor 21,780 0 10,334 11,446 21,780
4th floor 21,780 0 10,334 11,446 21,780
0
0
0
0
0
0
0
0
0
0
0
0
Total 87,120 0 43,192 43,928 87,120




TABLE C. PROJECT BUDGET

INSTRUCTION : Estimates for Capital Costs (1.a-e), Financing Costs and Other Cash Requirements (2.a-g), and Working Capital Startup Costs (3) must
reflect current costs as of the date of application and include all costs for construction and renovation. Explain the basis for construction cost estimates,
renovation cost estimates, contingencies, interest during construction period, and inflation in an attachment to the application. If the project involves
services other than CCF such as assisted living explain the allocation of costs between the CCF and the other service(s). NOTE: Inflation should only be
included in the Inflation allowance line A.1.e. The value of donated land for the project should be included on Line A.1.d as a use of funds and on line B.8 as
a source of funds

I CCF Nursing Home I Other Service Areas I Total
A. USE OF FUNDS
1. CAPITAL COSTS
a. New Construction
(1) Building $0 $0
(2) Fixed Equipment $0 $0
(3) Site and Infrastructure $0 $0
(4) Architect/Engineering Fees $0 $0
(5) Permits (Building, Utilities, Etc.) $0 $0
SUBTOTAL New Construction $0 $0 $0
b. Renovations
(1) Building $172,500 $172,500
(2) Fixed Equipment (not included in construction) $0 $0
(3) Architect/Engineering Fees $0 $0
(4) Permits (Building, Utilities, Etc.) $22,607 $22,607
SUBTOTAL Renovations $195,107 $0 $195,107
C. Other Capital Costs
(1) Movable Equipment $0
(2) Contingency Allowance $0
(3) Gross interest during construction period $0
(4) Other (Specify/add rows if needed) $0
SUBTOTAL Other Capital Costs $0 $0 $0
TOTAL CURRENT CAPITAL COSTS $195,107 $0 $195,107
d. Land Purchased/Donated
e. Inflation Allowance
TOTAL CAPITAL COSTS $195,107 $0 $195,107
2. Financing Cost and Other Cash Requirements
a.  Loan Placement Fees $0 $0
b.  Bond Discount $0 $0
c  CON Application Assistance
cl. Legal Fees $10,000 $10,000
c2. Other (Specify/add rows if needed) $15,000 $15,000
d. Non-CON Consulting Fees $0
dl. Legal Fees $0
d2. Other (Specify/add rows if needed) $5,000 $5,000
e.  Debt Service Reserve Fund $0 $0
f. Other (Specify/add rows if needed) $0 $0
SUBTOTAL $30,000 $0 $30,000
3. Working Capital Startup Costs $200,000 $200,000
TOTAL USES OF FUNDS $425,107 $0 $425,107
B. Sources of Funds
1. Cash $225,107.00 $225,107
2. Philanthropy (to date and expected) $0 $0
3. Authorized Bonds $0 $0
4. Interest Income from bond proceeds listed in #3 $0 $0
5. Mortgage $0 $0
6. Working Capital Loans $200,000 $200,000
7. Grants or Appropriations
a. Federal $0 $0
b. State $0 $0
c. Local $0 $0
8. Other (Specify/add rows if needed) $0 $0
TOTAL SOURCES OF FUNDS $425,107 $425,107
Annual Lease Costs (if applicable)
1. Land $0
2. Building $0
3. Major Movable Equipment $0
4. Minor Movable Equipment $0
5. Other (Specify/add rows if needed) $0

* Describe the terms of the lease(s) below, including information on the fair market value of the item(s), and the number of years, annual cost, and the
interest rate for the lease.




TABLE D. UTILIZATION PROJECTIONS - ENTIRE FACILITY

INSTRUCTION : Complete this table for the entire facility, including the proposed project. Account for all inpatient and outpatient volume that produce or will produce revenue. Indicate on
the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). For sections 3 & 4, the number of beds and occupancy percentage should be reported on the basis of licensed

beds. In an attachment to the application, provide an explanation or basis for the projections and specify all assumptions used. Applicants must explain why the assumptions are

reasonable.
Two Most Recent Years |Current Year Projected Years - ending with full utilization and financial stability (3 to 5 years post project
(Actual) Projected completion) Add columns if needed.

Jindicate CY or FY FY 2020 FY 2021 FY 2022 FY 2023 FY 2024 FY 2025

1. ADMISSIONS

a. Comprehensive Care (public) 634 603 601 481 481 481

b. Comprehenswe Care (CCRC o o o o o o

Restricted)

Total Comprehensive Care 634 603 601 481 481 481

c. Assisted Living 0 0 0 0 0 0

d. Other (Specify/add rows of o o o o o o

needed)

TOTAL ADMISSIONS 634 603 601 481 481 481

2. PATIENT DAYS FY 2020 FY 2021 FY 2022 FY 2023 FY 2024 FY 2025

a. Comprehensive Care (public) 85,549 83,967 83,604 66,883 66,883 66,883

b. Comprehenswe Care (CCRC o o o o o o

Restricted)

Total Comprehensive Care 85,549 83,967 83,604 66,883 66,883 66,883

c. Assisted Living 0 0 0 0 0 0

d. Other (Specify/add rows of o o o o o o

needed)

TOTAL PATIENT DAYS 85,549 83,967 83,604 66,883 66,883 66,883

3. NUMBER OF BEDS FY 2020 FY 2021 FY 2022 FY 2023 FY 2024 FY 2025

a. Comprehensive Care (public) 267 267 267 230 230 230

b. Comprehenswe Care (CCRC o o o o o

Restricted)

Total Comprehensive Care Beds 267 267 267 183 183 183

c. Assisted Living 0 0 0 0 0 0

d. Other (Specify/add rows of o o o o o o

needed)

TOTAL BEDS 267 267 267 183 183 183

4. OCCUPANCY PERCENTAGE *IMPORTANT NOTE: Leap year formulas should be changed by applicant to reflect 366 days per year.

a. Comprehensive Care (public) 87.8% 86.2% 85.8% 79.7% 79.7% 79.7% #DIV/O! #DIV/O! #DIV/O! #DIV/O!
g;g{gg;henswe Care (CCRC #DIV/O! #DIV/O! #DIV/O! #DIV/O! #DIV/O! #DIV/O! #DIV/O! #DIV/O! #DIV/O! #DIV/O!
Total Comprehensive Care Beds 87.8% 86.2% 85.8% 100.1% 100.1% 100.1% #DIV/0! #DIV/0! #DIV/0! #DIV/0!
c. Assisted Living #DIV/O! #DIV/O! #DIV/O! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!
gégéz‘é; (Specifyfadd rows of #DIV/O! #DIV/O! #DIV/O! #DIV/O! #DIV/O! #DIV/O! #DIV/O! #DIV/O! #DIV/O! #DIV/O!
TOTAL OCCUPANCY % 87.8% 86.2% 85.8% 100.1% 100.1% 100.1% #DIV/0! #DIV/0! #DIV/0! #DIV/0!
5. OUTPATIENT (specify units

used for charging and recording 0 0 0 0 0 0

revenues)

a. Adult Day Care 0 0 0 0 0 0

b. Other (Specify/add rows of o o o o o o

needed)

TOTAL OUTPATIENT VISITS 0 0 0 0 0 0




TABLE E. UTILIZATION PROJECTIONS - NEW FACILITY OR SERVICE

INSTRUCTION : After consulting with Commission Staff, complete this table for the new facility or service (the proposed project). Account for all inpatient and
outpatient volume that produce or will produce revenue. Indicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). For sections 3
& 4, the number of beds and occupancy percentage should be reported on the basis of proposed beds. In an attachment to the application, provide an
explanation or basis for the projections and specify all assumptions used. Applicants must explain why the assumptions are reasonable.

Projected Years - ending with full utilization and financial stability (3 to 5 years post project

completion) Add columns if needed.

Indicate CY or FY

1. ADMISSIONS

a. Comprehensive Care (public)

|b. Comprehensive Care (CCRC Restricted)

Total Comprehensive Care

c. Assisted Living

d. Other (Specify/add rows of needed)

TOTAL ADMISSIONS

2. PATIENT DAYS

a. Comprehensive Care (public)

|b. Comprehensive Care (CCRC Restricted)

Total Comprehensive Care

c. Assisted Living

TOTAL PATIENT DAYS

3. NUMBER OF BEDS

a. Comprehensive Care (public)

|b. Comprehensive Care (CCRC Restricted)

Total Comprehensive Care Beds

c. Assisted Living

d. Other (Specify/add rows of needed)

TOTAL BEDS

0

0

0

0

0

4. OCCUPANCY PERCENTAGE *IMPORTANT NOTE:

Leap year formulas should be changed by applicant to reflect

366 days per

year.

a. Comprehensive Care (public)

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

|b. Comprehensive Care (CCRC Restricted)

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

Total Comprehensive Care Beds

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

c. Assisted Living

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

d. Other (Specify/add rows of needed)

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

TOTAL OCCUPANCY %

#DIV/O!

#DIV/O!

#DIV/O!

#DIV/O!

#DIV/O!

#DIV/O!

#DIV/0!

5. OUTPATIENT (specify units used for charging and
[recording revenues)

la. Adult Day Care

Ib. Other (Specify/add rows of needed)

ITOTAL OUTPATIENT VISITS




TABLE F. REVENUES & EXPENSES, UNINFLATED - ENTIRE FACILITY

INSTRUCTION : Complete this table for the entire facility, including the proposed project. The table should reflect current dollars (no inflation). Projected

and

should be

utilization projections in Table D reflecting changes in volume and with the costs of the Workforce identified in Table H. Indicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). In an
attachment to the application, provide an explanation or basis for the projected revenue and expenses specifying all assumptions used. Applicants must explain why the assumptions are reasonable. Revenue
should be projected based on actual charges with calculations detailed in the attachment and Contractual Allowance should not be included if it is a positive adjustment to gross revenue. Specify the sources of non-

operating income.

Two Most Recent Years (Actual)

Current Year

Projected Years - ending with full utilization and financial stability (3 to 5 years post project completion) Add

Projected columns if needed.
Indicate CY or FY FY 2020 [FY 2021 FY 2022 FY 2023 [FY 2024 [FY 2025 [ |
1. REVENUE
a. Inpatient Services $ 27,184,393 | $ 27,154,297 | $ 27,513,298 | $ 19,061,969 | $ 21,303,135 | $ 24,501,248
b. Outpatient Services $ -1 $ -1 $ -1 $ -1 s -1 $ -
RGe'\f’::uZ“em Service $ 27,184,303 | $ 27,154,297 | $ 27,513,298 19,061,969 | $ 21,303,135 | $ 24,501,248 | $ - - - -
c. Allowance For Bad Debt $ 841,704 261,555 509,988 288,058 312,268 | $ 312,268
d. Contractual Allowance $ - - - - -8 -
e. Charity Care $ - - - - -1$ -
Fg‘:\f;f;em Services $ 26,342,689 | $ 26,802,742 | $ 27,003,310 | $ 18,773,912 | $ 20,990,867 | $ 24,188,980 | $ - - - -
f. Other Operating Revenues | ¢y 531 551 | g 475701 | $ 818158 | $ 643972 |$ 699,170 | $ 699,170
(Specify/add rows if needed)
NET OPERATING REVENUE | $ 27,573,910 | $ 27,368,534 | $ 27,821,468 [ $ 19,417,884 | $ 21,690,037 | $ 24,888,150 | $ - - - -
2. EXPENSES
a. Salaries & Wages $ 9,761,497 | $ 9,806,703 | $ 9,862,915 | $ 7974294 | $ 8572654 |$ 9,212,311
(including benefits)
b. Contractual Services $ 47,970 | $ 21,716 [ $ 20,826 | $ 18222 [ $ 18,222 20,826
c. Interest on Current Debt $ 102,790 | $ 52,680 | $ 70,248 [ $ 74,904 [ $ 81,325 81,325
d. Interest on Project Debt $ - - - - - -
e. Current Depreciation $ 211,500 226,849 244,559 195,647 195,647 | $ 195,647
f. Project Depreciation $ - - - - -8 -
g. Current Amortization $ 39,501 39,221 43,969 35,175 35175 [ $ 35,175
h. Project Amortization $ - - - - -8 -
i. Supplies $ 7,329,080 6,099,748 6,739,447 5,378,206 5,216,521 | $ 5,328,762
i. Utilities $ 535,811 520,769 517,632 436,138 473521 | $ 473,521
k. Other Ancilaries $ 1,179,303 1,444,832 1,486,567 1,153,756 1,253,283 | $ 1,253,283
|. Corporate Expense $ 4,249,782 3,901,320 4,433,354 2,919,316 3,193,754 | $ 3,212,864
m. Cost of Ownership $ 3,026,983 3,325,624 3,141,576 938,823 976,979 | $ 2,352,306
TOTAL OPERATING $ 26,484,216 | $ 25439460 | $ 26,561,094 | $ 19124482 | $ 20,017,082 | $ 22,166,021 | $ - - = -
EXPENSES
3. INCOME
a. Income From Operation $ 1,089,693 |$ 1,929,073 |$ 1,260,374 | $ 293,402 [ $ 1,672,954 | $ 2,722,129 | $ = = = =
b. Non-Operating Income $ - - - - -1$ -
SUBTOTAL $ 1,089,693 1,929,073 1,260,374 293,402 1,672,954 | $ 2,722,129 | $ - - - -
c. Income Taxes $ - - - - -1$ -
NET INCOME (LOSS) $_ 1,089,693 1,929,073 1,260,374 293,402 1,672,954 | $ 2,722,129 | $ © © © ©
4. PATIENT MIX
a. Percent of Total Revenue
1) Medicare 15.2% 16.7% 15.9% 15.9% 15.9% 15.9%]
2) Medicaid 74.7% 76.6% 75.7% 75.7% 75.7% 75A7%|
3) Blue Cross Commercial InclCommercial In¢fCommercial Include Commercial Incly Commercial Inc|Commercial Included
4) Commercial Insurance 8.9% 5.1% 7.0% 7.0% 7.0% 7.0%
5) Self-pay 1.1% 1.1% 1.1% 1.1% 1.1% 1.1%
6) Other 0.2% 0.4% 0.3% 0.3% 0.3% 0.3%
TOTAL 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 0.0% 0.0% 0.0% 0.0%
b. Percent of Inpatient Days
1) Medicare 10.6% 8.0% 6.9% 8.5% 8.5% 8.5%
2) Medicaid 81.6% 83.1% 84.2% 83.0% 83.0% 83.0%
3) Blue Cross Commercial InclCommercial InfCommercial Includg Commercial Incly Commercial Inc|Commercial Included
4) Commercial Insurance 5.7% 7.6% 7.6% 7.0% 7.0% 7.0%
5) Self-pay 0.8% 1.0% 0.6% 0.8% 0.8% 0.8%
6) Other 1.3% 0.3% 0.7% 0.8% 0.8% 0.8%
TOTAL 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 0.0% 0.0% 0.0% 0.0%




TABLE G. REVENUES & EXPENSES, UNINFLATED - NEW FACILITY OR SERVICE

operating income.

INSTRUCTION : After consulting with Commission Staff, complete this table for the new facility or service (the proposed project). This table
should reflect current dollars (no inflation). Projected revenues and expenses should be consistent with the utilization projections in Table E
and with the Workforce costs identified in Table H. Indicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). In
an attachment to the application, provide an explanation or basis for the projections and specify all assumptions used. Applicants must
explain why the assumptions are reasonable. Revenue should be projected based on actual charges with detailed calculation by payer in the
attachment. The contractual allowance should not be reported if it is a positive adjustment to gross revenue. Specify the sources of non-

Projected Years (ending five years after completion) Add columns of needed.

Indicate CY or FY

1. REVENUE

a. Inpatient Services

b. Outpatient Services

Gross Patient Service Revenues

c. Allowance For Bad Debt

d. Contractual Allowance

e. Charity Care

Net Patient Services Revenue

f. Other Operating Revenues (Specify)

NET OPERATING REVENUE

2. EXPENSES

a. Salaries & Wages (including benefits)

b. Contractual Services

c. Interest on Current Debt

d. Interest on Project Debt

e. Current Depreciation

f. Project Depreciation

g. Current Amortization

h. Project Amortization

i. Supplies

j. Other Expenses (Specify)

TOTAL OPERATING EXPENSES

3. INCOME

a. Income From Operation

b. Non-Operating Income

SUBTOTAL

c. Income Taxes

NET INCOME (LOSS)

4. PATIENT MIX

a. Percent of Total Revenue

1) Medicare

2) Medicaid

3) Blue Cross

4) Commercial Insurance

5) Self-pay

6) Other

TOTAL

0.0%

0.0%

0.0%

0.0%

0.0%

0.0%

0.0%

b. Percent of Inpatient Days

1) Medicare

2) Medicaid

3) Blue Cross

4) Commercial Insurance

5) Self-pay

6) Other

TOTAL

0.0%

0.0%

0.0%

0.0%

0.0%

0.0%

0.0%




TABLE H. WORKFORCE INFORMATION

INSTRUCTION : List the facility's existing staffing and changes required by this project. Include all major job categories under each heading provided in the table. The number of Full Time Equivalents (FTEs)
should be calculated on the basis of 2,080 paid hours per year equals one FTE. In an attachment to the application, explain any factor used in converting paid hours to worked hours. Please ensure that the

projections in this table are consistent with

provided in

CURRENT ENTIRE FACILITY

in Tables F and G.

PROJECTED CHANGES AS A RESULT
OF THE PROPOSED PROJECT
THROUGH THE LAST YEAR OF

OTHER EXPECTED CHANGES IN
OPERATIONS THROUGH THE LAST
YEAR OF PROJECTION (CURRENT

PROJECTED ENTIRE
FACILITY THROUGH THE
LAST YEAR OF

1. Regular Employees

Administration (List general
categories, add rows if needed)

PROJECTION (CURRENT DOLLAREZ DOLLARE) PROJECTION (CURRENT
Total Cost Total Cost
(should be
Current Average Average . . Average (should be
Current Year consistent with : .
Job Category Year Salary per Total Cost FTEs Salary per rojections in FTEs Salary per | Total Cost| FTEs consistent with
FTEs FTE FTE prol " FTE projections in
Table G, if Table G)
submitted)

Administrative Nursing 2.0 $119,935 $239,870 0.0 $119,935 0 0 2.0 $239,870
Administrative Operations 4.0 75,310 $301,238 0.0 75,310 0 0 4.0 $301,238
Business Office Manager 1.0 80,325 80,325 0.0 80,325 0 0 1.0 80,325
Activities Director 1.0 72,800 72,800 0.0 72,800 0 0 1.0 72,800
Admissions Director 1.0 70,000 70,000 0.0 70,000 0 0 1.0 70,000
Administrative Culinary 1.0 66,997 66,997 0.0 66,997 0 0 1.0 66,997
Total Administration 10.0 831,230.0 0.0 0.0 0.0 0.0 0.0 10.0 831,230.0
Direct Care Staff (List general
categories, add rows if needed)
RN 16.0 83,304 1,332,864 -2.0 83,304 -$166,608 0 14.0 1,166,256
LPN 26.0 67,080 1,744,080 -1.0 67,080 -$67,080 0 25.0 1,677,000
C.N.A 66.0 38,334 2,530,070 -6.0 38,334 -$230,006 0 60.0 2,300,064
Occupational Therapist 15 96,845 145,267 -0.5 96,845 -$48,422 0 1.0 $96,845
Physical Therapist 25 83,262 208,156 -0.5 83,262 -$41,631 0 2.0 $166,525
Speech Pathologist 15 92,706 139,058 -0.5 92,706 -$46,353 0 1.0 $92,706
Therapy Assistant 2.0 50,960 101,920 -0.5 50,960 -$25,480 0 15 $76,440
Total Direct Care| 115.5 6,201,416.0/ -11.0 -625,580.8 0.0 0.0 0.0 1045/ 5,575,835.2
Support Staff (List general
categories, add rows if needed)
Maintenance 4.0 $48,048 $192,192 0.0 48,048 0 0 4.0 $192,192
Culinary 20.0 $35,381 $707,616 0.0 35,381 0 0 20.0 $707,616
Receptionist 25 32,448 $81,120 0.0 32,448 0 0 25 $81,120
Social Services 2.0 $41,600 83,200 0.0 41,600 0 0 2.0 83,200
Central Supply 1.0 $46,259 $46,259 0.0 46,259 0 0 1.0 $46,259
Activities Staff 3.0 $446,846( $1,340,539 0.0| $446,846 0 0 3.0 $1,340,539
Total Support 325 2,450,926.4 0.0 0.0 0.0 0.0 32.5| 2,450,926.4
REGULAR EMPLOYEES TOTAL 158.0 9,483,572.4 -11.0 -625,580.8 0.0 0.0 147.0 | 8,857,991.6
2. Contractual Employees
Administration (List general
categories, add rows if needed)
RN 0.3 $83,304 $20,826 0.0 $83,304 0 0 0.3 $20,826
0 0 0 0.0 0
0 0 0 0.0 0
0 0 0 0.0 0
Total Administration 0.3 $20,826 0 0 0.3 $20,826
Direct Care Staff (List general
categories, add rows if needed)
0 0 0 0.0 0
0 0 0 0.0 0
0 0 0 0.0 0
0 0 0 0.0 0
Total Direct Care Staff 0.0 0 0 0 0.0 0
Support Staff (List general
categories, add rows if needed)
0 0 0 0.0 0
0 0 0 0.0 0
0 0 0 0.0 0
0 0 0 0.0 0
Total Support Staff 0.0 0 0 0 0.0 0
CONTRACTUAL EMPLOYEES T( 0.3 20,826.0 0.0 0.0 0.3 20,826.0
Benefits (State method of
calculating benefits below) : 4% 379,342.9 -25,023.2 354,319.7
of Gross Waaes
TOTAL COST 158.3 -$650,604 0.0 $0 $9,233,137




TABLE I. Scheduled Staff for Typical Work Week

INSTRUCTION: Quantify the staff that will provide bedside care that would be counted toward the current minimum staffing as required by COMAR 10.07.02.12

Weekday Hours Per Day

Weekend Hours Per Day

Staff Category Day Evening Night Total Day Evening Night Total
Registered Nurses 16 16 8 40 16 16 8 40
L.P.N.s 48 48 40 136 48 48 40 136
Aides 0 0 0 0 0 0 0 0
C.N. As 150 150 97.5 397.5 150 150 97.5 397.5
Medicine Aides 0 0 0 0

Total 573.5 573.5

Licensed Beds at Project
Licensed Beds at Project Completion 184 Completion 184
Hours of Bedside Care per
Hours of Bedside Care per Licensed Bed per Day 3.12 Licensed Bed Per Day 3.12
Weekday Hours Per Day Weekend Hours Per Day

Staff Category Day Evening Night Total Day Evening Night Total
Ward Clerks (bedside care time calculated at 50% 0 0 0 0 0 0 0 0

Total Including 50% of Ward Clerks Time

Total Hours of Bedside Care
Total Hours of Bedside Care per Licensed Bed Per Day 3.16 per Licensed Bed Per Day 3.16




TABLE J. CONSTRUCTION CHARACTERISTICS

INSTRUCTION : If project includes non-hospital space structures (e.g., parking garges, medical office buildings,
or energy plants), complete an additional Table C for each structure.

NEW CONSTRUCTION

RENOVATION

BASE BUILDING CHARACTERISTICS

Check if applicable

Class of Construction (for renovations the class of
the building being renovated)*

Class A
Class B
Class C
Class D

Type of Construction/Renovation*

Low
Average
Good
Excellent

0000 ([CDooo

O0OEO DO0OE

Number of Stories

*As defined by Marshall Valuation Service

PROJECT SPACE List Number of Feet, if applicable
Total Square Footage Total Square Feet
Basement
First Floor 16,192
Second Floor 6,332
Third Floor 10,334
Fourth Floor 10,334
Average Square Feet 10,798
Perimeter in Linear Feet Linear Feet
Basement 692
First Floor 296
Second Floor 478
Third Floor 495
Fourth Floor 1,961
Total Linear Feet 490
Average Linear Feet
Wall Height (floor to eaves) Feet
Basement
First Floor 8
Second Floor 8
Third Floor 8
Fourth Floor 8
Average Wall Height
OTHER COMPONENTS
Elevators List Number
Passenger 2
Freight 0
Sprinklers Square Feet Covered
Wet System 87,120
Dry System
Other Describe Type
Type of HVAC System for proposed project n/a
Type of Exterior Walls for proposed project n/a




TABLE K. ONSITE AND OFFSITE COSTS INCLUDED AND EXCLUDED IN MARSHALL VALUATION COSTS

INSTRUCTION : If project includes non-hospital space structures (e.g., parking garges, medical office
buildings, or energy plants), complete an additional Table D for each structure.

NEW CONSTRUCTION RENOVATION

COSTS COSTS
SITE PREPARATION COSTS

Normal Site Preparation $0 $0
Utilities from Structure to Lot Line $0 $0
Subtotal included in Marshall Valuation Costs $0 $0
Site Demolition Costs $0 $0
Storm Drains $0 $0
Rough Grading $0 $0
Hillside Foundation $0 $0
Paving $0 $0
Exterior Signs $0 $0
Landscaping $0 $0
Walls $0 $38,700
Yard Lighting $0 $0
Other (Specify/add rows if needed) $0 $546,160
Subtotal On-Site excluded from Marshall Valuation
Costs $0 $584,860

OFFSITE COSTS

Roads $0 $0
Utilities $0 $0
Jurisdictional Hook-up Fees $0 $0
Other (Specify/add rows if needed) $0 $0
Subtotal Off-Site excluded from Marshall Valuation
Costs $0 $0
TOTAL Estimated On-Site and Oftt-Site Costs not
included in Marshall Valuation Costs $0 $584,860
TOTAL Site and Oit-Site Costs included and excluded
from Marshall Valuation Service* $0 $584,860

*The combined total site and offsite cost included and excluded from Marshall Valuation Service should typically equal the
estimated site preparation cost reported in Application Part Il, Project Budget (see Table E. Project Budget). If these
numbers are not equal, please reconcile the numbers in an explanation in an attachment to the application.



Exhibit 13

Affirmations
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| hereby declare and affirm under the penalties of perjury that the facts stated in this Merger and
Consolidation Exemption Request and its attachments are true and correct to the best of my knowledge,
information, and belief.

X Holly J. Norelli

Holly Norelli
Vice President, Special Projects
Signed by: 6df0fab5-3053-4414-b531-370320402076




I hereby declare and affirm under the penalties of perjury that the facts stated in this Merger
and Consolidation Exemption Request and its attachments are true and correct to the best of my
knowledge, information, and belief.

Sigiature Date

( /\/@“é‘—;_y % 4/3/2023



	MHCC re Ft. Washington Merger and Consolidation Request with Exhibits.pdf



