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For internal staff use:

MARYLAN D
HEALTH
CARE
COMMISSION

MATTER/DOCKET NO.

DATE DOCKETED

COMPREHENSIVE CARE FACILITY (NURSING HOME)
APPLICATION FOR CERTIFICATE OF NEED

ALL APPLICATIONS MUST FOLLOW THE FORMATTING REQUIREMENTS DESCRIBED
IMMEDIATELY BELOW. NOT FOLLOWING THESE FORMATTING INSTRUCTIONS WILL
RESULT IN THE APPLICATION BEING RETURNED,

Required Format:

Table of Contents. The application must include a Table of Contents referencing the location of
application materials. Each section in the hard copy submission should be separated with
tabbed dividers. Any exhibits, attachments, etc. should be similarly tabbed, and pages within
each should be numbered independently and consecutively. The Table of Contents must
include:

• Responses to PARTS I, II, III, and IV of the COMPREHENSIVE CARE FACILITY
(NURSING HOME) application form

Responses to PART IV must include responses to the standards in the State
Health Plan chapter, COMAR 10.24.08, applicable to the type of nursing home
project proposed.

o All Applicants must respond to the general standards, COMAR 10.24.08.05A.
o Applicants proposing new construction or expansion of comprehensive care

facility beds, including replacement of an existing facility or existing beds, if new
outside walls are proposed must also respond to all the standards in COMAR
10.24.08.056.

o Applicants only proposing renovations within existing facility walls using beds
currently shown in the Commission's inventory as authorized to the facility must
respond to all the standards in COMAR 10.24.08.050 in addition to the standards
in .05A. Applicants for such renovations should not respond to the standards in
.056.

o All Applicants must respond to the Review Criteria listed at 10.24.01.08G(3)(b)
through 10.24.01.08G(3)(f) as detailed in the application form.

• Identification of each Attachment, Exhibit, or Supplement

Application pages must be consecutively numbered at the bottom of each page. Exhibits
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attached to subsequent correspondence during the completeness review process shall use a
consecutive numbering scheme, continuing the sequencing from the original application. (For
example, if the last exhibit in the application is Exhibit 5, any exhibits used in subsequent
responses should begin with Exhibit 6. However, a replacement exhibit that merely replaces an
exhibit to the application should have the same number as the exhibit it is replacing, noted as a
replacement.

SUBMISSION FORMATS:

We require submission of application materials and the applicants responses to completeness
questions in three forms: hard copy; searchable PDF; and in Microsoft Word.

Hard copy: Applicants must submit six (6) hard copies of the application to:
Ruby Potter
Health Facilities Coordinator
Maryland Health Care Commission
4160 Patterson Avenue
Baltimore, Maryland 21215

PDF: Applicants must also submit searchable PDF files of the application, supplements,
attachments, and exhibits.l All subsequent correspondence should also be submitted
both by paper copy and as searchable PDFs.

• Microsoft Word: Responses to the questions in the application and the applicant's
responses to completeness questions should also be electronically submitted in Word.
Applicants are strongly encouraged to submit any spreadsheets or other files used to
create the original tables (the native format). This will expedite the review process.

Applicants are strongly encouraged to submit any spreadsheets or other files used to create the
original tables (the native format). This will expedite the review process.

PDFs and spreadsheets should be submitted to ruby.potter _marvland.gov and
kevin.mcdonald(c~maryland.gov.

Note that there are certain actions that may be taken regarding either a health care
facility or an entity that does not meet the definition of a health care facility where CON
review and approval are not required. Most such instances are found in the
Commission's procedural regulations at COMAR 10.24.01.03, .04, and .05. Instances
listed in those regulations require the submission of specified information to the
Commission and may require approval by the full Commission. Contact CON staff at
(410) 764-3276 for more information.

A pre-application conference will be scheduled by Commission Staff to cover this and other topics.
Applicants are encouraged to contact Staff with any questions regarding an application.

1 PDFs may be created by saving the original document directly to PDF on a computer or by using advanced scanning technology



PART I -PROJECT IDENTIFICATION AND GENERAL INFORMATION

1. FACILITY

Name of Facility: Brinton Woods Health and Rehabilitation at Winfieldz

Address:

1442 Buckhorn Road Sykesville 21784 Carroll

Street Citv Zip Countv

2. Name of Owner Brinton Woods Health Care Center, LLC

If Owner is a Corporation, Partnership, or Limited Liability Company, attach a description of the
ownership structure identifying all individuals that have or will have at least a 5% ownership share in the
applicant and any related parent entities. Attach a chart that completely delineates this ownership
structure.

Please refer to Exhibit 1 for the ownership structure of Brinton Woods Health Care Center, LLC.

3. APPLICANT. If the application has a co-applicant, provide the following information in an attachment.

Legal Name of Project Applicant (Licensee or Proposed Licensee): Brinton Woods Health
Care Center. LLC

Address:
21093 MD Balto.

9515 Deereco Road, Suite 407 Timonium
Street Cit Zip State Count

Telephone: 410-795-2737

4. NAME OF LICENSEE OR PROPOSED LICENSEE, if different from applicant:

SAME

2 This is the name of the facility at its current location, but the name of the facility may be changed after it
is relocated to the Carroll Hospital campus.
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5. LEGAL STRUCTURE OF APPLICANT (and LICENSEE, if different from applicant).

Check ~ or fill in applicable information below and attach an organizational chart
showing the owners of applicant (and licensee, if different).

A. Governmental ❑

B. Corporation

(1) Non-profit ❑

(2) For-profit ❑

(3) Close ~ State &date of incorporation

0
C. Partnership

General ❑

Limited ❑

Limited liability partnership ❑

Limited liability limited
partnership

Other (Specify):

D. Limited Liability Company ~

E. Other (Specify):

To be formed: ❑

Existing: ❑

6. PERSONS) TO WHOM QUESTIONS REGARDING THIS APPLICATION SHOULD BE
DIRECTED

A. Lead or primary contact:

Name and Title:

Company Name

Mailing Address:

200 Memorial Avenue

Teresa Fletcher,
Assistant Vice President

LifeBridge Health

Westminster MD 21157
Street

Telephone: 410-469-5220
E-mail Address (required): teresaf@carrollhospitalcenter.org

Fax: 410-601-9516

City Zip



If company name
is different than
applicant briefly
describe the
relationship

LifeBridge Health is the majority owner of the Applicant. Please refer to
Exhibit 1 for the delineation of the ownership structure of the Applicant.

B. Additional or alternate contact:

Name and Title: Marta Harting

Company Name Venable LLP

Mailing Address:

750 E. Pratt Street
Street

Telephone: 410-244-7400

E-mail Address (required):
mdharting@venable.c

om

Fax: 410-244-7442

If company name Legal Counsel
is different than
applicant briefly
describe the
relationship

Baltimore 21202
MD

City Zip State

7. NAME OF THE OWNER OR PROPOSED OWNER OF THE REAL PROPERTY
and Improvements (if different from the licensee or proposed licensee)

Carroll Hospital Center

Address:

200 Memorial Avenue Westminster 21157
Street City Zip

MD Carroll
State County

If Owner is a Corporation, Partnership, or Limited Liability Company attach a description of the
ownership structure identifying all individuals that have or will have at least a 5% ownership
share in the in the real property and any related parent entities. Attach a chart that completely
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delineates this ownership structure.

Applicant Response: Please see Exhibit 4 for the delineation of the LBH ownership structure
that includes Carroll Hospital Center, the owner of the real property to which BW-W
would be relocated with this project. Brinton Woods Senior Living, LLC is the owner
of the real estate on which BW-W is currently operating. LBH is a majority (55%)
owner of Brinton Woods Senior Living, LLC. The ownership structure of Brinton
Woods Senior Living, LLC., is delineated in Exhibit 2.

8. NAME OF THE Owner of the Bed Rights (i.e., the person/entity that could sell the beds
included in this application to a 3rd party):

Legal Name of the Owner of the Rights to Sell the CCF Beds

Brinton Woods Health Care Center. LLC

If the Legal Entity that has or will have the right to sell the CCF beds is other than the Licensee or
the Owner of the Real Property Identified Above Provide the Following Information.

Address:

Street City Zip State County

Telephone:

9. If a management company or companies is or will be involved in the clinical or financial
management of the facility or will provide oversight of any construction or renovations
proposed as part of this APPLICATION, identify each company or individual that will
provide the services and describe the services that will be provided. Identify any
ownership relationship between the management company and the owner of the facility
and/or the real property or any related entity.

Brinton Woods Management Company, LLC currently provides management services for BW-W,
but may or may not provide management services for BW-W after it is relocated to the
Carroll Hospital campus. LBH does not have an ownership interest in Brinton Woods
Management Company, LLC. That entity is wholly owned by three of the individual
minority owners of the Applicant.

Address:
9515 Deereco Road, Suite Timonium 21093 MD
407 Baltimore
Street City Zip State County

410-560-4925
Telephone:

10. TYPE OF PROJECT

The following list includes all project categories that require a CON pursuant to
COMAR 10.24.01.02(A). Please mark all that apply in the list below.
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If approved, this CON would result in (check as many as apply):

(1) Anew health care facility built, developed, or established

(2) An existing health care facility moved to another site

(3) A change in the bed capacity of a health care facility

(4) A change in the type or scope of any health care service offered
by a health care facility

(5) A health care facility making a capital expenditure that exceeds the
current threshold for capital expenditures found at:
http://mhcc.maryland.gov/mhcc/pages/hcfs/hcfs con/documents/con capital threshold 20140301.pdf

11. PROJECT DESCRIPTION

■.

/1
■
■

/1

A. Executive Summary of the Project: The purpose of this BRIEF executive summary
is to convey to the reader a holistic understanding of the proposed project: what it is,
why you need to do it, and what it will cost. Aone-page response will suffice. Please
include:

(1) Brief Description of the project —what the applicant proposes to do
(2) Rationale for the project —the need and/or business case for the

proposed project
(3) Cost —the total cost of implementing the proposed project

APPLICANT RESPONSE:

(1) Brief Description of Project. Brinton Woods Health and Rehabilitation at Winfield (BW-
W) is a long-term and subacute care facility located in Carroll County. Rated as a five-star
facility by the Centers for Medicare and Medicaid, BW-W has been providing health and
rehabilitation services for short-term rehabilitation and long-term skilled nursing care in Carroll
County for more than 12 years. It has a total of 60 beds, six are private and the remaining 54
are semi-private.

In November 2017, LifeBridge Health (LBH) acquired a majority (55%) ownership interest, in the
Applicant.3 Please refer to Exhibit 1 for the delineation of the ownership structure of the
Applicant. This transaction was accompanied by plans to rebuild and relocate the aging BW-W
facility to the campus of Carroll Hospital, an LBH partner.

Originally built in 1959, and acquired by the Applicant in 2006, BW-W is not only an aging
facility, but is unable to expand or improve its current facility to better meet Life Safety
Requirements. Because of the current site's property typography and the design of the current
structure, at its current location BW-W cannot undergo the significant improvements and
modernization that are required in order to meet the needs and expectations of patients and
their families.

The Applicant is not seeking additional bed capacity. Rather, it is requesting approval for
capital spending and the replacement and relocation of the existing facility. The relocation and

3 The transaction documents require LBH to purchase the remaining 45% interest in the Applicant and
Brinton Woods Senior Living, LLC, in the future under certain circumstances.
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new facility are expected to strengthen the continuity of care for both current and future BW-W
patients and improve the quality of care for those patients by improving their access to clinical
resources. By doing so, the project will support LBH's success under the Maryland
Demonstration Model and focus on the Triple Aim: improve the patient experience of care,
improve clinical outcomes, and potentially reduce the total costs of care.

Through this new facility, the Applicant plans to breathe new life into the care offered at BW-W
by combining the latest trends from residential, medical and hospitality models with an
advanced technological infrastructure.

(2) Rationale for the Project. Key objectives and rationale for the project include:

By investing in this facility now, the Applicant will be better prepared to meet the
projected increase in demand for quality nursing home beds. The elderly population in
Carroll County is growing by more than 3% annually (see Table 2 below). In addition,
nursing home use rates are expected to increase in response to the Maryland
Demonstration Model, other risk contracting, the expected waiver of the 3-day rule, and
the upgrading of nursing home services. Although the Applicant is not requesting
additional bed capacity with this project, the new facility will be in a position to expand in
the future to accommodate additional beds, whereas the existing facility cannot be
expanded.

BW-W's physical plant requires significant capital upgrades and investment, and it
cannot be modernized adequately to meet community needs in its current location. Its
small "footprint" will not accommodate additional private rooms and its current plant
cannot be modified for patient-oriented, progressively designed features. Additionally,
its somewhat remote location remains a weakness. Rebuilding the nursing home on
another site will provide a higher ratio of private rooms to reduce infection risks, improve
functional outcomes, and respond directly to the short supply of private rooms in Carroll
County.

There are a limited number of private nursing home beds in Carroll County. Just 20% of
nursing home beds in Carroll County and only 6.5% of the nursing home beds in
Westminster are private. Additionally, nearly 30% of Carroll County nursing home beds
are in 3- or 4-bed rooms. (See Table 1). Having three to four residents in one room
does not provide suitable living conditions for any person, especially for patients who are
in most cases elderly, frail and suffering from comorbidities that limit their mobility and
ability to perform daily living activities. The new BW-W facility will have 40 private and 10
semi-private rooms, providing a very high ratio of private rooms with private baths (67%)
compared to the current private room complement at BW-W of 10%.



Table 1

Beds by Room Type -Carroll County Nursing Homes

Nursing Home

Semi- Triple Quad

Private Room Room

Beds Beds Beds

Private

Room

Beds

Total

Beds

Private

Room
Brinton Woods Nursing and Rehabilitation Center 54 0 0 6 60 10%
Carrol l Lutheran Village Healthcare Center 94 0 0 9 103 9%
Golden Living Center 56 78 16 8 158 5%

Integrace Copper Ridge Nursing Home 16 0 0 50 66 76%
Integrate Fairhaven, Inc. 12 0 0 67 79 85%
Long View Healthcare Center, LLC 80 0 0 28 108 26%
Lorien - Taneytown 60 0 0 3 63 5%
Lorien Mt. Airy 58 0 0 4 62 6%
Pleasant View Nursing Home of Mt. Airy 0 0 104 0 104 0%
Transitions Healthcare at Sykesville 44 21 48 5 118 4%

Totals 474 99 168 180 921 20%

Quality: Despite its physical plant limitations, BW-W is one of only four, CMS 5-Star
rated facilities in Carroll County. The average rating of the other six facilities in Carroll
County is 2.2 Stars. Additionally, in its last two inspections by the Department of Health,
BW-W received only a total of three deficiencies, outperForming every nursing home in
the county with the exception of two. BW-W also compares very favorably to State and
national averages, making it one of the highest ranking facilities in the County according
to the Maryland Healthcare Commission's long term care health ratings. The average
number of deficiencies in the two most recent surveys of the remaining 9 facilities in
Carroll County is 12, which exceeds both the State and national averages.

Telemedicine and ancillary support services are in short supply in Carroll County nursing
homes, resulting in access barriers. The Applicant plans to build astate-of-the-art
facility that will be technologically advanced to enhance access to clinical specialists
through telemedicine and interaction with family by providing easy to use,
communication capabilities.

By having a nursing home on the Carroll Hospital campus, for patients choosing the new
Brinton Woods facility, the Applicant will be able to reduce patient placement delays tied
to transfer and information exchange, and minimize the costs and difficulty of ambulance
transports.

The new location also will provide patients with much easier access to consultations by
skilled clinical providers and specialized services including, outpatient dialysis, imaging,
wound care and hyperbaric medicine, and full range of other services located on Carroll
Hospital's campus.

Patients choosing the new BW-W also will be able to have -their complex and chronic
conditions followed more closely and will have access to nurse and social work



navigators from Carroll Hospital to help coordinate care management of patients and
mobilize the local community resources for support after discharge.

- By better managing patients and providing quality resources and support through LBH,
the Applicant anticipates a potential reduction in the overall cost of care by decreasing
potentially avoidable utilization, especially Emergency Room visits and readmissions.

- With a location on the Carroll campus, the community also will be able to clearly identify
BW-W's partnership with Carroll Hospital and LifeBridge Health which will further
enhance its reputation for quality care

(3) Cost:

B. Comprehensive Project Description: The description should include details
regarding:
(1) Construction, renovation, and demolition plans
(2) Changes in square footage of departments and units
(3) Physical plant or location changes
(4) Changes to affected services following completion of the project
(5) Outline the project schedule.

Applicant Response: The project will relocate BW-W to the Carroll Hospital campus from its
current location, maintaining the same number of beds (60 beds), but substantially increasing
the number of private rooms to 40 private and 10semi-private rooms. The two-story building will
be built on an approximately five acre parcel of land on the Carroll Hospital campus. The land
currently has three residential houses that will be razed. The Nursing Home will be steel
construction with brick and vinyl siding and a pitched shingled roof. The lower level measures
12,460 square feet and will provide support space for the kitchen, laundry, staff locker rooms,
supply and storage area, staff training area, staff lounge and offices.

The upper level measures 34,925 square feet and will consist of forty private and ten semi-
private patient rooms. The private rooms will be 295 square feet and the semi-private rooms will
be 360 square feet. The patient rooms will each have their own bathroom and shower. On this
floor there will be two sitting rooms, two day rooms, a living room, and a large centrally located
dining/activity room with access to an exterior patio. The upper level will also house the
administrative offices and physical/occupational therapy unit.

Please refer to Exhibit 3 for the drawings and project schedule.

12. Complete Table A of the CON Table Package for Nursing Home (CCF) Applications

APPLICANT RESPONSE: See CON Table A.

13. Identify any community based services that are or will be offered at the facility and explain
how each one will be affected by the project.

Applicant Response: No community based services will be affected by the project.
Please refer to the response to Standard .05A(3) for additional information about
community based services.
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14. REQUIRED APPROVALS AND SITE CONTROL

A. Site size: 5 acres
B. Have all necessary State and local land use and environmental approvals,

including zoning and site plan, for the project as proposed been obtained?
YES NO X_ (If NO, describe below the current status and timetable
for receiving each of the necessary approvals.)

Applicant Response: All State, county and city permits for the project will be
applied for as required and in accordance with the project timeline.

C. Form of Site Control (Respond to the one that applies. If more than one,
explain.):

(1) Owned by: Carroll Hospital Center

~2)

(3)

(4)

Options to purchase held N/A
by:
Please provide a copy of the purchase option as an attachment.

Land Lease held by: N/A
Please provide a copy of the land lease as an attachment.

Option to lease held by: N/A
Please provide a copy of the option to lease as an attachment.

(5) Other: N/A
Explain and provide legal documents as an attachment.

15. PROJECT SCHEDULE
In completing this section, please note applicable performance requirements time frames set
forth in Commission regulations, COMAR 10.24.01.12. Ensure that the information presented in
the following table reflects information presented in Application Item 11 (Project Description).

Proposed Project
Timeline

Obligation of 51 % of capital expenditure from approval date 12 months
I nitiation of Construction within 4 months of the effective date of
a binding construction contract 2 months
Time to Completion of Construction from date of capital
obligation 19 months

16. PROJECT DRAWINGS

Projects involving new construction and/or renovations should include scalable schematic
drawings of the facility at at least a 1/16" scale. Drawings should be completely legible and
include dates.
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These drawings should include the following before (existing) and after (proposed), as
applicable:

A. Floor plans for each floor affected with all rooms labeled by purpose or function,
number of beds, location of bath rooms, nursing stations, and any proposed space for
future expansion to be constructed, but not finished at the completion of the project,
labeled as "shell space".

Applicant Response: See Exhibit 3.

B. For projects involving new construction and/or site work a Plot Plan, showing the
"footprint" and location of the facility before and after the project.

Applicant Response: See Exhibit 3.

C. Specify dimensions and square footage of patient rooms.

Applicant Response: Each private patient room will be 295 square feet. Each semi-
private room will be 360 square feet. See Exhibit 3.

17. FEATURES OF PROJECT CONSTRUCTION

A. If the project involves new construction or renovation, complete the Construction and
Renovation Square Footage worksheet in the CON Table Package (Table B)

Applicant Response: See CON Table B.

B. Discuss the availability and adequacy of utilities (water, electricity, sewage, natural
gas, etc.) for the proposed project and identify the provider of each utility. Specify the
steps that will be necessary to obtain utilities.

Applicant Response: The new facility will have adequate access to utilities. Being
located on the hospital campus, the facility will have access to the same utilities as
the hospital, including electric, water and sewage.

PART 11 -PROJECT BUDGET

Complete the Project Budget worksheet in the CON Table Package (Table C).

Note: Applicant should include a list of all assumptions and specify what is included in each
budget line, as well the source of cost estimates and the manner in which all cost estimates are
derived. Explain how the budgeted amount for contingencies was determined and why the
amount budgeted is adequate for the project given the nature of the project and the current
stage of design (i.e., schematic, working drawings, etc.)

Applicant Response: See CON Table C.
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PART III -APPLICANT HISTORY, STATEMENT OF RESPONSIBILITY, AUTHORIZATION
AND RELEASE OF INFORMATION, AND SIGNATURE
1. List names and addresses of all owners and individuals responsible for the proposed

project and its implementation.

Response:

Brinton Woods Health Care Center, LLC
9414 Deereco Road, Suite 407
Timonium MD 21093

LifeBridge Health
Carroll Hospital Center, Business Development
200 Memorial Avenue
Westminster, MD 21157

The ownership structure of Brinton Woods Health Care Center LLC is shown in Exhibit 1.
The organizational structure of LifeBridge Health is shown in Exhibit 4.

2. Are the applicant, owners, or the responsible persons listed in response to Part 1, questions
2, 3, 4, 7, and 9 above now involved, or have they ever been involved, in the ownership,
development, or management of another health care facility? If yes, provide a listing of
these facilities, including facility name, address, and dates of involvement.

Applicant Response:

Brinton Woods at Arlington West
3939 Penhurst Avenue
Baltimore, MD 21215
Acquired in 2008

Brinton Woods at Pikesville
7 Sudbrook Lane
Pikesville, MD 21208
Acquired in 2017

Brinton Woods Post-Acute Care
5009 Frankford Avenue
Baltimore, MD 21206
Acquired in 2007

Brinton Woods at Dupont Circle
2131 O Street NW
Washington, DC 20037
Acquired in 2012

Brinton Woods of Denton 420 Colonial Drive
Denton, MD 21629
Acquired in 2017
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Please refer to Exhibit 4 for the health care facilities in the LifeBridge Health system.

3. Has the Maryland license or certification of the applicant facility, or any of the facilities listed
in response to Question 2, above, been suspended or revoked, or been subject to any
disciplinary action (such as a ban on admissions) in the last 5 years? If yes, provide a
written explanation of the circumstances, including the dates) of the actions and the
disposition. If the applicant, owners or individuals responsible for implementation of the
Project were not involved with the facility at the time a suspension, revocation, or disciplinary
action took place, indicate in the explanation.

Applicant Response: Brinton Woods Management and its affiliates have had a
successful history of operating comprehensive care facilities, otherwise disclosed in this
application. It has never had a facility lose its license, had a license suspended, or had its
Medicare and Medicaid certification terminated. Such facilities are heavily regulated by the
Office of Health Care Quality of the Maryland Department of Health and the federal
Centers for Medicare and Medicaid Services. None of its historically operated facilities
have had a level G or above survey deficiency in the past 5 years. In July, 2017 Brinton
Woods took over two facilities formerly operated by a different, unrelated company that
had survey challenges. In the less than a year since it took over, Brinton Woods has
invested substantially in staff, systems, equipment, electronic medical records and capital
improvements. One of these facilities, Brinton Woods Pikesville, was cited by OHCQ with
a J level deficiency commencing while the former operator was in control. Brinton Woods
Pikesville successfully implemented a corrective action plan and is in substantial
compliance.

4. Other than the licensure or certification actions described in the response to Question 3,
above, has any facility with which any applicant is involved, or has any facility with which
any applicant has in the past been involved (listed in response to Question 2, above)
received inquiries in last from 10 years from any federal or state authority, the Joint
Commission, or other regulatory body regarding possible non-compliance with any state,
federal, or Joint Commission requirements for the provision of, the quality of, or the payment
for health care services that have resulted in actions leading to the possibility of penalties,
admission bans, probationary status, or other sanctions at the applicant facility or at any
facility listed in response to Question 2? If yes, provide, for each such instance, copies of
any settlement reached, proposed findings or final findings of non-compliance and related
documentation including reports of non-compliance, responses of the facility, and any final
disposition or conclusions reached by the applicable authority.

Applicant Response: Like virtually all health care facilities, these facilities have received
citations as part of their regular licensure and accreditation surveys, but none of these
citations have resulted in probation, significant penalties, or revocation of licensure or
accreditation.

5. Have the applicant, owners or responsible individuals listed in response to Part 1, questions
2, 3, 4, 7, and 9, above, ever pled guilty to or been convicted of a criminal offense in any
way connected with the ownership, development or management of the applicant facility or
any of the health care facilities listed in response to Question 2, above? If yes, provide a
written explanation of the circumstances, including as applicable the court, the dates) of
conviction(s), diversionary dispositions) of any type, or guilty plea(s).

Applicant Response: No.
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hereby declare and affirm under the penalties of perjury that the facts stated in this application
and its attachments are true and correct to the best of my knowledge, information and belief.

04/05/2018
Date

. ~" /

Signature of Owner or Board-designated Official

President, Carroll Hospital &Executive Vice
President, LifeBridge Health
Position/Title

Leslie Simmons, RN, FACHE

Printed Name



PART IV -CONSISTENCY WITH GENERAL REVIEW CRITERIA AT COMAR
10.24.01.08G(3):

INSTRUCTION: Each applicant must respond to all criteria included in COMAR
0.24.01.08G(3), listed below.

An application for a Certificate of Need shall be evaluated according to all relevant State
Health Plan standards and other review criteria.

If a particular standard or criteria is covered in the response to a previous standard or criteria, the
applicant may cite the specific location of those discussions in order to avoid duplication. When
doing so, the applicant should ensure that the previous material directly pertains to the
requirement and the directions included in this application form. Incomplete responses to any
requirement will result in an information request from Commission Staff to ensure adequacy of
the response, which will prolong the application's review period.

10.24.01.08G(3)(a). The State Health Plan.

Every Comprehensive Care Facility ("CCF" -- more commonly known as a nursing home)
applicant must address each applicable standard from COMAR 10.24.08: State Health Plan for
Facilities and Services --Nursing Home and Home Health Services.4 Those standards follow
immediately under 10.24.08.05 Nursing Home Standards.

Please provide a direct, concise response explaining the project's consistency with each
standard. In cases where demonstrating compliance with a standard requires the provision of
specific documentation, please include the documentation as a part of the application.

10.24.08.05 Nursing Home Standards.

A. General Standards. The Commission will use the following standards for review of all
nursing home projects.

(7) Bed Need. The bed need in effect when the Commission receives a letter of intent for
the application will be the need projection applicable to the review.

Applicant Response: This project will not increase the number of beds at BW-W.

(2)Medical Assistance Participation.

(a) Except for short-stay, hospital-based skilled nursing facilities required to meet .06B
of this Chapter, the Commission may approve a Certificate of Need for a nursing
home only. for an applicant that participates, or proposes to participate, in the Medical
Assistance Program, and only if the applicant submits documentation or agrees to
submit documentation of a written Memorandum of Understanding with Medicaid to
maintain the proportion of Medicaid patient days required by .05A 2(b) of this

'̀ [1] Copies of all applicable State Health Plan chapters are available from the Commission and are available on the Commission's
web site here:http:/lmhcc.marvland.gov/mhcc/pages/hcfs/hcfs shp/hcfs shp
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Chapter.

Applicant Response: The Applicant will continue to participate in the Medical
Assistance Program. The Applicant has a Memorandum of Understanding with
Medicaid, which will remain in effect until the new facility is relocated, at which time
the Applicant will enter into a new MOU to reflect the current participation rate

(b) Each applicant shall agree to serve a proportion of Medicaid patient days that is at
least equal to the proportion of Medicaid patient days in all other nursing homes in
the jurisdiction or region, whichever is lower, calculated as the weighted mean minus
15.5% based on the most recent Maryland Long Term Care Survey data and
Medicaid Cost Reports available to the Commission as shown in the Supplement to
COMAR 10.24.08: Statistical Data Tables, or in subsequent updates published in the
Maryland Register.

Applicant Response: The Applicant agrees to continue to meet this standard.

(c) 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.

Applicant Response: The Applicant agrees to continue to meet this standard.

(d) Prior to licensure, an applicant shall execute a written Memorandum of
Understanding with the Medical Assistance Program of the Department of Health
and Mental Hygiene to:

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

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

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

Applicant Response: The Applicant will continue to operate under its current MOU with
the Medical Assistance Program of the Department of Health. Once the new facility
is approved and relocated, the Applicant agrees to enter into a new MOU to reflect
the then-current participation rate

(3) Community-Based Services. An applicant shall demonstrate commitment to providing
community-based services and to minimizing the length of stay as appropriate for each
resident by:

(a) Providing information to every prospective resident about the existence of alternative
community-based services, including, but not limited to, Medicaid home and
community-based waiver programs and other initiatives to promote care in the most
appropriate settings;
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Applicant Response: The Applicant offers newly-admitted residents and/or their
responsible party information on community services, including but not limited to
Medicaid home and community-based waiver programs if available, home care,
medical day care, assisted living and other initiatives to promote care in the most
appropriate settings. See Exhibit 5.

(b) Initiating discharge planning on admission; and

Applicant Response: The Applicant currently initiates discharge planning upon
admission for all patients and will continue to do so once the facility is relocated.

(c) Permitting access to the facility for all "Olmstead" efforts approved by the
Department of Health and Mental Hygiene and the Department of Disabilities to
provide education and outreach for residents and their families regarding home and
community-based alternatives.

Applicant Response: The Applicant currently complies with this standard and will
continue to permit access to the facility for agencies that provide education and
outreach to residents and their families regarding community based alternatives.

(4) Nonelderly Residents. An applicant shall address the needs of its nonelderly (<65 year
old) residents by:

(a) Training in the psychosocial problems facing nonelderly disabled residents; and

(b) Initiating discharge planning immediately following admission with the goal of limiting
each nonelderly resident's stay to 90 days or less, whenever feasible, and voluntary
transfer to a more appropriate setting.

Applicant Response: The Applicant addresses the need of its residents (including non-
elderly residents) based on individual medical and psychosocial needs, regardless of age or
disability. Services include: a licensed social worker, RNs, LPNs and GNAs; therapeutic
recreations; an RN certified in wound care; and an RN certified in infection control. As
previously stated, the Applicant currently initiates the discharge planning on admission for all
patients, regardless of age or physical status, and will continue to do so once the facility is
relocated.

(5) Appropriate Living Environment. An applicant shall provide to each resident an
appropriate living environment, including, but not limited to:

(a) In a new construction project:

(i) Develop rooms with no more than two beds for each patient room;

Applicant Response: The new facility will offer all private and semi-private rooms,
with no more than two beds in any patient room.

(ii) Provide individual temperature controls for each patient room; and



Applicant Response: The new facility will provide individual temperature controls in
each patient room.

(iii) Assure that no more than two residents share a toilet.

Applicant Response: In the new facility, no more than two residents will share a
toilet.

(b) In a renovation project:

(i) Reduce the number of patient rooms with more than_two residents per room;

Applicant Response: Not applicable.

(ii) Provide individual temperature controls in renovated rooms; and

Applicant Response: Not applicable.

(iii) Reduce the number of patient rooms where more than two residents share a
toilet.

Applicant Response: Not applicable.

(c) An applicant may show evidence as to why this standard should not be applied to the
applicant.

Applicant Response: Not applicable.

(6) 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 nursing home
shall demonstrate that its facility is, or will be, served by a public water system.

Applicant Response: The new facility will be served by the same public water system
that serves Carroll Hospital.

(7) Facility and Unit Design. An applicant must identify the special care needs of the
resident population it serves or intends to serve and demonstrate that its proposed
facility and unit design features will best meet the needs of that population. This
includes, but is not limited to:

(a) Identification of the types of residents it proposes to serve and their diagnostic
groups;

Applicant Response: The Applicant cares for residents with a wide variety of
diagnosis, including Chronic Obstructive Pulmonary Disease (COPD), Congestive
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Heart Failure (CHF), diabetes, hypertension, muscle weakness, dementia, and other
age-related, chronic conditions that inhibit patients' ability to perform daily living
activities. (See Exhibit 6 for a full listing of diagnoses for current patients.) The
Applicant will continue to care for the same types of residents in its new facility.

(b) Citation from the long term care literature, if available, on what types of design
features have been shown to best serve those types of residents;

Applicant Response:

THE KORTE COMPANY (Exhibit 7)

The Korte Company has delivered more than 2,000 senior living projects Nationwide
and developed the Design-Build method. Its 2018 publication, Delivering World-
C/ass Care and Quality of Life, The Owners Guide to Senior Living Design and
Construction, includes several recommendations that will be incorporated into the
project, including:

• Moving towards the dual-purpose model of efficient care and quality lifestyle
through incorporating the best design elements of hospitals, hotels and homes

• Using interior design elements of the traditional home, the biggest of which is
privacy, to allow seniors progressing from living on their own to receiving daily
care in a nursing home to maintain dignity and personal space, including
providing private rooms, private bathrooms and individual showers or baths.

• Utilizing a modern architectural model that maximizes individual spaces while
making every element of the building disability-friendly.

• Designing a senior living facility that goes beyond complying with the standards
of the Americans with Disabilities Act (ADA) to enable seniors to do as much as
they can for themselves.

• Creating an environment with nurturing colors, green spaces and inviting
decorations to generate a positive impact on outcomes and care.

SKILLED NURSING NEWS (Exhibit 8)

Research has long supported the theory that private rooms reduce infection rates
and the spread of viruses throughout health care settings. In this article, Skilled
Nursing highlights the industry trend toward more private settings. The initial
increases capital costs are offset in the long run by the benefit to residents, their
families and staff and the decrease in the overall cost of care.

Costly Design Features Can Pay Off for Skilled Nursing, Alex Spanko, July 4, 2017,
https://skillednursingnews. com/2017/07/costly-design-features-can-pay-off-ski Iled-
nursinq
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"Not only do private rooms minimize residents' exposure to others in large group
settings, but they also allow single-user bathrooms, greatly reducing the chances of
bacteria spreading."

THE ADVISORY BOARD (Exhibit 9

Telemedicine is moving to the forefront of healthcare. The study by Triple Care has
proven, that in the skilled nursing area in particular, its efficacy can drive positive
outcomes for patients and reduce avoidable utilization in the acute care setting.

Virtual Physician Coverage Provides on-Demand Consultation, Care Continuity,
2017, Service Line Strategy/Advisor Interviews, research and analysis; advisory.com

"The service provided by Triple Care, a telemedicine group serving over 60 skilled
nursing facilities across eleven states, has been shown to improve clinical,
operational, and financial performance for their partner sites, particularly through
avoided hospital readmissions. In a single study the platform accrued over $1.5M in
savings for total cost of care."

As described above, the Applicant plans to build a state of the art facility that will be
technologically advanced to enhance access to clinical specialists through
telemedicine and interaction with family by providing easy to use communication
capabilities.

(c) An applicant may show evidence as to how its proposed model, which is not
otherwise documented in the literature, will best serve the needs of the proposed
resident population.

Applicant Response: Not applicable.

(8) Disclosure. An applicant shall disclose whether any of its principals have ever pled
guilty to, or been convicted of, a criminal offense in any way connected with the
ownership, development, or management of a health care facility.

Applicant Response: The owners have never pled guilty to, or been convicted of a
criminal offense in any way connected with the ownership, development or management
of a health care facility.

(9) Collaborative Relationships. An applicant shall demonstrate that it has established
collaborative relationships with other types of long term care providers to assure that
each resident has access to the entire long term care continuum.

Applicant Response: The Applicant has established multiple collaborative
relationships with other service providers to ensure that a wide variety of needs can
be accommodated at the nursing facility including those for, Hospice; IV Therapy,
Radiology, Laboratory, Respiratory Therapy, Pharmacy and Physical, Occupational
and Speech Therapy. See Exhibit 10.
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B. New Construction or Expansion of Beds or Services. The Commission will review
proposals involving new construction or expansion of comprehensive care facility beds,
including replacement of an existing facility or existing beds, if new outside walls are
proposed, using the following standards in addition to .05A(1)-(9):

(1) Bed Need.

(a) An applicant for a facility involving new construction or expansion of beds or
services, using beds currently in the Commission's inventory, must address in detail
the need for the beds to be developed in the proposed project by submitting data
including, but not limited to: demographic changes in the target population;
utilization trends for the past five years and expected changes in the next five years;
and demonstrated unmet needs of the target population.

(b) For a relocation of existing comprehensive care facility beds, an applicant must
demonstrate need for the beds at the new site, including, but not limited to:
demonstrated unmet needs; utilization trends for the past five years and expected
changes in the next five years; and how access to, and/or quality of, needed services
will be improved.

Applicant Response:

The most recent MHCC Comprehensive Care Bed Need Projections for Carroll
County (April 29, 2016 Maryland Register) shows:

Gross Bed Need: 750
Total Bed Inventory: 931
Unadjusted Net Bed Need: 181
Community Based Services Adjustment: 45
2016 Net Bed Need: 0

The Applicant is not seeking to add additional beds as part of this project.

The beds at the existing BW-W facility are projected to operate at 90% capacity in FY18.
The Applicant projects a modest growth from its estimated CY18 budget of 350 to 440
admissions between 2018 and 2023. Although BW-W is a 5-Star rated facility and
currently operates at 90% capacity, as described in detail in "Rationale for the Project"
(Part 1, Question 11(a)(2)) above and in response to 10.24.01.08G(3)(b) (Need) below,

in its current location, BW-W cannot accommodate additional private rooms and its
current plant cannot be modified for more spacious, patient-oriented, progressively
designed features. Further, BW-W is unable to expand and long-term will be
challenged to continue to effectively meet the increasing needs of Carroll County's aging
residents. Its small "footprint" will As further described in "Rationale for the Project"
(Part 1, Question 11(a)(2)) above and in response to 10.24.01.08G(3)(b) (Need) below,
relocating BW-W to the Carroll Hospital campus will address these unmet needs, and
improve both access to and quality of the services provided by BW-W.

As shown in Table 2, the elderly population in Carroll County is growing. It is projected
to grow by over 17% between 2017 and 2022, from 15% of the total population to 20%.
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Table 2

Populatin Growth by Age Cohort

Carroll County

2018-2023

County Age Detail-Total Male and Female

Age 2010 Census
2015

Estimate

2016

Estimate

2017

Estimate

2018

Estimate

2023

Projection

2018-2023

Estimated

Growth

%change

Age 0 - 4 9,031 8,210 8,224 8,212 8,193 8,388 195 2%

Age 5 - 9 11,433 9,426 9,289 9,087 8,906 8,265 (641) -7%

Age 10 - 14 12,600 11,467 11,235 10,927 10,633 9,007 (1,626) -15%

Age 15 - 17 8,173 7,652 7,551 7,389 7,247 6,759 (488) -7%

Age 18 - 20 6,553 7,475 7,403 7,266 7,162 7,092 (70) -1%

Age 21 - 24 7,362 9,075 9,151 9,062 8,978 9,801 823 9%

Age 25 - 34 15,417 17,008 17,756 18,298 18,691 20,482 1,791 10%

Age 35 - 44 23,658 18,980 18,508 18,230 18,222 17,950 (272) -1%

Age 45 - 54 29,805 28,680 27,854 26,864 25,840 20,949 (4,891) -19%

Age 55 - 64 21,293 24,027 24,438 24,792 25,260 27,773 2,513 10%

Sub-Tota10-64 145,325 142,000 141,409 140,127 139,132 136,466 (2,666) -2%

Age 65 - 74 11,895 15,179 15,791 16,476 17,178 20,889 3,711 22%

Age 75 - 84 6,894 7,304 7,608 7,740 7,979 8,926 947 12%

Age 85+ 3,020 3,359 3,406 3,414 3,440 3,534 94 3%

Sub-Total 65+ 21,809 25,842 26,805 27,630 28,597 33,349 4,752 17%

Carroll County Total 167,134 167,842 168,214 167,757 167,729 169,815 2,086 1%

-Information obtained from Nielsen and Spotlight Demographics

Additionally, as shown in Table 3 nursing home utilization by Carroll County residents has
increased over the last five years. After declining by 20% between 2012 and 2013, it increased
by 12% between 2014 and 2015 and by 14% between 2015 and 2016, an overall increase of
6% between 2012 and 2016.
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Table 3

NURSING HOME UTILIZATION, CARROLL COUNTY RESIDENTS
2012-2016

2012 2013 2014 2015 2016
Discharges, 171 206 165 178 261
A e 0-64
Discharges 1,717 1,678 1,364 1,562 1,756
A e 65+

Discharges, 1,888 1,570 1,529 1,740 2,017
All A es
%Change -20% -3% 12% 14%
Annual
%Change 6%
2011-2016

As reflected in Table 4, growth in Carroll County's population alone can be expected to
generate more than 300 additional nursing home admissions by the year 2022.

Table 4

Comprehensive Care Admissions -Carroll County

Projected Incremental Population-Based Growth
2018 - 2023

At Stable Use Rates (CY16)

Age Cohort

Estimate d
CY2017 CY2018 CY2019 CY2020 CY2021 CY2022 TOTAL

0- 64 Population

Use Rate/1,000

140,127

2.0

139,132

2.0

138,599

2.0

138,066

2.0

137,533

2.0

137,000

2.0

ESTIMATED ADMISSIONS 280 279 278.2 277 276 275 1,666

65+ Population

Use Rate/1,000

27,630

69.5

28,597

69.5

29,570

69.5

30,543 31,516

69.5 69.5

32,489

69.5

ESTIMATED ADMISSIONS 1,918 1,988 2,050 2,120 2,189 2,252 12,517

TOTAL Population

Use Rate

167,757

13.11

167,729

13.11

168,169

13.11

168,609

13.11

169,049

13.11

169,489

13.11

ESTIMATED ADMISSIONS 2,198 2,267 2,328 2,397 2,465 2,527 14,183

INCREMENTAL ADMISSIONS 69 62 69 69 62 329

[1] Population: Nielson-Claritas

[2] Use Rates: Maryland Long Term Care Survey, 2016
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Additionally, as shown in Table 5, 20 percent of Carroll County residents (500 patients in
2015) received skilled nursing care outside of the county.

Table 5

Carroll County Residents

Distribution of Nursing Home Admissions

By County Where Facility is Located

CY2015

Location of Nursing Home

Carroll County
Baltimore County

Fredericl<County
Baltimore City

Howard County

Anne Arundel County
All Other

Total

CY2015

Admissions % of Admissions

1, 884 80

217 9

77 3

63 3

45 2

17 1

59 2%

2,362 100%

Source: Minimum Dataset provided through the Maryland Heath Care Commission

The outmigration of skilled nursing patients is likely due in part to the lack or limited offering
of services at Carroll County nursing homes including:

• Private rooms
• Dialysis care
• Chronic disease management for patients with COPD and other patients with

complex comorbidities
• Weekend admissions

The proposed Project will improve access to these services and amenities for Carroll
County residents, alleviating the need for some to be placed further from their homes and
support systems.

Please refer to "Rationale for the Project' (Part 1, Question 11(a)(2)) above and
10.24.01.08G(3)(b) (Need) for a further discussion of how the Project will improve access
to needed services in Carroll County.

(2) Facility Occupancy.

(a) The Commission may approve a nursing home for expansion only if all of its beds
are licensed and available for use, and it has been operating at 90 percent or higher,
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average occupancy for the most recent consecutive 24 months.

Applicant Response: Not applicable.

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

Applicant Response: Not applicable.

(3) Jurisdictional Occupancy,

(a) The Commission may approve a CON application for a new nursing home only if the
average jurisdictional occupancy for all nursing homes in that jurisdiction equals or
exceeds a 90 percent occupancy level for at least the most recent 12 month period,
as shown in the Medicaid Cost Reports for the latest fiscal year, or the latest
Maryland Long Term Care Survey, if no Medicaid Cost Report is filed. Each
December, the Commission will issue a report on nursing home occupancy.

Applicant Response: Not applicable.

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

Applicant Response: Not applicable.

(4) Medical Assistance Program Participation,

(a) An applicant for a new nursing home must agree in writing to serve a proportion of
Medicaid residents consistent with .05A 2(b) of this Chapter.

Applicant Response: Not applicable.

(b) 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 must show a good faith effort and reasonable progress
toward achieving this goal in years one and two of its operation.

Applicant Response: Not applicable.

(c) An applicant for nursing home expansion must demonstrate either that it has a
current Memorandum of Understanding (MOU) with the Medical Assistance Program
or that it will sign an MOU as a condition of its Certificate of Need.

Applicant Response: Not applicable.

(d) An applicant for nursing home expansion or replacement of an existing facility must
modify its MOU upon expansion or replacement of its facility to encompass all of the
nursing home beds in the expanded facility, and to include a Medicaid percentage
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that reflects the most recent Medicaid participation rate.

Applicant Response: Once the new facility is approved and relocated, the Applicant
commits to entering into a new MOU to reflect the then-current Medicaid
participation rate.

(e) An applicant may show evidence as to why this standard should not be applied to the
applicant.

Applicant Response: Not applicable.

(5) Quality. An applicant for expansion of an existing facility must demonstrate that it has
no outstanding Level G or higher deficiencies, and that it maintains a demonstrated
program of quality assurance.

Applicant Response: Not applicable.

(6) Location. An applicant for the relocation of a facility shall quantitatively demonstrate
how the new site will allow the applicant to better serve residents than its present
location.

Applicant Response: The new site on the Carroll Hospital campus will allow the
Applicant to better serve its residents than its present location. In 2017, of BW-W's 252
total admissions, Carroll Hospital Center was the discharge source for 113 of them
(45%), the single largest source of discharges to BW-W by far. BW-W is located
approximately 12 miles away from Carroll Hospital currently. When BW-W residents
need to be transported to physician offices or to receive specialty services including
dialysis or cancer treatment, it involves at least a 15 to 20 minute ride. These trips are
difficult for many frailer patients, and take a toll on the more cognitively-impaired patients
who often become disoriented by ambulance trips and the time away from familiar
settings. Additionally, the further the patient needs to be transported, the more the total
costs of care increases. With the new facility located on the Carroll Hospital campus,
residents will have much easier, less stressful and less costly access to outpatient
treatment settings and primary and specialty providers.

Transfers from Carroll Hospital Center to post-acute facilities typically entail a half day to
a full day's time attributed to either (a) delays in transport (b) delays in the information
exchange across sites and/or (c) refusal of area nursing home to admit patients on
weekends. Acute care stays are routinely extended unnecessarily. Once BW-W operates
on the same campus as Carroll Hospital, patient information will be shared much more
easily through a shared electronic medical record. As a result, for patients choosing BW-
W, nursing home admission will be completed more quickly. Additionally, the
transportation of patients will be much less involved and therefore timelier as well.

Please refer to Exhibit 11 for a map showing the current location of BW-W and other
nursing homes in Carroll County.

C. Renovation of Facility. The Commission will review projects involving renovation of
comprehensive care facilities using the following standards in addition to .05A(1)-(9).
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(1) Bed Status. The number of beds authorized to the facility is the current number of
beds shown in the Commission's inventory as authorized to the facility, provided:

(a) That the right to operate the facility, or the beds authorized to the facility, remains in
good standing; and

(b) That the facility provides documentation that it has no outstanding Level G or higher
deficiency reported by the Office of Health Care Quality.

Applicant Response: Not applicable.

(2) Medical Assistance Program Participation. An applicant for a Certificate of Need for
renovation of an existing facility:

(a) Shall participate in the Medicaid Program;

(b) May show evidence as to why its level of participation should be lower than that
required in .05A2(b) of this Chapter because the facility has programs that focus on
discharging residents to community-based programs or an innovative nursing home
model of care;

(c) Shall present a plan that details how the facility will increase its level of participation
if its current and proposed levels of participation are below those required in .05A2(b)
of this Chapter; and

(d) Shall agree to accept residents who are Medicaid-eligible upon admission

Applicant Response: Not applicable.

(3) Physical Plant. An applicant must demonstrate how the renovation of the facility will
improve the quality of care for residents in the renovated facility, and, if applicable will
eliminate or reduce life safety code waivers from the Office of Health Care Quality and
the State Fire Marshall's Office.

Applicant Response: Not applicable.

10.24.01.08G(3)(b). Need.

The Commission shall consider the applicable need analysis in the State Health Plan. If
no State Health Plan need analysis is applicable, the Commission shall consider whether
the applicant has demonstrated unmet needs of the population to be served, and
established that the proposed project meets those needs.

INSTRUCTIONS: Fully address the way in which the proposed project is consistent with any
specific applicable need standard or need projection methodology in the State Health Plan.
If the current bed need projection published by the MHCC based on the need formula in the State
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Health Plan does not project a need for all of the beds proposed, the applicant should identify the
need that will be addressed by the proposed project by quantifying the need for all facility and
service capacity proposed for development, relocation or renovation in the project.

If the project involves modernization of an existing facility through renovation and/or expansion,
provide a detailed explanation of why such modernization is needed by the service area
population of the nursing home. Identify and discuss relevant building or life safety code issues,
age of physical plant issues, or standard of care issues that support the need for the proposed
modernization.

Please assure that all sources of information used in the need analysis are identified and identify
all the assumptions made in the need analysis with respect to demand for services, the projected
utilization rate(s), and the relevant population considered in the analysis with information that
supports the validity of these assumptions. The existing and/or intended service area population
of the applicant should be clearly defined.

Complete the Statistical Projection (Tables D and E, as applicable) worksheets in the CON Table
Package, as required. Instructions are provided in the cover sheet of the CON package. Table D
must be completed if the applicant is an existing facility. Table E must be completed if the
application is for a new facility or service or if it is requested by MHCC staff.

APPLICANT RESPONSE:

The following section describes the facility constraints at Brinton Woods and the service gaps that
exist more broadly across Carroll County, and describes how the proposed plan for replacing and
relocating Brinton Woods will respond directly to these needs. The Applicant is not requesting
an increase in its bed capacity in this project. Please refer to the Applicant's response to
Standard .05B(1) for additional information regarding need. Tables D and E of the CON Table
Package are attached.

The capital investment required for a replacement facility is being made together with the strategic
relocation of BW-W to the Carroll Hospital campus in order to better serve patients requiring a
skilled nursing stay and maximize use of the post-acute setting. The close proximity to the hospital
will improve quality of care, strengthen continuity of care, and expand the types of patients who
can be served in the jurisdiction by BW-W. For patients who select BW-W, the Applicant is
confident that it will be able to minimize transportation delays, reduce ER utilization and the total
cost of care, while effectuating positive changes in the care management of its patients and
residents.

A. Facility Needs at Brinton Woods

Need: Aging plant

As explained previously, BW-W has an aging plant that is unable to be expanded or further
renovated to meet "construction type" standards and certain Life Safety Codes in the older
part of the facility. Approximately 25% of the current BW-W site would need to be
completely rebuilt. That section of the facility houses its six private rooms, the boiler room,
laundry services and well water system. That being the case, the entire facility would need
to be shut down to renovate that section.
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Need: Lack of private rooms:

. Only a limited number of private rooms are available across nursing homes in Carroll
County. Some facilities have up to four beds to a room. BW-W currently operates with
only six (6) private rooms; the balance of its 52 rooms are semi-private. See Table 6.

o Research has long supported the use of private rooms in the delivery of health
care, both in hospital settings and those in skilled nursing and rehabilitation
facilities. Semi-private rooms increase the risk of infection and denies patients the
privacy and dignity of apatient-oriented care model. This runs counter to the Triple
Aim goals of improving patient experience and improving quality of care. In fact,
evidence exists to show that nursing home care in private rooms is correlated with
improved outcomes (see response to COMAR 10.24.08.05 A.7 (b)).

The new facility will be designed with a majority (40 rooms/67%) of private rooms,
consistent with the evidence that demonstrates that private rooms are correlated
with improved outcomes. Having no more than two patients in any room or sharing
a bathroom will help to minimize infection rates and provide patient privacy and
dignity to promote well-being and independence to further support improved
outcomes

o Small, semi-private rooms have complicated efforts at BW-W to introduce some of
the latest technology for telemedicine, social media and remote communications
with family/friends. Features that could further improve quality of care and resident
quality of life.

The new, spacious, better equipped rooms will better accommodate telemedicine
equipment for physician consultation. Drawing on the strength of LBH's IT
infrastructure, the use of telemedicine is expected to reduce ER utilization,
readmissions and transports to specialty providers. Communications technology
will be provided that will enhance our residents' experience and interaction with
their friends and family.

o Just 20% of nursing home beds in Carroll County and only 6.5% of nursing home
beds in Westminster are private. Additionally, nearly 30% of Carroll County
nursing home beds are triple or quad rooms. See Table 6. As a result, patients
from Carroll County who seek a private room for skilled nursing care often must
look to an out-of-County facility. This typically entails longer patient transfer
delays, involves longer transport time, disrupts the continuity of care and poses
challenges for family members
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Table 6
Beds by Room Type -Carroll County Nursing Homes

Nursing Home

Semi- Triple Quad

Private Room Room

Beds Beds Beds

Private

Room

Beds

Total

Beds

Private

Room
Brinton Woods Nursing and Rehabilitation Center 54 0 0 6 60 10%
Carrol l Lutheran Village Healthcare Center 94 0 0 9 103 9%
Golden Living Center 56 78 16 8 158 5%
Integrace Copper Ridge Nursing Home 16 0 0 50 66 76%
I ntegrace Fairhaven, Inc. 12 0 0 67 79 85%
Long View Healthcare Center, LLC 80 0 0 28 108 26%
Lorien - Taneytown 60 0 0 3 63 5%
Lorien Mt. Airy 58 0 0 4 62 6%
Pleasant View Nursing Home of Mt. Airy 0 0 104 0 104 0%
Transitions Healthcare at Sykesville 44 21 48 5 118 4%
Totals 474 99 168 180 921 20%

Source: 2015 Maryland Gong Term Care Survey

Need: Inadequate physical plant to meet growing patient needs and proposed State Regulations:

o Because atwo-story section of the BW-W facility was originally a residential
building, that two-story portion (which accounts for approximately 25% of the
facility) does not meet current Life Safety Code for Fire Safety "Construction Type"
requirements. As a result, BW-W is required to conduct an annual Fire Safety
Evaluation (FSFE). While BW-W has received a waiver for, and meets all
requirements annually for Fire Safety, it cannot resolve the problem without major
construction and financial hardship to the facility, being that the facility would need
to be shut down entirely to reconstruct that section of the building.

o Currently at BW-W, up to four patients share one bathroom, and the bathroom
lacks adequate size and the latest equipment and fixtures.

o Other limitations of the facility include:

■ Narrow rooms pose challenges for bariatric patients, wheelchairs and lifting
equipment.

■ Floor and window space and lighting are insufficient.

■ Hallways, day rooms and multi-purpose areas lack the space for
accommodating simultaneous functions including, resident transport,
rehabilitation, social activities and other activities associated with overall
daily resident care.

■ The new BW-W facility will not only greatly enhance resident comfort,
privacy and outcomes, but through new collaborative relationships also will
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improve the quality of care and patient/family satisfaction while potentially
reducing avoidable utilization. Quality of care improvements will support
BW-W's success under the Maryland Demonstration Model continuing to
identify it as a high quality, 5-star, post-acute provider for CMS sponsored
initiatives.

B. Remote location

Need: Patient transports

• Currently, BW-W is approximately 12 miles away from Carroll Hospital's campus. For
BW-W residents who need to be transported to physician offices or to receive specialty
services including dialysis or cancer treatment. These trips can be difficult for many frailer
patients and their families, and take a toll on the more cognitively-impaired patients who
often become disoriented by ambulance trips and the time away from familiar settings.

Additionally, the further the patient needs to be transported, the more the total costs of
care increases.

• With the new facility located on the Carroll Hospital campus, residents will have much
easier, less stressful and less costly access to outpatient treatment settings and primary
and specialty providers.

Need: Delays in transferring patients from hospital to nursing home

Transfers from Carroll Hospital Center to post-acute facilities typically entail a half day to
a full day's time attributed to either (a) delays in transport (b) delays in the information
exchange across sites and/or (c) refusal of area nursing home to admit patients on
weekends. Acute care stays are routinely extended unnecessarily. Once BW-W operates
on the same campus as Carroll Hospital, patient information will be shared much more
easily through a shared electronic medical record. As a result, for patients choosing BW-
W, nursing home admission will be completed more quickly. Additionally, the
transportation of patients will be much less involved, and therefore accomplished in a more
timely manner.

Like at its current location, the Applicant will continue accept patients over the weekend
at the new location, which will continue to help reduce the acute care length of stay and
associated costs for patients and families choosing BW-W. By continuing to eliminate
weekend placement delays and speeding the patient's access to rehabilitation and skilled
nursing care, the Applicant hopes to improve the overall continuity and quality of care for
Carroll Hospital patients.

Need: Recruitment Efforts

• By relocating BW-W to a more central location with improved access to labor resources,
it is expected that the facility will be better positioned to recruit and retain clinical and
support staff.
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C. Clinical Services Needs at Brinton Woods

Need: Access to Dialysis Services

• Currently, there are no nursing home facilities in Carroll County that provide on-site
dialysis. Accordingly, most nursing home patients who require dialysis upon discharge
must be placed outside Carroll County, which is difficult for patients and their families, or
placed locally and transported up to three times per week, by ambulance, to an outpatient
facility.

• Arranging placement for patients who require dialysis care is challenging financially for
facilities who are often responsible for covering the additional transport costs for these
patients. Carroll Hospital reports that placement of dialysis patients to post-acute care
(more than 20 patients per year) is associated with placement delays ranging between 2-
6 days per patient.

• Relocation of BW-W to the Carroll Hospital campus will improve access to dialysis
services for BW-W's residents. With dialysis services on the hospital campus, just one
block from the new BW-W location, accessing dialysis services will be quick, easy and
much safer for patients.

Need: Readmissions: Enhanced Medical Management

• In 2015 (the most recent data published by Medicare Standard Claims File), 15 residents
who were receiving care under Medicare fee-for-service at BW-W had 17 ED visits to
Carroll Hospital. Another 26 residents were readmitted to Carroll Hospital, resulting in 37
inpatient stays totaling 231 days. Together, these ED visits and readmissions resulted in
$608,366 in costs. See Exhibit 12.

While BW-W has personalized, detailed care plans for each resident and has implemented
programs that target residents with chronic diseases (like its new pulmonary program), by
being located on the Carroll Hospital campus, BW-W would be better able to proactively
manage complex patients by being closer to Carroll Hospital's full range of primary and
specialty providers and its services and programs designed to proactively manage
patients with complex, chronic comorbidities. Carroll Hospital's clinical and support teams
will collaborate with BW-W staff to enhance its current services by helping to provide
innovative care management solutions that will benefit residents with Chronic Obstructive
Pulmonary Disease (COPD), Chronic Heart Failure (CHF) and other medical conditions.
This would not only improve patient comfort and outcomes but is expected to potentially
reduce utilization in the acute care setting, reducing the overall cost of care.

As reflected in the graph above, over time, and through collaboration with community-
based providers and significant investments in clinical navigation and healthcare
integration, Carroll Hospital has been able to reduce readmissions. While there is still
much work to do, Carroll Hospital and LifeBridge Health continue focus on creating new
resources for patients and developing innovative solutions to help patients and long term
care and assisted living communities proactively manage patients/residents, and this
project will support that effort.
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Carroll Hospital Readmission Trend

(all hospital risk adjusted)
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10.24.01.08G(3)(c). Availability of More Cost-Effective Alternatives.

The Commission shall compare the cost effectiveness of the proposed projecf with the
cost effectiveness of providing the service through alternative existing facilities, or
through an alternative facility that has submitted a competitive application as parf of a
comparative review.

INSTRUCTIONS: Please describe the planning process that was used to develop the proposed
project. This should include a full explanation of the primary goals or objectives of the project or
the problems) being addressed by the project. It should also identify the alternative approaches
to achieving those goals or objectives or solving those problems) that were considered during
the project planning process, including the alternative of the services being provided by existing
facilities.

For all alternative approaches, provide information on the level of effectiveness in goal or objective
achievement or problem resolution that each alternative would be likely to achieve and the costs
of each alternative. The cost analysis should go beyond development cost to consider life cycle
costs of project alternatives. This narrative should clearly convey the analytical findings and
reasoning that supported the project choices made. It should demonstrate why the proposed
project provides the most effective goal and objective achievement or the most effective solution
to the identified problems) for the level of cost required to implement the project, when compared
to the effectiveness and cost of alternatives including the alternative of providing the service
through alternative existing facilities, or through an alternative facility that has submitted a
competitive application as part of a comparative review.

34



APPLICANT RESPONSE:

The partnership of LifeBridge Health and Brinton Woods was accompanied by the overarching
goals to (a) modernize the BW-W aging facility, (b) support further quality improvements at BW-
W, (c) respond to distinct community needs for post-acute care, and (d) effectively integrate BW-
W with Carroll Hospital Center. Three options were evaluated to achieve these goals:

Option 1: Maintain the current aging facility and position additional clinical resources at
this site.

BW-W could continue to provide services in its current facility but it would continue to be uncle to
meet current and pending Life Safety Fire Safety requirements and would be challenged to meet
increasingly stringent guidelines from other state and federal agencies. BW-W also would be
unable to expand or make further improvements without incurring significant cost and a total
disruption to the services being provided.

Additionally, and most importantly, because of its location, BW-W would continue to have limited
access to the vast clinical and non-clinical resources of Carroll Hospital and the LifeBridge Health
System and its range of health care providers.

At the current site, BW-W would not be able to achieve the improvements in the overall living
environment and well-being of its residents that this project would create.

Option 2: Rebuild BW-W on its current site and position additional clinical resources at
this site.

There is not adequate land to further expand or renovate the current site without closing the entire
facility. As explained previously, BW-W operates in an aging plant and due to the property's
typography and the limitations of the physical structure, it is unable to be expanded or further
renovated to offer more private rooms and baths or meet "construction type" standards and certain
Life Safety Codes in the older part of the facility. Approximately 25% of the current BW site would
need to be completely rebuilt. That section of the facility houses its six private rooms, the boiler
room, laundry services and well water system. That being the case, the entire facility would need
to be shut down to renovate that section. Therefore, expanding in place is not a viable option.

Option 3: Build a replacement facility and relocated BW-W to the campus of Carroll
Hospital Center

This option —the project proposed in this application -- involves the strategic relocation of BW-W
to the Carroll Hospital campus where BW-W can be modernized to better serve patients requiring
a skilled nursing stay, and use of the post-acute setting, improve quality of care, strengthen
continuity of care, and expand the types of patients who can be served in the County by BW-W.
In a new, centrally located facility designed with the latest amenities for long-term care patients
and supported by the strength of Carroll Hospital and LifeBridge Health, BW-W will be on the
forefront of care redesign and be much better able serve its residents and their families.

These three options were evaluated relative to the extent to which community needs could be
met and the "return on investment" could be achieved, with return on investment assessed in
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terms of access to care, quality of care, costs of care, and continuity of care. This analysis
demonstrates that the relocation of BW-W to the Carroll Hospital campus is the most cost
effective alternative available to achieve the objectives of this project.

Feature Option 1 Option 2 Option 3
Maintain current Rebuild on current Rebuild on Carroll
plant site Hospital campus

Create more private rooms n/a ✓

Reduce the overall cost of care ✓
through a shared infrastructure
and integrative health care system

Increase the number patients n/a ✓
served; timeliness of placement
and reduce the inconvenience of
outmigration for patients and
families

Strengthen continuity of care by ✓partial n/a ✓
utilizing Carroll and LBH resources
for medical management

More readily facilitate specialty n/a ✓
consults

Reduce transfer time from the ✓ n/a ✓
acute care setting

Operate single clinical information ✓ n/a ✓
system for information exchange

Support employee recruitment by n/a ✓
operating in a more centralized
location

Effectively communicate to the n/a ✓
community the partnership of
Carroll Hospital Center and Brinton
Woods to further enhance its
reputation for qualit care
Provide opportunity for expansion n/a ✓
to accommodate more
outpatient/community services

10.24.01.08G(3)(d). Viability of the Proposal.

The Commission shall consider the availability of financial and nonfinancial resources,
including community support, necessary to implement the project within the time frames
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set forth in the Commission's performance requirements, as well as the availability of
resources necessary to sustain the project.

INSTRUCTIONS: Please provide a complete description of the funding plan for the project,
documenting the availability of equity, grant(s), or philanthropic sources of funds and
demonstrating, to the extent possible, the ability of the applicant to obtain the debt financing
proposed. Describe the alternative financing mechanisms considered in project planning and
provide an explanation of why the proposed mix of funding sources was chosen.

Complete applicable Revenue &Expense Tables and the Workforce and Bedside Care
Staffing worksheets in the CON Table Package, as required (Tables H and I for all
applicants and Table F for existing facilities and/or Table G, for new facilities, new
services, and when requested by MHCC staff). Attach additional pages as necessary
detailing assumptions with respect to each revenue and expense line item. Instructions
are provided in the cover sheet of the CON package and on each worksheet. Explain how
these tables demonstrate that the proposed project is sustainable and provide a
description of the sources and methods for recruitment of needed staff resources for the
proposed project, if applicable. If the projections are based on Medicare percentages
above the median for the jurisdiction in which the nursing home exists or is proposed,
explain why the projected Medicare percentages are reasonable.

Audited financial statements for the past two years should be provided by all applicant
entities and parent companies to demonstrate the financial condition of the entities
involved and the availability of the equity contribution. If audited financial statements are
not available for the entity or individuals that will provide the equity contribution, submit
documentation of the financial condition of the entities and/or individuals providing the
funds and the availability of such funds. Acceptable documentation is a letter signed by
an independent Certified Public Accountant. Such letter shall detail the financial
information considered by the CPA in reaching the conclusion that adequate funds are
available.

• If debt financing is required and/or grants or fund raising is proposed, detail the experience
of the entities and/or individuals involved in obtaining such financing and grants and in
raising funds for similar projects. If grant funding is proposed, identify the grant that has
been or will be pursued and document the eligibility of the proposed project for the grant.

Describe and document relevant community support for the proposed project. Ellen-
Letters of support?

Identify the performance requirements applicable to the proposed project (see Part
question 15) and explain how the applicant will be able to implement the project in
compliance with those performance requirements. Explain the process for completing the
project design, obtaining State and local land use, environmental, and design approvals,
contracting and obligating the funds within the prescribed time frame. Describe the
construction process or refer to a description elsewhere in the application that
demonstrates that the project can be completed within the applicable time frame(s).

Applicant Response: Please refer to the CON Tables attached to this Application.
Exhibit 13 contains LBH's audited financial statements for the last two years (FY2016
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and FY2017) and demonstrate the availability of the equity contribution for this project
being made by LBH. Exhibit 14 contains the Applicant's financial statements for the
last two years. While the Applicant's financial statements are not audited, they contain
an independent accountant's review report. No grant funding is proposed. There is
community support for this project and the Applicant is in the process of collecting letters
of support that will be provided to the Commission. Please refer to Exhibit 3 for the
details of the project timeline and construction documents.

10.24.01.08G(3)(e). Compliance with Conditions of Previous Certificates of Need.

An applicant shall demonstrate compliance with all terms and conditions of each
previous Certificate of Need granted to the applicant, and with all commitments made
that earned preferences in obfaining each previous Certificate of Need, or provide the
Commission with a written notice and explanation as to why the conditions or
commitments were not met,

INSTRUCTIONS: List all of the Maryland Certificates of Need that have been issued to the project
applicant, its parent, or its affiliates or subsidiaries over the prior 15 years, including their terms
and conditions, and any changes to approved Certificates that needed to be obtained. Document
that these projects were or are being implemented in compliance with all of their terms and
conditions or explain why this was not the case.

Applicant Response: The Applicant has not obtained any CONs in the past. A list of the CONs
issued to other LBH system members in the last 15 years is provided in Exhibit 15.

10.24.01.08G(3)(f). Impact on Existing Providers and the Health Care Delivery System.

An applicant shall provide information and analysis with respect to the impact of the
proposed project on existing health care providers in the health planning region,
including the impact on geographic and demographic access to services, on occupancy,
on costs and charges of other providers, and on costs to the health care delivery system.

INSTRUCTIONS: Please provide an analysis of the impact of the proposed project. Please
assure that all sources of information used in the impact analysis are identified and identify all the
assumptions made in the impact analysis with respect to demand for services, payer mix, access
to service and cost to the health care delivery system including relevant populations considered
in the analysis, and changes in market share, with information that supports the validity of these
assumptions. Provide an analysis of the following impacts:

a) On the volume of service provided by all other existing health care providers that
are likely to experience some impact as a result of this project;

Applicant Response: The Applicant is not adding bed capacity as part of this project, and
the plan for replacement and relocation of BW-W is not expected to significantly alter local
referral patterns. Instead, this project is intended to (a) minimize the need for patients to go
out of County for care and (b) better maintain continuity of care—on campus—for "Complex
and Chronic Care patients."

I n total, the Applicant projects a modest growth from its CY18 projected budget of 350 to
440 admissions over four years. It is presumed that this incremental growth of 90



admissions will not adversely affect any single provider in Carroll County, as illustrated in
the presentations which follow.

TABLE 7

Brinton Woods Volume Projections

FY2018- FY2021

Estimated Projected

Current Facility Year 1 Year 2 Year 3 Year 4

CY18 CY19 CY20 CY21 CY21

Admissions 350 350 370 405 440

Average Length of Stay 56.3 56.3 53.2 48.6 44.8

Patient Days 19,710 19,710 19,710 19,710 19,710

Average Daily Census 54 54 54 54 54

Occupancy - 60 Beds 90% 90% 90% 90% 90%

The Maryland Long Term Care Survey documents admissions for the ten comprehensive
care facilities in Carroll County. The market share figures indicate market volume (Carroll
County residents served) across these ten nursing homes in Carroll County.5

Table 8
2015

Admissions to Carroll County Nursing Homes

Nursing Home

2015

Admissions

% of Total

Admissions

Brinton Woods Nursing and Rehabilitation Center 275 12.2%

Carroll Lutheran Village Healthcare Center 184 8.2%

Golden Living Center 287 12.7%

Integrace Copper Ridge Nursing Home 194 8.6%

Integrace Fairhaven, Inc. 357 15.8%

Long View Healthcare Center, LLC 147 6.5%

Lorien—Taneytown 213 9.4%

Lorien Mt. Airy 215 9.5%

Pleasant View Nursing Home of Mt. Airy 121 5.4%

Transitions Healthcare at Sykesville 263 11.7%

Tota I 2,256 100

Source: Maryland Long-Term Survey -Comprehensive Care

5 Market share percentages represent market share of total facility volume, and are not limited to Carroll
County residents
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In FY2017, Carroll Hospital arranged placement for a total of 1,333 patients at skilled nursing
facilities (SNF).6 These SNF referrals were distributed across 30 different facilities, but more than
75% of these patients were concentrated in seven local area nursing homes, including BW-W.
See Table 9.

Table 9
SNF Placements from Carroll Hospital Center

FY2017

FY2017

# SNF %of SNF
Placements Placements

Brinton Woods 110 8%

6 other local area nursing homes 925 69%

All otherfacilities 298 22%

Total SNF Placements from CHC 1,333 100%

Source: Carroll Hospital Center

Placements in 2017 show that only 8% of Carroll Hospital Center's total SNF referrals were
transferred to BW-W, reflecting the limitations at the current facility, which include the overall
design and feel of its living spaces; the lack of private rooms which makes patient gender and
acuity matching challenging; its relatively remote location which is not preferred by families; and
the limited clinical resources available to accommodate patients requiring more specialized
services including those for chronic disease management and renal failure. Although only 8% of
Carroll Hospital's total SNF referrals were transferred to BW-W, Carroll Hospital is the largest
referral source to BW-W, accounting for nearly 45% of its total admissions.

By building a new facility on the Carroll Hospital campus, the Applicant expects more patients and
families to opt for the new, centrally located, state-of-the-art facility.

CHC projects that patients/families opting for BW-W will increase based on:

• The proximity of Brinton Woods to Carroll Hospital
o Continuity of care with their services and physicians
o Easy access to treatments, dialysis, and specialty consults

Expanded medical management capabilities
o Enhanced medical management
o Relationship with CHC navigators, who help ensure all patients are utilizing

6 Figures represent skilled nursing placements, only; an additional 132 placements were made for long-
term care, but these patients were generally long-term residents of nursing homes and returning to the
nursing home after an acute care episode.
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available resources to the fullest extent

• Timely weekend admissions

Amenities
o Anew, well-appointed facility
o All private and semi-private rooms

The impact on other providers in Carroll County will be minimal given the following:

• The majority of volume will represent patients who are now transferred to out-of-County
facilities.

• Most of the incremental volume to BW-W will originate from Carroll Hospital Center, which
utilizes six other local area nursing homes. Even if all 90 incremental cases were to shift
from local area nursing homes to BW-W, the Applicant would expect that shift to be
proportionate to current market share, resulting in no significant impact to any one facility.

Any potential impact to existing providers also will be offset by the estimated population-
driven growth in nursing home volume across Carroll County. This growth should help to
maintain volume/grow volume across all nursing homes in Carroll County. Between
CY2018-2022, Carroll County's elderly population is projected to grow by 17%; over 3%
per year. This will drive a volume increases in total nursing home discharges in Carroll
County, even at stable use rates. See Table 10.

Table 10

Population Growth by Age Cohort

Carroll County

2018-2023

County Age Detail- Total Male and Female

2018-2023
2010 2015 2016 2017 2018 2023

Age Estimated %change
Census Estimate Estimate Estimate Estimate Projection

Growth

Sub-Tota10-64 145,325 142,000 141,409 140,127 139,132 136,466 (2,666) -2%

Sub-Total 65+ 21,809 25,842 26,805 27,630 28,597 33,349 4,752 17%

Carroll County Total 167,134 167,842 168,214 167,757 167,729 169,815 2,086 1%

-Information obtained from Nielsen and Spotlight Demographics

o Population-based estimate: As reflected in Table 11, Carroll County's population alone
can be expected to generate more than 300 additional nursing home discharges by the
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year 2022. Therefore, as BW-W grows its admissions, nursing homes across the County
should experience proportionate growth as well.

Table 11

Comprehensive Care Admissions -Carroll County

Projected Incremental Population-Based Growth

2018 - 2023

At Stable Use Rates (CY16)

Age Cohort

Estimated

CY2017 CY2018 CY2019 CY2020 CY2021 CY2022 TOTAL

0- 64 Population

Use Rate/1,000

140,127

2.0

139,132

2.0

138,599

2.0

138,066

2.0

137,533

2.0

137,000

2.0
ESTIMATED ADMISSIONS 280 279 278.2 277 276 275 1,666

65+ Population

Use Rate/1,000

27,630

69.5

28,597

69.5

29,570

69.5

30,543 31,516

69.5 69.5

32,489

69.5

ESTIMATED ADMISSIONS 1,918 1,988 2,050 2,120 2,189 2,252 12,517

TOTAL Population

Use Rate

167,757

13.11

167,729

13.11

168,169

13.11

168,609

13.11

169,049

13.11

169,489

13.11

ESTIMATED ADMISSIONS 2,198 2,267 2,328 2,397 2,465 2,527 14,183

INCREMENTAL ADMISSIONS 69 62 69 69 62 329

[1] Population: Nielson-Claritas

[2] Use Rates: Maryland Long Term Care Survey, 2016

o Facility-based estimate: We have applied the allocation of the additional population-based
growth, based on market share for Carroll County nursing homes presented in CY2015
Maryland Long Term Survey data. It is estimated by applying estimated population growth to
overall nursing home market share at Carroll County facilities; no assumption about
increased use rate or decreased outmigration is applied here.
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Table 12

Carroll County Nursing Home Admissions

Population-Based Growth Estimates

Projected Volumes Based on Elderly Population Growth and Stable Use Rate

CY2017-2022

CY2015 CY17-CY22

Market Incremental

Share Growth
Brinton Woods 12.2% 40

Carroll Lutheran 8.2% 27

Golden Living Center 12.7% 42

I ntergrace Copper Ridge 8.6% 28

I ntergrace Fairhaven 15.8% 52

Long View Healthcare 6.5% 21

Lorien Mt. Airy 9.4% 31

Lorien-Taneytown 9.5% 31

Pleasant View Nursing Home, Mt. Airy 5.4% 18

Transitions Healthcare at Sykesville 11.7% 38

TOTAL DISCHARGES 100% 329

Sources

[1] Population: Nielson-Claritas

[2] Market Share based on Nursing home admissions:

Maryland Long Term Care Survey-Comprehensive Care

In summary, the overall growth in nursing home volume for Carroll County will produce
sufficient volume to support growth at nursing homes across Carroll County, even as BW-
Wgrows its volume. At a stable use rate, virtually all of the nursing homes in Carroll County
can be expected to maintain volume or see slight volume growth as a function of the
demographic growth in the County.

b) On the payer mix of all other existing health care providers that are likely to
experience some impact on payer mix as a result of this project. If an applicant for a
new nursing home claims no impact on payer mix, the applicant must identify the
likely source of any expected increase in patients by payer.

Applicant Response: The Applicant projects no significant impact on payer mix of other
providers in Carroll County as a result of the projected modest growth in BW-W's
admissions.

As shown in CON Table F, the Applicant projects a small shift in BW-W's Medicare/ Medicaid
ratio. The Applicant, believes that the state-of-the-art, mostly private-room facility located
on the campus of the only hospital in the County will attract more patients, resulting in an
increased number of Medicare patients and their families selecting the new BW-W facility
than select BW-W at its current location.
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c) On access to health care services for the service area population that will be served
by the project. (State and support the assumptions used in this analysis of the impact
on access);

Applicant Response: The project will improve access to health care services by the
population being served by offering:

• More private rooms
• On campus dialysis care
• Accommodations/medical monitoring for TPN
• Chronic disease management for residents with COPD and other residents with

complex comorbidities
• Weekend admissions

While reliable data does not exist as to the reason for nursing home selection, with 20%
of Carroll County residents (500 patients) opting for out-of-County placement, we assume
that the limited access to the above referenced services, is often a factor. If a person
resides in the county, it is likely that his or her support system also is local, whether that
be family, friends, spiritual or other community-based support. That being the case, there
is a very good probability that many of the patients who currently find long term and
rehabilitative care outside of Carroll County, would prefer to stay closer to home and their
support systems.

Clearly, not all of the 500 patients would be expected to choose in-County nursing homes.
However, case managers at Carroll Hospital Center report that its patient base and their
families are very reluctant to goout-of-County for care and often struggle with the decision
for transfer to facilities located outside of Carroll County.

Table 13
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Carroll County Residents

Distribution of Nursing Home Admissions

By County Where Facility is Located
CY2015

CY2015
Location of Nursing Home Admissions % of Admissions
Carroll County 1,884 80%
Baltimore County 217 9%
Frederick County 77 3%
Baltimore City 63 3%
Howard County 45 2%
Anne Arundel County 17 1%
All Other 59 2%
Total 2,362 100%

Source: Minimum Dataset provided through the Maryland Heath Care Commission

d) On costs to the health care delivery system.

If the applicant is an existing nursing home, provide a summary description of the impact of the
proposed project on costs and charges of the applicant nursing home, consistent with the
information provided in the Project Budget, the projections of revenues and expenses, and the
work force information.

Applicant Response: Medicare and Medicaid (with fixed levels of reimbursement) represent
the overwhelming majority of BW-W's current and projected payor mix so the project will have
no impact on charges to these programs. Likewise, private insurance reimbursement is
negotiated with the payor, so no impact on charges to commercial insurers will result from the
project.

Between projected CY2018 and projected CY2022, total expenses are estimated to increase
approximately $785,000 or 12%. The majority of the increase ($500,000) is attributable to "New
Project Depreciation." The remainder of material increases are reflected in "Contracted
Services" and attributed to projected increases in the cost of therapy-related services.
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AFFIRMATION

hereby declare and affirm under the penalties of perjury that the facts stated in the

Application for Certificate of Need: Comprehensive Care Facility (Nursing Home), filed by

Brinton Woods Health Care Center, LLC are true and correct to the best of my knowledge,

information and belief.

Dated: April 4, 2018

_,
f .
i ,~

Name: L('1'S ~j~2V~'~it"7

Title: ~(~ ~ ! ~-/~q~ ~

CGtrr~ll ~~3i ~



AFFIRMATION

hereby declare and affirm under the penalties of perjury that the facts stated in the

Application for Certificate of Need: Comprehensive Care Facility (Nursing Home), filed by

Brinton Woods Health Care Center, LLC, are true and correct to the best of my knowledge,

information and belief.

Dated. April 4, 2018

~'

i ----

Title: ~t7~ fl~~,rl ~~ ~~"I'~'~Y~ ~Dac~rj



AFFIRMATION

hereby declare and affirm under the penalties of perjury that the facts stated in the

Application for Certificate of Need: Comprehensive Care Facility (Nursing Home), filed by

Brinton Woods Health Care Center, LLC are true and correct to the best of my Knowledge,

information and belief.

Dated: April 4, 2018

Name. "Ze~S~ ~- Ft~~~r'

Title: ~ U I~ ~ ~ k 5 i r►..~. S~S ~ ~2 t~-~O~ +ti► e►~ ~

Li'~~r~`~le~ I-~Qul~-h



AFFIRMA710N

hereby declare and affirm under the penalties of perjury that the facts stated in the

Application for Certificate of Need: Comprehensive Care Facility (Nursing Home), filed by

Brinton Woods Health Care Center, I.LC, are true and correct to the best of my knowledge,

information and belief.

Dated: April 4, 2018

Name: Maurice Spielman

Title: Corp. Dir. Design & Construction

LifeBridge Health



AFFIRMATION

hereby declare and affirm under the penalties of perjury that the facts stated in the

Application for Certificate of Need: Comprehensive Care Facility (Nursing Home), filed by

Brinton Woods Health Care Center, LLC, are true and correct to the best of my knowledge,

information and belief,

Dated: April 4, 2018

~a ~~ n
~n ~~/ /f

{.~.~
Name: Miriam Suldan

Title: Senior Managing Consultant J Q f~ (',~
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Summary of Key Financial Assumptions

Census:

Total average daily census is projected at 54 patients (90%occupancy) which is consistent with

normalized historic trends. Medicare census is projected to increase from a historic level of 14 to 22

average daily patients —accounting for 41% of total census days by CY 2022 (the 2"d full year of

operations on the Carroll Hospital campus). The location of the proposed new facility in the center

Carroll County's largest population area is primarily responsible for this expected increase. Medicaid

percent of total patient days (approximately 46%) is projected to remain in compliance with the existing

Memorandum of Understanding throughout the projection period.

Gross Patient Revenue:

Revenue is projected by payor type at per day rates currently in effect. The Private Pay rate is the

presently advertised rate while the Medicare and Medicaid rates are based on current rates set by each

program and current facility acuity levels. Detail gross patient revenue by payor and year is provided

with the supplemental schedules included with the application.

Bad Debt:

Bad debt expense is projected at historic levels which is set as a reserve based on accounts receivable

aging.

Salaries and Wages:

Salaries and wages are based on budgeted staffing patterns necessary for current patient acuity and

administrative and patient care support functions. Additional details regarding estimated workforce

requirements and staffing levels per shift are located on Schedule H and I.

Contracted Services:

Expense items included in this category are those where a 3 d̀ party contractor is utilized to staff certain

areas of the operation. This would include all therapy services, respiratory therapy, Medical Director,

Pharmacist, lab services, radiology services, patient transport, licensed social work, and certain

maintenance projects. Most of these expenses are variable costs that will increase on a projected per

day basis with census, particularly Medicare census. An itemization of contracted services by category

and year is provided with the supplemental schedules included with the application.

Supply Expense:

Items included in this category are medical supplies, oxygen, tube feeding, activities, food, dietary

supplies, laundry supplies, housekeeping supplies, briefs and disposables, maintenance supplies, office

supplies and pharmacy prescriptions and over the counter medications. These expenses are based on



historical levels and only the pharmacy items are variable in proportion to Medicare census. An

itemization of supply expense by category and year is provided with the supplemental schedules

included with the application.

Other Expense:

Other expenses include all expenses not included in the above categories. This would include items such

as cable TV, repairs and maintenance, gas and electric, trash removal, data processing, insurances

(except workers comp), management fees, real estate taxes, provider tax, and equipment rentals. These

expenses are estimated based on historic levels and are fixed expenses except for management fees

that are based on 5% of total revenue. Incremental expenses associated with the proposed location

and enhanced facilities (primarily utilities/water and real estate taxes/property insurance) have been

included. An itemization of other expenses by category and year is provided with the supplemental

schedules included with the application.

Current Depreciation:

Based on historic levels and assumes funded depreciation for new capital improvements of existing

building.

Current Interest:

The existing building has a mortgage balance of approximately $1.7 million at 5%interest.

Project Depreciation:

Project depreciation is projected to come on-line beginning in CY 2020 (1/2 year convention) —the

estimated opening of the new location. Annual depreciation expense of $684k is based on total project

costs of approximately $14.8 million. Depreciation periods range from 7 years for furnishings and

equipment to 40 years for exterior shell.
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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 fhe other service(s). NOTE: Inflation should only be

included !n 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 8.8 as

a souroe of funds

CCF Nursing Home Other Service Areas Total

A, USE OF FUNDS

1. CAPITAL COSTS

a. New Construction

(1) Building $11,312,375 $11,312,375

(2) Fixed Equipment $~

(3) Site and Infrastructure $699,500 $899,500

(4) ArchitectlEngineering Fees $1,300,000 $1,300,000

(5) Perm(ts (Building, Utilities, Etc.) $100,000 $100,000

SUBTOTAL NewConsf~uction $13,611,875 $0 $13,611,875

p. Renovations

(1) Building $o

(2) Fixed Equipment (not included in construction) $o

(3) ArchitecUEngineering Fees $~

(4) Permits (Building, Utilities, Etc.) $~

SUBTOTAL Renovations $0 $0 $o

c. Other Capftal Costs

(1) Movable Equipment $1,000,000 $1,000,000

(2) Contingency Allowance $225,625 $225,625

(3) Gross interest during construction period $o

(4) Other (Specify/add rows if needed) $~

SUBTOTAL Other Capital Costs $1,225,625 $D $1,225,625

TOTAL CURRENT CAPITAL COSTS $14,837,500 $o $14,837,500

d. Land Purchased/Donated

e. Inflation Allowance

TOTAL CAPITAL COSTS $14,837,500 $0 $14,837,500

2. Financing Cost and Other Cash Requirements

a. Loan Placement Fees $o

b. Bond Discount $~

c CON Application Assistance

c7. Legal Fees $o

c2. Other (Specify/add rows if needed)

d. Non-CON Consulting Fees ~o

d1. Legal Fees

d2. Other (Specify/add rows if needed) $o

e. Debt Service Reserve Fund $0

f. Olher (Specify/add rows if needed) $~

SUBTOTAL $0 $o $0

3. Working Capital Startup Costs $~

TOTAL USES OF FUNDS $14,837,500 $0 $14,837,500

B, Sources of Funds

1. Cash $14,837,500 $14,837,500

2. Philanthropy (to date and expected) $0

3. Authorized Bonds $0

4. Interest Income from band proceeds listed In #3 $0

5. Mortgage $0

6. Working Capital Loans $0

7, Grants or Appropriations

a. Federal $4

b. State $4

c. Local $4

8. Other (Specify/add rows if needed) $0

TOTAL SOURCES OF FUNDS $0

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 Iease(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

(Actual) Projected to 5 years post project completion) Add columns if needed.

Indicate CY or FY CY 2016 CY 2017 CY 2018 CY 2019 CY 2020 CY 2021 CY 2022 CY 2023

1. ADMISSIONS
a. Com rehensive Care ublic 292 252 350 350 370 405 440 440
b. Comprehensive Care (CCRC
Restricted
Total Com rehensive Care 292 252 350 350 370 405 440 440
c. Assisted Livin
d. Other (Specify/add rows of
needed

TOTAL ADMISSIONS 292 252 350 350 370 405 440 440

2. PATIENT DAYS
a. Com rehensive Care ublic 19,030 18,770 19,710 19,710 19,710 19,710 19,710 19,710
b. Comprehensive Care (CCRC
Restricted
Total Com rehensive Care 19,030 18,770 19,710 19,710 19,710 19,710 19,710 19,710
c. Assisted Living
d. Other (Specify/add rows of
needed

TOTAL PATIENT DAYS 19,030 18,770 19,710 19,710 19,710 19,710 19,710 79,710

3. NUMBER OF BEDS
a. Com rehensive Care ublic 60 60 60 60 60 60 60 60
b. Comprehensive Care (CCRC
Restricted

Total Comprehensive Care Beds 60 60 60 60 60 60 60 60

c. Assisted Livin
d. Other (Specify/add rows of
needed
TOTAL BEDS 60 60 60 60 60 60 60 60

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

a. Com rehensive Care ublic 86.9% 85.7% 90.0% 90.0% 90.0% 90.0% 90.0°/o 90.0%
b. Comprehensive Care (CCRC
Restricted

Total Comprehensive Care Beds 86.9% 85.7% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0%

c. Assisted Livin
d. Other (Specify/add rows of
needed
TOTAL OCCUPANCY % 86.9% 85.7% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0%

5. OUTPATIENT (specify units

used for charging and recording
revenues
a. Adult Da Care
b. Other (Specify/add rows of
needed
TOTAL OUTPATIENT VISITS 0 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 a!I
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 CY 2019 CY 2020 CY 2021 CY 2022 CY 2023
1. ADMISSIONS
a. Com rehensive Care ublic 0 20 55 90 90
b. Com rehensive Care CCRC Restricted
Total Com rehensive Care 0 20 55 90 90
c. Assisted Livin
d. Other S ecif /add rows of needed
TOTAL ADMISSIONS 0 20 55 90 90
2. PATIENT DAYS
a. Com rehensive Care ublic 0 0 0 0 0
b. Com rehensive Care CCRC Restricted
Total Com rehensive Care 0 0 0 0 0
c. Assisted Livin

TOTAL PATIENT DAYS 0 0 0 0 0
3. NUMBER OF BEDS
a. Com rehensive Care ublic 60 60 60 60 60
b. Com rehensive Care CCRC Restricted
Total Com rehensive Care Beds 60 60 60 60 60
c. Assisted Livin
d. Other (Specify/add rows of needed)
TOTAL BEDS 60 60 60 60 60
4. OCCUPANCY PERCENTAGE *IMPORTANT NOTE: Lea year formulas should be changed by a licant to reflect 366 da s er
a. Com rehensive Care ublic 90.0% 90.0% 90.0% 90.0% 90.0%
b. Com rehensive Care CCRC Restricted
Total Com rehensive Care Beds 90.0% 90.0% 90.0% 90.0% 90,0%
c. Assisted Livin
d. Other S ecif /add rows of needed
TOTAL OCCUPANCY % 90.0% 90.0% 90.0% 90.0% 90.0%

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

a. Adult Da Care
b. Other S ecif /add rows of needed
TOTAL OUTPATIENT VISITS 0 0 0 0 0



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 revenues and expenses should be
consistent 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(FYJ. In an attachment fo the application, provide an explanation or basis forfhe 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 ofnon-operating income.

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

Indicate CY or FY CY 2016 CY 2017 CY 2018 CY 2019 CY 2020 CY 2021 CY 2022 CY 2023
1. REVENUE

a. ln atientServices $ 6,238,789 $ 6,381,236 $ 7,090,517 $ 7,090,517 $ 7,178,491 $ 7,354,440 $ 7,493,140 $ 7,493,140
b. Out atient Services

Gross Patient Service Revenues $ 6,238,789 $ 6,381,236 $ 7,090,577 $ 7,090,517 $ 7,178,491 $ 7,354,440 $ 7,493,140 $ 7,493,140

c. Allowance For Bad Debt $ 83,245 $ 136,199 $ 94,309 $ 94,309 $ 96,709 $ 100,309 $ 102,000 $ 102,000
d. Contractual Allowance
e. Charit Care

Net Patient Services Revenue $ 6,155,544 $ 6,245,037 $ 6,996,208 $ 6,996,208 $ 7,081,782 $ 7,254,131 $ 7,391,140 $ 7,391,140

f. Other Operating Revenues (Specify/add rows if
needed

$ 53,613 $ 6,909 $ 4,319 $ 4,319 $ 4,319 $ 4,319 $ 4,319 $ 4,319

NET OPERATING REVENUE $ 6,209,157 $ 6,251,946 $ 7,000,527 $ 7,000,527 $ 7,086,101 $ 7,258,450 $ 7,395,459 $ 7,395,459

irwa~~acti~a.~

a. Salaries &Wages (including benefits) $ 3,276,124 $ 3,383,223 $ 3,526,303 $ 3,526,303 $ 3,526,303 $ 3,526,303 $ 3,558,250 $ 3,558,250

b. Contractual Services $ 837,241 $ 874,941 $ 959,235 $ 959,235 $ 999,581 $ 1,080,785 $ 1,161,818 $ 1,161,818
c. Interest on Current Debt $ 87,378 $ 82,641 $ 77,604 $ 71,000 $ 49,500
d. Interest on Pro~ect Debt
e. Current De reciation $ 141,246 $ 182,822 $ 181,224 $ 181,224 $ 135,918 $ - $ - $ -
f. Pro~ect De reciation $ 342,000 $ 684,000 $ 684,000 $ 684,000
. Current Amortization $ 40,197 $ 40,197 $ 40,197 $ 40,197 $ 30,148
h. Pro~ect Amortization
i. Su lies $ 533,509 $ 600,264 $ 638,145 $ 638,145 $ 651,894 $ 679,390 $ 707,352 $ 707,352

j. Other Expenses (Specify/add rows if needed) $ 950,837 $ 1,044,007 $ 1,071,245 $ 1,071,245 $ 1,106,112 $ 1,184,671 $ 1,167,594 $ 1,167,594

TOTAL OPERATING EXPENSES $ 5,866,532 $ 6,208,095 $ 6,493,953 $ 6,487,349 $ 6,841,456 $ 7,155,149 $ 7,279,014 $ 7,279,014

3. INCOME

a. Income From Operation $ 342,625 $ 43,851 $ 506,574 $ 513,178 $ 244,645 $ 103,301 $ 116,445 $ 116,445

b. Non-O erating Income $ - $ -
SUBTOTAL $ 342,625 $ 43,851 $ 506,574 $ 513,178 $ 244,645 $ 103,301 $ 116,445 $ 116,445
c. Income Taxes
NET INCOME LOSS $ 342 625 $ 43 857 $ 506,574 $ 513,178 $ 244 645 $ 103 301 $ 116 445 $ 116 445
4. r,a i itn i ivux
a. Percent of Total Revenue

1 Medicare 43.1% 40.1% 45.6% 45.6% 47.6% 51.5% 55.3% 55.3%
2 Medicaid 44.3°/o 41.2% 38.8% 38.8% 36.9% 33.4% 30.0% 30.0%
3 Blue Cross 0.0°/a
4 Commercial lnsurance 2.0% 4.3% 4.1% 4.1% 4.1% 4.0% 3.9% 3.9%
5 Self- 8 10.6% 14.4% 11.5% 11.5% 11.4% 11.1% 10.9% 10.9%
6 Other 0.0%

TOTAL 100.0% 700.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%
p. rercent or inpauent uays

1 Medicare 28.08°/o 27.02% 31.48% 31.48% 33.33% 37.04% 40.74% 40.74%
2 Medicaid 58.59% 52.98% 51.85% 51.85% 50.00°/o 46.30% 46.30% 46.30°/o
3 Blue Cross 0.00% 0.00% 0.00% 0.00% 0.00°/a 0.00% 0.00% 0.00%
4 Commercial Insurance 1.66°/o 3.66% 3.70% 3.70% 3.70°/o 3.70% 3.70% 3.70%
5 Self- a 11.67% 16.34% 12.96% 12.96% 13.00% 12.96% 9.26% 9.26%
6 Other 0.00°/a 0.00% 0.00% 0.00°/a 0.00% 0.00% 0.00% 0.00%

TOTAL 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%



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

ale should reflect cun~enf dollars (no inflation). Projected revenues and expenses should be consistent with the utilization projections
Table E and with the Workforce costs identified in Table H. Indicate on the table if the reporting period is Calendar Year (CY) or
>cal Year (FY). In an attachment to the application, provide an explanation or basis for the projections and specify all assumptions
ed. Applicants must explain why the assumptions are reasonable. Revenue should be projected based on actual charges with
tailed calculation by payer in the attachment. The contractual allowance should not be reported if it is a positive adjustment to gross

~ ~ Projected Years (ending five years after completion) Add columns of
Indicate CY or FY CY 2019 CY 2020 CY 2021 CY 2022 CY 2023

a. In atient Services $ - $ 87,974 $ 263,923 $ 402,623 $ 402,623
b. Out atient Services $ - $ - $ - $ - $ -
Gross Patient Service Revenues $ - $ 87,974 $ 263,923 $ 402,623 $ 402,623
c. Allowance For Bad Debt $ - $ 2,400 $ 6,000 $ 7,691 $ 7,691
d. Contractual Allowance $ - $ - $ - $ - $ -
e. Charit Care $ - $ - $ - $ - $ -
Net Patient Services Revenue $ - $ 85,574 $ 257,923 $ 394,932 $ 394,932
f. Other O eratin Revenues S ecif $ - $ - $ - $ - $ -
NET OPERATING REVENUE $ - $ 85 574 $ 257 923 $ 394 932 $ 394,932

a. Salaries & Wa es (including benefits) $ - $ - $ - $ 31,947 $ 31,947

b. Contractual Services $ - $ 40,346 $ 121,550 $ 202,583 $ 202,583

c. Interest on Current Debt $ (6,604) $ (25,104) $ (77,604) $ (77,604) $ (77,604)

d. Interest on Pro"ect Debt $ - $ - $ - $ - $ -

e. Current Depreciation $ - $ (45,306) $ (181,224) $ (181,224) $ (181,224)

f. Pro'ect Depreciation $ - $ 342,000 $ 684,000 $ 684,000 $ 684,000

g. Current Amortization $ - $ (10,049) $ (40,197) $ (40,197) $ (40,197)

h. Pro~ect Amortization $ - $ - $ - $ - $ -

i. Supplies $ - $ 13,749 $ 41,245 $ 69,207 $ 69,207

'. Other Expenses (Specify $ - $ 34,867 $ 113,426 $ 96,349 $ 96,349

TOTAL OPERATING EXPENSES $ (6,604) $ 347,503 $ 661,196 $ 785,061 $ 785,061

3_ INC(~MF

a. Income From O eration $ 6,604 $ 261,929 $ 403,273 $ 390,129 $ 390,129

b. Non-Operating Income

SUBTOTAL $ 6, 604 $ 261, 929 $ 403, 273 $ 390,129 $ 390,129

c. Income Taxes

NET INCOME (LOSS) $ 6,604 $ (261,929) $ (403,273) $ (390,129) $ (390,129)

PATIENT MIX

Parranf of Tn4al Ravanua

1 Medicare 0.0% 2.0% 6.0% 9.7% 9.7%

2 Medicaid 0.0% -1.8% -5.4% -8.8% -8.8%

3 Blue Cross 0.0% 0.0% 0.0% 0.0% 0.0%

4 Commercial lnsurance 0.0% -0.1% -0.1% -0.2% -0.2%

5 Self- a 0.0% -0.1 % -0.4% -0.7% -0.7%

6 Other 0.0% 0.0% 0.0% 0.0% 0.0%

TOTAL 0.0% 0.0% 0.0% 0.0% 0.0%

b. Percent of In atient Da s

1 Medicare 0.0% 1.9% 5.6% 9.3% 9.3%

2 Medicaid 0.0% -1.9% -5.5% -5.5% -5.5%

3 Blue Cross 0.0% 0.0% 0.0% 0.0% 0.0%

4 Commercial Insurance 0.0% 0.0% 0.0% 0.0% 0.0%

5 Self- a 0.0% 0.0% 0.0% -3.7% -3.7%

6 Other 0.0% 0.0% 0.0% 0.0% 0.0%

TOTAL 0.0% 0.0% 0.0% 0.0% 0.0%



TABLE H. WORKFORCE INFORMATION
INSTRUCTION: List the facility's existing staging and changes requi2d by this project. Include all majorJob categories under each heading provided in the table. The numberofFull Time
Equivalents (FTEs) should be calculated on the basis o(2,080paid hours per year equals one FTE. In an attachment to the application, explain any factor used in convening paid hours to worked
hours. Please ensure that the pro%ectfons in thfs table are consistent with expenses provided !n uninilated projections fn Tables F and G.

PROJECTED
PROJECTED CHANGES AS A OTHER EXPECTED CHANGES ENTIRE FACILITY
RESULT OF THE PROPOSED IN OPERATIONS THROUGH THROUGH THE

CURRENT ENTIRE FACILITY PROJECT THROUGH THE LAST THE LAST YEAR OF LAST YEAR OF
YEAR OF PROJECTION PROJECTION (CURRENT PROJECTION
(CURRENTOOLLARS) DOLLARS) (CURRENT

DOLLARS) '

ota os

(should be
Total Cost

Current
Average Current Average consistent Average (should be

Job Category
Year FTEs

Salary per Year Total FTEs Salary per with FTEs Salary per Total Cost FTEs
consistent

withFTE Cost FTE projections in FTE
protections inTable G, if

Table G)
1. Re ular Em to ees
Administration (List general categories,
add rows if needed
Administrator 1.0 $96,078 $96,078 1.0 $96,078
Admissions 1.5 $49,669 $74,504 1.5 $74,504
Human Resource Director 0.6 $37,985 $22,791 0.6 $22,791
Rece tionist 1.8 $28,710 $51,104 1.8 $51,104
Business Office Mana er 1.0 $59,038 $59,038 1.0 $59,038

Total Administration 5.9 $51,618 $303,514 5.9 $303,514
Direct Care Staff (List general categories,
add rows if needed
RNs 5.6 $72,121 $403,906 5.6 $403,906
LPNs 6.5 $56,041 $362,137 6.5 $362,137
CMAs 2.2 $44,190 $95,185 2.2 $95,185
GNAs 24.1 $37,880 $913,763 24.1 $913,763

Total Direct Care 38.3 $46,297 $1,774,991 38.3 $1,774,991
Support Staff (List general categories, add
rows if needed
Director of Nursin 1.0 $98,713 $98,713 1.0 $98,713
Nursin Administration 4.0 $49,721 $198,884 4.0 $198,884
Activities 2.4 $31,275 $75,060 2.4 $75 060
Social Worker 1.0 $56,845 $56,845 0.5 $56,845 $28,423 1.5 $85,268
Dieta 7.3 $35,885 $261,961 7.3 $261,961
Houskee in 4.0 $25,493 $101,971 4.0 $101,971
Laund 2.2 $24,974 $53,694 2.2 $53,694
Maintenance 2.0 $50,773 $101,546 2.0 $101,546

Total Su ort 23.9 $39,777 $948,674 0.5 $56,845 $28,423 24.4 $977,096
REGULAR EMPLOYEES TOTAL 68.1 $44,472 $3,027,179 0.5 $56,845 $28,423 68.6 $3,055,602
2. Contractual Em to ees
Administration (List general categories,
add rows if needed

0.0 $o
0.0 $0
0.0 $0
0.0 $0

Total Administration $0 $0 $0 0.0 $0
Direct Care Staff (List general categories,
add rows if needed

0.0 $0
0.0 $0
0.0 $0
0.0 $0

Total Direct Care Staff $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

Total Su ort Staff $0 $0 $0 0.0 $0
CONTRACTUAL EMPLOYEES TOTAL $0 $0 $0 0.0 $0
Benefits (State method of calculating
benefits below :

$499,124 $3,524 $502,648

Based on historical % of salaries
(includes payroll taxes, workers comp,
group insurance and other misc.
em to ee benefits
TOTAL COST 68.1 $3 526,303 0.5 $31,947 0.0 $0 $3,558,250
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TABLE J. CONSTRUCTION CHARACTERISTICS
INSTRUCTION: If project includes non-hospital space structures (e.g., parking Barges, medical office buildings,
or energy plants), complete an additions! 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 D ❑
Class D ❑ ❑

Type of Construction/Renovation*
Low ❑ ❑

Average ❑ ❑

Good D ❑
Excellent ❑ ❑

um er o tortes 2

*As defined by Marshall Valuation Service
PROJECT SPACE List Number of Feet, if applicable
Total Square Footage Total Square Feet

Basement 12,460
First Floor 34,925
Second Floor
Third Floor
Fourth Floor

Avers e S uare Feet
Perimeter in Linear Feet Linear Feet

Basement
First Floor
Second Floor
Third Floor
Fourth Floor

Total Linear Feet
Avers e Linear Feet
Wall Height (floor to eaves) Feet

Basement 14
First Floor 14
Second Floor
Third Floor
Fourth Floor

Avers e Wall Hei ht 14
OTHER COMPONENTS
Elevators List Number

Passenger 1
reig t

Sprinklers Square Feet Covered
Wet System 45,780
Dry ystem 1,605

Other
Type of HVAC System for proposed project Warm and Cool Air Zoned
ype o xterior a s or propose project Brick/Vinyl Siding



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 CONSTRUCTIO

COSTS

RENOVATION

COSTS

SITE PREPARATION COSTS

Normal Site Preparation $112,000

Utilities from Structure to Lot Line $37,500

Subtotal included in Marshall Valuation Costs $149,500

Site Demolition Costs $95,000

Storm Drains $115,000

Rough Grading $150,000

Hillside Foundation $97,500

Paving $105,000

Exterior Signs $20,000

Landscaping $45,000

Walls $85,000

Yard Lighting $37,500

Other (Specify/add rows if needed)

Subtotal On-Site excluded from Marshall Valuation Costs $750,000

OFFSITE COSTS

Roads

Utilities

Jurisdictional Hook-up Fees

Other (Specify/add rows if needed)

Subtotal Off-Site excluded from Marshall Valuation Costs
s ima e n- i e an - i e os s no

included in Marshall Valuation Costs $750,000 $0
i e an - i e os s inc u e an exc u e

from Marshall Valuation Service* $899,500 $0

*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 II, 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.
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Post-Transaction Organization of Brinton Woods Health Care Center, LLC

LifeBridge Health,
Inc,
IOQ%

Marvin R.abovsky Gary Sudltalter
50% s~o~a Courtland C3azdcns

Nursing and
Rehabilitltion Centor,

Ina
100%

Allisnt Resources, ~ LBH Carroll County
Darer Cortese 1J~C Gary Yankanich Irma Chapin Nursing and

18% 
l 1.25% 

11.25% 4,5% Rehabilitation, LLC
55°/a

Brinton Waods Health
Care Center, ~1,C

5501538.1 18355/134297 06/28/2017





Post-Transaction Organization of B~inton Woods Senior Living, ~,LC

LifeBridge Health,
Inc,
100%

Marvin Rabovsky Gary Sudhalter
50°/u Spo~o Courtland Gardens

Nursing and
Rehabilitation Centar,

Inc,
100%

Alliant Resources LBH Carroll County
Daren Cortese LLB, Gary Yankanich Irma Chapin Nursing and

~$% 11,25% 
>>.25% 4.5% Rehabilitation, 1.,LC

55%

Srinton Woods Senjor
Living, LLC

5501537.1 18355/13427 06/16/201 fi
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Marshall Valuation Service Calculation

CARROLL NURSING HOME

New Construction

I. The Marshall Valuation Service Estimate

MVS Page #

a Type Nursing Home Section 15-26

b Construction Quality /Class Good / C

c Stories 2

d Perimeter 800 for use in perimeter adj.

e Height 14'

f Square Feet 47,385

f.1 Average Floor Area 25,000 for use in perimeter adj.

A. Base Costs

g Basic Structure $191.00 Section 15-26

h Elimination of HVAC Cost for Adjustment $0.00 Section 15-26

i HVAC Add-on for Mild Climates $0.00 Section 15-26

j HVAC Add-on for Extreme Climates $0.00 Section 15-26

k Total Base $191.00

B. Additions

Elevators (if not in base) $4.04 Section 15-26

m Sprinkler Amount $3.38 Section 15-37

n Subtotal $7.42

o Total $198.42

C. Multipliers

p Perimeter Multiplier Section 15-38

q Product

r Height Multiplier 1.046 Section 15-38

s Product

t Multi-story Multiplier (0.5% /story above 3) NA Section 15-26

u Product

D. Update /Location Multipliers

v Update Multiplier 1.00 Section 99-3

w Product

x Location Multiplier 1.02 Section 99-5

y Product $210.87

Final MVS Square Foot Cost Estimate

I I. The Project

A. Base Calculations Actual Per Sq. Ft.

New Construction $11,538,000 $243.49

Site Preparation $899,500 $18.98

Architectural Fees $1,300,000 $13.75

Permits 100 000 2.20

$13,837,500 $278.42

3/12/2018
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1f yon v►r r~ ~c~ o home,
there r~~y be ~ v~v~~!

~ ~0~~~ ~I
Nursing Home

~ ~ ~

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

home...

`~ ~,

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 !et 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 dacwncnt is produced by the Maryland Department of Health and Mental Hygiene. By law, rnn~sing homes must give
this information to every nursing home resident who indicates a preference to return to the community.
Revised 12/23/ld



State Government

Maryland Department of Disabilities 800-637-4113

Maryland Department of Health and Mental Hygiene

Community First Choice/Community Options Waives• 877-463-3464 or 410-767-1739

MF'P Nursing Facility Transition Progz~am
__ _ ... 410-767-7242 (MFP)

Maryland Department on Aging 1-800-AGE-DIAL (1-800-243-3425)

Maryland Access Point 1-844 MA.P-LINK (844-627-5465)

YV4VW.1I1c~C> ~~1 (~~CG~Sa O111k.T1'~(?

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 Indepe~~dence (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. &Hayford) 410-982-6311

Accessible Resources for Independence (Howard &Anne
Arundel Counties)

410-636-2274

:Brain Injury Association of Maryland 410-448-2924 or 800-221-6443

Maryland Statewide Independent Living Council 240-638-0074

Mental Health Association of Maryland 443-901-1550

Le al Resources
Legal Aid Bureau LTC Assistance Program & Maryland Disability Law Center (HDLG)
MD Senior Legal Hotlinel-866-635-2948 1-500-233-7201, TDD number: 410-727-6387
www.mdlab,or~ w~v~~°,n~cilc~l.t~t~v~,ot•,

The Assisted Living/Nursing Home Program MDI,C is a non-profit legal services established
provides legal assistance to financially eligible by federal and state law to advocate for the
nursing home residents anywhere in Maryland. rights of persons with disabilities in Mar land.

This document is produced by the Maryland Depurtrnent ol'Health and Mental Hygiene. fay law, nursing homes mast give
this information to every nursing home resident who indic~rics a prcfcrcncc to retw•n to the community.
Revised 12/23/14
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Brinton ~ Woods
Health &Rehabilitation Center

o f Arlington West

LONG TEI~T~JC CA~2~ SERVICES IN THE COMMUNITY

Please sign on the line below to certify that you have received the one-page
information sheet on long term care services in the community.

Resident Name:

Signature

Print Name

Facility Representative

Date

(This form must be kept in the resident's medical record.)
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Date: Mar 20, 2018

Time: 16:21:10 ET
User: Anna Gleisner

Brinton Woods Health Care Center, LLC Facility # 06003

Diagnosis Report ~ r _
~•NfrBYI`f'~/CC~IL~~{'bf~ Page # 1

Resident: Ali Physician: All Status: Current Unit: All Floor: All

Diagnosis 
Number of

Residents

(IDIOPATHIC) NORMAL PRESSURE HYDROCEPHALUS (G91.2)
ABNORMAL POSTURE (R29.3)
ABNORMAL POSTURE (R29.3)
ABNORMAL WEIGHT LOSS (R63.4)
ACQUIRED ABSENCE OF RIGHT LEG ABOVE KNEE (289.611)
ACTINIC KERATOSIS (L57.0)
ACUTE AND CHRONIC RESPIRATORY FAILURE, UNSPECIFIED WHETHER WITH HYPDXIA OR HYPERCAPNIA (J96.20)
ACUTE BRONCHOSPASM (J98.01)
ACUTE CYSTITIS WITH HEMATURIA (N30.01)
ACUTE EMBOLISM AND THROMBOSIS OF DEEP VEINS OF UNSPECIFIED UPPER EXTREMITY (182.629)
ACUTE EMBOLISM AND THROMBOSIS OF LEFT FEMORAL VEW (182.412)
ACUTE KIDNEY FAILURE, UNSPECIFIED (N17.9)
ACUTE RESPIRATORY FAILURE WITH HYPDXIA (J96.01)
ACUTE RESPIRATORY FAILURE, UNSPECIFIED WHETHER WITH HYPDXIA OR HYPERCAPNIA (J96.00)_ _
ACUTE STRESS REACTION (F43.0)
ACUTE UPPER RESPIRATORY INFECTION, UNSPECIFIED (J06.9)
ACUTE VAGINITIS (N76.0)
ADJUSTMENT DISORDER WITH ANXIETY (F43.22)
ADJUSTMENT DISORDER.WITH DEPRESSED MOOD (F43.21)
ADJUSTMENT DISORDER WITH MIXED ANXIETY AND DEPRESSED MOOD (F43.23)
ADULT FAILURE 70 THRIVE (R62.7)
AGE-RELATED NUCLEAR CATARACT, LEFT EYE (H25.12)
AGE-RELATED NUCLEAR CATARACT, RIGHT EYE (H25.11)
AGE-RELATED NUCLEAR CATARACT, UNSPECIFIED EYE (H25.10)
AGE-RELATED OSTEOPOROSIS WITH CURRENT PATHOLOGICAL FRACTURE, RIGHT FEMUR, SUBSEQUENT
ENCOUNTER FOR FRACTURE WITH ROUTINE HEALING (M80.051D)
AGE-RELATED OSTEOPOROSIS WITHOUT CURRENT PATHOLOGICAL FRACTURE (M81.0)
AGE-RELATED OSTEOPOROSIS WITHOUT CURRENT PATHOLOGICAL FRACTURE (M81.0)
ALTERED MENTAL STATUS, UNSPECIFIED (R41.82)
ALZHEIMER'S DISEASE, UNSPECIFIED (G30.9)
ALZHEIMER'S DISEASE, UNSPECIFIED (G30.9)
ANEMIA IN CHRONIC KIDNEY DISEASE (D63.1)
ANEMIA IN OTHER CHRONIC DISEASES CLASSIFIED ELSEWHERE (D63.8)
ANEMIA IN OTHER CHRONIC DISEASES CLASSIFIED ELSEWHERE (D63.8).._ _. __
ANEMIA, UNSPECIFIED (D64.9)
ANEMIA, UNSPECIFIED (D64.9)
ANISOMETROPIA (H52.31)
ANXIETY DISORDER, UNSPECIFIED (F41.9)
ANXIETY DISORDER, UNSPECIFIED (F41.9)
APHASIA (R47.01)
APHASIA FOLLOWING NONTRAUMATIC INTRACEREBRAL HEMORRHAGE (169.120)
ATHEROSCLEROSIS OF AORTA..(170:0)
ATHEROSCLEROTIC HEART DISEASE OF NATIVE CORONARY ARTERY WITHOUT ANGINA PECTORIS (125.10)
ATHEROSCLEROTIC HEART DISEASE OF NATIVE CORONARY ARTERY WITHOUT ANGINA PECTORIS (125.10)
ATTENTION AND CONCENTRATION DEFICIT (R41.840)
BACTEREMIA (R78.81)
BACTEREMIA (R78.81)
BENIGN NEOPLASM OF CEREBRAL MENINGES (D32.0)
BENIGN NEOPLASM OF MENINGES, UNSPECIFIED (D32.9)
BENIGN PROSTATIC HYPERPLASIA WITH LOWER URINARY TRACT SYMPTOMS (N40.1)
BENIGN PROSTATIC HYPERPLASIA WITHOUT LOWER URINARY TRACT SYMPTOMS (N40.0)
BENIGN PROSTATIC HYPERPLASIA WITHOUT LOWER URINARY-TRACT SYMPTOMS (N40.0)
BIPOLAR DISORDER, CURRENT EPISODE DEPRESSED, SEVERE, WITHOUT PSYCHOTIC FEATURES (F31.4)
BIPOLAR DISORDER, UNSPECIFIED (F31.9)
BLADDER DISORDER, UNSPECIFIED (N32.9)
BRADYCARDIA, UNSPECIFIED (R00.1)
CACHEXIA (R64)
CALCULUS OF KIDNEY (N20.0)
CANDIDAL STOMATITIS (637.0)
CANDIDIASIS, UNSPECIFIED (837,9)
CARDIAC MURMUR, UNSPECIFIED (R01.1)
CARDIAC MURMUR, UNSPECIFIED (R01.1)
CEREBRAL INFARCTION DUE TO UNSPECIFIED OCCLUSION OR STENOSIS OF UNSPECIFIED CEREBRAL ARTERY (163.50)
CEREBRAL INFARCTION, UNSPECIFIED (163.9)
CEREBROVASCULAR DISEASE, UNSPECIFIED (167.9)
CHRONIC ATRIAL FIBRILLATION (148.2)
CHRONIC CLUSTER HEADACHE, INTRACTABLE (G44.021)

17

18

3
2
1
1
1
1
1
5
1

12



CHRONIC EMBOLISM AND THROMBOSIS OF OTHER SPECIFIED DEEP VEIN OF RIGHT LOWER EXTREMITY (182.591)



Date: Mar 20, 2018

Time: 16:21:10 ET

User: Anna Gleisner

Brinton Woods Health Care Center, LLC
Diagnosis Report

Facility # 06003

Page # 2

Resident: All Physician: All Status: Current Unit: All Floor: All

Diagnosis

CHRONIC KIDNEY DISEASE, STAGE 2 (MILD) (N18.2)
CHRONIC KIDNEY DISEASE, STAGE 3 (MODERATE) (N18.3)
CHRONIC KIDNEY DISEASE, STAGE 4 (SEVERE) (N18.4)
CHRONIC KIDNEY DISEASE, UNSRECIFIEQ (N18.9)
CHRONIC MYELOMONOCYTIC LEUKEMIA (C93.1)
CHRONIC OBSTRUCTIVE PULMONARY bISEASE, UNSPECIFIED (J44.9)
CHRONIC OBSTRUCTIVE PULMONARY DISEASE, UNSPECIFIED (J44.9)_ _
CHRONIC PAIN SYNDROME (G89.4)
CHRONIC RESPIRATORY FAILURE WITH HYPDXIA (J96.11)
CHRONIC RESPIRATORY FAILURE, UNSPECIFIED WHETHER WITH HYPDXIA OR HYPERCAPNIA (J96.10)
CHRONIC SUPERFICIAL GASTRITIS WITH BLEEDING (K29.31)_ _ _ _
COGNITIVE COMMUNICATION DEFICIT (R41.841)
COGNITIVE COMMUNICATION DEFICIT (R41.841)
COGNITIVE DEFICITS FOLLOWING NONTRAUMATIC INTRACEREBRAL HEMORRHAGE (169.11)
COLOSTOMY COMPLICATION, UNSPECIFIED (K94.00)
COMPLETE TRAUMATIC AMPUTATION AT LEVEL BETWEEN. RIGHT HIP AND KNEE, SUBSEQUENT ENCOUNTER
(S78.111 D)
COMPLETE TRAUMATIC AMPUTATION OF RIGHT LOWER LEG, LEVEL UNSPECIFIED, INITIAL ENCOUNTER (S88.911A)
CONSTIPATION, UNSPECIFIED (K59,00)
CONSTIPATION, UNSPECIFIED (K59.00)
CONTRACTURE, LEFT HAND (M24.542)
CONTRACTURE, LEFT KNEE (M24.562)
CONTRACTURE, LEFT SHOULDER (M24.512)
CONTRACTURE, RIGHT KNEE (M24.561)
CONTRACTURE, UNSPECIFIED JOINT (M24.50)
CUSHING'S SYNDROME, UNSPECIFIED (E24.9)
DEFICIENCY O~ OTHER SPECIFIED B GROUP VITAMINS (E53.8)
DELUSIONAL DISORDERS (F22)
DEMENTIA IN OTHER DISEASES CLASSIFIED ELSEWHERE WITH BEHAVIORAL DISTURBANCE (F02.81)
DEMENTIA IN OTHER DISEASES CLASSIFIED ELSEWHERE WITHOUT BEHAVIORAL DISTURBANCE (F02.80)
DEMENTIA WITH LEWY BODIES (G31.83)
DERMATITIS, UNSPECIFIED (L30.9) _.
DIABETES MELLITUS DUE TO UNDERLYING CONDITION WITH CIRCULATORY COMPLICATIONS (E08.5)
DIABETES MELLITUS DUE TO UNDERLYING CONDITION WITH DIABETIC NEUROPATHY, UNSPECIFIED (E08.40)
DIFFICULTY IN WALKING, NOT ELSEWHERE CLASSIFIED (R26.2)
DIFFICULTY IN WALKING, NOT ELSEWHERE CLASSIFIED (R26.2)
DISCITIS, UNSPECIFIED, THORACIC REGION (M46.44)
DISORDER OF BRAIN, UNSPECIFIED (G93.9)
DISORDER OF LIPOPROTEIN METABOLISM, UNSPECIFIED (E78.9)
DISORDERS OF GALLBLADDER, BILIARY TRACT AND PANCREAS IN DISEASES CLASSIFIED ELSEWHERE (K87)
DISORIENTATION, UNSPECIFIED (R41.0)
DISPLACED PILON FRACTURE OF LEFT TIBIA, SUBSEQUENT ENCOUNTER FOR CLOSED FRACTURE WITH ROUTINE
HEALING (S82.872D)
DIVERTICULITIS OF INTESTINE, PART UNSPECIFIED, WITHOUT PERFORATION OR ABSCESS WITHOUT BLEEDING
(K57.92)
DIVERTICULOSIS OF INTESTINE, PART UNSPECIFIED, WITHOUT PERFORATION OR ABSCESS WITHOUT BLEEDING
(K57.90)
DIVERTICULOSIS OF SMALL INTESTINE WITHOUT PERFORATION OR ABSCESS WITHOUT BLEEDING (K57.10)
DIZZINESS AND GIDDINE55 (R42)
DRY EYE SYNDROME OF BILATERAL LACRIMAL GLANDS (H04.123)
DRY EYE SYNDROME OF UNSPECIFIED LACRIMAL GLAND (H04.129)
DRY MOUTH, UNSPECIFIED (R68.2)
DYSARTHRIA AND ANARTHRIA (R47.1)
DYSARTHRIA AND ANARTHRIA (R47.1)
DYSARTHRIA FOLLOWING CEREBRAL INFARCTION (169.322)
DYSARTHRIA FOLLOWING OTHER CEREBROVASCULAR DISEASE (169.822)
DYSPHAGIA FOLLOWING UNSPECIFIED CEREBROVASCULAR DISEASE (169.991)
DYSPHAGIA, ORAL PHASE (R13.11)
DYSPHAGIA, OROPHARYNGEAL PHASE (R13.12)
DYSPHAGIA, OROPHARYNGEAL PHASE. (R13.12)
DYSPHAGIA, PHARYNGEAL PHASE (R13.13)
DYSPHAGIA, PHARYNGOESOPHAGEAL PHASE (R13.14)
DYSPHAGIA, UNSPECIFIED (R13.10)
DYSPHAGIA, UNSPECIFIED (R13.10)
EDEMA, UNSPECIFIED (R60.9)
EDEMA, UNSPECIFIED (R60.9)
ELEVATED BLOOD-PRESSURE READING, WITHOUT DIAGNOSIS OF HYPERTENSION (R03.0)

Number of
Residents

1
1
1

14
1
1
1

23
1
3
1
1
1
1
1
1
1
1

17



EMPHYSEMA, UNSPECIFIED (J43.9)
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Diagnosis 
Number of
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ENCEPHALOPATHY, UNSPECIFIED (G93.40) 1
ENTEROCOLITIS DUE TO CLOSTRIDIUM DIFFICILE (A04.7) 3
ENTEROCOLITIS DUE TO CLOSTRIDIUM DIFFICILE (A04.7) 1
EPILEPSY, UNSPECIFIED, NOT INTRACTABLE, WITHOUT STATUS EPILEPTICUS (G40.909) 1
ESSENTIAL (PRIMARY) HYPERTENSION (110) 31
ESSENTIAL (PRIMARY) HYPERTENSION (110) 1
ESSENTIAL (PRIMARY) HYPERTENSION (110) 10
FEEDING DIFFICULTIES (R63 3) 2
FLACCID HEMIPLEGIA AFFECTING RIGHT DOMINANT SIDE (G81.01) 1
FLUENCY DISORDER FOLLOWING NONTRAUMATIC SUBARACHNOID HEMORRHAGE (169.023) 1
FRACTURE OF UNSPECIFIED PART OF NECK OF RIGHT FEMUR, SUBSEQUENT ENCOUNTER FOR CLOSED FRACTURE ~
WITH ROUTINE HEALING (S72.001D) __ _
FRACTURE OF UNSPECIFIED PART OF NECK OF UNSPECIFIED FEMUR, INITIAL ENCOUNTER FOR CLOSED FRACTURE ~
(S72.009A)
FRACTURE OF UNSPECIFIED PART OF NECK OF UNSPECIFIED FEMUR, SUBSEQUENT ENCOUNTER FOR CLOSED ~
FRACTURE WITH ROUTINE HEALING (S72.009D) _.
GASTRO-ESOPHAGEAL REFLUX DISEASE WITHOUT ESOPHAGITIS (K21.9) 26
GASTRO-ESOPHAGEAL REFLUX DISEASE WITHOUT ESOPHAGITIS (K21.9) 5
GASTROINTESTINAL HEMORRHAGE, UNSPECIFIED (K92.2) 2
GASTROSTOMY STATUS (293.1) 1
GENERALIZED ANXIETY DISORDER (F41.1) 3
GENERALIZED IDIOPATHIC EPILEPSY AND EPILEPTIC SYNDROMES, NOT INTRACTABLE, WITHOUT STATUS ~
EPILEPTICUS (G40.309)
GENERALIZED PUSTULAR PSORIASIS (L40.1) 1
GLAUCOMA SECONDARY TO OTHER EYE DISORDERS, UNSPECIFIED EYE, STAGE UNSPECIFIED (H40.50X0) 1
GOUT, UNSPECIFIED (M10,9) 1
HALLUX VALGUS (ACQUIRED), LEFT FOOT (M20.12) 1
HEART FAILURE, UNSPECIFIED (150.9) 2
HEART FAILURE, UNSPECIFIED (150.9) 3_ _
HEMATURIA, UNSPECIFIED (R31.9) 1
HEMIPLEGIA AND HEMIPARESIS FOLLOWING UNSPECIFIED CEREBROVASCULAR DISEASE AFFECTING LEFT NON- ~
DOMINANT SIDE (169.954) _ _
HEMIPLEGIA AND HEMIPARESIS FOLLOWING UNSPECIFIED CEREBROVASCULAR DISEASE AFFECTING LEFT NON- 3
DOMINANT SIDE (169.954)
HEMIPLEGIA AND HEMIPARESIS FOLLOWING UNSPECIFIED CEREBROVASCULAR DISEASE AFFECTING RIGHT Z
DOMINANT SIDE (169.951)
HEMIPLEGIA AND HEMIPARESIS FOLLOWING UNSPECIFIED CEREBROVASCULAR DISEASE AFFECTING RIGHT NON- ~
DOMINANT SIDE (169.953)
HEMIPLEGIA AND HEMIPARESIS FOLLOWING UNSPECIFIED CEREBROVASCULAR DISEASE AFFECTING UNSPECIFIED ~
SIDE (169.959)
HEMIPLEGIA, UNSPECIFIED AFFECTING LEFT NONDOMINANT SIDE (G81.94) 1
HEMIPLEGIA, UNSPECIFIED AFFECTING UNSPECIFIED SIDE (G81.90) 1
HEMOTHORAX (J94.2) 1
HEREDITARY MOTOR AND SENSORY NEUROPATHY (G60.0) 1
HERPESVIRAL KERATITIS (600.52) 1
HIRSUTISM (L68.0) 1
HISTORY OF FALLING (291.81) 1
HYPERKALEMIA (E87.5) 3
HYPERLIPIDEMIA, UNSPECIFIED (E78.5) 22
HYPERLIPIDEMIA, UNSPECIFIED (E78.5) 9
HYPEROSMOLALITY AND HYPERNATREMIA (E87.0) 1
HYPEROSMOLALITY AND HYPERNATREMIA (E87.0) 1
HYPERTROPHY OF BREAST (N62) 1
HYPO-OSMOLALITY AND HYPONATREMIA (E87.1) 1
HYPOCALCEMIA (E83.51) 1
HYPOKALEMIA (E87.6) 14
HYPOTENSION, UNSPECIFIED (195.9) 2
HYPOTHYROIDISM, UNSPECIFIED (E03.9) 12
HYPOTHYROIDISM, UNSPECIFIED (E03.9) 2
HYPDXEMIA (R09.02) 1
IDIOPATHIC GOUT, RIGHT WRIST (M10.031) 1
IDIOPATHIC GOUT, UNSPECIFIED HAND (M10.049) 1
IDIOPATHIC GOUT, UNSPECIFIED SITE (M10.00) 2
INFLUENZA DUE TO IDENTIFIED NOVEL INFLUENZA A VIRUS WITH PNEUMONIA (J09.X1) 1
INFLUENZA DUE TO OTHER IDENTIFIED INFLUENZA VIRUS WITH OTHER RESPIRATORY MANIFESTATIONS (J1U.1) 1
INFLUENZA DUE TO OTHER IDENTIFIED INFLUENZA VIRUS WITH OTHER RESPIRATORY MANIFESTATIONS (J10.1) 1
INSOMNIA, UNSPECIFIED (G47.00) 9



INSOMNIA, UNSPECIFIED (G47.00)
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IRON DEFICIENCY ANEMIA, UNSPECIFIED (D50.9) 1__ _ _ _ _.
IRRITABLE BOWEL SYNDROME WITHOUT DIARRHEA (K58.9) 1_.
LACERATION WITH FOREIGN BODY, UNSPECIFIED HIP, INITIAL ENCOUNTER (S71 A29A) 1
LEFT VENTRICULAR FAILURE, UNSPECIFIED (150.1) 1
LEGAL BLINDNESS, AS DEFINED IN USA (H54.8) 1
LOCALIZED EDEMA (R60.0) 14
LOW BACK PAIN (M54,5) 5
LOW BACK PAIN (M54.5) 2
MAJOR DEPRESSIVE DISORDER, RECURRENT, IN REMISSION, UNSPECIFIED (F33.40) 1
MAJOR DEPRESSIVE DISORDER, RECURRENT, MILD (F33.0) 1
MAJOR DEPRESSIVE DISORDER, RECURRENT, UNSPECIFIED (F33.9) 32
MAJOR DEPRESSIVE DISORDER, SINGLE EPISODE, UNSPECIFIED (F32.9) 4
MALIGNANT NEOPLASM OF LEFT KIDNEY, EXCEPT RENAL PELVIS (C64.2) 1
MALIGNANT NEOPLASM OF PROSTATE (C61) 1
MANIC EPISODE WITHOUT PSYCHOTIC SYMPTOMS, UNSPECIFIED (F30.10) 1
META80LIC ENCEPHALOPATHY (G93.41) 1
METATARSALGIA, UNSPECIFIED FOOT (M77.40) 1
METHICILLIN RESISTANT STAPHYLOCOCCUS AUREUS INFECTION AS THE CAUSE OF DISEASES CLASSIFIED ~
ELSEWHERE (695.62) ._
METHICILLIN SUSCEPTIBLE STAPHYLOCOCCUS AUREUS INFECTION AS THE CAUSE OF DISEASES CLASSIFIED ~
ELSEWHERE (695.61)
MILD COGNITIVE IMPAIRMENT, SO STATED (G31.84) 5
MIXED HYPERLIPIDEMIA (E78.2) 1
MIXED INCONTINENCE (N39.46) 1
MOOD DISORDER DUE TO KNOWN PHYSIOLOGICAL CONDITION WITH DEPRESSIVE FEATURES (F06.31) 1
MOOD DISORDER DUE TO KNOWN PHYSIOLOGICAL CONDITION, UNSPECIFIED (F06.30) 2
MORBID (SEVERE) OBESITY DUE TO EXCESS CALORIES (E66.01) 1
MULTIPLE FRACTURES OF RIBS, LEFT SIDE, SUBSEQUENT ENCOUNTER FOR FRACTURE WITH ROUTINE HEALING ~
(S22.42XD) _. __
MULTIPLE SCLEROSIS (G35) 1
MUSCLE WEAKNESS (GENERALIZED) (M62.81) 43
MUSCLE WEAKNESS (GENERALIZED) (M62,81) 7
MYELOID LEUKEMIA, UNSPECIFIED IN REMISSION (C92.91) 1
NEUROMUSCULAR DYSFUNCTION OF BLADDER, UNSPECIFIED (N31.9) 4
NEUROMUSCULAR DYSFUNCTION OF BLADDER, UNSPECIFIED (N31.9) 2
NON-PRESSURE CHRONIC ULCER OF OTHER PART OF UNSPECIFIED LOWER LEG LIMITED TO BREAKDOWN OF SKIN ~
(L97,801)
NON-PRESSURE CHRONIC ULCER OF UNSPECIFIED PART OF LEFT LOWER LEG LIMITED TO BREAKDOWN OF SKIN ~
(L97.921)
NONDISPLACED AVULSION FRACTURE (CHIP FRACTURE) OF RIGHT TALUS, SUBSEQUENT ENCOUNTER FOR ~
FRACTURE WITH ROUTINE HEALING (S92.154D)
NONDISPLACED COMMINUTED FRACTURE OF SHAFT OF RIGHT FEMUR, SUBSEQUENT ENCOUNTER FOR CLOSED ~
FRACTURE WITH ROUTINE HEALING (S72.354D)
NONDISPLACED INTERTROCHANTERIC FRACTURE OF LEFT FEMUR, SUBSEQUENT ENCOUNTER FOR CL05ED ~
FRACTURE WITH ROUTINE HEALING (S72.145D)
NONDISPLACED INTERTROCHANTERIC FRACTURE OF RIGHT FEMUR, SUBSEQUENT ENCOUNTER FOR CLOSED ~
FRACTURE WITH ROUTINE HEALING (S72.144D)
NONINFECTIVE GASTROENTERITIS RNDCOLITIS, UNSPECIFIED (K52.9) 1
NONRHEUMATIC MITRAL (VALVE) INSUFFICIENCY (134.0) 1
NONTRAUMATIC ACUTE SUBDURAL HEMORRHAGE (162.01) 1
NONTRAUMATIC INTRACEREBRAL HEMORRHAGE, UNSPECIFIED (161.9) 1
NONTRAUMATIC INTRACEREBRAL HEMORRHAGE, UNSPECIFIED (161.9) . 1
NONTRAUMATIC SUBDURAL HEMORRHAGE, UNSPECIFIED (162.00) 1
OBESITY, UNSPECIFIED (E66.9) 4
OBESITY, UNSPECIFIED (E66.9) 1
OBSTRUCTIVE.SLEEPAPNEA (ADULT) (PEDIATRIC) (G47.33) 4
OCCLUSION AND STENOSIS OF UNSPECIFIED CAROTID ARTERY (165.29) 1
OSTEOARTHRITIS OF HIP, UNSPECIFIED (M16.9) 1
OTHER ABNORMALITIES OF GAIT AND MOBILITY (R26.89) 3
OTHER ABNORMALITIES OF GAIT AND MOBILITY (R26.89) 2
OTHER CEREBROVASCULAR DISEASE (167.89) 1
OTHER CEREBROVASCULAR DISEASE (167.89) 2
OTHER CHRONIC PAIN (G89.29) 5
OTHER CHRONIC PANCREATITIS (K86.1) 1
OTHER CHRONIC PANCREATITIS (K86.1) 1
OTHER CONSTIPATION (K59.09) 1
OTHER DISORDERS OF PERIPHERAL NERVOUS SYSTEM (G64) 1



OTHER DISORDERS OF PLASMA-PROTEIN METABOLISM, NOT ELSEWHERE CLASSIFIED (E88.09)
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OTHER DYSPHAGIA (R13.19) 2
OTHER FRACTURE OF SHAFT OF RIGHT FEMUR, SUBSEQUENT ENCOUNTER FOR CLOSED FRACTURE WITH ROUTINE ~
HEALING (S72.391 D)
OTHER FRACTURE OF UNSPECIFIED LUMBAR VERTEBRA, SEQUELA (S32.008S) 1

OTHER FRACTURE OF UPPER AND LOWER END OF UNSPECIFIED FIBULA, INITIAL ENCOUNTER FOR CLOSED ~
FRACTURE (S82.839A)
OTHER HAMMER TOES) (ACQUIRED), LEFT FOOT (M20.42) ~
OTHER IDIOPATHIC PERIPHERAL AUTONOMIC NEUROPATHY (G90,p9) 1

OTHER LACK OF COORDINATION (R27.8) 8
OTHER MALAISE(R53.81) ~
OTHER NONSPECIFIC ABNORMAL FINDING OF LUNG FIELD (R91.8) 1_ _ _ _ __
OTHER OSTEOPOROSIS WITHOUT CURRENT PATHOLOGICAL FRACTURE (M81.8) 1
OTHER RECURRENT DEPRESSIVE DISORDERS (F33.8) 2
OTHER RETENTION OF URINE (R33.8) 7
OTHER RETINAL DETACHMENTS (H33.8) ~

__
OTHER SEASONAL ALLERGIC RHINITIS (J30.2) ~ ~
OTHER SEBORRHEIC KERATOSIS (L82.1) 7.. .
OTHER SEQUELAE OF CEREBRAL INFARCTION (169.398) 7
OTHER SPECIFIED ANXIETY DISORDERS (F41.8) 3_ _
OTHER SPECIFIED CARDIAC ARRHYTHMIAS (149.8) 7
OTHER SPECIFIED DISORDERS OF BONE DENSITY AND STRUCTURE (M85.8) 1_ _
OTHER SPECIFIED DISORDERS OF BONE DENSITY AND STRUCTURE, MULTIPLE SITES (M85.89) 1

OTHER SPECIFIED DISORDERS OF BONE DENSITY AND STRUCTURE, RIGHT LOWER LEG (M85.861) 1

OTHER SPECIFIED DISORDERS OF BONE DENSITY AND STRUCTURE, UNSPECIFIED SITE (N185.80) 3
OTHER SPECIFIED FORMS OF TREMOR (G252) __ 2_ _ _
OTHER SPECIFIED MENTAL DISORDERS DUE TO KNOWN PHYSIOLOGICAL CONDITION (F06.8) 1
OTHER SPECIFIED MENTAL DISORDERS DUE TO KNOWN PHYSIOLOGICAL CONDITION (FO6.8) 3 _.
OTHER SPECIFIED PERIPHERAL VASCULAR DISEASES (173.89) 2
OTHER SYMBOLIC DYSFUNCTIONS (R48.8)_ _ 5

OTHER SYMBOLIC DYSFUNCTIONS (R48.8) 3
OTHER SYMPTOMS AND SIGNS INVOLVING COGNITIVE FUNCTIONS AND AWARENESS (R41.89) 1

OTHER SYMPTOMS ANb SIGNS INVOLVING COGNITIVE FUNCTIONS FOLLOWING CEREBRAL INFARCTION (169.318) 4

OVERACTIVE BLADDER (N32.81) 2
PAIN IN LEFT ARM (M79.602) 7
PAIN IN LEFT HAND (M79.642) 2
PAIN IN LEFT KNEE (M25.562) ~
PAIN IN LEFT SHOULDER (M25.512) 7
PAIN IN RIGHT HAND (M79.641) ~
PAIN IN UNSPECIFIED HIP (M25.559) ~
PAIN IN UNSPECIFIED JOINT (M25.50) 2
PARALYTIC GAIT (R26.1) 7
PARAPLEGIA, INCOMPLETE (G82.22) 7
PARAPLEGIA, UNSPECIFIED (G82.20) 1
PARKINSON'S DISEASE (G20) 4
PAROXYSMAL ATRIAL FIBRILLATION (148.0) 2
PATHOLOGICAL FRACTURE, HIP, UNSPECIFIED, INITIAL ENCOUNTER FOR FRACTURE (M84.459A) 1

PERIPHERAL VASCULAR DISEASE, UNSPECIFIED (173.9) 11

PERIPHERAL VASCULAR DISEASE, UNSPECIFIED (173.9) ,, 2
PERSONAL HISTORY OF MALIGNANT NEOPLASM OF BREAST (285.3) 7
PERSONAL HISTORY OF NICOTINE DEPENDENCE (ZS7.891) 7
PERSONAL HISTORY OF OTHER MALIGNANT NEOPLASM OF BRONCHUS AND LUNG (285.118) 1
PERSONAL HISTORY OF PNEUMONIA (RECURRENT) (287.01) 7
PERSONAL HISTORY OF TRANSIENT ISCHEMIC ATTACK (TIA), AND CEREBRAL INFARCTION WITHOUT RE5IDUAL ~
DEFICITS (286.73)
PNEUMONIA, UNSPECIFIED ORGANISM (J18.9) 12

PNEUMONIA,. UNSPECIFIED ORGANISM (J18.9) 2
PNEUMONITIS DUE TO INHALATION OF FOOD AND VOMIT (J69.0) ~
POLYNEUROPATHY, UNSPECIFIED (G62.9) 2
POLYOSTEOARTHRITIS, UNSPECIFIED (M15.9) 2
PRESENCE OF UNSPECIFIED ARTIFICIAL KNEE JOINT (296.659) ~
PRESENCE OF UNSPECIFIED ARTIFICIAL SHOULDER JOINT (296.619) 1

PRESSURE ULCER OF RIGHT HEEL, STAGE 1 (L89.611) ~
PRESSURE ULCER OF SACRAL REGION, STAGE 4 (L89.154) ~
PRIMARY GENERALIZED (OSTEO)ARTHRITIS (M15.0) ~ 5
PRIMARY GENERALIZED (OSTEO)ARTHRITIS (M15.0) 7
PRIMARY OSTEOARTHRITIS OF OTHER JOINTS (M19.0) 7
PRIMARY OSTEOARTHRITIS, LEFT HAND (M19.042) ~



PROGRESSIVE SUPRANUCLEAR OPHTHALMOPLEGIA [STEELE-RICHARDSON-OLSZEWSKI] (G23.1)
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PSYCHOTIC DISORDER WITH DELUSIONS DUE TO KNOWN PHYSIOLOGICAL CONDITION (F06.2)
PULMONARY FIBROSIS, UNSPECIFIED (J84.10)
REPEATED FALLS (R29.6)
RESPIRATORY FAILURE, UNSPECIFIED, UNSPECIFIED WHETHER WITH HYPDXIA OR HYPERCAPNIA (J96.90)_..__ .
RESTLESS LEGS 8YNDROME (G25.81).
RESTLESS LEGS SYNDROME (G25.81)
RESTLESSNESS AND AGITATION (R45.1)
RETENTION OF URINE, UNSPECIFIED (R33.9)
RETENTION OF URINE, UNSPECIFIED (R33.9)
RHABDOMYOLYSIS (M62.82)
SCHIZOAFFECTIVE DISORDER, BIPOLAR TYPE (F25.0)
SCHIZOPHRENIA, UNSPECIFIED (F20.9)
SEBORRHEIC DERMATITIS, UNSPECIFIED (L21.9) _,
SECONDARY MALIGNANT NEOPLASM OF BONE (C79.51)_ _ .
SECONDARY MULTIPLE ARTHRITIS (M15.3)
SENILE DEGENERATION OF BRAIN, NOT ELSEWHERE CLASSIFIED (G31.1)
SENILE ECTROPION OF LEFT LOWER EYELID (H02.135)
SENILE ECTROPION OF RIGHT LOWER EYELID (H02.132)
SEPSIS, UNSPECIFIED ORGANISM (A41.9)
SHORTNESS OF BREATH (R06.02)
SPINAL STENOSIS, CERVICAL REGION (M48.02)
SPINAL STENOSIS, LUMBAR REGION (M48.06)
SPINAL STENOSIS, LUMBAR REGION WITHOUT NEUROGENIC CLAUDICATION (M48.061)
SPONTANEOUS RUPTURE OF EXTENSOR TENDONS, UNSPECIFIED THIGH (M66.259)
STIFFNESS OF UNSPECIFIED JOINT, NOT ELSEWHERE CLASSIFIED (M25.60)
SYNCOPE AND COLLAPSE (R55)
SYNCOPE AND COLLAPSE (R55)
TACHYCARDIA, UNSPECIFIED (R00.0)
TINEA UNGUIUM (835.1)
TRANSIENT CEREBRAL ISCHEMIC ATTACK, UNSPECIFIED (G45.9)
TRANSIENT CEREBRAL ISCHEMIC ATTACKS AND RELATED SYNDROMES (G45)
TREMOR, UNSPECIFIED (R25.1)
TYPE 2 DIABETES MELLITUS WITH DIABETIC NEUROPATHY, UNSPECIFIED (E11.40)
TYPE 2 DIABETES MELLITUS WITH DIABETIC POLYNEUROPATHY (E11.42)
TYPE 2 DIABETESMELLITUS WITH HYPERGLYCEMIA (E11,65)
TYPE 2 DIABETES MELLITUS WITHOUT COMPLICATIONS (E11.9)
TYPE 2 DIABETES MELLITUS WITHOUT COMPLICATIONS (E11.9)
ULCERATIVE (CHRONIC) PANCOLITIS WITH OTHER COMPLICATION (K51,018)
ULCERATIVE COLITIS, UNSPECIFIED, WITHOUT COMPLICATIONS (K51.90)
UMBILICAL HERNIA WITHOUT OBSTRUCTION OR GANGRENE (K42.9)
UNILATERAL PRIMARY OSTEOARTHRITIS, LEFT KNEE (M17.12)
UNSPECIFIED ABNORMAL INVOLUNTARY MOVEMENTS (R25.9)
UNSPECIFIED ABNORMALITIES OF GAIT AND MOBILITY (R26.9)
UNSPECIFIED ABNORMALITIES OF GAIT AND MOBILITY (R26.9)
UNSPECIFIED ASTHMA, UNCOMPLICATED (J45.909)
UNSPECIFIED ATRIAL FIBRILLATION (148.91)
UNSPECIFIED ATRIAL FIBRILLATION (148.91)
UNSPECIFIED COMBINED SYSTOLIC (CONGESTIVE) AND DIASTOLIC (CONGESTIVE) HEART FAILURE (150.40)
UNSPECIFIED CONVULSIONS (R56.9)
UNSPECIFIED DEMENTIA WITH BEHAVIORAL DISTURBANCE (F03.91)
UNSPECIFIED DEMENTIA WITHOUT BEHAVIORAL DISTURBANCE (F03.90)
UNSPECIFIED DEMENTIA WITHOUT BEHAVIORAL DISTURBANCE (F03.90)
UNSPECIFIED DEMENTIA WITHOUT BEHAVIORAL DISTURBANCE (F03.90)
UNSPECIFIED DIASTOLIC (CONGESTIVE) HEART FAILURE (150.30)
UNSPECIFIED FRACTURE OF FIRST LUMBAR VERTEBRA, SUBSEQUENT ENCOUNTER FOR FRACTURE WITH ROUTINE
HEALING (532.019D)
UNSPECIFIED FRACTURE OF RIGHT LOWER LEG, SUBSEQUENT ENCOUNTER FOR CLOSED FRACTURE WITH
ROUTINE HEALING (S82.91XD)
UNSPECIFIED FRACTURE OF SHAFT OF HUMERUS, LEFT ARM, SUBSEQUENT ENCOUNTER FOR FRACTURE WITH
ROUTINE HEALING (S42.302D)
UNSPECIFIED FRACTURE OF SHAFT OF LEFT TIBIA, SUBSEQUENT ENCOUNTER FOR CLOSED FRACTURE WITH
ROUTINE HEALING (S82.202D)
UNSPECIFIED FRACTURE OF UNSPECIFIED FEMUR, INITIAL ENCOUNTER FOR CLOSED FRACTURE (S72.90XA)
UNSPECIFIED FRACTURE OF UNSPECIFIED FEMUR, SUBSEQUENT ENCOUNTER FOR CLOSED FRACTURE WITH
ROUTINE HEALING (572.90XD)
UNSPECIFIED GLAUCOMA (H40.9)
UNSPECIFIED GLAUCOMA (H40.9)

Number of
Residents

1
1
4
1
1
2
1
8
1
3
1
1
1
2
1
1
1
1
1
1
1
2
1
1
1
3
1
1
1
5
1
2
3
1
1
7
2
1
1
1
3
1
1
1
1
8
4
3
3
8

12
3
1
1



UNSPECIFIED HEARING LOSS, BILATERAL (H91.93)



gate: Mar 20, 2018 Brinton Woods Health Care Center, LLC Facility # 06003

Time: 16:21:10 ET Diagnosis Report
User: Anna Gleisner Page # 7

Resident: All Physician: All Status: Current Unit: All Floor: All

Diagnosis
Number of

Residents

UNSPECIFIED HEARING LOSS, UNSPECIFIED EAR (H91.90) 2
UNSPECIFIED HEMORRHOIDS (K64:9) 1
UNSPECIFIED LACK OF COORDINATION (R27.9) 3
UNSPECIFIED MACULAR DEGENERATION. (H35.30) 2
UNSPECIFIED MASTOIDITIS, UNSPECIFIED EAR (H70.90) 1
UNSPECIFIED MENTAL DISORDER DUE TO KNOWN PHYSIOLOGICAL CONDITION (F09) 1
UNSPECIFIED MOOD [AFFECTIVE] DISORDER (F39) 3
UNSPECIFIED OSTEOARTHRITIS,.UNSPECIFIED SITE (M19.90) 6
UNSPECIFIED OSTEOARTHRITIS, UNSPECIFIED SITE (M19.90) 2
UNSPECIFIED PSYCHOSIS NOT DUE TO A SUBSTANCE OR KNOWN PHYSIOLOGICACCONDITION {F29) 4
UNSPECIFIED PSYCHOSIS NOT DUE TO A SUBSTANCE OR KNOWN PHYSIOLOGICAL CONDITION (F29) 1
UNSPECIFIED PTOSIS OF RIGHT EYELID (H02.401) 1
UNSPECIFIED SEQUELAE OF UNSPECIFIED CEREBROVASCULAR DISEASE (169.90) 1
UNSPECIFIED SYMBOLIC DYSFUNCTIONS (R48.9) 2
UNSPECIFIED SYMPTOMS AND SIGNS INVOLVING COGNITIVE FUNCTIONS FOLLOWING CEREBRAL INFARCTION ~
(169.319)_ ___ _ _
UNSTEADINESS ON FEET (R26,81) 20
URINARY TRACT INFECTION, SITE NOT SPECIFIED (N39.0) 19__ _ _ _
URINARY TRACTINFECTION, SITE NOT SPECIFIED (N39.0) 4
VASCULAR DEMENTIA WITH BEHAVIORAL DISTURBANCE (F01.51) 1
VASCULAR DEMENTIA WITHOUT BEHAVIORAL DISTURBANCE (F01.50) 1
VITAMIN B12 DEFICIENCY ANEMIA, UNSPECIFIED (D51.9) 1
VITAMIN D DEFICIENCY, UNSPECIFIED (E55.9) 35
VITAMIN D DEFICIENCY, UNSPECIFIED (E55.9) 2
WEDGE COMPRESSION FRACTURE OF SECOND THORACIC VERTEBRA, SUBSEQUENT ENCOUNTER FOR FRACTURE ~
WITH ROUTINE HEALING (S22.020D)
ZOSTER WITHOUT COMPLICATIONS (602.9) 1
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build smart.

AN INTRODUCTION TO SENIOR LIVING
DESIGN AND CONSTRUCTION

SENIOR LIVING DESIGN AND CONSTRUCTION WITH A PURPOSE

A nursing home or senior living facility has a unique dual purpose: to deliver excellent
care and to provide a high quality of life for senior citizens.

That's a major change from the past, when nursing homes followed the hospital model,
and efficient care was the driving force behind design and construction. Dignity, privacy and
lifestyle have become core values in senior care. And new, innovative materials and
technologies have made it possible to cost-efficiently design and build better living
environments that allow for improved quality of life.

As part of this trend in senior living and nursing home design, it's become increasingly
important to build for the continuum of care. What we mean is that as seniors age and require
different levels of care, senior living centers need facilities that can provide the right living
environment and care. Smart architectural design and construction allow you to build the
proper environments for seniors as they move from independent living to assisted living and
into skilled care, or even specialty care. In this guide, we cover what these trends mean for your
facility and your construction program.

SENIOR LIVING INTERIOR DESIGN

Every element of senior living interior design comes back to the dual purpose of quality
care and quality of life. To better show you just what this means, we'll start by examining
traditional nursing home design.

THE TRADITIONAL HOSPITAL MODEL OF NURSING HOME DESIGN

For years, nursing homes were synonymous with low-tech hospitals. Throughout the
U.S., roughly 2 million beds have been built in skilled nursing centers, long-term care facilities
and nursing homes. Nearly all of those facilities were designed with rooms branching off
central, hospital-like corridors. Rooms were built to besemi-private, with two beds separated
by a curtain, one by a window and another by a bathroom. In many ways, our seniors were
seen purely as patients. Nearly all facilities incorporated group showers, a central dining facility
for all residents and a kitchen that was off limits to residents. Maintenance functions weren't
neatly separated from living areas. It was aone-size-fits-all model that provided sterile
environments and lacked many amenities and individual spaces. Facilities were efficient, cost-
effective and profitable, and residents could receive the care they needed. But nursing homes
generally didn't make for a good home. They weren't a place to live and enjoy the golden years.

I NTERIOR DESIGN THAT MEETS A SENIOR LIVING FACILITY'S DUAL PURPOSE



Today, as senior living moves toward the dual-purpose model of efficient care and
quality lifestyle, good facilities incorporate the best design elements of hospitals, hotels and
homes. And they're set up to be as friendly as possible to those who have disabilities.

I NCORPORATING THE PRIVACY OF THE HOME INTO SENIOR LIVING INTERIOR DESIGN
To improve senior living facilities, interior designers can use elements of the traditional

home, the biggest of which is privacy. As seniors progress from living on their own to receiving
daily care in a nursing home, they still expect dignity and personal space. Today, facilities are
increasingly providing private rooms to seniors, along with private bathrooms that feature
i ndividual showers or baths. It's become a priority to create living spaces that make it possible
for seniors to invite their family members to visit. That includes individual spaces for games,
entertainment and fun. To help create more privacy and personalization, some facilities go as
far as providing house-like units with smaller numbers of residents and accessible patios,
porches and sitting areas where people can enjoy the day together. These units sometimes
include gas fireplaces, usable washing machines and dryers for visiting families.

I nstead of a single, large dining area for all residents, facilities are transitioning to
smaller, more private dining areas and open kitchens that are accessible to residents. The
design of dining and kitchen areas has become increasingly important.

I nterior designers are creating senior living facilities with comforting lighting, walls
designed with inviting colors, themed and comfortable furniture and custom decorations. A
true home.

I NCORPORATING THE BEST OF HOTELS IN SENIOR LIVING DESIGN
Nursing home facilities that have long been associated with sterile environments are

now being designed to create a first impression like a hotel. In many facilities, nursing stations
have been transformed from a desk behind high walls to aconcierge-like station. It's a place
that encourages interaction between care providers and residents. Mini nursing stations with
medical supplies are present at desks, shelves and wall cabinets throughout facilities to make it
easier for staff to deliver more personal care and service. Maintenance and housekeeping
duties are functionally designed to be separate from residents in order to create a more visually
appealing home.

Senior living facilities now incorporate welcoming design into walls, flooring, furniture
and outdoor areas in ways that had previously been unachievable. In the past, one of the
limiting factors for design had been state regulations for cleanliness and infection control. After
all, nursing homes are state-licensed facilities. But today, organizations like the Centers for
Medicaid and Medicare Services have worked with regulators to create standards that
i ncorporate personalization and call for a high quality of life. At the same time, new
technologies and materials have allowed for a clean, healthy environment without limiting
design capabilities. And many of these innovations have come directly from hotels.

One example of a new material is solution-dyed carpets with moisture backings. They're
visually pleasing, meet regulations and can stand up to industrial—strength cleaners necessary
for infection control. Other materials, such as new types of vinyl, painted gypsum boards and
wall coverings, offer the same benefits. Furniture lines, created specially for those who need



assistance, come with removable elements, chair arms designed for lifting assistance and other
features that make life easier for the elderly and caregivers. Part of senior living design is simply
keeping seniors in mind in each detail.

But beyond the details of design, some the finest facilities offer amenities like hotel-
style dining areas, pools, fitness centers, spas, libraries, computer centers, wellness facilities,
business centers, art studios —even beauty salons and barbershops. Seniors are able to stay
active and fit longer while enjoying a better daily experience.

I NCORPORATING THE BEST OF HOSPITALS IN SENIOR LIVING DESIGN
I n recent years, hospitals have seen many important developments and improvements

in technology and interior design. Some of those positives translate directly to senior living.
New technology that's custom-made for care settings is improving staff communication

and care throughout many facilities. Automated tracking and alerts can inform nurses and care
providers when patients fall, require attendance or enter or exit certain areas. Nursing stations
now come equipped with the latest computing technology, and facilities are set up to work
with modern medical devices and IT infrastructures. In many new nursing homes, automated
lifts come built into the facility and make it easier for care providers to move residents from
room to room and up stairs.

Accommodations for medical care technology work in coordination with evidence-based
design. Research study after research study has shown that environments with nurturing colors,
green spaces and inviting decorations have a positive impact on patient outcomes and care.
Using evidence-based design, your interior designer and nursing home architect can create an
environment that tangibly improves the quality of life for your residents.

FUNCTIONAL ARCHITECTURE AND NURSING HOME DESIGN
Architecture has gotten smarter. Better modeling methods, computer-aided design

technology and evidence-based design have changed the way we approach nursing home
design. Architects can better structurally customize senior living facilities to suit the needs of
senior residents. Your architect can create a facility that's primed to deliver quality care with a
high quality of life. So what does that mean for your facility?

You'll want a modern architectural model that maximizes individual spaces while making
every element of your building disability-friendly. It pervades all aspects of architectural design,
from the organization of buildings on a senior living campus to the layout of rooms, closets and
common spaces in a facility.

DISABILITY-FRIENDLY NURSING HOME DESIGN
Designing a senior living facility that's friendly to those with disabilities goes beyond

complying with the standards set forth by the Americans with Disabilities Act (ADA). It takes
into account the way that those with disabilities must navigate every element of their days.
Why? Because delivering a high quality of life means enabling seniors to do as much as they can
for themselves.

Making a facility disability-friendly means making halls and rooms big enough to
accommodate wheelchairs and medical devices. It means creating ramps wherever possible
instead of stairs. Closets in rooms should have the space to comfortably accommodate bulky
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wheelchairs. Levers, closet rods, light switches and shelves shouldn't be high and out of reach.
They should be low enough for seniors to conveniently access them. Individual rooms can come
with medical closets that lock and open with a nurse's keys, so nurses aren't tied so tightly to
the med cart and can be more accessible to seniors. Simply put, the design of personal rooms
and common spaces should take into account the details of living with physical disabilities and
make it possible for seniors to get around and perform tasks independently.

INNOVATIVE ARCHITECTURAL MODELS FOR NURSING HOME DESIGN
As senior living facilities have changed and adapted to deliver a high quality of life, new

architectural building models have taken shape. One completely unconventional example is the
Green House Project, where groups of 10 to 12 seniors live in houses that are custom designed
to increase staff contact with seniors. These homes provide a foyer, a living room, an open
kitchen, afamily-style dining area, a sunroom den, an office, a beauty shop, a spa, a utility room
and private bedrooms with full bathrooms and individual showers around the periphery. They
truly have all the trappings of a home with the companionship of caring staff and other seniors.

Of course, on the surface it seems that delivering fully disability-friendly, custom group
homes for seniors is tremendously expensive. And cost was one of the main reasons for the
traditional model of nursing home design. Economies of scale made it possible for seniors to
get affordable care and housing, while owners could operate nursing homes at a profit. But
today, many new models blend the best of private and group homes with the cost efficiencies
and scale of traditional care facilities.

Some senior living communities are broken into neighborhoods ofhouse-like facilities
that provide 8-10 bedrooms and many of the amenities of home. In total, there will still be
hundreds of residents. They're organized with some functions performed in a central facility,
while caregivers can efficiently move house to house to provide assistance. Meds for individual
patients will be organized and locked in the house units. One senior living center in Wisconsin is
actually arranged with houses in concentric circles. Even senior living centers made up of one
large facility will come with patios and open, green spaces that provide views of nature,
gardens and bodies of water. On the inside, modern facilities include natural lighting to
brighten rooms, systems to raise indoor air quality, energy and water conservation and efficient
lighting to deliver energy-efficiency savings.

Even in more traditionally styled facilities, private rooms are becoming the norm, and
they come with many of the amenities of home, like microwaves, refrigerators and surfaces for
dining. According to research from the Gerontological Society of America, published by the
Oxford Journals, the cost of building private rooms is usually offset in less than two years time.
Owners can cost-effectively renovate older facilities to make shared rooms more like private
rooms, putting walls between beds or building a sliding door between them. One trend is to
have senior couples in one room with a bed on one side and a living room on the other side.

SMART NURSING HOME CONSTRUCTION
Much like nursing home interior design and architectural design, in nursing home

construction, it's important to remember the core purpose of a senior living center — to
facilitate quality care and provide seniors a high quality of life. And in every construction
project, you want to get the best possible value. We provide you some tips to do just that.



BUILDING TO ALL CODES FROM THE START
Every state and municipality has different accessibility codes. One key to rapid, cost-

efficient construction is looping inspectors into the process early and often. That way, you can
ensure that every element of your facility is to code and spec. Make sure your builder has a
plan in place to meet all pertinent codes before construction begins.

[~~IL~1I►[el~~]:~.I~K~L~I~1~1~L~[~I~
If you're having a construction team build or renovate your facility, you'll want a long-

term plan in place from the start of design and construction. In many cases, that means building
with future expansion in mind. You'll want special thought put into setting up the wiring, piping
and utilities of your facility to extend beyond your initial building. If there's a plan in place to
remove or extend certain walls when you expand, your builder should examine ways to use
inexpensive materials on those walls, since you'll be removing them anyway. And structural
loads should be set up to accommodate more weight as you expand.

In every project, you want to build for the life of your facility. A good builder will provide
a complete Life Cycle Cost Analysis (LCCA) that shows the long-term tradeoffs of using different
materials and construction solutions. Complete with your LCCA, you should also receive a
Sustainability Return on Investment (SR01) report that shows the short-term costs and long-
term savings of using different energy-efficient solutions. Your builder should make it easy for
you to make informed construction decisions.

GETTING THE BEST VALUE FROM YOUR SENIOR LIVING CONSTRUCTION PROJECT
Taking into account the full lifecycle of your facility, the key to getting the best value is

having the right team deliver it. Every job is different, and our belief has always been that the
job is the boss. You'll want a partner who can assemble the right expertise and team for your
job and find best-value solutions to help you nail your timeline and budget.

One of the most efficient ways to deliver a facility is through Design—Build, a single—
source construction delivery method that aligns the design and construction elements under
the same contract. When all the components of a project are facilitated through a single entity,
it enables the Design—Builder to focus on the design and constructability of a facility, while
delivering a project that reflects the vision of the owner. It also enables the Design—Builder to
control costs and schedules, which translates to faster builds, better quality and less risk for the
owner.

Savings are realized through early and continuous design reviews. Engineers, architects
and contractors are integrated and work as a collaborative team with the owner, seeking best-
value solutions throughout every phase of the project.

In short, giving customers more than they expect is a powerful tool in building long—
term partnerships with our clients. For this reason and because of the many benefits Design-
Build provides, we've adopted it, honed it and adapted our processes to it. At The Korte
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Company, we're a fully integrated Design-Builder, using Design-Build in more than 90 percent
of our projects.

STILLWATER SENIOR LIVING CASE STUDY
To give you an example of a senior living center that's enjoyed successful design and

construction, we'll evaluate the building program of Stillwater Senior Living. Kathy Long, owner
and founder of Genesis Development Group, planned the project after careful evaluation of the
senior living market in Edwardsville, Illinois.

Her goal was to build a facility that met the dual mission of quality care and quality of
life.

"It's all about person-centered care, "Kathy said. "The different individual needs and
wants of an individual person. To achieve that goal, we need to design our buildings and
equipment inside buildings to compliment owner and staff that will be facilitating that role."

Stillwater Senior Living is functionally designed to enable quality care. It's set up for
people who have disabilities to navigate the facility and enjoy a comfortable residence. The
building helps the care staff take advantage of the latest technology too. The Stillwater facility
and staff are equipped with an innovative "Our Care System."

Kathy said:
"It's really important that you put the infrastructure in there. There's going to be a lot of

improvement in different types of nurse call systems that need good WiFi in a building. This is
kind of a new procedure. Residents have a device, and when they go into a room, they scan the
device. It tells staff when residents have entered a room. We know when meds are
administered, when people fall and when care providers get there to help. We know when
people need a shower. Caregivers have a device with reminders — we can put notes in files that
say whether residents weren't feeling good, or when it's someone's birthday. It helps us
customize the care."

The design of the facility incorporates a beautiful interior that uses warm colors and
wood finishes to create ahome-like atmosphere. It's set up as a small, boutique hotel where
seniors can enjoy their days. Perhaps one of the most unique features of the facility is the way
it takes into account transgenerational design. In addition to featuring private rooms with space
for personal visits, Stillwater incorporates a children's play area. Families can come and let kids
run around while visiting their senior family members.

THE CONSTRUCTION PROGRAM OF STILLWATER SENIOR LIVING
As a new facility, Stillwater Senior Living did not opt to build their full vision all at once.

Instead, they're expanding in phases, filling their initial facility with residents, then growing
their building to serve seniors at different stages of their lives. Beginning with assisted living,
Stillwater plans to add areas for independent living and memory care. As the builder for this
facility, The Korte Company incorporated future expansion into building plans. We
accommodated it by extending wiring, piping and utilities where the building expansion would
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be located. And we used temporary, lower-cost materials for the parts of the facility that would
be replaced. As part of the building program, we worked directly with the architect and expert
subcontractors to reduce costs.
Wherever possible, we found cost-saving solutions, and we completed the project under
budget, delivering $20,000 back to Stillwater. Despite a wet spring that threw many challenges
at the project team, we got the job done in a tight, six-month timeline.

Kathy said, "It went really well. It was an open book. I knew what the cost was going to
be as I made every decision. They had a time crunch and couldn't get started until March. But
they had the project completed by the end of November, which is really very, very good. They
did a tremendous job."

CONCLUSION
The right facility design and construction program will help you take advantage of the

latest trends in senior living. So your facility can tangibly help caregivers provide excellent care
and help seniors enjoy a high quality of life.

I nformation retrieved from https://www.korteco.com/sites/default/files/KOR-
senior-living-v8.pdf on March 23rd, 2018
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Costly Design Features Can Pay Off for Skilled Nursing

By Alex Spanko ~ July 4, 2017

Last month, the Centers for Disease Control and Prevenrion issued a warning to skilled nursing operators and other health

care providers about the dangers of Legionnaires' disease, an airborne illness that can claim lives —and costs

operators hundreds of millions of dollars annually.

Advances in skilled nursing facility design have made disease prevention easier for providers to manage, but SNF

operators work in the oldest physical plants in the long-term care space. Many of these faciliries were built long before

anyone lmew about bacteria-fighting copper fixtures, negafive airIlow systems, or screens that subliminally signal staffto

wash their hands. And upgrading an existing facility to mitigate shared disease risks could prove costly.

"Maybe it could cost as much as a new building," Perkins Easirnan President and COO David Hoglund told Skilled

Nursing News.



Like many architects and conh~actors asked to put a ballpark estimate on a project with so many variables, Hoglund

who helps lead the architecture firm's senior living pracrice —laughed while attempting to put a dollar figure on average

SNF upgrades, citing the wide variety of differences and challenges that operators face from facility to facility.

"The variables are so big," he said. "Are you doing it empty or occupied? Are you redoing the mechanical systems — or

are you just taking a person out of each room? That's why people kind of chuckle when you ask that °'

But even incases where it doesn't cost quite as much as a whole new building —for instance, if a contractor could take

advantage of eJcisting water, sewer, and gas infrastructure to save some cash — a complete SNF overhaul to meet newer

standards of disease prevention and design could come in at 70% of the cost of a new building, Hoglund said.

Still, he and other architects agree that when it comes to weighing the costs and benefits, iPs often wise to make these

investments.

Single and Not Ready to Mingle

One of the most basic ways to prevent the spread of disease in SNFs, Hoglund noted, is the introduction ofsingle-person

rooms instead of the shared, hospital-style rooms that had prevailed in past years. It's also a pleasant side effect of a

general trend toward single-person units amid growing demand for a less institutional, more residenrial feel.

"Almost everything we're doing in long-term care is private rooms" Hoglund said, "and we haven't designed a traditional

side-by-side semi-private room in probably over 25 years."

Not only do private rooms muiimize residents' exposure to others in large group setrings, but they also allow for single-

userbathrooms, greatly reducing the chances of bacteria spreading.

"There's no towel racks, grabbing the wrong counter. There's no touching the same handles that somebody else did.

That's their room, and there isn't anybody touching it other than the staff," Hoglund said.

Making private rooms feel like home —and not a hospital suite —while still maintaining proper disease control protocols

can be difficulx Melinda Avila-Torio, managing interior designer at THW Design, noted that instead of including medical-

~ade hand-washing sinks for staff to use in each room, a facility could employ corridor units to make the residents

quarters less like a clinical setting.

"We keep emphasizing the residential appeal," Avila-Torio said. "They don't want it to look like a hospital."



Subliminal Signals

That logic even extends to completely eliminating clinical reminders for staff members through a novel kind of subliminal

messaging. Some faciliries use screens near sinks that display different calming images —such as trees blowing in the

breeze, or a view of a waterfront. Operators can then train their employees to wash their hands every rime these images

change, elimu►ating the need for hospital-style placards or verbal cues, said Carlos Moreno, a managing duector at the

senior housing- and health care-focused THW.

"You don't want to see a sign that says: `Alright, 20 minutes ago, you washed hands, now it's time to wash hands again,"'

Moreno said. "These are subliminal messages that indicate change, forcing you to think through your day, making you

think: `What did I just do, and what did I have to do next?"'

Of course, these fancy upgrades come with a price tag, but THW senior designer Alejandro Giraldo said that some

operators phase in disease-fighting design elements gradually to save money and test new ideas.

"You can have three or four units that could have specific infecrion control components built in, and that's something you

can manage in a project instead of the whole project," Giraldo said.

And Avila-Torio noted that some operators could look at it as an insurance policy against the costs associated with

a serious disease outbreak.

"Every time you get hit with these costs of caze, and remediate or eliminate an occurrence, it probably costs a lot," she

said. "It would have cost less money if they had implemented that safeguard from the beginning."

Information obtained from hops://skillednursingnews.com/2017/07/costly-design-features-can-pay-off-skilled-
nursing/
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Blood Transfusion Service Agreement

Between

Chesapeake Vascular Access LLC (hereafter "CVA"), AND

Brinton Woods Health and Rehabilitation Center at Winfield (hereafter "Customer")

Effective Date:

Customer desires to provide on-site vascular access and blood transfusions to its patients, and

CVA desires to provide the services to Customer's patients. In consideration of this desire, CVA

and Customer (the "Parties") agree to the fol►owing terms and conditions:

1.0 RESPONSIBILITIES OF CVA

1.1 CVA will provide no-charge training to Customer's personnel, prior to initiation of the

service, to qualify them for participation in the blood transfusion process defined in Exhibit B.

CVA will maintain a record of qualified personnel at Customer's facility.

1.2 CVA will provide vascular access services and/or an initial transfusion consultation to

Customer's patients) within 4 hours during normal business hours as defined in Exhibit A. CVA

will transport blood samples to a qualified blood bank testing facility in a safe and expeditious

manner,

1.3 CVA will pick up and deliver blood products, when made available by the blood bank, to

Customer's facility location. CVA will provide qualified personnel, supplies and equipment
(except as noted in Section 2.0) to conduct a safe and effective transfusion at the patient

bedside.

1.4 Performance Indicators. CVA will provide Customer with regular reports demonstrating

compliance with the below standards of performance:

• Order-to-transfusion time averaging less than 48 hours.
• Referral-to-transfusion ratio over 90%.

Transfusion reaction rate of less than 5%,
• Vascular access response time less than 4 hours.
• Vascular access success rate 90% or greater.

2.0 RESPONSIBILITIES OF CUSTOMER

2.1 Customer will maintain a safe environment suitable to the provision of blood transfusions

and/or vascular access procedures.

2.2 Customer will contact CVA via phone, fax or electronically to order a procedure.

2.3 The patient's medical records will be made available for review.

2.4 Customer will make available qualified personnel (as noted in section 1.1j to identify the

patient along with CVA staff, as well as monitor the patient for delayed transfusion reaction
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after the procedure.

2.5 Customer will provide necessary medications to manage a transfusion reaction should one

occur, per Exhibit C.

2.6 Customer will provide a qualified and inspected infusion pump for the transfusion

procedure.

2.7 Customer will promptly notify CVA if a transfusion reaction occurs, and cooperate with

i nvestigation of the reaction by CVA and/or blood bank.

3.0 REGULATIONS

3.1 The Parties will comply with applicable laws and industry standards, including without

limitation, requirements, regulations, standards, recommendations, specifications, guidelines

and directives of the Food and Drug Administration ("FDA") and current Standards for Blood

Banks and Transfusing Services ("AABB Standards"}, The responsibilities of the Parties

specified in the AABB Standards are set forth in Exhibit D.

4.0 FEES AND PAYMENT

4.1 CVA will provide invoices for services; invoices are due within thirty (30}days. A late fee of

1%per month will be charged to past-due invoices. Invoices paid with credit card will incur a

3%processing fee.

4.2 Fees for services are listed in Exhibit A. CVA may update Exhibit A, on an annual basis,

without terminating the remainder of the agreement with sixty (60) days prior written notice.

5.0 EXCLUSION OF LIABILITY

5.1 Customer acknowledges that testing, transportation and administration of blood products is

not guaranteed. Errors in blood testing are possible. CVA is not responsible for losses suffered

by a Customer's patients, staff or other third party, unless and to the extent attributable to the

negligence of CVA or its employees.

5.2 Notwithstanding anything herein to the contrary, neither Party is liable to the other for any

breach, loss or damage arising out of delay or failure to perform any obligation in this

Agreement if such delay or failure occurs for reasons beyond that Party's control.

5,3 Indemnification. CVA and Customer shall each indemnify and hold harmless the other, their

respective officers, directors, employees and agents from and against any and all actions,

causes of actions, claims, damages, and demands of whatever type, costs, and expenses

(including reasonable attorney's fees), resulting in whole ar in part from the negligent acts or

omissions of the indemnifying party, its officers, directors, employees and agents, or that which

resulting from the fraudulent representation or illegal delivery of services hereunder, or for

violation of any federal or state laws and local rules and regulations, governing the terms of this
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Agreement and the services to be provided hereunder, or for breach of any of the

representations and warranties hereinabove set forth. This indemnification provision shall

survive the termination or cancellation of the Agreement.

6.0 TERM AND TERMINATION

6.1 This Agreement will begin on the Effective Date and expires twelve (12) months thereafter

(the "Term") unless terminated as described herein. The Agreement will automatically renew

for additional 12-month Terms unless the Parties terminate it as defined herein.

6.2 Customer may terminate this Agreement immediately upon written notice if CVA does not

meet Performance Indicators listed in Section 1.4.

6.3 Either Party may terminate this Agreement by providing the other Party with at least thirty

(30) days' prior written notice.

6.4 Unless otherwise provided in this Agreement, the following provisions will survive

termination or expiration of this Agreement; Sections 2.7, 4.1, 5.1, 5.2 and 5.3.

7.Q GENERAL PROVISIONS

7.1 Confidentiality: Neither Party will disclose to any third party any provision in this Agreement

unless: (a) required by law, in which case, the disclosing Party will provide prompt advance

notice of disclosure so the other Party may seek a protective order or other remedy; (b)

required by an accreditation or regulatory agency during an inspection, in which case, the

disclosing Party will protect the disclosures through the use of a comprehensive nondisclosure

agreement, or (c) such disclosure is to the disclosing Party's legal advisor(s), in which case, the

disclosing Party will protect the disclosures through the use of a comprehensive nondisclosure

agreement.

7.2 Laws of Agreement and Venue: This Agreement, the rights and obligations of the parties

hereto and any claims or disputes relating thereto, shall be governed by and construed and

enforced in accordance with the laws of the state or commonwealth where Customer is

located.

7.3 Notices: The Parties will provide the notices required by this Agreement via a courier service

that provides proof of delivery, to the names and addresses in the signature block. A Party may

change its notice address by providing the other Party with prior written notice of the change of

address,

7,4 Interpretation: If there is a conflict between this Agreement and any unreferenced order,

request for proposal, proposal, invoice or verbal agreement, the terms of this Agreement

govern. The descriptive headings contained in this Agreement are for convenience of reference

only and do not affect the meaning or interpretation of this Agreement. This Agreement is the

entire understanding of the Parties, and replaces all prior agreements and undertakings

between the Parties for the provision of Blood Transfusions. No single remedy in this
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Agreement is exclusive of any other remedy in the Agreement. The rights and remedies in this

Agreement are not exclusive and are in addition to any other rights and remedies provided by

the Regulations.

7.5 Modification and Assignment: No modifications to this Agreement will be effective unless

made in writing and signed by duly authorized representatives of both parties.

This Agreement shall not be assigned in whole or in part by either party hereto without the

express written consent of the other party which consent shall not be unreasonably withheld or

delayed, except that either party may assign this Agreement to one of its affiliates or

subsidiaries without the consent of the other. Any attempted assignment of this Agreement

without consent is in violation of the provisions of this section and is void.

7.6 Waiver: No waiver of any default of, or failure to enforce, any provision in this Agreement

will; (a) be deemed a waiver of any other default or right to enforce any other provision, or (b)

affect the right of a Party to require prompt performance of the defaulted or unenforced

provision at any future time, or (c) be deemed a waiver of the same provision on any other

occasion.

7.7 Severability: If any provision in this Agreement is unenforceable and removed, the

remaining provisions will remain in full force and effect. If applicable, the Parties will negotiate

an enforceable provision that is similar to the removed provision.

7.8 Relationship of the Parties: Each of the Parties will participate in this Agreement as an

independent contractor. This Agreement does not create any association, agency, partnership,

employment relationship or joint venture between the Parties.

7.9 Disputes: The Parties will seek to remedy disputes via an agreed-upon mediator. If

unsuccessful, the Parties will resolve the dispute, other than breaches of Section 7.1, by panel

arbitration administered by the American Arbitration Association in accordance with its

Commercial Arbitration Rules through arbitration by a panel of three arbitrators. The place of

arbitration is the State or commonwealth where Customer is located or other mutually

agreeable location. The decision of the arbitrators will be final and binding and judgment upon

the arbitrators' award may be entered by any court of competent jurisdiction.

7.10 Insurance: Each party agrees to carry, maintain and provide evidence of liability and other

i nsurance in amounts to meet state and federal requirements.
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Authorized representatives of the Parties have executed this Agreement as of the Effective

Date.

`" Cus~orr~er~ Chesapeake Vascular Access LLC

Signature: ~~~ ~ -- ~' Signature: ~~'"~--°~--~~u~ -

dre Moshenberg,
Name, Title. Administrator Name, Title: ;, ~t~~-..~ ~,~,~~~;~ , ~n,~~,~r~.

Address 1442 Buckhorn Road Address 2400 Boston St. #102

City, State, City, State,
ZIP Sykesville, MD 21784 ZIP Baltimore, MD. 21224

Date: 03/20/2017 Date.

___

~ ~i 1

END OF AGREEMENT, EXHIBITS TO FOLLOW
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Exhibit A -Fee Schedule

VASCULAR ACCESS SERVICES:

Clinical support: declotting, dressing changes, indwelling line assessments, etc.

Peripheral IV Insertion

Midline Insertion or Exchange, all supplies and equipment provided

PICC Insertion or Exchange, all supplies, ECG Tip Confirmation Included

Acute CVC Placement, including all supplies and ECG tip confirmation

Tunneled Catheter removal

Response time greater than 4 hours —any case

TRANSFUSION SERVICES:

1 Unit Leuko-reduced RBC

• Consultation

• Blood sampling, transportation and testing

• Transfusion procedure including monitoring

a All supplies *reaction medications provided by customer*

• Documentation

Additional unit, same patient

Additional Testing (as needed and approved by customer)

EDUCATION:

1-Hour Course
4-Hour Course, including Essentials of Vascular Access

8-Hour Course

$Zso.00
$160.00

$350.00

$495.00

$565.00

$350.00

($160,00)

$1, 654.00

$524.00

Market

$zso.00
$600.00

$1,000.00

2400 Boston St., Baltimore, MD. 21224 566-578-7802 tf/f

chesapeakevas.com info@chesapeakevas.com
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Exhibit B

S S SS

Call 866-578-7802. Schedule the sample

draw-and send us needed in#crrmatic~n.

Facility

CVA

~" ~
ly ~~~~~ ~ Blood

~~~ Provider

- W~ evaluate the patient, draw bfaod
Drew Samples samples and take them to the bl~aod bank.

-~y~~ ~~~ ~a~~~ ~ We pick up the blood products and

- ~ bring there to the bedside,

Transfuse We hang the bfaod product and stay with

~A the patient for the entire procedure.
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Exhibit C

Medications to be Made Available by Customer
As Needed to Manage Transfusion Reactions

To Manage Mild Transfusion Reaction:

Diphenhydramine 25mg POJGT x 1-for fever

Acetaminophen 650mg PO/GT x 1- for urticarial

Lasix 20mg IV x 1 —for fluid overload

Oxygen at 2L NC —for shortness of breath

To Manage Severe Transfusion Reaction:

Solumedrol 125mg IV x 1 —for severe allergic reaction

Diphenhydramine 50mg IV x1 —for severe allergic reaction

Acetaminophen 650 mg PO/GT x1 —for fever >103°F

Epinephrine 1:1Q00 (0.5mg / 0.5 mL) 0.5m1 IM —for anaphylaxis
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DELEGATION OF RESPONSIBILITIES

In accordance with 30tH edition of the AABB Standards for Blood Banks and Transfusion Services, the following
represents the delegation of responsibilities among the Blood Supplier, Chesapeake, and the host facility. Bold

headings indicate responsibility for all nested subheadings,

AABB Standards responsibilities
.Blood Supplier Chesapeake Host Facility_ _ .

1. Organization
__ _
x x

2. Resources x x_ __

3. Equipment _ _ x

3,1 Selection of Equipment x x*

3.2 Qualification of Equipment
3.3 Use of Equipment
3.4 Unique Identification of Equipment
3.5 Equipment Monitoring and Maintenance_ _ _ , __
3.8 Warming Devices for Blood and Blood Components

3,9 Information Systems

4. Supplier and Customer Issues x x

'5. Process Control

5.0 Process Control x x

5.1 General Elements

x

5.1.1; 5.1.2; 5.1.3; 5.1.3.1; 5.1.4; 5.1.4.1; 5.1.5; 5.1.5.1;; 5.1.5.2; 5.1.5.2.1;
5.1.5.2.2; 5.1.5.35.1.6; 5.1.6.1; 5.1.6.2; 5.1.6.3; 5.1.63.1; 5.1.6.4; 5.1.6.5;
5.1.6.5.1; 5.1.6.5.2; 5.1.6.5.3; 5.1.7; 5.1.8; 5.1.8.1; 5.1.8.1.1; 5.1.8.1.2;
5.1.8.1.3; 5.1.8.1.3.1; 5.1.8.1.4; 5.1,8.2.1

5,2 Information, Consents and fJotifications
x5.2.1; 5.Z.2; 5.2.3;.5.2.4

5.3 Care of Donors
x5.3.1; 5.3.2; 5.3.2.1; 5.3.3; 5,3.3.1; 5.3.3.2; 5.3.4; 5,3.4.1

5.4 Donor Qualification

5.4.1; 5.4.1.1; 5.4.1.2; 5,4.1.3; 5.4.1.3.1; 5.4.2; 5.4.2.1; 5.4.3; 5.4.3.1;
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AA Standards des onsibilities_ _ .
5.4.3.2; 5.4.4; 5.4.4.1; 5.4.4.2; 5.4.4.3; 5.4.4.5 x

_

5.5 Additional Apheresis Donor Qualification Requirements

N/A N/A

5.5.3.2; 5.5.3.3; 5,5.3.4; 5.5.3.4.1; 5.5.3.4.2; 5,5.3.4.3; 5.5.3.5; 5.5.3.5.1;

5.5.3.5.2; 5.5.4

5.6 Blood Collection

x

5.6.1; 5.6.2; 5.6.2.1; 5.6.3; 5.6.3.1; 5.6.3.1.1; 5.6.3.2; 5.6.3.3; 5.6,4; 5.6.5;

5.6.5.1; 5.6.6; 5.6.6.1; 5.6.6.2; 5.6.6.2.1; 5.6.7; 5.6.7.1

5.7 Preparation/Processing of Components

x

5.7.3.3; 5.7.4; 5.7.4.1; 5.7.4.1.1; 5.7.4.2; 5.7.4.2.1; 5.7.4.3; 5.7,4.4; 5.7.4,5;

5.7.4.6; 5.7.4.7; 5.7.4.8; 5.7,4.8,1; 5.7.4.9; 5.7.4.9.1; 5.7.4.1 0; 5.7.4.10.1;

5.8 Testing of Donor Blood

x

5.8.1; 5.8.2; 5.8.3; 5.8.3.1; 5.8.3.2; 5.8.3.3; 5.8,4; 5.8.5; 5.8.5.1; 5.8.5,2;

5.8.6; 5.8.6.1; 5.8,7

S.9 Finai Labeling

x5.9.1; 5.9.2; 5.9.3; 5.9.4; 5.9.5; 5.9.5.1; 5.9.5.2

5.10 Final Inspection x

5.11 Samples and Requests

x5.11.1; 5.11.1.1; 5,11,2; 5.11.2.1; 5.11.2.2

5.11.2.3; 5.11.2.4 Specimen Acceptance x

5.11.3 Identifying Information x

5.11.4 Retention of Blood Samples x

5.12 Serologic Confirmation of Donor Blood ABO/Rh x

5.13 Serologic Confirmation of Donar Blood Red Cell Antigens Other Than

ABO/Rh x

5.14 Pretransfusion Testing of Patient Blood

x5.14.1; 5.14.2; 5.14.3; 5.14.3.1; 5.14.3.2; 5.14,3,3; 5.14.3.4; 5.14.4; 5.14.5

5.15 Selection of Compatible Blood and Blood Components for
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AAB Standards esponsibili~ies
Transfusion

x5.15.1;5.15.2;5.15.2.1;5.15.3;5.15.4;5.15.5

5.16 Crossmatch

x5.16.1; 5.16.1.1; 5.16.2; 5.16.2.1; 5.16.2.2; 5.16.2.3; 5.16.2.4; 5.16.2.5

5.17 Special Considerations for Neonates N/A N/A

5.18 Special Considerations for Intrauterine Transfusion N/A N/A

5.19 Selection of Compatible Blood and Components in Special

Circumstances

x x

5.19.1; 5,19.2; 5.19.3; 5.19.3.1; 5,19.3.1.1; 5.19.3,1,2; 5.19.3.1.3; 5.19.4;

5,19.5; 5.19.6; 5.19J

5.20 Preparation of Tissue N/A N/A N/A

5.21 Preparation of Derivatives N/A N/A N/A

5.22 Final Inspection Before Issue x x

5.23 Issue of Blood and Blood Components x x__

5.24 Issue of Tissue and Derivatives__ N/A N/A N/A

5.25 Discrepancy Resolution x x

5.26 Reissue of Blood, Blood Components, Tissue, and Derivatives N/A N/A N/A

5.27 Urgent Requirement for Blood and 81ood Components

N/A N/A N/A5.27.1; 5.27,2; 5.27.3; 5.27.4; 5.27.5; 5.27.5.1

5.28 Administration of Blood and Blood Components

x

5.28.1; 5.2$.1.1; 5.28.2; 5.28.3; 5.28.4; 5.28.5; 5.28.6; 5.28.7; 5.28.8;

5.28.9; 5.28.10

5.29 Medical Record Documentation 5.29.1; 5.29.2; 5.29.3 x

5.30 Rh Immune Globulin



AAB~3 Standards 1es onsibilities
5.30.1; 5.30.2; 5.30.3; 5.30.4; 5.30.5 N/A N/A

6. Documents and Records x x

7.0 Deviations, Nonconformances snd Adverse Events x x

7.1.3 Nonconformances x x

7.1.4; 7.1.4.1 Released Nonconforming Blood, Blood Components, Tissue,

or Derivatives x x

7.2 Fatality Reporting x x

7.5 Adverse Events Related to Transfusion x x

7.5.1; 7.5.1,1; 7.5.1.2 X x

7.5.2 Laboratory Evaluation and Reporting of Immediate Transfusion

Reactions x x

7.5.2.1.5; 7.5.2.2; 7.5.2.3; 7.5.2.4 X x

7.5.4 Delayed Transfusion Reactions (Ag-Ab Rxns) x x x~`

7.5.4 Transmissible Diseases
x_ x

7.5.4.1; 7.5.4,1.1.; 7.5.4.1.27.55 X_ x _ ..

Look-Back x x

7.5.5.2; 7.5.5.2.1; 7.5.5.2.2 x x

8. Assessments: Internal and External x x

9. Process Improvement through Corrective and Preventive Action x x

10. Facilities and Safety x x x~

Section 3.1 -Customer will provide an infusion pump suitable for the infusion of blood products

Section 7.5.4 -Host Facility will report delayed transfusion reactions promptly to CVA.

Section 10 -Host Facility will maintain quarters and environment suitable to maintain safe operations.
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A~II~El~I)UM

Addendum to contract dated: October 2$, 2009

This "ADDENDUM" is intended to be incorporated into and be a part of that specif c

agreement (the "Agreement") by and between Symphony Diagnostic Services No. 1, Inc,
a California Corporation doing business as MobilexUSA and American Diagnostics
Sexvices, Inc, hereinafter referred to as "Provider" and Brinton Woods Nurszng and

Rehab., hereinafter referred to as "Facility",

Each of the parties hereto agree to the fallowing terms and provisions:

For Ultrasound Services provided to residents of Facility, MobilexUSA or American.
Diagnostics Services, Inc will invoice Facility for services provided to residents
designated as Medicare-Part A or whose stay is covered by an "all-inclusive
arrangement" between Facility and Medicare, private inswance carriers, or managed care
organizations. Facility will pay MobilexUSA according to the current state specific
Medicare fee schedule.

FACILITY

~̀ B~: ~` ~~

"~ Title' ~=~t-v~'~-~-, ~~5~`7.y~,

NCDBlA l'ti~D ~ Li+~~{ti.l~,~ 
)~~'Vl~~# ~ NO. 1,

By: _

Title:
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 ̀r `''
> t.A~t>iti~l~j
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NURSING FACILITY SERVICES AGREEMENT

THIS NURSING FACILITY SERVICES AGREEMENT ("Agreement") is effective on
the 20~' day of August, 2414 (the "Effective Date") by and between SEASONS
HOSPICE &PALLIATIVE CARE OF Maryland, Inc. ("Hospice") and Brinton Woods
Nursing &Rehabilitation Center at Winfield ("Facility") for patient Rebecca Chun only.

RECITALS

A. WHEREAS, Hospice operates a licensed hospice program.

B. WHEREAS, Facility is a duly licensed nursing facility that is certified to
participate in the Medicare and/or Medicaid programs.

C. WHEREAS, the parties contemplate that from time to time_individuals
residing in Facility will need hospice care and individuals previously accepted into
Hospice will need care in a nursing facility.

AGREEMENTS

In consideration of the Recitals and mutual agreements that follow, the parties
agree to the following terms and conditions:

Definitions.

(a} "Fa~•ility Se~•ui~es" means those personal care and room and board
services provided by Facility as specified in the Plan of Care for a Hospice Patient,
including but not limited to: (i) providing food, including individualized requests and
dietary supplements; (ii) assisting with activities of daily living such as mobility and
ambulation, dressing, grooming, bathing, transferring, eating and toileting; (iii} arranging
and assisting in socializing activities; (iv) assisting in the administration of medicine; (v)
providing and maintaining the cleanliness of Hospice Patient's roam; (vi} supervising and
assisting in the use of any durable medical equipment and therapies included in the Plan
of Care; (vii) providing laundry and personal care supplies; (viii) providing health
monitoring of general conditions; (ix) contacting family/legal representative for purposes
unrelated to the terminal condition; (x) arranging far the provision of medications not
related to the management of the terminal illness; and (xi) providing the usual and
customary room furnishings provided to Facility residents, including but not limited to,
beds, linens, lamps and dressers. In the case of Medicaid Eligible Hospice Patients,
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Facility Services shall include all services outlined in the Medicaid covered services rule,

as maybe amended from time to time.

(b) "IIospic~ Patient" means an individual who has elected, directly or

through such individual's legal representative, to receive Hospice Services and is

accepted by Hospice to receive Hospice Services.

(c) "Ilnspice 7'l~yscian" means a duly licensed doctor of medicine or

osteopathy employed or contracted by Hospice who, along with the Hospice Patient's

attending physician (i:f any), is responsible for the palliation and management of a

Hospice Patient's terminal illness and related conditions.

(d) "H~spi~e Se~-tt~c>es" means those services provided to a Hospice

Patient that are reasonable and necessary for the palliation and management of such

Hospice Patient's ternunal illness and are specified in a Hospice Patient's Plan of Care.

Hospice Services include: (i) nursing care and services by or under the supervision of a

registered nurse; (ii) medical social services provided by a qualified social worker under

the direction of a physician; (iii) physician services to the extent that these services are

not provided by the attending physician; (iv) counseling services, including bereavement,

dietary and spiritual counseling; (v} physical, respiratory, occupational and speech

therapy services; (vi) home health aide/homemaker services; (vii) medical supplies; (viii)

drugs and biologicals; (ix) use of medical appliances; and (x} medical direction and

management of Hospice Patient.

(e) "Irtterdisci~~liri~ry Group" ("IDG") means a group of qualified

individuals, including but not limited to: a doctor of medicine or osteopathy; a registered

nurse; a social worker; and a pastoral or other counselor.

(~ "Ivl~dicaid Eli it~lc~ ~~o~~~ce Patient" means a Hospice Patient who

either: is eligible for Medicaid benefits and who has elected to receive the Medicaid

hospice benefit; or is eligible for both Medicaid and Medicare Part A benefits and who

has elected the Medicare hospice benefit.

(g) "Metiicazmmr~Tl~gi~le I Iospice I'ati~nt" means a Hospice Patient who is

eligible for Medicare Part A benefits, but who is not eligible for Medicaid benefits and

who has elected to receive the Medicare Part A hospice benefit.

(h) "Otl~c~r Fs~~ilit~! Sr;rvic~s" means all items and services provided by

Facility which are not related to treatment of a Hospice Patient's terminal illness but

specified in the Plan of Care.

(i) "Plan of Care" means a written care plan established, maintaizied,

reviewed and modified, if necessary, at intervals identified by the IDG. The Plan of
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Care must reflect Hospice Patient and family goals and interventions based on the
problems identified in the Hospice Patient assessments. The Plan of Care will reflect the
participation of the Hospice, Facility and the Hospice Patient and family to the extent
possible. Specifically, the Plan of Care includes: (i) an identification of the Hospice
Services, including interventions for pain management and symptom relief, needed to
meet such Hospice Patient's needs and the related needs of Hospice Patient's family; (ii) a
detailed statement of the scope and frequency of such Hospice Services; (iii) measurable
outcomes anticipated from implementing and coordinating the Plan of Care; (iv) drugs
and heatment necessary to meet the needs of the Hospice Patient; (v) medical supplies
and appliances necessary to meet the needs of the Hospice Patient; and (vi) the IDG's
documentation of the Hospice Patient's or representative's level of understanding,
involvement and agreement with the Plan of Care. Hospice and Facility will jointly
develop and agree upon a coordinated, interdisciplinary Plan of Care which is consistent
with the hospice philosophy and is responsive to the unique needs of Hospice Patient and
his or her expressed desire for hospice care. Hospice and Facility shall periodically
conduct joint reviews of each Plan of Care as necessary to coordinate provision of
Facility Services, T`he Plan of Care will identify which provider is responsible for
performing the respective functions that have been agreed upon and included in the Plan
of Care.

(j) "Pc•ivat~ P~.y ~-Ii~:~~~c,e I'~ti~zlt" means a Hospice Patient who is not
eligible for the Medicare Part A hospice benefit, or the Medicaid hospice benefit, or if
eligible, has revoked or elected not to receive the Medicare Part A hospice benefit and/or
the Medicaid hospice benefit. This includes Hospice Patients with third party payors
other than Medicare or Medicaid.

(k) "Purchaset~ T-Ic~S~c~. S~;~vl~;i:~" means those Hospice Services
specified in E~ibit A that are not core services under the Medicare Conditions of
Participation for Hospice Care and that Hospice has elected to contract with Facility to
provide.

(1) "Resic~~iltial T-~c~spicc~ Care~I7a~!" means a day on which a Hospice
Patient receives Facility Services, including the day of adnussion but excluding any days
on which a Hospice Patient receives inpatient care and any other days on which Facility
would not have received payment from Medicaid if the Hospice Patient had not been
enrolled in hospice (e.g,, date of discharge, date of death).

(rm) "Uncovered Items and Services" means those services provided by
Facility which are not Hospice Services, Facility Services or Other Facility Services,
including, but not limited to, telephone, guest trays and television hookup.

2
SHPC 12-20U8 rev 1-16-2014



Z. Respo~lsil~ilitic5 a#'Z?acili

~d) Pxo~!ision cif Services.

(i) Facility Services. At the request of an authorized Hospice

staff member, Facility shall admit hospice Patients to Facility, subject to Facility's

admission policies and procedures and the availability of beds. Facility shall

immediately notify Hospice if Facility is unable to admit a Hospice Patient. Facility

shall comply with Hospice Patient's Plan of Care and shall ensure Hospice Patients are

kept comfortable, clean, well-groomed and protected from negligent and intentional

harm including, but nat limited to, accident, injury and infection. Facility's primary

responsibility is to provide Facility Services based on each Hospice Patient's Pian of

Care and ensure that the level of care provided is appropriately based on the individual

Hospice Patient's needs. It is Facility's responsibility to provide Facility Services that

meet the personal care and nursing needs that would have been provided by a Hospice

Patient's primary caregiver at home in coordination with Hospice, and Facility shall

perform Facility Services at the same level of care provided to each Hospice Patient

before hospice care was elected. While Facility's nursing personnel may, as specified by

Facility, assist in administering prescribed therapies to Hospice Patients under the Plan

of Care, such assistance may only be provided to the extent the activity is pernutted by

law and only to the extent that Hospice would routinely utilize the services of a Hospice

Patient's family in implementing the Plan of Care. Notwithstanding the foregoing, in

times of Hospice Patient crisis Hospice may authorize and direct Facility staff to perform

more sophisticated functions in order to ensure Hospice Patient comfort, and Hospice

and Facility shall address potential crisis situations for individual Hospice Patients in the

Plan of Care.

(ii) Availability. Facility shall be available to provide Facility

Services 24 hours per day, 7 days per week and shall maintain sufficient personnel who

have the requisite training, skills and experience to meet this obligation.

(iii) I'urcl~~sed ETosuice Sezviccs. At the request of an authorized

Hospice staff member, Facility shall provide Hospice Patients with the Purchased

Hospice Services identified in Exhibit A.

(iv) Noti~icaCic~n of Sc~z vices. Facility shall fully inform Hospice

Patients of Facility Services, Other Facility Services and Uncovered Items and Services

to be provided by Facility.

(b) Professianti] 5taticlal•ds 4ind Credentials.

(i) Professioz7al ~tand~i•ds. Facility shall ensure that all Facility

Services are provided competently and efficiently. Facility Services shall meet or exceed
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the standards of care for providers of such services and shall be in compliance with all

applicable laws, rules, regulations, professional standards and licensure requirements.

(ii) Crcdeiitin~s.

[a] Licenstxre. Facility represents and warrants that it has

and will maintain in good standing during the term of this Agreement all federal, state

and local licenses and certificates required by law to provide Facility Services. Upon

Hospice's request, Facility shall provide Hospice with evidence of such licenses and

certifications.

[h] CJualfieatit~ns aC Pej-sc~auael. Personnel who provide

Facility Services shall be reasonably acceptable to Hospice. Facility represents and

warrants that personnel providing Facility Services: [i] are duly licensed, credentialed,

certified, andlor registered as required under applicable state laws; and [ii] possess the

education, skills, training and other qualifications necessary to provide Facility Services.

Based on criminal background checks conducted by Facility, Facility personnel who have

direct contact with Hospice Patients or have access to Hospice Patient records have not

been found to have engaged in improper or illegal conduct relating to the elderly,

children or vulnerable individuals. Upon Hospice's request, Facility shall provide

Hospice with proof of an individual's qualifications to provide Facility Services.

[c] Disci~li~~ar~lactian. Facility represents and warrants

that neither it nor any of its personnel is under suspension or subject to any disciplinary

proceedings by any agency having jurisdiction over professional activities of Facility or

its personnel and is not under any formal or informal investigation or preliminary inquiry

by such department or agency for possible disciplinary action.

[d] Exolusinn frc7tn Medic~c~e t~r,~M~~iica~cl. Facility

represents and warrants that neither Facility nor its personnel has been, at any time,

excluded from participation in any federally funded health care program including, without

limitation, Medicare or Medicaid, nor has been convicted or found to have violated any

federal or state fraud and abuse la~u or illegal remuneration law. Facility shall screen its

personnel and contractors against the Office of Inspector General's List of Excluded

Individuals and Entities ("LEIE") and the Government Services Administration's Excluded

Parties List System upon hire or contracting, and on a monthly basis thereafter.

(c) Quality Asscss~neirt and PerForm~iF~ce Im~z'c~vernenL nciivities.

Facility shall cooperate with Hospice in its hospice-wide quality assessment and

performance improvement activities. Components of the quality assessment and

performance improvement program include (i) data collection; (ii} reporting adverse

patient events, analyzing their causes, and implementing preventative actions and

mechanisms; and (iii) taking actions to improve performance. Hospice shall provide
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Facility with a description of its quality assessment and performance improvement

program and information on performance improvement projects. Third party payors may

also impose their own utilization management or quality assurance requirements which

Facility must meet. Cooperating in such activities shall not constitute a waiver of any

legal privileges or rights that may apply to the information that is shared. Hospice shall

maintain the confidentiality of such information in whatever form it is provided.

(d) Cnordi~iaton of Cu-e;

(i) ..General. Facility shall participate in any meetings, when

requested, for the coordination, supervision and evaluation by Hospice of the provision of

Facility Services. Hospice and Facility sha11 communicate with one another regularly

and as needed for each particular Hospice Patient. Each party is responsible for

documenting such communications in its respective clinical records to ensure that the

needs of Hospice Patients are met 24 hours per day.

(ii) Deign of Flan ~f -Care. In accordance with applicable federal

and state laws and regulations, Facility shall coordinate with Hospice in developing a

Plan of Care for each Hospice Patient. Hospice retains primary responsibility for

determining each Hospice Patient's appropriate Plan of Care. Facility shall ensure that

each Hospice Patient's care plan includes both the most recent Hospice Plan of Care and a

description of the Facility Services furnished by Facility to attain or maintain the Hospice

Patient's highest practicable physical, mental and psychosocial well-being as required by

federal regulations.

(iii) 111lodifications tc~ Plan of Gary. Facility will assist with

periodic review and modification of the Plan of Care. Facility will not make any

modifications to the Plan of Care without first consulting with Hospice. Hospice retains

the sole authority for determining the appropriate course of hospice care provided to each

Hospice Patient, including the determination to change the level of services provided.

(iv) Notification of Cl~~n=tee xi_C'~~clztzan. Facility shall

immediately inform Hospice of any change in the condition of a Hospice Patient. This

includes, without limitation, a significant change in a Hospice Patient's physical, mental,

social or emotional status, clinical complications that suggest a need to alter the Plan of

Care, a need to transfer the Hospice Patient to another facility, or the death of a Hospice

Patient.

(v) Dc~sz mated T'aeilit~;Memb~r. Facility shall designate a

member of Facility's interdisciplinary team who is responsible for working with Hospice

representatives to coordinate care to the Hospice Patient provided by Facility and

Hospice. The designated interdisciplinary team member shall have a clinical

background, function within their State scope of practice act, and have the ability to
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assess the Hospice Patient or have access to someone that has the skills and capabilities
to assess the Hospice Patient. The designated team member shall be responsible for:

[a] ~~llal~t~r~tion with ~I:c~s~ice. Collaborating with
Hospice representatives and coordinating Facility's participation in Hospice's care
planning process for those Hospice Patients receiving Facility Services;

[b] Gc~maa~~~nicafiax~ with ~'rc~viclers. Communicating with
Hospice representatives and other healthcare providers participating in the provision of
care for the terminal illness, related conditions, and other conditions, to ensure quality of
care for the Hospice Patient and family;

[c] ~r~~nnaiir~icatic~n with Fl~spc_e. Ensuring that Facility
communicates with Hospice Physician, the Hospice Patient's attending physician (if any),
and other practitioners participating in the provision of care to the Hospice Patient as
needed to coordinate the hospice care with the medical care provided by other physicians;

[d] 0r~entat7a~t. Ensuring that Facility provides
orientation in the policies and procedures of Facility, including patient rights, appropriate
forms, and record keeping requirements, to Hospice personnel fizrnishing care to Hospice
Patients at Facility; and

[e] I7Y~'r~Yn~atiut~ tz~c~t~~ Ile~~~ai~~. Obtaining the following
information from Hospice:

[i] I'1an of ~az~e Ivledications acid Orders. The
most recent Hospice Plan of Care, medication information and physician orders specific
to each Hospice Patient;

election form;
[ii] ~Iectzc~t~ .l^oz-~1. Each Hospice Patient's Hospice

[iii] C~rtificat.io~~s. Physician certification and
recertification of the terminal illness specific to each Hospice Patient;

[iv] Ct~axtact Il~~ri~~ation. Names and contact
information for Hospice personnel involved in hospice care of each Hospice Patient; and

Hospice's 24-hour an-call system.
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(e) Pali~ie:s rind Procedures. In providing services to Hospice Patients,

Facility shall abide by Hospice's policies and procedtues, palliative care protocols and

Plans of Care.

(~ Assist ~~ith Sui-vey~ ar1c~ C;c~n7~ai~~ts; Facility shall be availably

during federal, state, local and other surveys to assist Hospice in responding to surveyor

questions and survey citations, attending exit conferences, drafting plans of correction for

identified survey deficiencies and providing clinical expertise when necessary to appeal

survey deficiencies. In the event of any complaint filed by or with respect to a Hospice

Patient or any investigation initiated by any governmental agency or any litigation

commenced against Hospice, Facility shall fully cooperate with Hospice in an effort to

respond to and resolve the same in a timely and effective manner. Facility shall also

cooperate fully with any insurance company providing protection to Hospice in

connection with investigations. Facility shall notify Hospice promptly of any inquiries,

claims, and investigations and cooperate fully with the directions of Hospice with respect

thereto.

(g) Visixin_~ anci Access by T-~:os~e.

(i) Visiting Privile~. Facility shall pernut free access and

unrestricted visiting privileges, including visits by children of any age, 24 hours per day,

7 days per week.

(ii) Visitor ta:ccon~rn~datons. Facility shall provide adequate

space, located conveniently to Hospice Patient, for private visiting among Hospice

Patient, Hospice Patient's family members and any other visitors. Facility shall provide

adequate accommodations foz' Hospice Patient's family members to remain with Hospice

Patient up to 24 hours pex day, and pernut family members privacy following the death of

a Hospice Patient.

(iii) l-iaspicc Access tc~ F~cility. Facility shall permit employees,

contractors, agents and volunteers of Hospice free and complete access to Facility 24

hours per day, as necessazy, to permit Hospice to counsel, treat, attend and provzde

services to each Hospice Patient.

(iv) I-Ios~ice Ply sician. Facility shall grant full staff privileges to

Hospice Physicians upon application and qualification for such privileges in accordance

with Facility's requirements.

(h) Patient Tr~rlsfcr. Facility shall not transfer any Hospice Patient to

another care setting without the prior approval of Hospice. If Facility fails to obtain the

necessary prior approval, Hospice bears no financial responsibility for the costs of

transfer or the costs of care provided in another setting.
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(i) Pliysiciai~ C~rc~er~. If there are physician orders that are inconsistent

with the Plan of Care or Hospice protocols, a registered nurse with Facility shall notify

Hospice. An authorized representative of Hospice shall resolve differences directly with

the physician and secure the necessary orders.

(j) I3ereavem~r7t Services do Facil.i~ Staff'. Facility shall be primarily

responsible for providing any requested bereavement services to Facility staff after the

death of a Hospice Patient who resided in Facility; provided, however, that Hospice may

assist Facility in providing such bereavement services to grieving Facility staff members

upon request from Facility.

3. R~s~ioiYsil~iliti~s c~f~-Tnsp:ice,

(a) /~s]mission taand Disch~tr~e: from ~-Ios~ice Pro~t•anl.

(i) 11~s~~sznent. If a resident of Facility requests the provision of

Hospice Services, Hospice shall perform an assessment of such resident and shall notify

Facility, either orally or in writing, whether such resident is authorized for admission as a

Hospice Patient. Hospice shall maintain adequate records of all such authorizations of

admission.

(ii} ~1.sscssin~ C;c~~ttinued Lli  ~il~ility. Hospice shall have sole

authority for assessing a Hospice Patient's continued eligibility for Hospice Services and

for discharging a ~Iospice Patient from Hospice.

(b) i'rofessio~~~1 M~a~na~;~n~ent'I2~es~onsi~~lit~.

{i) Compliance with Lew. Hospice shall assume professional

management responsibility for Hospice Services provided to Hospice Patients residing at

Facility and their family units, pursuant to the Medicare Conditions of Participation for

Hospice Care and state and Local laws and regulations. This includes admission and/or

discharge of patients, patient and family assessments, reassessments, establishment of the

Plan of Care, authorization of all services and management of the care through IDG

meetings. Hospice shall make arrangement for, and remain responsible for, any
necessary continuous care or inpatient care related to a Hospice Patient's ternunal illness

and related conditions. Hospice acknowledges that it is responsible for providing

Hospice Services to Hospice Patients residing at Facility at the same level and to the

same extent as if Hospice Patients were receiving care in their own homes.

(ii) M~na~ement c~t`:E-i:aspici Services. Hospice shall retain

professional management responsibility to ensure that Hospice Services are furnished in

a safe and effective mamier by qualified personnel in accordance with Hospice Patient's
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Plan of Care. Hospice Services shall be provided in a timely manner and shall meet the

professional standards and principles that apply to individuals providing services in

Facility.

(iii) ~.ot>rdiiiatiol~ a~ld I~v~iluatiozi, Hospice shall retain

responsibility for coordinating, evaluating and administering the hospice program, as well

as ensuring the continuity of care of Hospice Patients, which shall include coordination of

Facility Services. Hospice's IDG shall communicate with Facility's medical director,

Hospice Patient's attending physician and other physicians participating in the care of a

Hospice Patient as needed to coordinate Hospice Services with the medical care provided

by other physicians. Methods used to evaluate the care may include: [a] periodic

supervisory visits; (b] review of the qualifications of personnel providing Facility

Services; [c] review of documentation; [d] evaluation of the zesponse of a Hospice

Patient to the Plan of Care; [eJ discussion with patient and patient's caregivers; [fJ patient

evaluation surveys; and [g] quality improvement data.

(iv) Assessi~~ent pi,'T'acilty~Sen~ices. Hospice shall develop,

maintain and conduct an ongoing, comprehensive assessment of the quality and

appropriateness of Facility and the provision of Facility Services. Such assessments shall

be conducted at least annually.

(v) ~;valut~tic~r~; Hospice will review and/or revise all contracts

annually and will evaluate the contracted care, treatment, and services to deternune

whether they are being provided according to the contract and the level of safety and

quality as needed by the Hospice Patient and family.

(c) Ho~~ice dare 'I'r~Yi~ii~~~. Hospice shall provide orientation and

ongoing hospice care training to Facility's personnel as necessary to facilitate the

provision of safe and effective care to Hospice Patients. Such orientation must include

Hospice policies and procedures regarding nnethods of comfort, pain control and

symptom management as well as principles about death and dying, individual responses

to death, patient rights, appropriate forms and recordkeeping requirements.

(d) Desi~t~ation of I Iospice l~c~rese~~tative. For each Hospice Patient,

Hospice shall designate a registered nurse who will be responsible for coordinating and

supervising sezvices provided to a Hospice Patient and be available 24 hours per day,

7 days per week for consultation witY~ Facility concerning a hospice Patient's Plan of

Care. In addition, for each Hospice Patient residing at Facility, Hospice shall designate a

member of the Hospice Patient's IDG to provide overall coordination of care for such

Hospice Patient. Such hospice representative shall monitor Facility and be available to

provide information to Facility regarding the provision of Facility Services and to

coordinate the periodic evaluation of patient progress and outcomes of care upon zequest.

Further, the hospice representative shall be responsible far communicating with Facility

representatives and other health care providers who participate in the care of a Hospice
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Patient's ternunal illness and related conditions to ensure quality of care for Hospice

Patients and their families.

(e) 1'rovisic~z7 ~a~Ir~Faz~z»atioii. Hospice shall promote open and frequent

communication with Facility and shall provide Facility with sufficient information to

ensure that the provision of Facility Services under this Agreement is in accordance with

the Hospice Patient's Plan of Care, assessments, treatment planning and care

coordination. At a minimum, Hospice shall provide the following information to Facility

for each Hospice Patient residing at Facility:

(i) Play oaf C~uc, Medications and Orders. The most recent Plan

of Care, medication information and physician orders specific to each Hospice Patient

residing at Facility;

directives;

terminal illness;

(ii) Election ~'carn~. The hospice election form and any advanced

(iii) Certifications. Physician certifications and recerti~cations of

(iv) Contact Information. Names and contact information for

Hospice persoruiel involved in providing Hospice Services; and

hour on-call system.
{v) Qn-C~11 Svst~,t~~. Instructions on how to access Hospice's 24-

(~ Policies end Proced ~•e~. Hospice shall provide Facility with copies

of Hospice's policies and procedures applicable to the provision of Facility Services and
shall meet with Facility to review such policies and procedures, as necessary.

(g) P~~ici~xl C)z~ciers. All physician orders communicated by Hospice

under this Agreement shall be in writing and signed by the applicable attending physician
or Hospice Physician; provided, however, that in the case of urgent or emergency

circumstances, such orders maybe communicated orally by any such persons. Hospice

shall maintain adequate records of all physician orders communicated in connection with

the Plan of Care.

(h) Pureh~sed 1-Ir~snice Sc;rvices. Hospice may purchase from Facility

Purchased Hospice Services. The terms of such sale are delineated in Exhibit A.

(i) Nc~tificativn ~f ]-~c~sp ce Services. Hospice shall fully inform

Hospice Patient of the Hospice Services to be provided by Hospice and Purchased

Hospice Services, if any, to be provided by Facility.
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(j) 11.Ssist vVitT~ Stu'veYs ~nc~ C;fiz11~I~~i1ts:. Hospice shall be available

during federal, state, local and other surveys to assist Facility in responding to surveyor

questions and survey citations, attending exit conferences, drafting plans of correction

for identified survey deficiencies and providing medical expertise when necessary to

appeal survey deficiencies. In the event of any complaint filed by or with respect to a

Hospice Patient or any investigation initiated by any governmental agency or any

litigation commenced against Facility, Hospice shall fully cooperate with Facility in an

effort to respond to and resolve the same in a timely and effective manner. Hospice shall

also cooperate fully with any insurance company providing protection to Facility in

connection with investigations. Hospice shall notify Facility promptly of any inquiries,

claims, and investigations and cooperate fully with the directions of Hospice with respect

thereto.

(k) summary of I~~s~x~e's R:esponsib~l ties. Exhibit B includes a chart

that summarizes some of Hospice's major responsibilities to Hospice Patients under this

Agreement. This chart is intended to provide examples of Hospice's responsibilities

hereunder and is not exhaustive.

4. ki Ming and Pay~a.~n~.

(a) Billing aixd Payjmcnt foi racility Sexvxces I'z~~v coed to Medac~ d

Ali ib~ le Hn~pice ~'tYt en.ts.

(i) Rates. Hospice shall pay Facility a fixed payment rate £or

each Residential Hospice Care Day provided to a Medicaid Eligible Hospice Patient

excluding any days on which a Hospice Patient receives inpatient care and any other days

on which Facility would not have received payment from Medicaid if the Hospice Patient

had not been enrolled in hospice (e.g., date of discharge, date of death). The fixed

payment rate shall be one hundred percent (100%) of Facility's applicable then current

Medicaid per diem rate that would have been paid by the Medicaid program to Facility if

the Medicaid Eligible Hospice Patient had not elected to receive hospice care, less the

Medicaid Eligible Hospice Patient's required personal contribution amount, if any.

Facility shall accept this rate as payment in full for Facility Services provided to such

Medicaid Eligible Hospice Patient and shall not bill the Medicaid Eligible Hospice

Patient ox his/her family, representatives or any third party payor. Facility shall collect

and retain the Medicaid Eligible Hospice Patient's required personal contribution amount,

if any.

(ii) Bi]liilg and Payment. Within ten (10) calendar days of the

end of the month and within at least 30 days of providing Facility Sezvices, Facility shall

submit to Hospice an accurate and complete statement of all Facility Services provided to

Medicaid Eligible Hospice Patients. The statement shall be in a form acceptable to
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Hospice and include inforniation usually provided to third party payors to verify the

services and charges reflected in the statement. Hospice shall pay Facility within 30 days
after Hospice's receipt of payment from Medicaid for the applicable Residential Hospice
Care Days identified on Facility's complete statement. Payment by Hospice in respect to
such bills shall be considered final, unless adjustments are requested in writing by

Facility within 30 days of receipt of payment. Hospice shall have no obligation to pay
Facility for any service if Hospice does not receive a bill for such service within 60 days
following the date on which the service was rendered.

(b) I3illi~z~~nc11'~merit for Facility Services Provid~c~ to Medicare

Eligible Hospice Patients G~n~l I'rivatc+ P~~y I-Zospzce Patients. Facility shall bill each

Medicare Eligible Hospice Patient and Private Pay Hospice Patient (or such patient's
third party payor, if applicable) for Facility Services at a rate agreed upon by Facility and
such patient or his or her third party payar. Facility shall accept such payment as

payment in full for Facility Services. Hospice will not be responsible for reimbursing
Facility for any portion of the cost of Facility Services provided to a Medicare Eligible
Hospice Patient or Private Pay Hospice Patient. Facility shall not seek payment from

Hospice in the event of default of financial obligations on the part of a Medicare Eligible
Hospice Patient, Private Pay Hospice Patient or such patient's third party payors.

Hospice will, to the extent permitted by law, provide Facility with any information it may
reasonably require to obtain payment from any payor or other permissible payment

source.
(i) MC(~ a~~d other cli~ik~le 3rd party payors billing is determined by

the contracdregulations for t11at MCO or 3r̀  party.

(c) !3i]1i~~ aY~ P~~mexit i"ar I'~~rcl~ased 1-1~~s icy S~ry cep ~'ravideri xo All
T-lr~s ~ic>e Patiel~ts. Facility shall bill Hospice for Purchased Hospice Services provided to
Hospice Patients at the rates agreed to by Facility and Hospice in Exhibit A. Facility

shall accept these rates as payment in full for Purchased Hospice Services provided to

Hospice Patients and shall not bill such patients, their family, representatives or any third
party payor. Facility represents and warrants that all Purchased Hospice Services for

Medicaid Eligible Hospice Patients are not included in the applicable, then-current
Medicaid per diem rate that Facility would have received if the Medicaid Eligible

Hospice Patient had not elected to receive Hospice Services. The billing and payment

procedures set forth in section 4(a)(ii) of this Agreement shall apply.

(d) E3illin~ ~ne-~ I'riyment for ~)tller Seivic;us. Facility shall bill Hospice

Patients or the third party payor, if applicable, for (i) Other Facility Services;
(ii) Uncovered Items and Services; and (iii) care provided by Facility upon the request of

a Hospice Patient which is not reasonable or necessary for palliation or management of

the terminal illness and not rendered in accordance with the applicable Plan of Care.
Hospice shall bear no responsibility, obligation, or other liability to reimburse Facility for
the cost of these services. Facility shall not bill Medicare or Medicaid for care or
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services provided by Facility upon the request of a Hospice Patient which Hospice

deternunes are related to the ternunal illness or related conditions but not reasonable or

medically necessary.

(e) iitnitati~n an ~;Ios~ice's 1in~ncaal.Itespt~risi~ility: Except as

specifically identified in this Agreement, Hospice shall bear no responsibility, obligation,

ox other liability to reimburse Facility for any charges, costs, expenses or other fees for

services provided under this Agreement.

5. ~nst~i~ance anti I~T~ild ~Iarmless:

(a) Insurance. Each party shall obtain and maintain appropriate

professional liability, commercial general liability, worker's compensation and

employer's liability insurance coverage in accordance with the minimum amounts

required from time to time by applicable federal and state laws and regulations, but at no

time shall the terms or coverage amounts of Facility's professional liability insurance be

less than $1 million per claim and $3 million in the aggregate. Either party may request

evidence of insurance from the other party and such other party shall provide such

evidence to the requesting party in a timely manner. Each party shall ensure that the

other party receives at least 30 days' notice prior to the termination of any insurance

policy required by this Agreement.

(b) Ni~~i~~ ~~old ~-Tarn~i~ss. Each party shall be responsible for the acts

and omissions of itself and its employees and subcontractors and neither party agrees to

indemnify any other party for any such act or omission, provided, however, that this

Agreement shall not constitute a waiver by any party of any rights to indemnification,

contribution or subrogation which such party may have by operation of law.

6. Records.

(a) Creaic~n. and. Maintenance of ~{.ec~rel~. Each party shall prepare and

maintain complete and detailed records concerning each Hospice Patient receiving

Facility Services under this Agreement in accordance with prudent record-keeping

procedures and as required by applicable federal and state laws and regulations and

Medicare and Medicaid program guidelines. Each party shall retain such records for a

minimum of six years from the date of discharge of each Hospice Patient or such other

time period as required by applicable federal and state law. Each clinical record shall

completely, promptly and accurately document all services provided to, and events

concerning, each Hospice Patient, including evaluations, treatments, progress notes,

authorizations to admission to Hospice and/or Facility, physician orders entered pursuant

to this Agreement and discharge sununaries. Each record shall document that the

specified services are furnished in accordance with this Agreement and shall be readily

accessible and systemically organized to facilitate retrieval by either party. Facility shall
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cause each entry made far Facility Services provided to be signed and dated by the

person providing Facility Services.

(b) Fin~~tacial Recc>~•d~c~,e~in~. Facility shall keep accurate books of

accounts and records covering all transactions relating to this Agreement (the "Financial

Records") at its principal place of business. Hospice and its duly authorized
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cause each entry made for Facility Services provided to be signed and dated by the
person providing Facility Services.

(b) Financial Recordkee~ing. Facility shall keep accurate books of
accounts and records covering all transactions relating to this Agreement (the "Financial
Records") at its principal place of business. Hospice and its duly authorized
representatives, including any such independent public accountant or other auditor, shall
have the right fluxing regular business hours and on reasonable written notice to Facility
to examine Facility's Financial Records and to make copies thereof.

(c} Access ley I:losptc~. Facility shall permit Hospice or its authorized
representative, upon reasonable notice, to review and make photocopies of records
maintained by Facility relating to the provision of Facility Services, including but not
limited to, clinical records and billing and payment records. This section shall survive
the termination of this Agreement.

(d) Itis~ecti~t~ b~ C~ovezx~t7~ent. In accordance with 42 U.S.C.
§ 1395x(v)(1)(i) and 42 C.F.R. § 420.300, et seQ., Facility shall make available, until the
expiration of five years from the termination of this Agreement, upon written request, to
the Secretary of Health and Human Services of the United States, and upon request, to
the Comptroller General of the United States, or any of their duly authorized
representatives, this Agreement and any of its books, documents and records that are
necessary to certify the nature and costs of Medicare reimbursable services provided
under this Agreement. If and to the extent Facility carries out any of its duties under this
Agreement through a subcontract with a related organization having a value or cost of
$10,00Q or more over a 12-month period, then Facility shall ensure that the subcontract
contains a clause comparable to the clause in the preceding sentence. Nothing contained
in this section shall be construed as a waiver by either party of any legal rights of
confidentiality with respect to patient records and proprietary information.

(e) I~~stri~ctioYl, t~1'.~Zec~~rds. Facility shall take reasonable precautions to
safeguard records against loss, destruction and unauthorized disclosure.

7. Cc~~t~ic~~;nti~~li~. Each party acknowledges that as part of its performance
under this Agreement, it may be required to disclose to the other party certain
information pertaining to Hospice Patients (collectively, "Patient Information") and may
be required to disclose certain business or financial information (collectively, with the
Patient Information, the "Confidential Information"}. Each party agrees that it shall treat
Confidential Inforxnation with the same degree of care it affords its own similarly
confidential information and shall not, except as specifically authorized in writing by the
other party or as otherwise required by law, reproduce any Confidential Information or
disclose or provide any Confidential Information to any person. A party that discloses
Confidential Information shall be entitled to injunctive relief to prevent a breach or
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threatened breach of this section, in addition to all other remedies that maybe available.
This section shall survive termination of this Agreement.

8. Term and Termination.

(a) Term. This Agreement shall have an initial term of one year
beginning an the Effective Date ("Initial Term") and shall automatically renew for
successive one-year terms, unless sooner terminated as provided below

(b) Tcrn~in.atic7n.

(i) Without .Cause. This Agreement maybe terminated by either
party for any reason after the Initial Term by providing at least 90 days' prior written
notice to the other party.

(ii) 1VIut~ial 'Vi~ritt~ri A~;r~eeiY~er~t. This Agreement may ternunate
at any time after the Initial Term upon written agreement of tie parties.

{iii) T~aa• Cause. Either party may ternunate this Agreement upon
30 days' prior written notice to the other party, if the other party breaches this Agreement
and fails to cure such breach within such 30-day peY•iod.

(iv) ~1~~~~~~n ~,~~. In the event there are substantial changes oz
clarifications to any applicable laws, rules or regulations that materially affect, in the
opinion of either party's legal counsel, any party's right to reimbursement from third party
payors or any other legal right of any party to this Agreement, the affected party may, by
written notice to the other party, propose such modifications to this Agreement as maybe
necessary to comply with such change or clarification. Upon receipt of such notice, the
parties shall engage in good faith negotiations regarding any appropriate modifications to
this Agreement. If such notice is given and the paz~ies are unable within 60 days
thereafter to agree to appropriate modifications to this Agreement, either party may
terminate this Agreement by providing at least 30 days' notice to the other party.

(v) Immediate Termination. Notwithstanding the above, either
party may immediately terminate this Agreement if:

[a] failure to I Iav~ (~u~~lific~tit~r~s. A party or its
persomiel are excluded from any federal health program or no longer have the necessary
qualifications, certifications and/or licenses requixed by federal, state and/or local laws to
provide Facility Sezvices.

[b] Liquidatic~ia. r1 party commences or has commenced
against it proceedings to liquidate, wind up, reorganize or seek protection, relief or a
consolidation of its debts under any law relating to insolvency, reorganization or relief of
debtors or seeking the appointment of a receiver or trustee.
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[c] I"~~il~~t~.,fi{~ I~ayc Xrist~~~anc~.. A party ceases to have any
of the insurance required under this Agreement.

[d] T1~rcE~t:~ t~~ ~-le~lY~1 ~~~~'~~ c~t~ W~~1'a~~e. A party fails to
perform its duties under this Agreement and the other party determines in its full
discretion that such failure threatens the health, safety or welfare of any patient.

[e] G~~n~~issi~zY of Misconduct. A party commits an act
of misconduct, fraud, dishonesty, misrepresentation or moral turpitude involving the
other party or a mutual patient of the parties.

(c) L~ff~ct ~f Tertni~~atio~i ail Av~ailabili~y of'F~cil:ity Serv~~~~. In the
event tlus Agreement is terminated, Facility shall work with Hospice in coordinating the
continuation of Facility Services to existing Hospice Patients and shall continue to
provide Facility Services to Hospice Patients after this Agreement is terminated, if
Hospice determines that removing Facility Services would be detrimental to Hospice
Patients. In such cases, Facility Services shall continue to be provided in accordance
with the terms set forth in this Agreement. This section shall survive termination of this
Agreement.

9. Notification of Material Events. Either party shall immediately notify the
other party of:

(a) ~nci~ei~t R.~,~c~rkir~~. Any of the following alleged incidents
involving a Hospice Patient residing at Facility. Each party's administrator should also
be immediately notified of the following alleged incidents:

(i) mistreatment or neglect;
(ii) verbal, mental, sexual or physical abuse;
(iii) injuries of unknown source; or
(iv) misappropriation of patient property

(b) L~~r~stire .Actio~~;. Any sanctions, intermediate or otherwise,
administrative or judicial fines, penalties, or action by federal or state officials against the
party or its personnel.

(c) ~xUlt~si~n. Any threatened, proposed or actual exclusion of it or any
of its subcontractors or personnel from any government program, including but not
limited to, Medicare or Medicaid.

{d) Insurance. The cancellation or modification of any of the insurance
coverage that the party is required to have under this Agreement.

(e) Lit~ridation. The commencement of any proceeduig to liquidate,
wind up, reorganize or seek protection, relief or a consolidation of Facility's or Hospice's
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debts under any law relating to insolvency, reorganization or relief of d
ebtors or seeking

the appointment of a receiver or trustee.

(fl )3usiaiess Aciclress Clian~;e. Any change in business address.

10. Nonclisc~-imiizat~r~. The parties agree that in the performance of this

Agreement they will not discriminate or permit discrimination against any 
person or

group of persons on the grounds of race, color, sex, age, religion, disabi
lity, national

origin or any other protected class in any manner prohibited by federal or sta
te laws.

11. Independent Confiractoi~. In performance of the services discussed herein,

Hospice and Facility shall each be, and at all times are, acting and perfornun
g as an

independent contractor, and not as apartner, a co-venturer, an employee, an 
agent or a

representative of the other. No employee or agent of one party to this Agr
eement shall be

considered an employee or agent of the other party.

12. Use c7~'~lar~~ oz• Marks. Neither Hospice nor Facility shall have the right
 to

use the name, symbols, trademarks or service marks of the other party in 
advertising or

promotional materials or otherwise without receiving the prior written 
approval of such

other party; provided, however, that one party niay use the name, symbol
s, or marks of

tine c~tlier ~i~rty in wz•itten n~ateY•~als ~~reviuusly aJ~~~iciv~c~ day ll~~ oili~z~ p~i~ty 
for the purpose

of infgrzlxiz~~ ~~rt~spective ITospice Patients and ~tttatic~in~ physicians c~~11~~ 
availability of

the services described in this Agreement.

13. M:iscetl~ieous I'a~t>visiozls.

(a) 1-~tnendx~~et~f. No amendment, modification or discharge of this

Agreement, and no waiver hereunder, shall be valid or binding unless set
 forth in writing

and duly executed by the parties hereto.

(b) 5everabzlzt:v. This Agreement is severable, and in the ev
ent that any

one or more of the provisions hereof shall be deemed invalid, illegal or u
nenforceable in

any respect, the validity, legality and enforceability of the remaining prov
isions contained

herein shall not in any way be affected or impaired thereby.

(c) I-Iea~3in s. The descriptive headings in this Agreement are far

convenience only and shall not affect the construction of this Agreemen
t.

(d) Governing L,aw. TlYxs A~reexneut, tl~e x~i~hks aa~d ot~li~;atic~~ls ~f tl~e

p~izli~s l~ez•etc~, ~~~nci any claims or disputes rel~itiz~~; til~reto, shall lac gov~
rn~c~ by and

construed ix~ accorc.~ancc wit}i the laws of tl~e St~rte of Max-yla7icl. .Any 
elaiii~s or disputes

related to this Agreement shall be brought in Anne Arundel County.
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(e) Waiver. The waiver by either party of a breach or violation of any

provision in this Agreement shall not operate or be construed as a waiver of any

subsequent breach or default of a similar nature, or as a waiver of any such provisions,

rights or privileges hereunder,

(~ Binding; ~~fect. This Agreement shall be binding upon and inure to

the benefit of the parties hereto and their respective successors and permitted assigns.

There are no third party beneficiaries of or to this Agreement.

(g) Na Third Par~v I3eneficiari~s. Except as expressly provided

elsewhere herein, nothing in this Agreement is intended to be construed or be deemed to

create any rights or remedies in any third party.

(h) ~'c~1-~e Majet~re. In the event that either party's business or operations

are substantially interrupted by acts of war, fire, labor strike, insurrection, riots,

earthquakes or other acts of nature of any cause that is not the party's fault or is beyond

that party's reasonable control, then that party shall be relieved of its obligations only as

to those affected operations and only as to those affected portions of this Agreement for

the duration of such interruption.

(i) No Rec~taireaii~nt to R~fe~•. This Agreement is not intended to

influence the judgment of any physician or provider in choosing medical specialists or

medical facilities appropriate for the proper care and treatment of residents. Neither

Facility nor Hospice shall receive any compensation or remuneration for referrals.

(j) I'~~nexel~tsive 1-~~re.~~~rYerit: This Agreement is intended to be

nonexclusive, and either party may use any provider for the same or similar services.

(k) ~:c~uxzte~ai~ts,. This Agreement maybe executed in any number of

counterparts, all of which together shall constitute one and the same instrument.

(1) I'~loiices. All notices or other communications which may be or are

required to be given, served or sent by any party to the other party pursuant to this

Agreement shall be in writing, addressed as set forth below, and shall be mailed by first-

class, registered or certified mail, rehirn receipt requested, postage prepaid, or transmitted

by hand delivery or facsimile. Such notice or other communication shall be deemed

sufficiently given or received for all purposes at such time as it is delivered to the

addressee (with the return receipt, the delivery receipt, the affidavit or nnessenger or the

answer back being deemed conclusive evidence of such delivery) or at such time as

delivery is refused by the addressee upon presentation. Each party may designate by

notice in writing a new address to which any notice or communication may thereafter be

so given, served or sent.
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TO: HOSPICE
Seasons Hospice &Palliative Care of Maryland, Inc..

6934 Aviation Boulevard, SuiteN
Glen Burnie, MD 21061
Attu: Executive Director

FOR BILLING, PLEASE ADDRESS INVOICES OR INQUIRIES TO:

Seasons Healthcare Management

6400 Shafer Court, Suite 700

Rosemont, TL 60018
(847) 692-1000
Attn: Nursing Home Invoices

Via Email: FitaanceS~~is~r1:5N!-t Gonnectit7n~(c~se~sans~o~;

Via EFax: (847) 375-2770

TO: FACILITY
Brinton Woods Nursing &Rehabilitation Center at Winfield

1442 Buckhorn Road
Sykesville, MD 21784
Attu: Admuiistrator

(n) Entiz•e ~>reeiment. This Agireement, including all of the exhibits and

addenda attached hereto, contains the entire agreement of the parties hereto and

supersedes all prior oral or written agreements or understandings between them with

respect to the matters provided far herein. This Agreement may not be modified or

amended except by mutual consent of the parties, and any such modification or

amendment must be in writing duly executed by the parties hereto, and shall be attached

to, and become a part of, this Agreement.

The parties have executed this Agreement as of the day, month and year first

written above.

Agreed HOSPICE A reed FACILITY

Bv. / 
~~

—~
'[~~ ~ y_.

Uy. ,j ~l~ ,~

Name: Marshall Scott N~ai7

Title: Director of Business Operations Titl

~n~~~~i~~.~.a.~-u-'~ ,~~r

Seasons Hospice &Palliative Care
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EXHIBIT A
PURCHASED HOSPICE SERVICES

1. Purchased Hospice ~ervice5. The following services and items will be purchased,

as needed, by Hospice from Facility on the terms set forth in this Exhibit A and

elsewhere in tl~e Agreement. The rates identified reflect fair market vahie, without

regard to the volume and value of referrals.

2. Authorized Personnel. The following hospice representatives are authorized to

purchase or order items and services from Facility for Hospice Patients:

Hospice Director of Clinical Services;
Hospice Team Director; and
Hospice Executive Director

3. 3illiii~ and 1'avmeiit. Billing and payment for Purchased Hospice Services shall

be governed by this Agreement.

4. ~'rof~ssioa~~l Niana en~ent F~.espc~tasililit~. Hospice retains administrative and

financial management, and oversight of staff and services related to all Purchased

Hospice Services to endue the provision of quality care. All Purchased Hospice

Services must be authorized by Hospice, furnished in a safe and effective manner

by qualified personnel, and delivered in accordance with the Plan of Care.
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EXHIBIT B
SUMMARY OF RESPONSIBILITIES

ROLE HOSPICE FACILITY N/A

Admitting Hospice Patients, Beginning X
Services

Assessing Hospice Patients, Including
Who is Responsible for the Initial and X

Ongoing Assessment

Identifying the Individuals) Responsible X

for the Care Planning Process

Coordinating, Supervising, and
Evaluating the Care and Services X
Provided

Scheduling Visits or Hours X

Discharge Planning from I-Iospice X
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(b) Nicc:~icare or Medicaid Certification. Facility represents and wan~ants
that it is currently, and will at ail times during the term of this Addendum remain,

certified to participate in the Medicare and/or Medicaid progxams.

(c) Twenty~rtaur~I~lc~u~• Ivursiri~ ervices. Facility shall provide 24-hour
nursing services that meet the nursing needs of all Hospice Patients and are furnished in
accordance with each patient's Plan of Care. Each Hospice Patient must receive all

nursing services as prescribed. For each shift, Facility will identify to Hospice in

advance a charge nuxse or other member of Facility's nursing staff who will respond to

Hospice's requests for information concerning Hospice Patients.

(d) Iioxne-L%ke Attaxt~s~l~c~r~. Facility shall provide ahome-like

atmosphere and ensure that patient areas are designed to preserve the dignity, comfort

and privacy of patients.

(e) Discharge Sun~marX. Facility shall provide Hospice with a copy of
the discharge sununary at the time of discharge.

(fl T~atient Glizlical Recard: Facility shall maintain an inpatient

clinical record far each Hospice Patient that includes a record of all Respite Care

fiunished and events regarding care that occurred at Facility. A copy of the inpatient

clinical record shall be available to Hospice at the time of discharge.

(g) Ins  n~lerrm~ntatit~t7 of ~~t•~emcnt. Facility shall designate an individual

within the facility who shall be responsible for the implementation of the provisions of

this Addendum and the Agreement ("Responsible Facility Representative"). The current

Responsible Facility Representative is identified at the end of this Addendum. Facility

shall notify Hospice if a new individual is designated as the Responsible Facility

Representative.

3. hospice Rest~ansil~il ties.

(a) Provision of Plan of Care; to F~cili Upon a Hospice Patient's

admission to Facility for Respite Care, Hospice shall furnish a copy of the current Plan

Care. Hospice shall specify the Respite Care to be fi.u~nished by Facility to such Hospice

Patient.

(b) Vez'i~catic~li of Re~~l~t~zy Itequixein~e7~ts. Hospice shall verify

compliance with the following requirements established by the Medicare Conditions of

Participation for Hospice Care.

(i} Copy of Pl~:rz of Ca~~e. Hospice shall document in the patient's

record that the Plan of Care has been provided to Facility and specify the Respite Care
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that Facility will furnish. Hospice shall periodically review Hospice Patients' records to
verify that these requirements are met.

{ii) Patient C~ar~ Pc~l~ci~s. Hospice shall verify that Facility has
established patient care policies that are consistent with Hospice's policies and agrees to
abide by the palliative care protocols and Plans of Care established by Hospice for its
patients. Hospice shall review Facility's policies to determine their consistency with
Hospice policies.

(iii} I~i~tient ~;liue~l T~.e~c~rds. Hospice shall periodically review
Hospice Patients' inpatient clinical records to deternune that they include a record of all
Respite Care furnished and events regarding care that occurred at Facility. Facility shall
make inpatient clinical records available to Hospice at the time of discharge.

(iv) ~o~y r~-E Disch~rg~ ~urntn~:rv. Hospice shall document in the
patient's record that Facility provided a copy of the discharge summary at the time of
discharge. ~-Iospice shall periodically review Hospice Patients' records to verify that this
requirement is met.

(v) [t.c~onsiF~le I'~i~illC~ Repr~~~~~tt~tiv~. The Responsible
Facility Representative is identified at the end of this Addendum. Facility shall
immediately notify Hospice if a new Responsible Facility Representative is appointed,
and shall inform Hospice of the name and contact information of the new Responsible
Facility Representative. Hospice shall maintain a record of Responsible Facility
Representatives.

(vi) ~ ~~~~ic~ Tr~~i~tin~. Facility shall provide Hospice with a list
of Facility personnel who will be providing Respite Care to Hospice Patients, indicating
whether each person has already been provided with hospice training. For personnel who
have already received training, Facility shall provide Hospice with the names of the
individuals who gave the training and a description of the trauiing. For personnel who
have not received hospice training, Hospice shall provide training, and shall document
the names of the individuals who gave the training and a description of the training.
Upon hiring new personnel who will be providing care to Hospice Patients, Facility shall
notify Hospice and indicate whether the personnel have received hospice training and, if
so, the names of the individuals who gave the training and a description of the training.

(c) T'.~~r~Fcssional I'~,~ia~~x cmc;i~t Res c~~sil~ilit .Hospice retains
administrative and financial management, and oversight of staff and services related to all
Respite Care to ensure the provision of quality care. All Respite Care must be authorized
by Hospice, furnished in a safe and effective manner by qualified personnel, and
delivered in accordance with the Plan of Care. Facility is authorized to provide all
Respite Care identified in the Plan of Care. Facility shall seek authorization from
designated Hospice persoru~el prior to providing Respite Care not identified in the Plan of
Care.
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4. I3i11~~11~ Vinci ~I r~xe..zx~.

(a} IVJ:~d~~icl lll~l~ie Z~asp~~c :'~tiezats, l~iec~icarc ~'l~l~le. ~lic~s~.a.cc
Patents ~nct ~'rivat~ I'~y F-Ios~icu ~'atiezat~. For each Respite Care Day provided to a
Medicaid Eligible Hospice Patient or a Medicare Eligible Hospice Patient, Hospice shall
pay Facility a fixed payment equal to 100% of the applicable then current rate Hospice
receives from Medicare or Medicaid, except the day on which such patient is discharged
from Facility, unless such patient dies while residing at Facility. Rates for
reimbursement for Respite Care Days provided to Private Pay Hospice Patients, including
those with third party payors other than Medicare or Medicaid, will be established in
writing by Facility in advance for each such patient.

(b) I~illin~: The terms for billing for Respite Care shall be governed by
the Agreement.

5. ~tespoz~sl3~e S'a~xl~ty T~,e~~resei~tatve. ~~acilty h~~,~ ~c~~~lt~`~ed the following
individual as the Responsible Facility Representative: tY . ̀ Y __

6. Conflicts. This Addendum shall be subject to the terms and conditions of
the Agreement; provided that, in the event of a conflict between the terms and conditions
of this Addendum and the terms and conditions of the Agreement, the terms and
conditions of this Addendum shall control. Except as specifically amended herein, all
other terms and conditions of the Agreement shall remain in full force and effect.

The parties have executed this Addendum as of the day, month and year first
written above. ~.~~~ ~ ~ , ~~ r ~

fi_~.
Agreed HOSPICE

___
reed AC I~'Y

Name: Marshall Scott Name:~{~~~~ .~,
A

Title: Director of Business O erations 'I'itic: ~ s
Seasons Hos ice &Palliative Care

SHPC 12-2008 rev 1-1b-2014
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~~c~5s~ic~ c.::~,~t~::

~uc~ tfi~ r~~Cy~

November 28, 2011

Kristen M. MacDonald, MS, R.D, NHA
Brinton Woods Health Care Center, LLC.
1442 Blackthorn Road
Sykesville, MD 21784

Dear Ms, MacDonald;

Enclosed please find your copy of the fully executed Nursing Facility Services Agreement
between Gilchrist Hospice Care, Inc. and Brinton Woods Health Care Center, LLC., effective
November 3, 2011.

We look forward to continuing to work with your facility and to providing hospice services to
your residents.

If you have any questions, please do not hesitate to contact me at 443-849-8204 or Mr, Hal
Friedman, Director of Development, at 443-849-8242.

Sincerely,

~~•~ 
'~~r

G:~~tli •i~'~~ Y, I~l~ r~G.f
Executive Director

lg

Enclosure



NURSING FACXLITY SERVICES AGREEMENT

THIS NURSING FACILITY SERVICES AGREEMENT ("Agreement"} is made

and entered into this 3rd day of Veen er, 2011 (the "Effective Date") by and between

GILCHRIST HOSPICE CARE, Inc. ("Hospice") and BRINTON WOODS

HEALTH CARS CENTER, LLC("Facility"),

RECITALS

A. WHEREAS, Hospice operates a licensed hospice program.

B, WHEREAS, Facility is a duly licensed nursing facility that is certified to

participate in tl~e Medicare and/or Medicaid programs.

C. •WHEREAS, the parties contemplate that from time to time individuals

residing in Facility will need hospice care and individuals previously accepted into

Hospice will need care in a nursing facility.

AGREEMENTS

In consideration of the Recitals and mutual agreements that follow, the parties

agree to the following terms and conditions:

Definitions.

(a) " .aciliki~ S~tvices" means those personal care and room and board

services provided by Facility as specified in the Plan of Care for a Hospice Patient
including, but not limited to: (i) providing food, including individualized requests and

dietary supplements; (ii) assisting with activities of daily living such as mobility and

ambulation, dressing, grooming, bathing, transferring, eating and toileting; (iii) arranging

and assisting in socializing activities; (iv) assisting in the administration of medicine;

(v) providing and maintaining the cleanliness of Hospice Patient's room; (vi) supervising

and assistiYig in the use of any durable medical equipment and therapies included in the

Plan of Care; (vii) providing laundry and personal care supplies; (viii) providing health

monitoring of general conditions; (ix) contacting family/legal representative for purposes

unrelated to the terminal condition; (x) arranging for the provision of medications not

related to the management of the terminal illness; and (xi) providing the usual and

customary room furnishings provided to Facility residents including, but not limited to,

beds, linens, lamps and dressers. In the case of Medicaid Eligible Hospice Patients,

Facility Services shall include all services outlined in the Medicaid covered services rule,
as maybe amended fi~orn time to tune.



(b) "~losj~ice Patient" means an individual ~~ho has elected, directly or

through such individual's legal representative, to receive Hospice Services and is

accepted by Hospice to receive Hospice Services.

(c) "~<Tp~sgicc l'hysieian" means a duly licensed doctor of medicine or

osteopathy employed or contracted by Hospice who, along with the Hospice Patient's

attending physician (if any), is responsible for the palliation and management of a

Hospice Patient's terminal illness and related conditions.

(d) "~~~Servi,~,s" means those services provided to a Hospice

Patient that are reasonable and necessary for the palliation and management of such

Hospice Patient's terminal illness and are specified in a Hospice Patient's Plan of Care.

Hospice Services include: (i) nursing care and services by or under the supervision of a

registered nurse; (ii) medical social services provided by a qualified social worker under

the direction of a physician; (iii) physician sen~ices to the extent that these services axe

not provided by the attending physician; (iv) counseling services, including bereavement,

dietary and spiritua3 counseling; (v) physical, respiratory, occupational and speech

therapy services; (vi) home health Aide/homemaker services; (vii} medical supplies;

(viii) drugs and biologicals; (ix) use of medical appliances; and (x) medical direction and

management of the Hospice Patient.

(e) °Inter~liscinlinar~(3~`~ufi" ("IDG") means a group of qualified

individuals including, but not lunited to: a doctoz of medicine or osteopathy; a registered

nurse; a social worker; and a pastoral or other counselor.

(fl "~Vted.ie~~d ~ti~~ible ~~sp~~e ~`~ti~ni" means a Hospice Patient who

either: is eligiUle for Medicaid benefits and who has elected to receive the Medicaid

hospice benefit; or is eligible for both Medicaid and Medicare Part A benefits and who

has elected the Medicare hospice benefit.

(g) "~~dicare ~~i~il~le Iips~io~ ~'~iie~~t" means a Hospice Patient who

is eligible for Medicare Part A benefits, but who is not eligible for Medicaid Uenefits and

who has elected to receive the Medicare Part A hospice benefit.

(h) °OtI~cr~tteility Services" means all items and services provided by

Facility, wkuch are not related to treatment of a Hospice Patient's terminal illness but

specified in the Plan of Care.

(i) "~']an of Cttre" means a written care plan established, maintained,

reviewed and modified, if necessary, at intervals identified by the IDG. The Plan of Care

must reflect Hospice Patient u~d family goals acid inteivenrions based on the problems

identified in the Hospice Patient assessments. The Plan of Care will reflect the

participation of the Hospice, Facility and the Tiospice Patient and family to the extent

possible. Specifically, the Plan of Care includes: (i) an identification of tlxe Hospice

Services, including interventions for pain management and symptom relief, needed to

meet such Hospice Patient's needs and the related needs of Hospice Patient's family; (ii) a

~a



detailed statement of the scope and frequency of such Hospice Services; (iii) measurable

outcomes anticipated from implementing and coordinating the Plan of Care; (iv) drugs
and treatment necessary to meet the needs of the Hospice Patient; (v) medical supplies

and appliances necessary to meet the needs of the Hospice Patient; and (vi) the IDG's

documentation of the Hospice Patient's or representative's level of understanding,
involvement and agreement with the Plan of Care. Hospice and Facility will jointly
develop and agree upon a coordinated Plan of Care which is consistent with the hospice

philosophy and is responsive to the unique needs of Hospice Patient and his or her
expressed desire for hospice care. The Plan of Care will identify which provider is
responsible for performing the respective functions that have been agreed upon and
included in the Plan of Care.

(j) "Private Pa~H~fi1~i"ce: Pit ~i t" means a Hospice Patient who is not

eligible for the Medicare Part A hospice benefit or the Medicaid hospice benefit, or if
eligible, has revoked or elected not to receive the Medicare Part A hospice benefit and/or
the Medicaid hospice Uenefit.

(k) "~t~g~dext~~I~~spiee Care l~a~t" means a day on which a Hospice
Patient receives Facility Services, including the day of admission but excluding the day
of discharge and any days on which a Hospice Patient receives inpatient care.

(1) "C~Yn~a~~e'e ~t~ s a: d 'e "ce "means those services provided by
Facility that are not Hospice Services, Facility Services or Other Facility Services
including, but not limited to, telephone, guest trays and television hookup.

2. TZ~,~ _n ~it~iliti~s o~'~~~ztity.

(a) I'ror~isit~z~ of Sir Pices.

(i) +acilt,k,'~zv~~. At the request of an authorized Hospice
staff member, Facility shall admit Hospice Patients to Facility, subject to Facility's
admission policies and procedures and the availability of beds. Facility shall
immediately notify Hospice if Facility is unable to admit a Hospice Patient. Facility
shall comply with Hospice Patient's Plan of Care and shall ensure Hospice Patients are
kept comfortable, clean, well-groomed and protected from negligent and intentional
harm including, but not limited to, accident, injury and infection. Facility's primary
responsibility is to provide Facility Services, It is Facility's responsibility to provide
Facility Services that meet the personal care and nursing needs that would have been

provided by a Hospice Patient's primary caregiver at home, and Facility shall perform
Facility Services at the same level of care provided to each Hospice Patient before
hospice care was elected. Whale Facility's nursing personnel may, as specified by
Facility, assist in admuiistering prescribed therapies to Hospice Patients under tie Plan
of Care, such assistance may only be provided to the extent the activity is permitted by
law and only to the extent that Hospice would routinely utilize the sezvices of a Hospice
Patient`s family in implementing the Plan of Care. Notwithstanding the foregoing, in
times of Hospice Patient crisis Hospice may authorize and direct Facility staff to perform



more sophisticated functions in order to ensure Hospice Patient comfort, and Hospice

and Facility shall address potential cizsis situations for individual Hospice Patients .ui the

Plan of Care.

(ii) ~:Verlahliy, Facility shall be available to provide Facility

Services 24 hours per day, 7 days per week and shall maintain sufficient personnel who

have the requisite training, skills and experience to meet this obligation.

(iii) ?~Iotfioutz'on ~f'ScNia~s, Facility shall fully inform

Hospice Patients of Facility Services, Other Facility Services and Uncovered Items and

Services to be provided by Facility.

(b) ~'rn~~:gsieiz~~l ~t~t~~rds e~a~tl Cx~c:clnnCials.

(i) 3'fi~n~'ess~a~~1 Sfaitdarcis; Facility shall ensure that all

Facility Services are provided competently and efficiently. Facility Services shall meet

or exceed the standards of care for providers of such services and shall be in compliance

with all applicable laws, rules, regulations, professional standards and licensure

requirements.

(ii) Ci`ede~7ltls.

[a] ~„~;ac~suir~: Facility represents and warrants that it

has and will maintain in good standing during the term of this Agreement all federal, state

and local licenses and certificates required by law to pro`~ide Facility Services. Upon

Hospice's request, Facility shall provide Hospice with evidence of such licenses and

certifications.

[b] t~ualific;atia~ls off' Perstrruzel; Personnel who provide

Facility Services shall be reasonably acceptable to Hospice. Facility represents and

warrants that personnel providing Facility Services: [i] are duly licensed, credentialed,

certified, and/or registered as required under applicable state laws; and [ii] possess the

education, skills, training and other qualifications necessary to provide Facility Services.

Based on criminal background checks conducted by Facility, Facility personnel who have

direct contact with Hospice Patients or have access to Hospice Patient records have not

been found to have engaged in improper or illegal conduct relating to the elderly,

children or vulzierable individuals. Upon Hospice's request, Facility shill provide

Hospice with proof of an individual's quaIifacations to provide Facility Services.

[c] Disci l,~n~r~ction, Facility represents and

warrants that neither it nor any of its personnel is under suspension or subject to any

disciplinary proceedings by any agency having jurisdiction over professional activities of

Facility or its persoruie] and is not under any formal or informal investigation or

preliminary inquiry by such department or agency for possible disciplinary action.

[d) ~~clttsic~~a 1iY>ni J~Ie~c  ar~ ax ~~e~a~aad. Facility

represents and warrants that neither Facility i~or its personnel has been, at arty tune,
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excluded from participation in any federally funded health care program including, without
limitation, Medicare or Medicaid, nor has been convicted or found to have violated any
federal or state fraud and abuse law or illegal remuneration law.

(c) CJu~iiv t~sg~ssn7ent end P~sfnrmance Trrt~7~vemenl AcC~v~ties.
Facility shall cooperate with Hospice in its hospice-wide quality assessment and
performance unprovement activities, Components of the quality assessment and
performance improvement program include (i) data collection; (zi) reporting adverse
patient events, analyzing their causes, and implementing preventive actions and
mechanisms; and (iii) taking actions to improve performance. Hospice shall provide
Facility with a description of its quality assessment and performance unprovement
program and information oiz performance improvement projects, Third party payors may
also impose their own utilization management or quality assurance requirements, which
Facility must meet. Cooperating in such activities shall not constitute a waiver of any
legal privileges or rights that may apply to the information that is shared. Hospice shall
maintain the confidentiality of such information in whatever form it is provided.

(d) ~9c~rtl i~ati~n cif C~r~,

(i) Ceztic~r~ . Facility shall participate in any meetings, when
requested, for the coordination, supervision and evaluation by Hospice of the provision of
Facility Services. Hospice and Facility shall communicate with one another regularly
and as needed for each particular Hospice Patient, Bach party is responsible for
documenting such communications in its respective clinical records to ensure that the
needs of Hospice Patients are met 24 hours per day.

(ii) ~?~si~xi c~fl?]~i~ a,~Ca~'~ In accordance with applicable
federal and state laws and regulations, Facility shall coordinate with Hospice in
developing a Plan of Care for each Hospice Patient. Hospice retains primary
responsibility for development of the Plan of Care.

(iii) a~lic{it~~~ts [~ Pl~ti_u~f Caxe. Facility will assist with
periodic review and modification of the Plan of Care. Facility will not make any
modifications to the Plan of CAre without first consulting with Hospice. Hospice retains
the sole authority for determining the appropriate level of hospice care provided to each
Hospice Patient.

(iv) ~1otiLic~ati~~n. of'~h~u~e in ~~laditann.. Facility shall
unmediately inform Hospice of any change in the condition of a Hospice Patient. This
includes, without limitation, a significant change in a Hospice Patient's physical, mental,
social or emotional status, clinical complications that suggest a need to alter the Plan of
Care, a need to transfer the Hospice Patient to another facility, or the death of a Hospice
Patient.

(e) J'i~,liri~s azar3 P,~:~cetiures. In providing services to Hospice Patients,
Facility shall abide by Hospice's policies and procedures, palliative care protocols and
Plans of Care.



(fl acs st wit11 Sua~ve~s end t~~~lai~fi~. Facility shall be available
during federal, state, local and oilier surveys to assist Hospice in responding to surveyor
questions and survey citations, attending exit conferences, drafting plans of correction for
identified survey deficiencies and providing clinical expertise when necessary to appeal
survey deficiencies, In the event of any complaint filed by or with respect to a Hospice
Patient or any investigation initiated by any goverrunental agency or any litigation
commenced against Hospice, Facility shall fully cooperate with Hospice in an effort to
respond to and resolve the same in a timely and effective manner. Facility shall also
cooperate fully with any insurance company providing protection to Hospice in
connection with investigations, Facility shall notify Hospice promptly of any inquiries,
claims, and investigations and cooperate fully with the directions of Hospice with respect
thereto

(g) '~isitin anr~-I~.ecess 1,'j leas ice;

(i) V' fin i~~~l_,._ ;c;~es. Facility shall permit free access and
uru-estricted visiting privileges, including visits by cluldren of any age, 24 hours per day,
7 days per week.

(ii) 'WisC r A ~n~n~t~ciatic~ns. Facility shall provide adequate
space, located conveniently to Hospice Patient, for private visiting among Hospice
Patient, Hospice Patient's family members and any other visitors. Facility shall provide
adequate accommodations for Hospice Patient's family members to remain with Hospice
Patient up to 24 hours per day, and permit family members privacy following the death of
a Hospice Patient.

(iii) ~Ins~~ic~ 11t:ccss to ~~cilit~. Facility shall permit
employees, contractors, agents and volunteers of Hospice free and complete access to
Facility 24 hours per day, as necessary, to permit Hospice to counsel, treat, attend and
provzde services to each Hospice Patient,

(iv) ~S ~s zc~ I'1i,~  ~iclan. Facility shall grant full staff privileges
io Hospice Physicians upon application and qualification for such privileges in
accordance with Facility's requirements.

(h) ~'~taec~t 7`t'sit~s~'e~°, Facility shall not transfex any Hospice Patient to
another care setting without the prior approval of Hospice, If Facility fails to obtain the
necessary prior approval, Hospice bears no financial responsibility for the costs of
transfer or the costs of care provided in another setting.

(i) ~?37Licia~i Orders. If there are physician orders that are
vxconsistent with the Plan of Care or Hospice protocols, a registered nurse with Facility
shall notify Hospice, An authorized representative of Hospice shall resolve differences
directly with the physician and secure the necessary orders.

(j) I3e~•ct~>>eme_:.z~i a~n~ic~s to ~'~ci~it~~ ~ta~`f: Facility shall be primarily
responsible for providing any requested bereavement services to Facility staff after the



death of a Hospice Patient who resided in Facility; provided, however, that Hospice may

assist Facility in providing such Uereavement services to grieving Facility staff members

upon request from Facility.

3. Resp~nsibiliiie~ of 1=Iosgice:

(a) ~d~ission fo-tinci I7isch~r;~~ from k3'p~pic~ I~rngrmz~.

(i) t~ssessm~nt. If a resident of Facility requests the provision

of Hospice Services, Hospice shall perform an assessment of such resident and shall

notify Facility, either orally or in writing, whether such resident is authorized for

admission as a Hospice Patient. Hospice shall maintain adequate records of all such

authorizations of admission.

(ii) ;A:syessin~ .Conlii~u~tl ,~ligibilit~, Hospice shall have sole

authority for assessing a Hospice Patient's continued eligibility for Hospice Services and

for discharging a Hospice Patient from Hospice.

(b) Prcifessio»al Tvlv~~~Q~e~~t l{~sn ~nst ilt`t. ,

(i) ~~yta~li~~~a~vetl~-.Law.,. Hospice shall assume professional

management responsibility for Hospice Services provided to Hospice Patients residing at

Facility and their family units, pursuant to the Medicare Conditions of Participation for

Hospice Care and state and local laws and regulations. This includes admission and/or

discharge of patients, patient and family assessments, reassessments, establislunent of

the Plan of Care, authorization of all services and management of the care through IDG

meetings. Hospice shall znalce arrangements for, and remain responsible for; any

necessary continuous care or inpatient care related to a Hospice Patient's terminal illness
and related conditions. Hospice acknowledges that it is responsible fox providing
Hospice Services to Hospice Patients residing at Facility at the same level and to the
same extent as if Hospice Patienis were receiving care in their own horrAes.

(ii) M~na~~uti~it hf~~bs~iCe 5c»>ices. Hospice shall retain

professional management responsibility to ensure thaf Hospice Services are furnished in

a safe and effective manner by qualified personnel ui accordance with Hospice Patient's

Plan of Care

{iii) ~tic~rtii~atigil dnd Lvt~lti~tiQi~. Hospice shall retain

responsibility for coordinating, evaluating and administering the hospice program, as well

as ensuring the continuity of care of Hospice Patients, which shall include coordination of

Facility Services. Hospice's IDG shall communicate with Facility's medical duector,

Hospice Patient's attending physician and other physicians participating in the care of a

Hospice Patient as needed to coordinate Hospice Services with the medical care provided

by other physicians. Methods used to evaluate the care may include; [a] periodic

supervisory visits; [b] review of the qualifications of personnel providing Facility

Sen~ices; {c] review of documentation; [d] evaluation of the response of a Hospice
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Patient to the Plan of Care; [e] discussion with patient and patient's caregivers; [ff patient

evaluation surveys; and [g] quality improvement data.

(iv) ses~ti~e~it cif 1"~~cilxty S~ry aes: Hospice shall develop,

maintain and conduct an ongoing, comprehensive assessment of the quality and

appropriateness of Facility and the provision of Facility Services. Such assessments shall

Ue conducted at least annually.

(c) ~os~aice Ca~'~'~`r~~aa ~. Hospice shall provide orientation and

ongoing hospice care training to Facility's personnel as necessary to facilitate the

provision of safe and effective care to Hospice Patients. Such orientation must include

Hospice policies and procedures regarding methods of comfort, pain control and

symptom management as well as principles about death and dying, individual responses

to death, patient rights, appropriate forms and recordkeeping requirements.

(d) T)es nation-ofl-TosGe~ ~e~~i~sUnt~ili~~e. For each Hospice Patient,

Hospice shall designate a registered nurse who will be responsible for coordinating and

supervising services provided to a Hospice Patient and be available 24 hours per day,

7 days per week for consultation with Facility concerning a Hospice Patient's Plan of

Care. In addition, for each Hospice Patient residing at Facility, Hospice shall designate a

member of the Hospice Patient's IDG to provide overall coordination of care for such

Hospice Patient. Such hospice representative shall monitor Facility and be available to

provide information to Facility regarding the provision of Facility Services and to

coordinate the periodic evaluation of patient progress and outcomes of care upon request.

Further, the hospice representative shall be responsible for communicating with Facility

representatives and other health caz•e providers who participate in the care of a Hospice

Patient's terminal illness and related conditions to ensure quality of care for Hospice

Patients and their families.

(e) 1'rduisiai~ ~fln!'ann~tibn. Hospice shall promote open and

frequent communication with Facility and shall provide Facility with sufficient

information to ensure that the provision of Facility Services under this Agreement is in

accordance with the Hospice Patient's Plan of Care, assessments, and treatment planning

and care coordination. At a minimum, Hospice shall provide the following information

to Facility for each Hospice Patient residing at Facility:

(i) plan f Care Mec3` t~ i : »s ~iY Orders. The most recent

P]an of Care, medication information and physician orders specific to each Hospice

Patient residing at Facility;

advanced directives;

of termula] illness;

(ii) ~~eciici~~ I~~rzn. Tlie hospice election form and any

(iii) C'ertilicnti~ns. Physician certifications and recertifieations



(iv) Cr~,nka :t n,~tirn~a~: 1Vames and contact information for

Hospice personnel involved in providing Hospice Services; and

(v) C}~i~Ca11 u"yslen3, Instructions on how to access Hospice's

24-hour on-call system,

(~ ~nlcies:~l~l ~raced~a`~. Hospice shall provide Facility with

copies of applicable Hospice policies and procedures and shall meet with Facility to

review such policies and procedures, as necessary.

(g) ~?hysic~~►n l?rd.~i's. All physician orders communicated by Hospice
under this Agreement shall be in writing and signed by the applicable attending physician
or Hospice Physician; provided, however, that in the case of urgent or emergency
circumstAnces, such orders may be communicated orally by any such persons. Hospice
shall maintain records of all physician orders communicated in connection with the Plan
of Care.

(h) Not~fic~tinn ~f l-Iaspiae ~t~rvi~es. Hospice shall fully inform
Hospice Patient of the Hospice Services to be provided by Hospice and Purchased
Hospice Services, if any, to be provided by Facility.

(i) .Assisi wide Starves end C'omPlZiinis. Hospice shall be available
during federal, state, local and other surveys to assist Facility in responding to surveyor
questions and survey citations, attending exit conferences, drafting plans of correction
for identified survey deficiencies and providing medical expertise when necessary to
appeal survey deficiencies. In the event of any complaint filed by or with respect to a
Hospice Patient or any investigation initiated by any goverrunental agency or any
litigation commenced against Facility, Hospice shall fully cooperate with Facility in an
effort to respond to and resolve tl~e same in a timely and effective manner. Hospice shall
also cooperate fully ~~~ith any insurance company providing protection to Facility in
connection with investigations. Hospice shall notify Facility promptly of any inquiries,
claims, and investigations and cooperate fully with the directions of Hospice with respect
thereto.

4. I3illin~ end I?~iy~n.cnt:

(a) 13illin~ rind 1'ay~ncnt l~~r 1~~cil ty ~crvices.~'rovic3ed to Medicaid.
Lli~ibJe Ht~sl3ice l'atieixt$,

(i) Rates. Hospice shall pay Facility a fixed payment rate for
each Residential Hospice Care Day provided to a Medicaid Eligible Hospice Patient,
except the day on which such patient is discharged from Facility, unless such patient dies
while residing at Facility. The fixed payment rate shall be 100 percent (100%) of
Facility's then current Medicaid per diem rate that would have been paid by the Medicaid
program to Facility if the Medicaid Eligible Hospice Patient had not elected to receive
hospice care, less the MedicAid Eligible Hospice PatienPs required personal contribution
amount, if any. Facility shall accept this rate as pa}ment in full for Facility Services



provided to such Medicaid Eligible Hospice Patient and shall not bill the Medicaid

Eligible Hospice Patient or his/her family, representatives or any third party payor.

Facility shall collect and retain the Medicaid Eligible Hospice Patient's required personal

contribution amount, if any.

(ii) ~3alli~#~ anc~ l~avrnent. Within ten (10) calendar days of the

end of the month and within at least 30 days of providing Facility Services, Facility shall

submit to Hospice an accurate and complete statement of all Facility Services provided to

Medicaid Eligible Hospice Patients. The statement shall be in a form acceptable to

Hospice and include information usually provided to tlurd party payors to verify the

services and charges reflected in the statement. Hospice shall pay Facility within 30 days

after receipt of a complete statement. Payment by Hospice in respect to such bills shall

be considered final, unless adjustments are requested in writzng by Facility within 30

days of receipt of pa}nnent. Hospice shall have no obligation to pay Facility for any

service if Hospice does not receive a bill for such service within 120 days following the

date on which the sen~ice was rendered.

N) T~lli a ci . a e t' f rr ,1~t xc'ded Medicare;

T;ligil~le k~Io ;dice ~?ati~;sits ~iad Pi'avate P~v ~T~~~~ice I~~►i ~i~ts, Facility shall bill each
Medicare Eligible Hospice Patient and Private Pay Hospice Patient (or such patient's
third party payor, if applicable) for Facility Services at a rate agreed upon by FAcility and
such patient or his or her third party payor. Facility shall accept such payment as
payment in full fox Facility Services. Hospice will not be responsible for reimbursing
Facility for any portion of the cost of Facility Services provided to a Medicare Eligible
Hospice Patient or Private Pay Hospice Patient. Facility shall not seek payment from
Hospice in the event of default of financial obligations on the part of a Medicare Eligible
Hospice Patient, Private Pay Hospice Patient or such patient's third party payors.
Hospice will, to the extent permitted by law, provide Facility with any information it may
reasonably require to obtain payment from any payor or other permissible payment
source.

(c) ~illin~ and Pnvr~enl i'C~rl?urcha~5~;c1 I=1t~s.icn e Se~v,~~rs l'rovitiecl to
,Q~! S~ s 'ce 3'aii~:~1t~, Facility shall bill Hospice for Purchased Hospice Services
provided to Hospice Patients at the rates agreed to by Facility and Hospice. Facility
represents and warrants that all Purchased Hospice Services for Medicaid Eligible
Hospice Patients are not included in the applicable, then current Medicaid per diem rate
that Facility would have received if the Medicaid EligiUle Hospice Patient had not elected
to receive Hospice Services. The billing and payment procedures set forth in section
4(a)(ii) of this Agreement shall apply.

(d) i lit~,g awnr3 Pa. ~~e~i ~~r Qit~er :~erviee~, Facility shall bill Hospice
Patients or the third party payor, if applicable, for (i) Other Facility Services;
(ii) Uncovered Items and Services; and (iii) care provided by Facility upon the request of
a Hospice Patient which is not reasonable or necessary for palliation or management of
the terminal illness and not rendered an accordance with the applicable Plan of Care.
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Records"} at its principal place of vusiness, Hospice and its duly authorized

representatives, including any independent public accountant or other auditor, shall have

the right duruig regular business hours and on reasonable written notice to Facility to

examine Facility's Financial Records and to make copies thereof.

(c) ~~~:Ss b'tf l~ca5pi~e. Facility shall permit Hospice or its authorized

representative, upon reasonable notice, to review and make photocopies of records

maintavied Uy k'acility relating to the provision of Facility Services including, but not

limited to, clinical records and billing and payment records, This section shall survive

the ternlination of this Agreement,

(d) Iz~~~~e(~an Icy Ga~rernment. In accordance with 42 U.S.C.

§ 1395x(v)(1)(i) and 42 C.F.R. § 420.300, et sea., Facility shall make available, until the

expiration of five years from the termination of this Agreement, upon written request, to

the Secretary of Health and Human Services of the United States, and upon request, to

the Comptroller General of the United States, or any of their duly authorized

representatives, this Agreement and any of its books, documents and records that are

necessary to certify the nature and costs of Medicare reimbursable services provided

under this Agreement. If and to the extent Facility carries out any of its duties under this

Agreement through a subcontract with a related organization having a value or cost of

$10,000 or more over a 12-month period, then Facility shall ensure that the subcontract

contains a clause comparable to the clause in the preceding sentence. Nothing contained

in this section shall be construed as a waiver by either party of any legal rights of

confidentiality with respect to patient records and proprietary information.

(e) ~l ~s`tructin~ tif7teaortls, Facility shall take reasonable precautions

to safeguard records against loss, destruction and unauthorized disclosure,

7, ~it,p~,~~ Each party acknowledges that as part of its performance

under this Agreement, it may be required to disclose to the other party certain

information pertaining to Hospice Patients (collectively, "Patient Information") and may

be required to disclose certain business or financial information (collectively, with the

Patient Information, the "Confidential Inforn~ation"). Each party agrees that it shall treat

Confidential Infonnation with the same degree of care it affords its own similarly

confidential information and shall not, except as specifically authorized in writing by the

other party or as otherwise required bylaw, reproduce any Confidential Information or

disclose or provide any Confidential Information to any person. A party that discloses

Confidential Information shall be entitled to injunctive relief to prevent a breach or

threatened breach of this section, in addition to all other remedies that maybe available.

This section shall survive termination of this Agreement.

'~'ean~ nncl Tcnr~inatic~n.

(a) Term. This Agreement shall have an initial teen of one year

beguuuiig on the Effective Date ("I~vtial Term") and shall automatically renew for

successive one-year terms, unless sooner terminated as provided below.
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(U) ~"~rn~inato~~.

(i) Witht>tit Causo, This Agreement maybe tenninated by

either party for any reason after the Initial Turn by providing at least 90 days' prior

written notice to the other party,

{ii) IV.1utu~il 1~/ritt~n f1 reetzietii. This Agreement may

terminate at any time after the Initial Term upon written agreement of the parties.

(iii) or C~vs .Either party may terminate this Agreement

upon 30 days' prior written notice to the other party, if the other party breaches this

Agreement and fails to cure such breach within such 30-day period. (iv)

Clian,~e zn mow. Tn the event there are substantial changes or

clarifications to a~iy applicable Laws, rules or regulations that materially affect, in the

opinion of either party's legal counsel, any party's right to reimbursement from third party

payors or any other legal right of any party to this Agreement, the affected party may, by

written notice to the other party, propose such modifications to this Agreement as maybe

necessary to comply with such change or clarification. Upon receipt of such notice, the

parties shall engage in good faith negotiations regarding any appropriate modifications to

this Agreement, If such notice is given and the parties are unable within 60 days

thereafter to agree to appropriate modifications to this Agreement, either party may

terminate this Agreement by providing at least 30 days' notice to the other party.

(v) ~nrried7te Ter~niit~cinn. Nori~ithstanding the above, either

party may immediately terminate this Agreement if:

[a] "~ilure tt~.I°~AVe (7uali~c~tlC~ris: A party or its

personnel are excluded from any federal health program or no longer have the necessary

qualifications, certificarions and/or licenses required by federal, state and/or local laws to

provide Facility Services.

[b] l.,ir~uidatinn, A party commences or has

commenced against it proceedings to liquidate, wind up, reorganize or seek protection,

relief or a consolidation of its deUts under any law relating to insolvency, reorganization

or relief of debtors or seeking the appointment of a receiver or trustee.

(c] ,F,~iluie t~ I-1~vv tnsc~r~nve: A party ceases to have

any of the insurance required under this Agreement.

[d] J„wl7reais tc, I-1e~)th, ~~afety ter Wellari. A party fails

to perform its duties under this Agreement acid the other party determines in its full

discretion that such failure threatens the health, safety or welfare of any patient.

[e] ~'nrn iss:ci z n isc~a~~iict. A party commits an

act of misconduct, fraud, dishonesty, misrepresentation or moral turpitude involving the

other party or a mutual patient of the parties.
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(c) ~fi'ect n~"I`e~tin natiol~ can l~uailabilii~~ of ~neil iy fia~•vices. In the

event this Agreement is terminated, Facility shall work with Hospice in coordinating the

continuation of Facility Services to existing Hospice Patients and shall continue to

provide Facility Services to Hospice Patients after this Agreement is terminated, if

Hospice determines that removing Facility Services would be detrunental to Hospice

Patients. In such cases, Facility Services shall continue to be providedm accordance

with the terms set forth in this Agreement. This section shall survive termination of this

Agreement.

9. Notifc~ti~ of'i~~~teri~l.~vents. Either party shall immediately notify the

other party of:

(a) Uv+rnersl~.i~ Chan *~. Any change in 10% or more of its ownership.

(b) l3u~int:ss A~Idres~ ~Ixn~~:: A.ny change in business address.

(c) ~,;~~nsii~'e Aetabi~s. Any sanctions, intermediate or otherwise,

administrative or judicial fines, penalties, or action by federal or state officials against the

party or its personnel,

(d) ~x~ s'o : Any threatened, proposed or actual exclusion of it ox

any of its subcontractors or personnel from any government program including, but not

limited to, Medicare or Medicaid.

(e) lnsuetwCe. The cancellation or modification of any of the

insurance coverage that the party is required to have under this Agreement.

(fl . i uid~tion. The commencement of any proceeding to liquidate,

wind up, reorganize or seek protection, relief or a consolidation of Fflcility's or Hospice's

debts under any law relating to insolvency, reorganization or relief of debtors or seeking

the appointment of a receiver or trustee.

(g) ~n~idclt R~~,ortin~, Any of the following alleged incidents

involving a Hospice Patient residuig at Facility:

(i) Mish~eatment or neglect;

(ii) Verbal, mental, sexual or physical abuse;

(iii) Injuries of an unlaiown source; or

(iv) Misappropriation of patient property.

10. and'sC~itiiina ivzz. The parties agree that in the performance of this

Agreement they will not discriminate or permit discrimination against any person or

group o£persons on the grounds of race, color, sex, age, religion, national origin, or any

other protected class in any manner prohibited by federal or state laws.
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1 L Ia~dep~ndent Gi~ntractox. In performance of the services discussed herein,

Hospice and Facility shall each be, and at all rimes are, acting and performing as an

independent contractor, and not as apartner, a co-venturer, an employee, an agent or a

representative of the other. No employee or agent of one party to this Agreenleut shall be

considered an employee or agent of the other party.

12. Use af1V ~~nc; tar'~ul~rks. Neither Hospice nor Facility shall have the right

to use the name, symbols, trademarks or service marks of the other party in advertising or

promotional materials or otherwise without receiving the prior v~~ritten approval of such

other party; provided, however, that one party nnay use the name, symbols, or marks of

the other party in written matezials previously approved by the other party for the purpose

of informing prospective Hospice Patients and attending physicians of the availability of

the services described in this Agreement.

13, ~Y1is~c1lFi~~enlis PrpVisit~ns

(a) ATa~endnient. No amendment, modification or discharge of this

Agreement, and no waiver hereunder, shall be valid or binding unless set forth in writing

and duly executed Uy the parties hereto.

(b) "eve fl slit. , This Agreement is severable, and in the event that

any one or more of the provisions hereof shall be deemed invalid, illegal or

unenforceaUle in any respect, the validity, legality and enforceability of the remaining

provisions contained herein shall not in any way be affected or impaired thereby.

(c) 7 ̀~ 'iz ys. The descriptive headings in this Agreement are for

convenience only and shall not affect the construction of this Agreement.

(d) Gov~~,r1~~~,~. This Agreement, the rights and obligations of the

parties hereto, and any claims or disputes relating thereto, shall be governed by and

construed in accordance with the laws of the State of Maryland. Any claims or disputes

related to this Agreement shall be brought in Baltimore County Circuit Court, Baltimore

County, Maryland.

(e) Not~tiss~;npl~il' ±, Neither party shall assign or transfer, in whole

or in part, this Agreement or any of its rights, duties or obligations under this Agreement

without tl~e prior written consent of the other party, and any assignment or transfer

without such consent shall Ue null and void.

(fl Waiver. The waiver by either party of a breach or violation of any

provision ui this Agreement shall not operate or Ue construed as a waiver of any

subsequent breach or default of a similar nature, or as a waiver of any such provisions,

lights or privileges hereunder.

(g) clin~F1'ect, This Agreement shall be binding upon and inure

to the benefit of the parties hereto and their respective successors and permitted assigns.

There are no third party beneficiaries of or to this Agreement.
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TO: FACILITY
Brinton Woods Health Care Center, LLC.
1442 Bucld~orn Road
Sykesville, MD 21784
Attn: Kristin M. MacDonald, MS, RD, NHA

FAX No.; ~11ib - ~_.....,,~:5.,.=' SSZ~~,
Medicare Provider No.: 2 ] 547

(n) L~ntire ~~a'e~moiit. This instrument cmitains the entire agreement

of the parties hereto and supersedes all prior oral or written agreements or understandings

between them with respect to the matters provided for herein. This Agreement may not

Ue modified or amended except by mutual consent of the parties, and any such

modification or amendment must be in writing duly executed by the parties hereto, and

shall be attached to, and become a part of, this Agreement.

The parties have executed this Agreement as of the day, month and year first

written above.

HOSPICE:
GILCHRIST HOSPICE CARE

By:
Name; Cath~rz3i~. . Hamal
Title: Executive Director

FACILITY:
BRiNTON WOODS HEALTH CARE
CENTER, LLC.

~~W~y 1 c1t.~r~•..~.1,4~'1 1. ~ ~>~~) Lt• f l.C\..~.{il

N~~i~~: Kristin M. Ivla~Da~it~ld
Title: Administrator
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ADDENDUM B

GENERAL INPATIENT SERVICES

THIS INPATIENT CARE ADDENDUM is effective on the 20`~ day of August,

2014 (the "Effective Date") and amends and is made part of the NURSING FACILITY

SERVICES AGREEMENT ("Agreement"} by and between SEASONS HOSPICE &

PALLIATNE CARE OF Maryland, Inc. ("Hospice") and Brinton Woods Nursing &

Rehabilitation Center at Winfield ("Facility") dated August 20, 2014 (the "Agreement")

for patient Rebecca Chun only.

RECITAL

Hospice and Facility desire to modify the Agreement to address the provision of

Inpatient Services to Hospice Patients.

AGREEMENTS

1. Definitions. Capitalized terms not otherwise defined in this Addendum

shall have the meanings given to them in the Agreement.

{a) "Ge~aer~il I~apatienfi Cary Dom" means a day on which a Hospice

Patient receives Inpatient Services for pain control or symptom management which

cannot be managed in other settings. Any portion of a 24 hour period, if less than 24

hours, sha11 constitute a General Inpatient Care Day and shall be compensated pursuant to

this Agreement, except the day on which the Hospice Patient is discharged unless such

patient dies as an inpatient.

{b) "I~ipatiei~t Services" means inpatient beds and related services that

are available at, and provided by, Facility pursuant to its customary policies, including

services necessary for pain control, or for symptonn management. Such services include,

without limitation, nursing, dietary, housekeeping, therapies, emergency, laboratory,

radiology, respiratory, pharmacy, oxygen services and related ancillary services.

2. l~es~x~ilsibilities c~~' C'acili~.

(a) Provision o~ I~~~atieilt Services. At the request of an authorized

F-iospice staff member, Facility shall provide Inpatient Services to Hospice Patients in

accordance with Facility's obligations to provide Facility Services to Hospice Patients

under the Agreement, except as such obligations are superseded by this Addendum.

Facility shall provide Hospice Patients with beds in Facility. While Facility does not
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guarantee the availability of any specific number of beds, it will make beds available to

Hospice Patients an the same priority basis as its other patients.

(b) N1~:clic~rc Gertiiicatian. Facility represents and warrants that it is

currently, and will at all times during the term of this Addendum remain, certified to

participate in the Medicare program,

(c) ~'t~erity-l'otar IIat~r Ni~rsn~Scx~v~c~s. Facility shall provide 24-hour

nursing services that meet the nursing needs of all patients and are furnished in

accordance with each patient's Plan of Care, and each shift shall include a registered

nurse who provides direct patient care. Each Hospice Patient must receive all nursing

services as prescribed. For each shift, Facility will identify to Hospice in advance a

charge nurse or other member of Facility's nursing staff who will respond to Hospice's

requests for information concerning Hospice Patients.

{d) lIbr11~-Like At~nos  ~1~er~. Facility shall provide ahome-like

atzmosphere and ensure that patient areas are designed to preserve the dignity, comfort

and privacy of patients.

(e) Diseh~u'ge Sun~m~.rv. Facility shall provide Hospice with a copy of

the discharge summary at the time of discharge.

(fl ~npalient Clinical Re~oxcl. Facility shall maintain an inpatient

clinical record for each Hospice Patient that includes a record of all Inpatient Services

furnished and events regarding care that occurred at Facility. A copy of the inpatient

clinical record shall be available to Hospice at the time of discharge.

(g) TrYipleXnt~~~t~iic~n ofA~rcenient. Facility shall designate an individual

within the facility who shall be responsible for the implementation of the provisions of

this Addendum and the Agreement ("Responsible Facility Representative"). The current

Responsible Facility Represenrtative is identified at the end of this Addendum. Facility

shall notify Hospice if a new individual is designated as the Responsible Facility

Representative.

I3c7spice I~es~o~~sibilaties.

(a) Provision oi'P1~Yri of Care Ct~ ~'acilit Upon a Hospice Patient's

admission to Facility for Inpatient Services, Hospice shall fuxnish a copy of the current

Plan Care. Hospice shall specify the Inpatient Services to be fuz-nished by Facility to

such Hospice Patient.

(b) Verification of I~egulatnr Rectuire.nle~its. Hospice shall verify

compliance the following requirements established by the Medicare Conditions of

Participation for Hospice Care.
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(i) ~;~ ~f Pla~~ r>F C~i~-c. Hospice shall document in the patient's
record that the Plan of Care has been provided to Facility and specify the Inpatient
Services that Facility will furnish. Hospice shall periodically review Hospice Patients`
records to verify that these requirements are met.

(ii) Pati~nt~ C~~•~ I'c~li~;ie~s. Hospice shall verify that Facility has
established patient care policies that are consistent with Hospice's policies and agrees to
abide by the palliative care protocols and Plans of Care established by Hospice for its
patients. Hospice sha11 review Facility's policies to determine their consistency with
Hospice policies.

(iii) ~n~aticnt Clinical R;ecc~rc~s, Hospice shall periodically review
Hospice Patients' inpatient clinical records to deternune that they include a record of all
Inpatient Services fiu-nished and events regarding care that occurred at Facility. Facility
shall make inpatient clinical records available to Hospice at the time of discharge.

(iv) ~C ~c~i' I~is~liar~ S~lm~nar~. Hospice shall document in the
patient's record that Facility provided a copy of the discharge summary at the time of
discharge. Hospice shall periodically review Hospice Patients' records to verify that this
requirement is nriet.

(v) R.~~~gnsble iia~ilix~ R~gresentative: The Responsible
Facility Representative is identified at the end of this Addendum. Facility shall
irrunediately notify Hospice if a new Responsible Facility Representative is appointed,
and shall inform Hospice of the name and contact information of the new Responsible
Facility Representative. Hospice shall maintain a record of Responsible Facility
Representatives.

{vi) Hns~icc Tr~inin~. Facility sha11 provide Hospice with a list
of Facility personnel who will be providing Inpatient Services to Hospice Patients,
indicating whether each person has already been provided with hospice training. For
personnel who have already received training, Facility shall provide Hospice with the
names of the individuals who gave the training and a description of the training. For
personnel who have not received hospice training, Hospice shall provide training, and
shall document the names of the individuals who gave the training and a description of
the training. Upon hiring new personnel who will be providing care to Hospice Patients,
Facility shall notify Hospice and indicate whether the personnel have received hospice
training and, if so, the names of the individuals who gave the training and a description of
the training.

(c) Prr~~'c.ssion~l Ivtana~~~~~ent I~espnr~si~iiity. Hospice retains
administrative and financial management, and oversight of staff and services related to all
Inpatient Services to ensuze the provision of quality care. All Inpatient Services must be
authorized by Hospice, furnished in a safe and effective manner by qualified personnel,
and delivered in accordance with the Plan of Care. Facility is authorized to provide all
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Inpatient Services identified in the Plan of Care. Facility shall seek authorization from

designated Hospice personnel prior to providing Inpatient Services not identified in the

Plan of Care.
4. ;~3illix~g and P~.~aczxk.

(a) M.~cleaid Eli~it?le ~-I_ ~st~%ce X'atiez~ts~, M4cCicare Eli~it~lc~~~~~ice

Patients aFi~l 1'~vate PaY T ~osXaics I?atients,. Hospice shall pay Facility a fixed rate for

each General Inpatient Care Day provided to a Medicaid Eligible Hospice Patient or a

Medicare Eligible Hospice Patient, except the day on which such patient is discharged

from Facility, unless such patient dies while residing at Facility, unless Medicaid does

not reimburse for the day of death. The fixed payment rate shall be $325 for each

General Inpatient Care Day provided to such Medicare Eligible Hospice Patients and

Medicaid Eligible Hospice Patients. Facility shall accept this rate as payment in full far

each General Inpatient Care Day provided to Medicaid Eligible Hospice Patients and

Medicare Eligible Hospice Patients and shall not bill such patients, their family,

representatives or any third party payor. The rate represents fair market value and does

not take into account the volume or value of referrals. Rates for reimbursement for

General Inpatient Care Days provided to Private Pay Hospice Patients, including those

with third party payors other than Medicare or Medicaid will be established in writing by

Facility in advance for each such patient.

(b) ~3illii~. The terms for billing for General Inpatient Care shall be

governed by the Agreement.

S. Res~c~nsihle ~~iciliiy Re~resez~t3tvc. Facility lia ~dentified'the following

individual as the Responsible Facility Representative ~,~~~~~~~,,:.,-- ~~- '~.--'

6. Conflicts. This Addendum shall be subject to the terms and eo ~diti~ns of

the Agreement; provided that, in the event of a conflict between the texrns and conditions

of this Addendum and the terms and conditions of the Agreement, the terms and

conditions of this Addendum shall control. Except as specifically amended herein, all

other terms and conditions of the Agreement shall remain in full force and effect.

The parties have executed this Addendum. as of the day, month and year first

written above.

A x•ee~! HOSPICE A reec~,X?A ,I1., 7'~'

Y•
Name: Marshall Scott Nan

Tint;: D~t~ect~z- oi' I;usi~~~ss t~pez~atit~7i~ T'i~ c
Fj

Seasons I-ios icc &Palliative Care
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MOBILE X-RA.Y AND EKG SERVICES AGREEMENT

THIS MOBILE X-RAY AND EKG SERVICES AGREEMENT (the "Agreerzlent") is
made and entered into as of this ~~ day of !~  ~~c , 2005 ("Commencement Date"), by and

between GOLDEN AGE GUEST HOME ("Facility"), and SYMPHONY DIAGNOSTIC

SERVICES No.l, INC., a California corporation d/b/a MOBILEX U5A.

NOW THEREFORE, in consideration of the nnutual covenants, premises and

agreements herein contained, and other gopd and valuable consideration, receipt of which is

hereby aclanowledged, the parties hereto agree as follows;

1. Services. MobilexUSA shall provide portable x-ray and EKG services to

residents or patients of the Facility, only on the order of a duly licensed and authorized physician.

All x-rays will be interpreted by a duly licensed and qualified Radiologist (the "Radiologist").

The Radiologist will dictate a report for each examination. MobilexUSA will promptly fax an

abbreviated verbal report to the Facility. For all STAT and positive exams, MobilexUSA will

place a call as well as faxed verbal report to the Facility. A transcribed full written report wi11

follow. MobilexUSA will perform EKGs and upon request have an interpretive written report

issued.

2. P~y~»r7fi: MobilexUSA will invoice Facility for services pxovided to all

patients designated as Medicate Part A or patients whose stay is covered by an "all inclusive

arrangement" between Facility and Medicare, private insurance carriers, or managed care

organizations. MobilexUSA will invoice Facility monthly according to the czurent Medicare fee

schedule less a 5% discount, plus an additional 5% if payment is made within agreed upon

paynnent terms. Facility is eligible for 10%total discount based on these terms:

Mobilex~CTSA will invoice Medicare, Medicaid or appropriate third party insurance for services

provided to those residenfis or patients not covered by Medicare Part A or an "all inclusive

arrangement" between Facility and Medicare, private insurance carver or managed care

organization.

The Facility will ~~z'a~vid~-~ol~ lexUSA ~v tit ~ l sfiing: o~ all Medicare park .A. patiez~.ts ox pltients

whose care is ttndG'r an, "a1~, inclusive charge." arr~~ gcment by tale t.f~h (S`'') worl~ing. r ay o~:e~ch

new month for patients serviced in the previous month. Facility agrees to fax this listing to

MobilexUSA at the MobilexUSA Billing Center number 800-288-1059. Facility agrees to use its

best efforts to provide MobilexUSA with accurate and timely billing and patient information so

that MobilexUSA can process patient charges to either the facility or appropriate insurance

carrier.

MobilexUSA will provide the Facility by the tenth (10 h̀) working day of each month an invoice

containing all Medicare Part A and other patients for whom the Facility is responsible for

portable x-ray and related services.

revised 0 8/2 812 003



Facility agrees to pay each MobilexUSA invoice in full within 45 days of the invoice date.
Facility agrees that Facility requested changes to any invoice (i.e, changes inpatient insurance
status) must be submitted to MobilexUSA within 60 days from the date of sezvice.

Facility and MobilexUSA shall comply with all applicable laws (including, without limitation, all
Medicare and Medicaid statutes; regulations, and manuals), and with all applicable a~-eements
with and policies of other third party payers, in connection with Facility's billing for services
provided by MobilexUSA pursuant to this Agreement., The facility will notify MobilexUSA if
there is a change to their Medicare certification status so that the proper procedures maybe
implemented.

3. Term. The term of this Agreement shall be for a period of one (1) year beginning
on the Commencement Date ("Initial Term") and shall be automatically renewed for successive
one (1) year terms ("Renewal Term") unless written notice of termination is provided to the other
party hereto at least 60 days in advance. Either`party may tem~inate this Agreement with or

without cause by giving the other party not less than 30 (30) days' prior written notice.

4. Compliance with Laws. MobilexUSA shall insure that all services required of_.
MobilexUSA hereunder are provided by qualified and appropriately licensed andlor certified
personnel and in accordance. with all applicable Laws. MobilexUSA shall comply fully with Title_ .
VII of the Civil Rights Act of 1964; Section- 504 of the Rehabilitation Act of 1973; and the Age
Discrimination Act of 1975; and shall render services to Facility's patients wi#hout

discrimination due to gender, race, religion, color, national origin, handicapping condition, or
age.

5. ~n~ ection of St~olts au~I ~:ccai~ds: As an independent contractor, MobilexUSA

shall, in accordance with 42 U.S.C. §1395x(v)(1)(I} (Social Security Act §1861(v)(1)(~ and 42

C.F.R. Part 420, Subpart D §420.300 et se ., until the expiation of four (4). year after the

fumislung of Medicare reimbursable sezvices pursuant to this Agreement, upon proper wzitten

request, allow the Comptrollez General of the United States, the Department of Health and Human
services, and their duly authorized representatives access to this Agreement and to MobilexUSA's

books, doeurnents and records (as such terms ara defined in 42 C.F.R. §X20301) necessary to
verify the nature and extent of costs of Medicare reimbursable services provided under this

Agreement. In accordance with such laws and regulations, if Medicare or Medicaid reimbursable

services provided by MobilexUSA under this Agreement are cam.ed out by means of a

subcontract with an organization related to MobilexUSA, anal such related organization provides

the services at a value or cost of $10,000 or more over atwelve-month period, then the

subcontract between MobilexUSA and the related organization shall contain a clause comparable

to the clause specified in the preceding sentence. No attox-ney-client, accountant-client or othez

legal privilege will be deemed to have been wai~ied by any party hereto by virtue of this

Agreement.

6. Insurance. MobilexUSA shall secure and maintain at all times dwring the term

of this Agreement and any renewals or extensions hereof, professional and general liability

insurance with a company with an A.M. best rating of not less than A-VI, with such coverages

and in such amounts as are customarily carried by similar providers in the state where services
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are provided, provided that such coverage shall be in a minimum amount of at least $1,000,000

per claim or occurrence and $3,000,000 in the aggregate, insuring MobilexU5A, its employees

and agents for the services delivered by them hereunder. Upon request, a copy of a certificate o£

insurance shall be provided evidencing such coverage.

Facility shall secure and maintain at all times during the term of this Agreement, at

Facility's sole expense, professional and general liability insurance with a company with an A.M.

best rating of not less than A-VI covering Facility, with such coverages and in such amounts as

are customarily carried by similar providers in the state where senrices are provided, provided

that such coverage shall be u~ a minimum amount of at least $1,000,000 per claim or occurrence

and $3,000,000 in the aggregate, insuring Facility, its employees and agents for the services

delivered by them hereunder. Upon request, a copy of a certificate of insurance shall be provided

evidencing such coverage.

7. Xudepeuc~enfi'Ca~tracxor. MobilexUSA shall not be considered an employee or

agent of Facility for any purpose and no partnership, joint venture or co-venture shall be created

by virtue of this Agreement or the perfozmance by MobilexUSA hereunder. The parties hezeto are

independent contractors, contracting with one another solely for the purposes set out herein.

MobilexUSA acknowledges that as an independent contractor, nezther MobilexUSA nor its

employees or agents are covered under Facility's workers' compensation insurance and aze not

entitled to any fringe benefits afforded to employees of Facility.

8. ~~~ali:l~ I~~fnr~i~<~tiori ~'orta~~iXitY and A.cco~xzztal~ility:~A.ct. MobilexUSA and the

facility are covered entities (as defined in the 1996 Health Information Portability and

Accountability Act ("HIPAA") az~d the regulation promulgated there under) and therefore must be

incompliance with all applicable aspects of HIPAA and will treat all pzotected health infornnation

in accordance with the provisions of HJPAA.

9, ~taridar~s'~f ~C'otzcltict. By signing this Agreement, the facility hereby

acknowledges and understands that MobilexUSA has implemented a compliance program

governing the conduct of all MobilexUSA employees. The facility fiuther acknowledges that it

has received a copy of the MobilexUSA Standards of Conduct (a copy of which is attached and

refezred to as ("Standards") and will ensure that each of its employees who have any interactions

with MobilexUSA receives a copy.of the Standards for reference.

10. ~aclusax~s:#rox~a 5fae and ~+'ec~exaZ rTealthcar~ Pra~aram5. Tlie facility

represents and warrants it has not been excluded from any fedezal healthcare program, that no

basis for such exclusion exists, and that it has not been subject to any final adverse action as

defined under the Health Caze Fraud and Abuse Data Collection Program. The facility agrees to

notify MobilexUSA irnmedzately if it is subject to an inquiry, investigation, or final adverse

action by a governmental agency, third-party payer, or intermediary as to the provision of

services under this Agreement. MobilexUSA, at its sole discretion, shall have the right to

terminate this Agreement immediately upon notice, by the facility or otherwise, of such an event.
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11. Nc>ti~es. All notices provided for or contemplated by t~zis Agreement shall be in

writing and shall be deemed given when deposited in the U.S. Mail, postage prepaid, certified

mail, rehirn receipt requested, addressed as follows:

If to Facility: Golden Age Guest Home

1442 Buckhorn Road

Sykesville, NID 21784

Attu: Adrninistratar

If to Mobilex: Symphony Diagnostic Services No. 1, Inc.,

d/b/a MobilexUSA

185 Witmer Road

Horsham, PA 19044

Attn.: Maryland Regional Managex

Copy to: MobilexUSA
2622 Lord Baltimore Drive

Suite H
Baltimore, NID 21244
Attu: Regional Manager

12. ~er~ersYl 'X'er~uYs and Conditions. All of the provisions of the General Tei7ns

and Conditions addendum, attached to tkus Agreement, are hereby incorporated by refe
rence

herein.

IN WITNESS WHEREOF, the parties hereto have executed this Agreement as of the

date first written above.

FACILITY

Print Name Title

Authorized Signature:

~,. ~2-24-0
Date

~5~'14IPHONY DIAGNOSTIC SERVICES N0.1,

INC. DB/A MOBILEXUSA

Robbin Reichert Date

Title: ]7ire:ctnr of Sales_.__—____—__~.~._____ 
—_.._..Date
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GENERAL TERMS AND CONDYTIONS

(Addendum to Mobile X-Ray and EKG Services Agreement)

A. Con~ideuti~x~ity: Neither MobilexUSA or any of its staff shall disclose to any

third party, except where permitted or required bylaw or where such disclosure is expressly

approved by Facility in writing, any patient or medical record information regarding Facility's

patients, and MobilexUSA and all MobilexUSA staff shall comply with all federal and stat
e laws

and regulations, and all rules,• regulations, and policies of Facility regarding the confiden
tiality of

such information. Facility shall provide MobilexUSA copies of all such rules, regulation
s, and

policies..

A11.documentation and records relating to Facility's patients shall be and remain the sole

property of Facility, subject to the patient's rights in such records. Facility fiirther covenant
s and

warrants that it and its employees and agents sha11 at all times during the term of this Agreem
ent

and after expiration or termination of this Agreement, maintain the confidentiality of

MobilexUSA's operations, prices, rates, clients and patients, methods and any other informat
ion

relative to MobilexUSA. Further, Facility shall not use such confidential information i
n any

manner adverse to MobilexUSA's or its patients' intezests.

__
B. Miscellaneous.

{1) This Agreement shall be governed by and construed in accordance with

the laws of the state in which services aze to be pezformed. This agreement shal
l be interpreted

in accordance wifih its plain meaning and not for or against any party hereto.
 All captions herein

aze for organizational purposes only and not intended to limit the meaning of an
ything herein or

to have an independent Iegal meaning.

(2) Notwithstandzng any other provision of this Agreement, if the

governmental agencies (or their representatives) which administer Medicare, any 
other payer, ox

any other federal, state or local govemrnent or agency passes, issues or promulgates
 any law,

rules, regulation, standard or interpretation, or any court of competent jurisdicti
on renders any

decision or issues any order, at any time while this Agreement is in effect, which pr
ohibits, ,

restricts, limits or in any way substazrtzally changes the method or amount of reimbu
rsement or

payment for services rendered under this Agreement, or which otherwise signifi
cantly affects

either party's rights or obligations hereunder, either party may give the other 
notice of intent to

amend this Agreement to the satisfaction of both parties, to compensate for such prohib
ition,

restriction, limitation or change. If this Agreement is not so amended in writing wi
thin ten (10)

days after said notice was given, this Agreement shall terminate as of midnight on t
he tenth (10)

day after said notice was given.

(3) Nothing herein shall require Facility to designate any minimum number of

residents or patients for whom MobilexUSA shall provide services.
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(General Terms and Conditions, Cont'd)

(4) This Agreement contains the entire understanding of the parties with

respect to the subject matter hereof and supersedes all prior agreements, oral or written, and all

other communications between the parties relating to such subject matter. This Agreement may

not be amended or modified except by mutual written agreement. Signed facsimile copies of this

Agreement shall be legal, valid and binding upon the parties hereto.

(5) 7n the event any provision of this Agreement is held to be invalid, illegal,

or unenforceable for any reason and in any respect, if the extent of such invalidity, illegality or

unenforceability does not destroy the basis of the bargain herein such invalidity, illegality, or

unenforceability sha11 in no event affect, prejudice, or disturb the validity of the remainder of this

Agreement, which shall be in full :Force and effect, enforceable in accordance with its terms as if

such provisions had not been included, or had been modified as provided below, as the case may

be. To cant' out the intent of the parties hereto as fully as possible, the invalid, illegal or

unenforceable provision(s), if possible, shall be deemed modified to the extent necessary and

possible to render such provisions) valid and enforceable. The parties hereto shall negotiate in

good faith to modify this Agreement so as to effect the original intent of the parties as closely as

possible.

(~ Neither party shall be liable or deezxied to be in default for any delay or

failure in performance under this Agreement or other interruption of service deemed to result,

directly or indirectly, from acts of God, civil or military authority, acts of public enemy, war,

accidents, fires, explosions, earthquakes, floods, failure of transportation, strikes or other work

interruptions by either party's employees, or any other similar cause beyond the reasonable

control o~ either party. _

(7) Assignment. Neither party may assign or transfer, in whole or in part,

this Agreement or any of its rights duties or obligations under this Agreement and MobilexUSA

shall not subcontract any of its services hereunder witYiout the prior written consent of the other

party. Any such purported assignment or transfer of this Agreement, in whole or in part, without

the other party's consent shall be null and void. This Agreement shall inure to the benefit of and

be binding upon the parties hereto and theiz zespectiye heirs, representatives, successors and

permitted assigns.

(8) Counterparts. This Agreement maybe executed in any number of

counterparts, each of which shall be deemed an original.

(9) Attorneys' Fees. ~ ~1 the event of any litigation or arbitration

proceedzn~ between the parties concerning the subject matter of this Agreement, the prevailing

party shall be entitled to a judgm.en.t against the other for an amount equal to reasonable

attorneys' fees axed expenses and court and othez costs incurred.
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RADIOLOGY-ULT~tASOUND ~:'9UT~1'I'C~r9;C'~' P~]C~I1~G .A~X)D.~+~ND~CJM

Addaz~dtuu to contract ei~ter~ci into March 1, 2005 between MobilexUSA and
Erinton Woods Nursing rind Rehabili#atiom Center.

MobilexUSA vvill invoice Faeitity for x-ray services provided to all patients de.~igt~ated as
Medicare Part A and whose stay is covered by an "all i~c~usiv~ arrangen~e~xt" between
Facility anal Medicare. Mo~ilex~.1SA will ruvoice k'ae~ity monthly aacr~rc~iza~; to the
prev~ilin~ state specific Medicare fee schedule applicable to the locality of the Facility
less a twenTy percent (20%) discount An additional 10°/a prompt pay discoun# wi11 be
applied if payment is made within tvet 30 days.

MabilexUSA will invoice Faoility for x-ray services pz+ovided to all patie~rts d~sig~~ted as
Managed Care, VA or private ~n~manc:e carders and are covered by an "all inclusive
anr~;r~genxent " Facility will pay Mobzl.exjJSA ax the global rate (GB) ucac~xding to the
prevailing Medicare fee schedule agplical~le to the locality of the Facility less a twenty
percent (2040) discourn. An xrlditional 10% prornPt PaY discount applies if p~ymeaat is
made within net 30 days.

MobilexUSA will invoice Facility for EKG, aiad/or hatter moni#oring seavices provided
to all patie,~ts c~~si~d as Medicare Part A or p~#ienRs w~os~ stay is covered by an "all
inclusive a~xasz~ezne~i~' between Fa~ity cad Ti~erl ease, private i~s't~nce carriers, or
inar~aged care ~~ariizations. Facility will pay ~VSohx~~x~7~.A ~~cordin~ to tie pnevailizt~;
state specific Medicare fee schedule ~ppl cable to the locality of the Fac7ity less a twenty
percent {20°Jo) discount Tote 10% Prompt I~aY discolmt tt~a~l~es' if F~Ymezzt made within
net ~D~ays.

For T~11i~asarxnc~ Services provided to residents of Facility, M[~t~x~~xU~A will. in~raxce
Facility far szrvices prc~~videti to r~sdeut~ ~ie~i,~n~if~I as Medicare Part A or whose stay is
covered by an "all-incZuszv~ ~z~n~euxe~~' bekw~u Rac~ity and Medicate private
insurance carriers, or n~t~a~~t1 care car~ irai~csns. F~eility wiIl pay Nlobilex~J~.A
acca~xEin~ to the p~vailin~ state specific ~Cea~icaxe fee s~heriule. The 10'~o P~'~ PaY
discount bas baeu a~pmveti by tl~e Pc~id~nt of tie TJltr~n~ud Division to be ~.pplzed for
Brinton Woods. The ;fac~lzties will n,c~d to manually calc~rl~t~ this ~duc+tican, as Mobilex
nationally does not extend this discaun~ so it is not a pz~o~rae~med ire fox billing.

"Phis a,gr~em~ni suer es all existing ir~adzala~y pricing ~;~~~.ts and is eff~~tive
1Vfsr•ch 1, 201,

B~lv'.r~~ ~voC~~s ~j~~~. CGS Ce.~~k~ LLG

Daren Cortese Date

Title: Owner

MUBII,CXYJSA:

S~f;nature ,~~~~` j
Date

Title: 17ave Williams RGM~~/1 IZe~~a~
Name (Please Print) Title





12-0f-dd 1 :45 LARRUI,L l30ME CARE,INC. tD~439n717242 PQ21~4

~̀~.~FiE~ k3~"s~'IC~ S ~~' ~IC:E x :GR~F..~I'~' (the ",r~,~re~'~r~ez~t") i~ u~.d~ a:n~i ent~r4c~ intot}~ts day of - ~~ ~/ by ?~id b~wreen {~azrc~'L~ Hospzce, lac, {"k3~spic~") a ~t.laryl~c~corporation, and Aden Abe Guest ~7'ona:. (°'~~uxsing Faczlity")} a IY~a~y~and corpoxatian.

REC~3'.A.LS

.~. ~aspiCe is a ~a~ent- and ~'a~ily~cent~r~~ pra~rania, c~rti~ed a~;s..d licetxsed top3-avzd~ compreh i~v~ i~sterdaaoip~ary services ~"oz the p~llia.~idn aid m~,a~~mc~nt cif teermua~.l%llness: gasp c~ desires to prc~v}~!e suc'~ services tv residents ~.F~l'taxsing ~~~ilxty in e~opexa~ac~n~xt~~ tha m;auag~m~nt and sta;~f'ofN'tazsi.~~ ~aCi~~2~.

B, Nursing ~aci~t~,~ is s~ille;~ ~.nd e:~pez~~ced zn; t~~ ap~rratioz~ of a z~u~~zn~ f~cili~yaia~ in t~a~ pz~~vis:c~a~ flf 1~n~-t~z~m ~~rw s~cvice~ t~ ids z~side~ts, i~aalu~%~g tie pza~rision ~t~ssis~anc~ ~~ith ~a~tiv?~ e~ off' d~il~ lixri~,~. Nuxsi~s~ ~a~ility ~s cert~:~ed to part czpate i~ the~r~c~,icare ~vl~[ti~aid pxo~'~s, ~zd leas established goli~a~s azad ~pr~to~ois .~Ux tae c~.r~ oft~mi~a~ly ilI pati~tt~~s ~ott~,ss#ent ~v~th thc~s~ ~f~~~spice. .

~C. ~iuzsing Facility, ~ 1on~-tom carp ~aa~ pity, ocrasi~~1~ h`s ai~on~ -its ~~~,sid~n~sz~~.ividiaa~s v~l~o are t~r~i~ally i11 war t~ ~ rr~..e~ic~ pzo a~o~~s oz's ~si~~Z:s ar less. 2'hu p iscontemplate that; m ~im~ to time, indir~~duals r~si~iia~ in 1~Tursir~; ~acilxty c~i~y ~~d ~-I'as~ai~~Seaviccs as defined in Section 1:1~, a~,c3 t~a~iv ~.u~ls pz~viciu~fy a~cept~c~ into l~os~zce w~i1 n~e~3cage in ~?ur,~iug F~ci1i•Cy. H~spic~ aid i~tux~i~g facility d~su~ by' entering into this Agreement tozaz~~e i~ possible fc~r inc~~du~aIs with t asua.l ill:~uss tt~ r~o~z~e n~;~led Hospice Services inconjunction with Nursing Facilit~j Scrvi~~s as defined in section 1.14.

NO'Wy ~RE~'~RE, in can~ic~~raticn ~f fihe ~'c~xegoing anc~ t~~ r~zufii:~1 cov~nauts aid~~,•~ern~ntis herein coa~r~x►ed, ,and otSa.er geed Azad vatuable cor~idezatioa~, the tec~ipt andsui ~5ci~~y c f ~rl~c3~ are h e'~y ac,~mowle~ged, the parEies hereto, rztens~in~ to b~ legally bc~uridi~~~i'~by agree a.~ ~'oU.~u~s:

1. DEFINITIONS
As used herein, tie faIla~ring terms shall have t~;e meanings sit forth below:
I;], "~+t~ndin~ ~h~sici?~" mea.~s a duly 1i~~~s~~t dr~cfor cf m~zc~aw ~r ostuo~r~tiiyt'vlZo, upc?z~ tl~e e?e~tioa~ o~ Hospice ~ervic~s, zs idex~t~ed by a ~Taspic~ Patient (ar such ~atierzl's1eg~~l x~~~~sentan ve) as 'having the maN~ si~.i~c:xnt r+~le i~ t~. d.~e~i~rai.zaatipn and de3iv~ry of suclxHorspic~ Patie.~t's mtidic~ Cara.



4 JI/- Y L lYU 1 1 t GYL Y u~J~ L4

1.2 "C;~St~i~~ri '. ..,~11a~t" means tx e Siat~zn~~1t o~ ~in~ntiial Re~annsYbility fQxChax;es, ~ fi rm +a~'~vbic~. is s~.ttac~ed ~~r~:tn as Ex~~ib~t ~, ~rhi~}i inu'ic3tes the ~ xc~s~onsii~l;,for p~.,ynxci~i of e~cz~ ~~~rrent Q~'t~ie ~~~i~~~xiia~ I~osp~~e ~'a~i~z~t`s ~ .

1.3 f ~~~ti~ ~ lit „̂ m~az~ the date s~f executi~~ of this A~eement_

l.~4 "~;~,~`~. P idn~t,~~ mans a resident o£ tb,e l~Tursi~g ~'a~iiity anti who meets all theiollot~rzu,~ crit~r~a;

(a) ~.e resident"s attc~rac3.ir►~ ph~~ician h ~~rtif erg in ~n~~ang ~Yz~t '~~ ~+erson is t~rmar~allyiil, with a ~n~d cal pr~~acs s of si;~ mo~at~^ ar ~es3 Yfth~ i11r~~ss nits its ~~r~a~. course;

(b) the x~~zd~nt's a~tendit~g ~hysici~n has piovis3~d a v~rrit?en order for hospice carp in teasuch r i~~nt's ~I~art

(e) the resident is appropriate for bospic~ carp, ire aecor~anc~ with criteria established byHospice; and

~d} i~ tla~ r~si~i~ttt is el~ ib~c~ ~'oac P~eclicar~ oz' ~ec~.rcal ~ospi+c~ k3~rs~fi't coYeta,~~ ~c~:i~ibri,~~~znax~t ,far hasp c~ hoa~xc ~~~ ~~tvz~~s, t~~ xes~i~~~_~ias inane a I~/~~dicar~ o~ N~~c~icaiciE~Zospi~~ ~~n~~~ El~~~tior~ wig, t ie sink that vs~~~~ c~ be r~z~cnla~~rse~ ~"~~ Hvspic~ ,~,~ry cesprovzd~. t+~ tl~e zeszd zt:

1.S "~~i,~e~ ~:~~ r~ ~ n~tr~ " m ss a r~~xwtertid pt~-s~ em~loy~;c~ by ~II~~p°~~~ t,~dixec~ the T~k~rr~isczp~ary ~ot~p; to ~~v~~op a~a~ ix~tezpi~ct tk~~ I~c~spic~ p 04" Cary Frith eachHo~aice Pari~t, l~isl,~~~ ~am%~~, at~d Nut~ss%~ ~'a~~litiy star; ~d to a~~ a4 tn~ ~ ~sJi~~~eaxeseatafi~~ t~ ~~rsn~ ~ ality avith resp~~t t~ ~ecifc caxe d~~:~siax~s.

1:6 ''N~~~~ic~ nesi~nat~,;~„ R:e,~r, ,nt~~ive" m~~as c~~~^ or more Ho~gice em.~loyaesid tif'ied in writ~a~.g lay Haspic~ to furs ~t~ ~'~ility w~ caz~ p~r~-aut~aoriz~ c~azg~~ for s.:a~ri~~~ orsu~pli~~ not descz-ibed in #~~ Ho~~aice PX~i of Ca:e.

1.7 ~"~~ ica : ~ P~.riezat~' r~eac~s ae~ i~~ii~rid~.~~k ~vba ~~~ts, dizeetly or ~h~ou~ suckitzdivsdcu-~]'s IegaX r~sr~sont~t~w~; to r~c;.ive ~i~~ic~ Services and i~ arc~atcd by kl~snice to1̀~Cel{re ~i~Sp~.C~ ~e~G~S.

1.8 "~ ~ ic4 ' ~v~~aa~r~" zxt~a~ ~ dull ~i~es~~ad dc~ceor of medi~ane off' c~st~~~s~ti~ye~tploy~~d by Hos~~ie to x~.nc~~r p~ysicia~tt s~rviccs to each ~as~ice ~atiznt, as z~•~essa~y, ireac~;ord~.taCe wzt1~ the ap~~ica~Ze S~c~~p~Ge p~a~ d~Car~.

1.9 '~~4 ~ 'L~ ~ ~. ~„ means a ~v~citt~n, int~rcliscz~iiu~rq plan of cats ~stabl ~~a~d~.~ mainta~.nnec~ for ~acki Hose r~ 1's~ti~ nt ~w~ii~h ~exatyazas an ~ss~ssm~r~t of ~.ie Hospice P~'~,~tC'sne~:ds, iciez~~ti~Zes ~lYe services kv ~e prc~vi~?ed., ar~d ~e~~n'~es is~ ci~~ai~ t~~ scap~ anc~ frcr~u~n~y ~:f
- ?-
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7-~ns~iee 5~ecvices ~~d su~i~3i~s to ~~~lia.,~ a~sd ~nanag~ the ~Is~sp{c~ ~'~ti~nt`s ~~ al i~:~.~~s: '~'}ae3Z~spic~ Plan of Cary ~ha31 k~e establis~ed'vy 2}.~ ~ttcncitu~ T'hy~ic x~.n, tote J~rleii~~a1 ~zre~t~r, t~~:lnferd ~ci~li~iar~r ~r~~,p, ~i~ Hos~zc~a Pati~~, ~r~rl h s~2a~;r f~.~riiy, r~vher~ ap~ra~z~aGc;~ priax to ttl~e~~~vis-iozl of ~lospice er+.~.ces. 'T~e ~~o;,~i~e ~1~ cif Care s~~~] sp~;~ fy ~url~ic~~ s~rv~ic~s and:sup~lic~ are r~T~t~~ tc~ T-~~spic~ ~~L~~~'s t~-rninal i~~,~~ ~ c~, t~i~r~;f~~~, sl~~l be ~iiznisl~~d ux paidfor by F~Iospice

1,10 ~s '~.~.~,~~'v.ic~" iat~aans those ~ervi~~s provided to Hosgice Patiemt for the
pafii~'~oz~ end m~a~; ~~ of such S~os~sic~ ~'~ti~t'~ tecrmm nal i~~ness, eider directly or ~md~rarx~gezr~~rat b~ ~o~c~, a~ sp~cifi~cl i~ the ~Tas~zc~ PI~x ~~ ~. T~os~a~ca 5~zvzzr,~s %~~~~~enr~a~ao care azz~i s~zzv;~es by or wzd~c the ~~~s sz~a of a xG~stcr~d nt~x~~, ~a.ediaal socials~nr ~~s pravid~ t~~+ ~ qualifecl ~c~ca~l wox~Ws ~::rid~ ~t~.~ clzrecEz~n of ~ pl~i~~~sa; pk~~s~~cianswzvic~ss tc~ t~~ ex~~nt t1~2 'kbese ~ervic~~ ~.r~ gat ~ro~r~d~c3 b~ ~~e :A:t~cr~diup ~~iysz~zara. cmu~s psi .sezvie~s; iz~:cli3di~. 1~~r~a.~vern~n~, ~. etaty and sp~x tu~l ~c~unssw3ir1;, ph~src~ therapy:, acc~z~pa~~~~ltherapy, and sp~ecl~~la~~u~g~ ~aY3~olo~y s~z-vices; l~oxrn~ he~?23a ~.ic3/hom~m v~ s~rvic~5 m~di~~1supplies; dzv s ~.d bi~?iogx~~ls; in~tx~z~ti~~ i~ the ~sw of m~dic~X ~ppl~ances; ~d inp~~ie~xt. carwSa~ ~e~~le:~l #'or p~.a c~~atral, sysn~~~rrz txa~na~wznen~, anc~ x~s~it~ o~rpc~ses.

1:11 c-r '~ ' i °means fibe ~xn~p which eha~X im~I~ment, supervise,azt~loz~ col~abc~r~t~ r ardzz~ the pro~vis ~n of Hospice Ser++~ces ~t 1~1`uisi~~ F ~l~t~, consisting o~without luaitatigr~;, the fa .a~rf n,~ ~bsp~~~ ~ap~~y~es:

(a) a doctor of me3iciae or osteopat~iy;

(b} a regi~t~red na~se;

(c) a social worker; and

(d) a pastoral ax otb~r counselor.

Niusin~ ~acili~ty may appoint one or more pf its sttaf~ members t~ 4~a~ T~t~z~%s~iy~~~ry ~~u~,The ~nter~iscip~a~sy Crr~~ is z~:~p~a~sible fc~r ~'i~ ~ta2~l~s~a.~r~~, p~rio~ic r~~ri.~~r, a~i~ ~a~i~t~u~of ~s~ S~c~spioe ~1~n ~,~ ~~.re fc~~ ~aeh ~-To~-p c~ F'a~i~~t; t~~ pxovi~io~. s ad ~u~~z~r~~~on a#" ~h~Hospice Sorvi~~s; and the est,~bLshcn~nt off' policies ~~u~rerni~ig the day to dad+ pravisi~n ofHospice Services.

1,12 "fit foal bir~ct~r" ~~ans ~, doctor ofinedi~an~ Q~ pst~op~~y, duly licL~ns~~ ~ ~i~State of Maryl~n~, w1~a i~ x~taine~l by Haspac~ to pr~vzs~e physz~ gin, s~rvi~es ~o l~iospics Pa~~nt~as peec~~ed and in acaordaz~c~ ~ri#h ~~h Hospice ~ati~nt's ~1an ~~' ~~z'~, end to ass~arn~ av~ral~re~nonsibili3y for L'~e medical compo~eat of the k~osprc~ Services.

1.13 "1_ i~ F~crii~::v_~'1~,~..~.C`~," meacu ~ wrl~tr zY care Galan est.~blishcd, ~n.~~~inAd,reviewed and mad. ~i~d, if n~.~e~s~ry, by a ~~sing ~avility nte~rdisc:ipl~nary team whim in~;lud~s
_ ~_
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1~-~yr -ma i7;vr ~HnnvLL nvrxL Lrax~, livL , ~v~°~lu❑rsr~~< Y~~r14

~~ :~t~~~xc.~g Physi~iaz~, a x~,ais*~t~~d ~ro~'essza~al rt~rse vvi~ -~es~~? i}~i~r far t~i~ ~Z~sid~n~i~l:Hospice x ~.tie~.t, a~c~ t~thez' appro~ri~te staff', and wit}~;t~a pazt~~i~a~~a~x~ o~'°tiz~ Rcsit3~ntzal ~cas~ia~;Parien.t; ~.r~ h ~r~.~r f~mi3.y t~ t ie ~:~te~t ~ra~ti~ab~Y, arid. subject ~a t, ~ ~p~,xvv~. of ~Taspi~e.

1,14 "~'air~i~,a T~ci~it~r ~~i~c~" ~e~as, coll~ti~vety, ~+1ur~in~ Facility Roan anc3
l3oa-d Services aid Other Iv'ursing Facility Services.

1,15 " J~ ,~ ~ r' itv Roam and ~34~~d ~~iirri~ ~~s" means' those pers~u~~. cage ~e r~i~.es
~zav deal by ?V'~ars~~; ~a~~ty as sp~czf~ fn ~.~ ~osgic~ ~'la~ of ~~re or ~~ l`~'ursirag :~aci~ty~?lan o~ Care :far a ~.~si~~r~t ~ H~spzc~ Pat~e~t, ~acius , l~~at nit timit~d to p~i~iridin~ ford (.and~ec~rnsriad~.~tin~ ir~~i.~i~ lazed requests, assisi x~~ zaa ~ti~nit~~s c+f dai13~ ~ viu , s+~~~alizan~
activi es; the a:cln~u~strr~ti~i~► of m~i.cs":ne, ~aiz~t~.i~iug tT~~ ~~~an~i~eas cif e'~i„~si~d tial ~~as~ai~~~'afi~ex~t`s xaoxn~ supsi ri~zxag: ~+~ ~~istirig ia~ t~s~ ►~,s~ ~f ~y c~uur~b~~ z~.e,~ G~ ec~vi~xanszit madth~ra~aes it~t~I tdc~ z~ tiae Ht~s~iic~ ~'1 a~' C~~,' ~z~~idia~g lat~tzdry ar~d p~3t~vr~i1 card s~u~~i~~~ j ~zr3pzarrc~n~ the u~uual and c~st~zna~ry rndx~ ~shi~~~ ~'~v~ded to 1~Trariz~ ~a~ili~y ~;.~s~i~~i~~,in~luda'~~, but z~~t dim ted t~, h~~, liz~~ns; l~x~aps-and crrr ~s~rs.

1,16 "~~~~. ~~'v~',~1.~~~" mans all zt ~;zs~;and ~~r~ric~s psavid~ by~'ursin~ ~acal~ty wla~cF~ axe nit rel~t~~i to tr:at~a~nt a~ t'~~ Resid~n~ia~ ~os~ ~e Pa~~z~t's #~~1illness bit are sp~cifi~cci in t~Ze N'~i~~ Fa~xlity PIS c~~ Cary.

1.17' "P~acc~ased ~o ices S~rvi „ ~caus tlf s~s~ H~tSpice S~: vises specifz~d in ~:thibi~tB that ~-Tospice his Stan ~d v~ith Nz~sin~ ~r l~ty t~, provi~~~.

1.1 ~ es'c~~ r ~~s~~°' means a I-~aspRc~ ]Patient who resi~~ in NursingFacility.

1.19 " ~T cq~~,r',~ ~Z n~., ;...,s .,.~. " me~zs t3~~~~ rvie~s px~vi~~d b~+ i*~i~xsi~a~Facility ~v~ich Sze not J(~c~sp ce Se~vic~s, ~*1`u ~ri~ F~c ty ~2.~amt axed ~~asd ~~raices~ ar Otlzexizrsir~~ Facility S~r+rices, nclur~.i~g, ~Su~ got ]i~it~. 'tfl, t~le,~~c~~e service, guest' ~~w, and;iel~ai5xo~. ~ot~ktzps,

~, SERVICES ~'C3 BE P~;~?~ED B~ J~~JSP~d;£

~ ~u ! ~ ~ '~•+t a

(a) If ~ eligible ~~szd~ut r~qa~~ t~~ provzsiou c~~'~a~ic~ Sez-~i~es, Has~ic~ slZaal:!perfoxgm a~ s~sse~~rn~nt of szlc~, ~ligzbl~ R~sid~.~. ar~d sk~al). ~otz:t"y t~a~ ~Tux~~in,g ~`~czlity, eit~i~:xor;~lly ar i~, rx~siti~na, yvlx~t~Z~~r s~~eh ~lig~ib~~ 1~.~~i~,~.E ks ~ut.~ar~~ ~br ~dmisszrn as ~ A'~~side~r~~lHwspice Patient. ~osp~ce s7i~I ~raai~atai~ ades~u~ti~ x~cord~ of each auth+~riz~t~o~: of Hos~ic~admission.
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(b) U.n az pr~~r to f1a~ c;~~cutzr~~i o~'t~ai~ ~gc~em~n~; Ilas~aice s1~a11 ,~rr~~wid~ 7~T'ursi~~
1~~.ci~.ity math it.:, cus~~nt rz~t~ri~ f~+r adm7ssia-n, os~ice ~+z~l pz`am~tly pxx~vid~ ~' ixag Faci~~j
~vit~ ~y modificaupn. tai ihes~ crit~ar'i~.

- {a) 1+~7~xr~'~~ F~~itxt~v ~.~ f dam, ~ ;~~ecc~~~axzcu wittz fed~zal ar~d state 1a~x, ~ospa~e
~i~all dav~lop a ~-Iospice P1~n of Care fez each ine~cv P~~~id~~~ia.7 ~Iosp~ce ~'atient. ~ptl~ upc~z~
coz~~nt ~~'t~e ~.esid~riti~l T-~aaspi~~ Fa~en~ ~vz h~stbex ~~~al repr~aent~ti~v~), Hns,~x~~ si~~.l ~,uni~i
I~J'w~- Ta~cil'ct~ with a copy ref th~:Hosp ~~ Plan of Care.

'fib) j~c~~~re,~,j~ie~ati~l ~~~i~~ Pati~#~, ~z~mp~~y ~pc~za tie aclmis~ir~~n a~' ~. ~~spic~
~'atient who his zaot bae~ iesid3z~~ i~ ~ x~ursaa~g ~om~ t~ #n~ I~Tu~si~g Fa~i~ity, ar~d upon ~r~nse~nt of
t1~.e Hospice 7~ati~~t (or ]zisth~~ ~~~~1 ~`~~e~nta~~r~~, H~~pice shill :~ruriish ~Iursir~~ ~'a~ilit~j with: a
copy ~~'the tb -et~en2 ~'aspr~~ ~'ler~ cad ~ .

{c) ~ ~ Al xnt~r~val~ ~sf~sli~b,~ by the ~ ~erd~i.~ci~rlii Gz~~p, the
H~te~discipTir~azy Crroup vv~i~l xcvi~~r ~riid ~rtidify, i~` necessary, the i-~ospica PIS of ~ar~. The
I~atards~i~li~ ' +G'cc~up wi~1 consutt r~r%th N` ~irs~ Fx~l~ty, as rc~.sc~~a~bl~ n ss y': -r~rit`~ ~c5~cfi.
tc► the ~aadi$i~~tao~ of a Hospice Flan of ~a~~, ar~d u+yll pro'u~~1e I~Turs rx~ F~ci~ ty ~itli ax~y
modificatir~~s t~.~zzrsto.

(d} ~~:. itcs e.~n_.~~ hasp ~e ' 11 gxaax~ptly ~nfaxm 1~'uxsin~ ~~.ci~i#y of acv idc~at~~i~d
cZian~e in the ~~zLitzan af' a ~tc~id~rtia~ ~r~s~xce ~'at~ent ~h{c~ x~qu~zes ~~ap~le~.erz~atian,
modification or alteration of floc rl~rsz~.gFac~iry flan ~fCare.

(~}; ~~y:~„~ ~rc~ .~.1~. p~i;~sac~ qrd ~o~raaunicated tb ~I~sin~ ~'a~ilitr~ r~~i
be;b~1~ of ~ospi~~ in ca~nectio;a t~~ the ~r~sp c~ Play off' Care s"~a1X i~a fn sv~ati~~g aid c ~,~d by
tb@ a~glicaiale A~t~iclan~ ~'h~~cia~ti c~ ~os~rce Pb~ysic ; pr~nvtd'ed, hoss~e~e,~ floor in the cafe of
iug~rit Or Czi~ ~IICy Cl~t~7rxSt~lC~S, su~~ oxd~~-.may be corramtw.icate~l !ay tk~e p~iysicia~ orally~sc3 con~i~►ec~ iii ~rxytu~ ther~af#~, ~~~~~~ shalX maintain a+d~q a z~cord~ ~f X11 phy~~ia~au
t~xcle~s co~rmun3cate~ ira cc?r~a~ctio~n ~ri~t figs JHt~~pic~ ~'1 a#" Cary.

~,3 ~,~.~ir~~ c~~`~'n ~~~'~e~~ res, ~ospi~e smell £ul~y infirm Re.~ideritiaZ Hgspice
Pati~z~ts c,~~he ,~°~osp~~ ~ervic~;s tc~ ~ ~ir~`trid~rl by ~ ~ss~a~ce and floe N'uxsing ~'aci3.ity Sezvic~~,
and purchased ~3~spi~c ~"~zvic~s, if may; to be pxarrislcri by ~~ Nw:sin~ Taci7ity.

2.~ 1'T9~isi~11, ~,~~~~t.L~.. '~ xvi~ k~o~i~~ shall pra~vide I~ios~ic~ ~ezvices, asret~uired by federal aid stafie ~a~av, 2~b houxs a day, s~~i d~ay~ ~ w~~k. Hosp3c~ ~il~ pxovide~t~~ice. S~rvi~e~ t~o ~~~h sici~n~aa1 ~o~ice Pa~i~~,~ in ~cco~danc~ wig ~~ I3~s~icz ~la~i ofCare fir t'~at p~tiet~~.
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2.5~~,,,, yj " ~ ~ ~.~,,~i~e _l~?~~z' C'ar~, ~os~ice shah be responsible far the
j~rQf~:ssionzl maaa~ean.ens of t'ne ~iospice Plan of Laze, i~cludi~g and Parcfi~ed Hospice
,̀services.

~.~ Gast ~i~tzibu~iot;~h..~:~. Hospice sha11 be responsible for t31t preparation of t#~,~
(~ost Das^tsib~:t~~~x Chart, axaa she'll pxn~u~e a final vsc~sion thereof with the consuatatio~ of
Nursing f acility.

2,7 '~ ~. Hospac~ shall provi~~ in-service gaining Grath respect to the care of
~~ospice Patients to Nursing Facility staff at lea.~t twig per year, ~n accordance wit. the Natia~~i
~iospiae ~tand~ds of Care and fed~ra~ and date regulations.

3. Sr,R't/'(~ES TO B~ ~'AO'YTDED B'Y NUR$b~ICr FACILITY

a * , 4.,

(a) ~~~ d '~. ̀  In the tvcnt that a r~on-resid~t3a1 Hnspice Patient
ri~~UBSxS ~C'ISi7.1SS1S7a" ~C1 t~'S,C ATt1I'5~11~ ~A~3I1'L~, ~d►~rsin~ ~'~Gility shall a~ir~ut sic ~ S~o~pac~ i'ati~~zt,
subj~et tc 1Vur5in.~ Facility's 2dm ~sio~ pc~li~ies an.~ prnc~d~~ and to the aura l~.~~lity~ ~~ 6~cc?ss.
i+tursir~g ~~c lity s~ia11 r~~tify ~~vs~ic~ in wrzti~g as to whe#her such Hospice patient ss authorized
P~~r admission as a Resid~tial Hospa~e Fatient. Nursing Facility shall rr.~int~izi adequate re~orsls
a E all such autht~taons of admissia~.

{b) ~. ss~~~r~ ~'a1~~~ t~r~ air prig ~~ ~ c,tecu~ian e~~ t~i~s .~. ~ ~~t, T ug
Facility sbal] prt~v de ~~~pza~ Frith its curt ad~.~ission po sies a~c~ px~c~di~es. ~ursira~
Facility will pzompt~y provide Hflspice wit3~ any modisi~~~i~n to s~.ch gali~i~s ~rsd pxs~c, ~i~ea.

3.2 ~r,~L ~i~an of N ts~ Facj~Yv R~c~t~~nt~. ~uz5~~ Faeil~~ s~t~.11 1.~1.f,'o ~.~cch
letmia~~l~~ ill resident o~'t~~ ~1`~u's n,~ Facility of that r~siderit's o;~~ion to ely~t t~ x~~~iv~ Hn~,ic~
5ery ~e5, subj~t to suc~i r~s dent's m~~tzz~,g teas ~~spic~'~ czit~ri.a fax ac~tnzssi~n.

3.3 ~~ ~ off" ~~ ~vic~. P1u~z~a~ Facy~ity ~h~l~ t~ll~ inf~rrn ~.~sid~utial ~-Sos~ ce
P~tlies~ts of the C~t~ter ~1'ursin~ :~~~li~+j' Ser~iaes a~.~d CJncover~d ~~~xns and ~"cru~icea t~ ~i~ ~Sravir?„c~
by ttrsn~tg Facility.

{~} ~~..~~- In accorda~co w~it~a fe~~zal and state la~~; N'ursi~z~ k4ci~.fiy ~.'n~l~ev~elop a Nursing F~ciIity ~'ia~ of Care for each new :Reszd~nti~I ~ospzc~ P~tierst. ~ro~n~tlyupon cnzas~rai ~~ t z~ r~e~ar ~,es ~entia~ ~3{~spi~e patiLnt (os ~is(.~~x 1~A~1 r~pr~~ntative), Al'wsinpFac liY~ s~xa71 provide a cart' ~E the N'a~r~ing Fatality ~'l~ off: Car;; to I~~spi~e fir r~vz~~r. '~~Nursing Facility Plan off' C~r~ ~h-~Il be s~bj ~ci to t.~e aa~~az'oval of ~os~:ic~~.
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(b) ~ t~dih~tion. 'I'k~~e ~tursiva Fa.~:lzt~r will ~~rc~cciically r~vie~a and raosLfy taeNursing Facili~y Ply cif Care, subject tv ~~ a~~~r~av: of F~o~~i~~,

(~) ~~ani#z~r~n~.Qf_$~~~l~:n~,ia~ Hns~;~~,~.i S~'uxsi~~ ~a~lity ~~a~t az~. u~3a~?aIy
]ri~0I~11 H4S~3~CB O~ ~c 11'./ C}]2IJ~~ 1~f. t~3$ Cdt~~~~i~~ o:~ a R~aid~nti~.3 Hospice ~ati~nt d any c~,z~~~
in the Ievel of care that may require a chanas in t~za ~n5g~~e I'1a~~ nF dare.

~,5 P~vi ion ux g F Sty ~ i~~~. I~ursi~a~ ~'a:~i~.iy sh~17 ~a~nvd~ ~~`~~.~,1~a+:iiaiy S zc~s, ~.S I1~G@~SBS'~ ~~ 2i]~St}~}X!~'~~~ ~A~ ~14112~ ~ dad:, s~v~~ c~~:~s a r~re~ , ~f~si~l~a~zli~y will prnvid~ ~.liixsrng ~ac~lity S ~ce~ ~zzd :~uchased H~sp~ce ~ervi~~s, ~ ar~y, tea e~,~~,:
~tesidentia! I~ospica Pati.eut in acc€~xd~na~ with tb~ I~as~x~~ Plan Q ~ Care a~aci the Nuzs~~ ~'aGilit~~
~'laa of Care for thaC Residential Hospice patio~t, uu~ 1*Tuxsing ~aci~ity S~rsr:c~s st~]~ z~a~:lud~all p 7ia~: servi~~,s that tie Irlursxu~ ~'~~iliiy ~rovicl~s try its non-Hasp c~ ~a#i~nt~, ~1 sh~3..~z~~~~ ~~rail~~l;: to each ~2.es~~~nt~a7. H~s~ u~ T'a~a end t~~ pro~am of fi.~era~aes d fzvaties t3aa~ isz~ad~ avazl~.b1~ td atla~zzesi~4z~t~ ofthe I~'ur~ang ~aoi~ty`,

3.6 Patient C~r~, Ins pr~vitli~,~ t.~~ ~+1uz~a~n ~~c lzty Sertici~ces and ~'wc~has~~ Jl~rs~ai~~~
Servi~~s, Nw~siII~ ~~ciTity s1~I px~~d~ Iry to ea~ct~ R~sxd~n.ual ,~c~~ ~e F~~iei~t tt~ keel ?.~z~I~ierromfortabl~, c1Qau, well-~rtaoa~ed, aad prot~te~i ~'xom accide~~, ~J~'Y and i~'~~;tics~a.

3.7 sac' ' eR ~t~'rlr~merit~

(a~ l~~ti~~r~r, ~c~nrn, l+~tusis~g achy sha1~ pror~aci~ ~.~cb Tsesi~l~uutx~l ~os~~L~ 1'atz~ntwith a cl , ~tQm~-like room., ~esr Sul a~~7 ~qui~p~~, ~"pa~ tie cornf"crt ~~.va:~ anal s~~~t~~ of t~R~~id~n~.~.l H~~px~~ Pai~~a~t a~ad ' `~ e~ ~ .~ t bel+axz gs, ~r~iicla wi~~ ~+~~~z~aza t~ v~~tar~ ~seontrrnplated by Section ~.?(c) hereof.

~') Vigil#1~~, 'vil ~c; ~'ursir~g ~'aczliey s$all p~ra~.it free ~cc~Ns axed t~xestrictedvisitazag pxiv seges (azaoiuci aag, but a~ot limited ~o, visits by ohu~ n ~~' any age) ~4 ~c~~lr~ ~ ~~~.se~vez~ dais a'week.

(c} V' i oz,~ccrtn~rno~~; r;n~. 1'~ursi~~ ~acil~iy sh~11 pravzdr~ ar~~~ua~~ space,.Iacated as ccmvenently passb~~ t~, t.~~ P,~sidpnfial ~So~pic~ P~a~.ient, for ~ri-v~~e ~a,~z"t~n aman~t~~ Residential Hospice Patient, tie Residential Hasp ee ~~t~~~at's f~znily m~mb~rs, a~t~ ~y a`thcr~ri~itors. N'urs zip Ta~ility sk~ail prnz~i~~ ~er~uat+~ a,~~grn~cda~~4n~ fir the ~aid~i~ia] H~spi~~Pakicnt's ~'ars~ily member ~.n~ ~~r odic r ~7sztc~~~, Nurs%~~ F~cx~ity s~Za11 pzovid~ adequatecom cci~~.c~:ns fGr the I~.~sa~ent al ~oypic~ patient's ~5~.~?y xn;~rn~~rs to rezr~a~ with t~i~R~ sid~nt~al Hns~i~,e patient at. all tizaa4s, ~~ ~tv ~~z-m t ~ami~y m. ~b~~ ~ri~va.~,~ ~allowit~.~ thedepth of r.~e l;.esidentia~ Hosp~c~ ~'atient

(d) ~o~~e ?~e~s to F~;.,j,] ltiria~sin~ ~'a~ility shaLi ~~rmit en~p~oyee~,contractors, ag~z~~s ~,d ~o~t~satN~rs ~:luli~t~~ with t~i~ ~Ic icy free, co~zzpl~te s3ec~ss to the
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Nursing 'ac az2~~ at all tisr~za to p~r~it ~-iospice to couaLsel, frea*, attend and pro~nde ~~,ices t~~~ch Resi~e~~~ti.~i HQspic~ ~'a?~~ea~t.

~~) P~r~vT~x~~l an~~~. C.l~on ~-~~~pice"s requ~s#, Al`uxsiud 1 ~c litt~ shall ~~.usti2'+1't~rsi~a~ t~' cil ~y pe~r~zua~l w~c~ ~rovi~e i~tar~;~; Fac~la~y ;~~rri~es to ~Z.esider~ti~l ~c~s~ice~'ati~aaxs under thaw ;A~'e~zne~.i {i) fo att~s~d, a# rea~~a~~b1L ~zm~s and tc~ca~ aus, trai~zina p~ov~s3~d:~y H~spa~~ ~~a tt~~ ~~r~ cif H~~asc~ ~ati~ats, ~~~~ (ii) to ~.tte~~ ~t~eti~gs ar~d co~~r cis r~~' AheInterc~isci~,liu:~zy Group. ~+'~rsaag Facili~j ~ss~zsa~r~l ~r.~c~ ,~ova~e ~Tursin~ ~'~citity S ic~s to~~s~s~zc~ Patzent sbaTl b~ x~wso~a~ly acce~atabX~ to 33~o.s~pi~~.

3.8 Iry Pr•,v~,,,, ~,~o~~als. Y~Tixr,~~s~ k~a,~i~ity small i~s~~:te, z~anta ~ ~d car~~x~atar~~ninis~ratzv'~ ~sroe~a~ux~~ d pati~~n~ c~r~ pxc~tccols ~r~.ic~ ~~: Vii) c~r~sisi~t wig t~i~ ~axocec3ur~s
c1t16~ ~7Tt~'~flCb1S 4~ CIA 1C~, i~a.elu~~~ beat r,~at ] ~n,it~~ to r~slu~it~ti~~, ~a~trit~~on ~~ ~yc '~o~a; jai)u~ ac~o~~az~a~ ~if~ r~co iz~*d pral'e~;,iot~l st dax t~f care Sir t~ra~.n~,lly i3~ patients; mad (ziiar~a~or~ably ~4~~ssy t~ i~.pte~~k tCa~ ~r~~vi.~i~a~ a~ t~.i~ .~~nc~t. ~.7~0~ thu ~~cu~in~. a~" t~s5R. ~~nt, ~Iuxsa ~~~~~i~y ~ha]l ~Sro~vide ~-ic~s~ cv ~vi~h c~pi~ of any '~rri~te;z a~Zizais~rat piepcoc:~rlu~r~s a:~~,~ p~.t~~t case p~or.~coX~, ~xs~i sh~~ pxovide I~osp~~t~ wxtb. any ut~xr~ x~~ss ~n,ts ~xr~cedafic~ti~~s thWreto prior t~ th~.ixi~~►~czn~ntatiar~ ~~'such am~n~dr~a Qr ~odi.~'icat~+axib.

3.9 ~7,. ~,.:~~t~'5. Ex~~~pt as dicttatvcl by eza~4r acsy m4cixc~ cos:di'~o~s ~tursin.gI~~.ci~i~ ~~x4~:~ fat to t~~xasf~,r ~y R~si~3~~~1 ~-Iasps~~ pa~~~ #a azacit~.ez carp s~t~ti~; w~th~ou~ k'hep~~or ~vrztt+~n ap~rs~val of ~t~spi~~. :Li" ~t 'ur~izx~ facility fails Y~ c~bt~i~ suc~Z ~rr~~r~l, i~ ~a~~1 bearttxe fin~ci~:l resp~r~sibil ty ~'~r t~;~ G~;~is o1'trix~s~`~r ~ti~ t~L ~c1~~ic~nal ~os~s ~~' carp p~ovxd~3 int~tenew s,~ttiia~.

4. RFPR.ESES'ATXC1]~d5, WARR.A.t~f't7F.~ APdT~ ~()VEI~I'ANTS Q'F ~l~OSPi+CE
T-T~aspice h~~~'~3~ re~res~n~s, warants a~sd c~ve~ants to ~l'izr,azg ~'a~ality as folZa~rs:

4.1 a aPi~~r . •~i~vs,~ac~ is a c~zps~~a~i~~. duly ar~raniz~i, validly e,~:is~n~, ~a,d izzgood st~~ing, aid ~ia~ all x~qui5it~ o~s~r~xate ~r+~~z to aa~c~~.ct ads ~+usib.~~s as pr~c;~tlyc~~tuct~~.

A.2 ~ii~,~a~~.,Za~'on Qfth,.,~~~ mom, .Tie e~~cution, d~lav~ry ~d ~r~'omna~+~ ad' s.~, ~rz~~.~t ~Sas been d~rly auth~rix;;r! by X1.1 r~q~:sitw cox~orat~ acfion Qn the p~z# ref Hos~ic~.'~'Yus Agceeme~,t has be~a duly e~~°ctxt~:d ~n~3 ~~~v~r~d b;y ~ospic~ ~+~ c:or~statu~~s a ~ralx~ .anndbia~du~, s~~aii~at~an of~~~ospic~.

4.3 mpl~t~ce,,. Hcspic~ ~.a., cc;m~~i~d, aid i.zz performzng this .A.~~~~ent shallcr~»~1y, in al! m~teri~ rea~p~~ts ~vi~ a.11 ap~~~abl~ haw with r pct t~ h~~.t`h and saf~~y azz~ thepxc>va~zon ofht~s~zce c~T't;. .
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~~_~ ~~1CG=91~ur~. ~-~nspce is c~~;1y cezti~e~i ?.~ a I~iacacaz~ ~cvv~icles 1~~ler TtI~: x"VIT7 of~l.~e Social S~~uriLy Act and ~; a ~vlvdicaic~ ~rovi~~r u~clex Ti~1~ ~~l~ cif tl~e 5~~i~-1 S~~urzt~,~ A.ct.
~To~ic~ ~c~s~~ssc.s ~ 11 t'~:~ w~l, state c~ lo~a1 li~~azs~s and ~erasits s~t~~:~.r~.~. ~o~• file conduct cif its1~usineas as presently condu~t~~i Such li~~i~s~~ .tad ~~rmits ~`e ire ~.~Il #'~~rce ~nc~ e~f'~cz, n~
vi~larion~ ~r~ ar ~~.~e b•e~ re~urd~~i iu r~5~~~~ to ~~' ~u~'~ 1ic~ns~s or~S~n~ts, ~, ~r~ p.~~c~~~in~
is p~ndi~~ or, tc> tip I ~~vledg~ o~ ~~~spice, t~.r~~~~nec~ 2 ~reat~ns to r~ti~c,ks cr :i.~a~~~ aa;~
t~erer>E T~~on ~~t~u~st of Nuns z~~ Facility, ~~sra,;~ sh~l1 ru sh triz~-and cors~ple2e e~p~~s ni any
c~f'~e lies or p~r~zi~s.

4.5 ~+t~ La~~. There i~ n~ aWtion, suit, in~v~s~~~~aon or ~ro~~~3iz~~ pex~din~, or #~
t(~ ~nc~~r~rXe~.~e ~~' ~-l~spxce, thr~at~te.~ x~ ~t ~t~sp Vie. ~~ca~i~:~ shall pso tl~r n~~ fy I~i~:r~~~
~~adility ~f'th~ corsiz~aa~~c~rrs~~t oaf aa~,y ~~cctior~ t~~ px~c~es~in~ a~a'i~ts'~ S~os~ic~ ~cit~ z~s~ect t~ any of
eta lice~s~s, ~i~, ~r ~~~z 1~~~ ~u oxa~atir~~s, ~cludir~~, buy' not lirr teci tc~ any sano~ cr~s,
ir~terrnediate c~z~ ot~~rwise, aclma~istrra~ ve or judicial fines, p al~i~s, a~i.~~s~i~a~iox~ ~r xeports of
~ctia~. by fec~~ l or state oi~cx~.1~.

~.5 II~~._ ~' ~~~~~~ ~a~Lt infirm xd'~szsi~s~ F~ciliry ua ~~ ~;v'~~.~ that ~,~r
p~~c~di~g 5fi~1.1 ~e i.~tit~ed b f ~r m ast I~c~spac~ in 'b kxu~tc}~, or ~s~~ ~ Iir~~.id~.~io~,wincax~; up, r~ur~:saY~.ation, pmt~tit~~, r~li~:fa~'corup~o~iti~~a ofif:~ ~~'~~~ u~~1~r may later xelate~ t~
baz~tpt~y, ua~calvenc~r, zeti~~anizataon as r~Ii~~ of de~fior~; yr s~~kixx t~a~ ~p~ozatrt~~nt ~~' m
r~ ce~v~r ox trust .

4,7 .A_.d, ,u~t~ ~t~f~inry ~n T~ci ~~,a. As. off` t date ~er~u#, ~c~spia~ k~.as, a..~d tiv ?~
ma,~ntain tk:~'~iu vt~4 Chs ti~xx~ca +~,f th~~ A~e~z~~xa~, ~, ~~~c ant numb o ~~dac~[, taurs g ~a+~at~ex staff to ~a~rzt~ t ~c~spi~c to pezfe~z~et t.~ o"c~lx~;at erns ~ae~'~u~d+~x. S~c}~ ~~ ' tiv 11 b~ d~:~y
1zcL~,s ~3, c~atif~ed or xegi.4ter~~l in a~~rard~nc;~ it3~ fed~r~l arid. s~at~ I~.~r.

5. ~tE~RFSENT~.TIONS, ~r~.~~s ~.rm c~~rr.~rr~ of rr~rRsrnl~ F~c~,rr-~
l~Tarsixxg F~ci~ity ~aereby r~pras~nis, warrants and cuv~nasats to ~Iospxce as fo~tows:

5.1 ~.~~,ni~~'~i~r~. ~~.rsi~~ r ~il~,~ i~ ~. corporation duly orb z~l, validly e.cistan.~>and i~ ,~r~fld ~t~tacii~~, and his all ze~gtaisity ~t~r~tiax~t~ ~o~~-~ t~ cnnd,.az:t ~ ba,~in~~s as prps4ntl~~p~;duGt4d.

5.~ A~ ~%,~, ~t'~~p afthis A ~r~e ~r~k, "I`h~ e~:~cu~iort, delivery aid perfozznanc~ cif thist~~~re~.rn~nt l~~s ~~~r.~ duly ~.u't~~sized by X11 r~q~aas7te Gorda to action ox~ the p~.rt of ~t~~zsinl~acilaty.

5.3 C~,~~e. ?J'u~sz~,~ ~~cil~y ~a~s cor~rpli~d~ a.~d a'.r~ ~~rfc~rrsiis~~ ~s A.greend~~~ts~~].1 comply, in ~L ~tat~ria~ resp~:~s wig. ail a~~1i~a~le law wit~a re.,pe~t to ~.e~l~h ~n.d safety analthe pr~visio7~ of zaurs~nQ h~~~ car;., ,~cluding the P~~ta~7~ Self-bzt~maina~:c~n Act.
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$.~ I~t~~.~s~r~. ~1"urs-ing F<.~ili~~ ~s ciul~r c~rti~.~i~ ~s a 1~rSedic ~ ~ruvic~~r t~~e~~ l~i~l~:~LQ of the fioci~l Security .A,~t ~n~t as ~s ~,~e~iu~id p~~ov~i~ler under ~'itic~ ~L~ ~~' ihr, Social;~~ctxz-ity ~~.vt. ~J~u-~ing ~~ccility p4~~~~s all federr.~l, ~tatA ~,.nrl ~ec~.l Yc~nnses ~n~l ;p~sm~$~ r~quir~ri~o~• thc; conrlra~C ~fa.ts b~~~~~ss a: ~a•~~nt1y cu~clticl.~d., Su~~ Ii~~n ~~ mad ~ezazxzts a~r~: i:i~ X11 ~'u~c~end ~f~~ct, no viola Baas are yr 1aav~ L~u}rs r ~~.~ iu r~s~cf off' any s~~~~ l~ic:~~n~~s r~x p- its, ;,~a~2no proddings aze ~endi~g ax, to the kno~wl~d~~ oaf N't~in.~ ~ lifiy, t~'~at~~,d ~o xuv'~: ~ o~1i~nit any C~aezbof. Up~r~ x~grtz~si ~i HQspzce, rYur~in~ Fu~ails~y s~~ ~ur~ish rcn~c ~d ~~i ~l~tec~pi~s of any v~the lice ~ ~r ~~r~it~.

S.S '~'o it` ~~k~r~n. There is ~o a~~iQn, suit, nRr~s~i~~~io~ ox ~ro~e~di~;~ pe~ac~ ,~.~ o~y t~the kzzow~edge of Nttrszlla F~i~.ity, t1~s~ateaed a~~.i~st th~ N ixie ~~ilit~r. 1°~'txr~ixt~, ~a~i.~ ~yshall prozaptiy nmtify Hospice of tie com~z~ ce azat of a~~,y actzo~ cis ~e ~ ag~ins~ I~I'ur~n~.Faci~aty tir}ith ~~ct tt~ ~ of ats lic~;r-r~sc:s, ~+~z~i#s or ~~ft legal autno~.;~~tat~us, ua~lu~3s'Ja;~, butnot limited to aa~y sar~;t~~i~.sy intmeda~~ or Qt~e~~~se, ~nis~ra~iv~ ~r judz'aial anr~~sA penalt~~s,u~v~~tigati4ns or repos~.s of action ~y federal or stag of c fig.

5,~ ~t~n~ v. ~tursigg ~a~ilaty shall i~orzr~ ~~ p~c~ iz~ ~ ~~r~n~ ghat a~iyproc4~din.~s ~ta~ b~ inst~t~~t~d by crx ~~inst ltiTuzsiz~~ ~acil5fiy ~ banlsn~~at~~, car s e aliqui~a~ o~, ~avindi~~ rsp, x~org~niz~i+~t~, ~ir~~~etxcra, z'elaef of ~om~.sztion of its d~~its u~,3~r ~~'l~~r i'~latz~~ to ~; upxc~, %~solY .c~, xec~zg z.~,tia~ ax r~iiyf of debta~s car s~~..c' .~ fia~~~~i~tm,en~ of a. r~c~av~z ox trustee.

S.7 $ t~a~~~.~i~,~ ,end `~. iliti~s; 1~"uz-sin~ ~'~ci11sty ha.~ ~ ~uvvill., taar~,tbro~.gl~out the tezzn off" tS~is ~~r4e~~at; a su~i~~nt nr~m r c~~' u~saz~.g axed c~~t er ~~~~' ar~~,t~ lxa~zeuser viszt~ tras~cti~►.g, s~ 1~~ ~zac~ exper en~~ t~ p~~i~ I~' ~r~~ ~ ility to pez-far~n, i~ eQli~~'~a~h~~unc3~r, Suca s't 'w l~ die du3y ~~~z~d, + z#i~,ed ~r x~,~isi~res~ in ~r..~~rc3~zic~ ~r~~la ~'~d~r-al aad~i,~te ~.~r. ~T~sisa~ ~acilsty hay; auk wig x~.air~~i~., ad~u.~t~ : il~t~~s ~d e~~,~. prsz:~za~ thx~u,~oaztthe t4 ~f i•,hi5 ,A~'eem~~at to pe~~ .its ob7i~a~ac~ra~ la~z~eeu~der.

5,~ (~~st T~iG~ib~ut~c~~ ~~~rrt,. Nursix~ T~a,,i~ity shall msiir~taa`.uu a c~p~{ n~' t ie CodT7isrri~iat~on ~}~ rt f'c~r e~~~ R~sxd~xiti~ ~~~,ic~ ~a~tiz~t i~ such ~~t~€~t's „c~aart," sad skaallint~truct t~a~ Nvrs~~ kac~lit~~ s `f aid ,Attr~ac~n ?~~ysi~ian to corasrzlt tie Crast Distr~bt~tion ~C~ar~twli~za t~rdarirsg k'eatzr~en#.

S.9 .C,~~ r~~ ,~,. ~~ J~ t.~e event tit amp cif k~9 servica~ ac ~rFplies xe~~ir~dby fhe ~*tuxszn~ ~ il~ty ~~i~e~ ~o~ ~' rch,~,ed ~os~ic~ Serric~:~ ire ~~vaiJ~a3~t~ ~io~o. a vender~utsid~ t~~ ~Ti3r~~~ ~a~ility, ~c~pio~ ~i~~lll h~tre t~.~ za~,tze sit~a~rr Yo nl~ta~r:~ t~;e ~~l~~~e~~ s~rvi~es n~-su spli~s ~ar~n su~c~i v~d~r o~ tv ~~;r Nu~siiag ~ac~lily the r~a:sos~:ble azx~l cu~ta;r~~zy ~a~~ fir suc1~~~r~vi~es or su~pties. x~:pt ~h~u dictaezi by cme~~;ez~cy m~ic~l c~~cii~i~~s, T~1~tzrsin~ ~'a~i~a#y~~h~~lf obtain the ~~or ~pprr,~ra~ 0~ ~ ~SGfi~3l:L' ~7c~si~~.ted ~Zc~x~:.~nt~ti,re before p~roh~s~.gs~rvicas or supplies not descri~e~ i~ 'fie ~ns~axt;~ Ply of Cary ox the Nuxsan; ~z~cility Plan ofCare.
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G,1 $~m~~l~ rn~~t of ~t'~~ss.~~ F~a%~~'. ~7ur~ n~ F~cilat i shy bill kIi~s~ii~~ ~s~~ ail~iu5~~ ~~il~~~r ~~z~rx~es, Pt~zc~~ser1 ~Tos~~a~ S~rvic.~s, a~c1 aZl ~at7ier servi~~s pzovaci~ fa ~~.CIa~;:es ~e~ta~3. ~T~;~p ~~ ~'atzent: ~U~TaY~ r pact t~ hose services ~zd su~p~: ~ subject: 4~r.~irr~6~zs~m,~it ~Coxn ~1~dia~re sir ~ er~caa~, ~turuing ~'~.cility~ ro6y a.~ees #o arccg~ tieedicasc ~r i~l ~~i~l r~iu~but~~zraex~t ~.s :~1~ a~ faix ~aym~~.~ th~xe~'az: '~l~tb ~~pect ~a a~.l cit~i~rservices and supplies, Haspice shall. reimburse I~7ux~si,~~ ~'~e~lity ax tha' x'~~o~.bl~ mod. ~usxoa y
rtes sit ~i~zth can ~xbib~t C hereto, as~~. Nursi~, I3o~i~ apz~~s t~ accept su~I~: payrn~z~t a~ pay~~~~i~u~ ~'u11. 'CJ~d~r ~s~n c zcur~stances ~ha3l :~uz'siA~g Fa~:Ila~y dill Ax col~e~t t~aor~~y from a ~,~szc3 ~~~:[~spic~ Pad~nt ar ~~Il1~er fa~nil~ i~ c~~~~~.or~-with t~i~ pxovi~iou af iusng Faclxt~' ~~x~rie~s orPurchased T~ospice Serrices.

t.2 e m~ur~~~~at. ~-T~s~ c;~. I+ttaar~i~a ~'acs~i~y a ~~s ~~ prow e ~~mpri~t~,~~sis~ c~ to ~3ospzc~ in t ie prcp~.ra~an of all foir~as rewired by ~~~ caz~, eta. caid, aad as~.~third paid' payors.

6.3 ~.~.. ~~~~ n ~0 ~y~ a~~r the pa~v~sar~n ~~' ~T n~ ~a~i~ity S~zvic~s ~d~ut~chaseti Hospice Services, h?urszn~ F~cilit~~ ~k~~tl su2~rnrn~t tv I~os~i~c~ a:1~.bills xssu+~ pu~~~t rmS~CtYon S.1 can furasr~s ~~ce~ai~.'bI~ tca I~as~i~~ tka~ i~~lude is~orr~:a~zt~n rxsua~.y' prvv~is~~ tt~ turdp~~xtY pwyo~s to rre~ify.'th~ ~ c~; ~~, char,~es r~fl~~ in ~u:ch bil~.ia~s~ ~'ursaaq ~ac~Szty s~~lissue a ~aaxate ~~.11 fir ~~c}~ patze~t. .~ios~ics mall pad ~i~uasir~, ~'acil~iy ~ith~r (a) within ~t1 d~y~~ft~ r~c:,ipt off' e~~h ?~u ~ ~'~cilit~ fall ~x (b3 i~ ap~~ica~l~e, t~srr~. pa~m~nnt icy ~r.~~ctx~~r~ ~r~edic~d tc~ ~~spic~, v~hic~ev~~r is x~t~r. Pa .erit by :ETos~iCe ~ resp~~t to ~uc~ ~i1X~ sha~1 ~~consi~cr~ wntess a~Ji,~tm~xnts ~r~ re~ucst~i iii ~ti~sg by T~Tuzsin~ lac pity t~.n 30 da~~~f r~cex~t of pa~r~,.e;~~.

6,~# Fi ~n~i~ ~r~.~rd ~~~~~a . ~1 t71Sx~1~ F~GI.J.IC~ 'W~~ ~C~ CI~.T~70_~Qq~S t~~ ~C~t9L~~aid r~corc3s {t1~~ '"~i~aaz~c a~ ~tecoxc3~;") a~ ics pra~~pal pl~~~ o~ bt~si~ess ~~v~ran~ ~1.t tran~actac~~.sxel~ti.r~,~ to this A ezz~~at. H~~gic~ ~ea~y~, at i~ exp~a~~, ret~is~ an, ind~pez~tie~t public aa~eoiasztax~tor ot#aer ~.~ditor cs~ r~vi t~i~ Fiztancia~ ~;.~~ards aid pre~~.re a c3~t~zle ~ staff niwut ~hoi~ri~.~ thecl~ax~~~ made to ZX~spic~ b~ I~tuxsazz~ ~'a~~3i~r. ~~spice ~d iEs duly ~uf.~~at~~ed z~,pr~~s~ntaiiv~s,isauluc~ind any such inde~aeud~~it ~u~~.c a~c~auntant ~r o2i~~r ~~zdi~~r sh~1S ~i~.v~ 'tie ri d, '~~nre:~ouabl~ 'c~rritt~ ~toti~~ t~ ~Tursizt~ Facility as~d ~.i~g rear t ~si~aeas ~o~s, t+~ e:ra~in~Y~!`ur~ing ~aci]ity's Fi:n~nnei~I ~t~cards azid to ma~~ ~~it~ t1i~r~o

• ~.~

7.I t~'Ozn ~ ~~41L~~~Ctx,d~.

(a) l~~r.~:~. 1Vt~~sin~ ~ac.il~itiy' ~d Ht3api~~ 511~t~ ~~~ px~2re d rna~ttaixtcorru~lefie and det~il~ cli~ic~l x~ards con~: ig ~~ch Resz~.euti~ ~osp~~~ ~'a~i~nt, i~~ccordar~ce with p:~xde~t r~ord-l~e~sn~ pr~~e~u~es a~;~ as zec~tzired 'by fe~ie~~1 aid stag lair,
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i~cl~riin~ M~c~ic~re anti I~:1:~licaz~ ptx~C~ ~uid~liue~, ~ :~~c~a clinical rec~rrt sl~a1~ ~~a~zpl~tL~y,
~z~m~tly and accurately ~.r~ctz~,~~;~'t all awzvic~ provided tp, ~d ~+rent:~ conc~n~n~, e~~, i~t.esidcnt%a] ~S{~~~i~e P~t~~nt (~uclu~ian~ ~v~luati~ns, ~r~atme~#~s, px~gxcss notes, ~uthoriz~iflus to{i~ixz~ s~i~n 4~ X-~~spi~ ~dl~r I'~c~tsi~~ ~'acali~y and p~iysi~i ~srd~rs enter~ci pur.~ua~t to ~~is
.~~re cz~t~. ~uri~i~ ~~ laty an~ Ti~spi~~ ~ha~l c~us~ each eta4~,/ x~ad~ ~`~rr services p~zrid~t
k~~-t~u.~der to ~e si~ad b~ tie pet°sou pgov~i~ing the scavices.

~"n) =. I~it~.rsin~ F~,c lief ar~~1 ~Iospi~e shall e~c~i r~~ain sa~o~h r~cnrds fog seven
years nor, tea date of+~iisch~rge ofeacr~ ~e~ad~Si~I ~~sp~ce ~ ie~t, o~ suc4~ loner tis~ac p cd
as ra.~.y b~ requ.ir~1 ~y 1~~. Each auc~ rec~r~ s~;al1 c~cs~u~~ the s~xv`ic~ f~.rai~la~d iu
accc~rc~nca '~rith t~z~ ,A.~~+~xrac~tt mad sbal] be z~ac3~.ly accessible ardd systematically c~rgan~zed tc~
facitita~e retrieval bg~ either pasty.

7.2 ,~ ~~'~ject t~ raa~~ rKa,~:ired authori~atsor~ by ~h~ ~~~j~t F~.~~id~~~al ~~spac~
Patzent f or ~~~t I~~al r~pses~a.#~.tiv~) ~Tua~ng ~'a~~aliry a~.d ".HQspic~ shall each ~err~:i~ ~.~ ~ Zer
parry ac~~ss tc~ ~.11 r~c~rds re~ata~.~ ~o t~ Azov s~~u of s~ri~es ~.~d.~~ tai$ A~re~~a~.~ut, iz~cJ~da~,~
t ae S~os~ic~ ~Zar~. o£ Cax~, the Nw;si~~; ~`Q~ae ~Y~.n q~' ~~r~, a~1 ra~.%cal r~ca~ds and ail xec~rda
r~:l~t~ to billi~a.~ and payrr~ent E~c."a g~att~ shalt have the ~zght, urn r~aspuable written ~.~t~.~a
end t~~xiug x~gvlaz' bu~~es~ houz's, t4 +~;tamin~: t~.ie• recoa~ maintained b~' the ot~,er party and tm
malts copies thereof.

7.3 ~ tom,. Ta 'tie ex2~~~ r~yus"a~ed bar f~~~r~! c~~ ~tat~ ~~~r, ~'ur3in~ ~aezli~y an t~-los~ic~ ~h~11 r~a~~ a~r~ila~le; ~u ~ ~uvr~~~3~a z~u~st ~~' an aut~~drz~d f~d~x~l c~z sta~~ o~z~ia~, ~h~ir
r~sp~c~sv~ t~a~~, d~cu~ ts, ~~ r~co~ ~~~ scary tip v~r~~y ~~ z~ ~ ~u„d ~;~t~4 a~ c;c~s~ a~Alursitag Facilsty Services ar Hosgiee Seavices.

7.4 ~ti ~n o $ ar~3a. l~~sing Facility ans~ ]Eiospice shall take reasonable
pre~autians to sa#'er,~uar~ sxord5 against loss, destruction, and unauthori~d dis~Iosure.

~. DESIGNA~'IC~N 0~ LIAT~~TT; z?IS~U'I'~ RES~~,TJTIpN

8.1 ~ Qn or prior t~ the execution of this .~.~re~nez~~, Ha~s~ic~ az~d ~+T~ n,~Facility may each designate s ~u~a"goes of r~prasenta~ivcs, ia~ addition w t}z~ I~ospi~r CaryCc~orclan~t4r, to s~'v~ zs liaiscin b~tuvees~ them and to fac%~~iat~ c~o~erafi~ve c~ffc~i~s i~~ t~i~perzo~naan~e of fi~eir resgect~~v~ obli~a#ians ru~c~~r this ~~gr~m~.~. '~'herc.a.~ter, each ~~' ~nspaceand ~1`ursin~ ~~c-iLty wri~Z prona~#ly notify tb~ otla~r pa.Tty ~f arzy c~an~;e i.ti i~ a~wpa~eser~#atives.

8.2 l~Ys; u~~ Re:~~l~ltics,~. 'W'i*~hrn 60 days of execution of this A~zeemont, Hospice a~~Itit~in~ Faci].i~~ shall d~~r~lop> ~-a~.int~in, aaci ~c~~d:uct, as n~c~.ssary, cu rly ~#icvlafied dYspu~~r~snlut~~u prac~dtue~ an.~ shah act pxomptly to m ~~ar~ ~n;~ s~Ssputt~ cn~cea~in~; thw prt~vis~~m ~fca~~e to ~.e$idential Hospice Patients,

_Z2.
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9. QUAr.ITY' ?ASS U,~ANC~

9.1 Hospice s1ia71 d~el~p, m~ia~~ai~., ~tz~i c~~d~,~~t ~.0 o~gott~, cozn~xehensiv~z~.~sessuZ~~t ~0 eval~?at~ ~,~ gtiali~~ ap~~opriateness a:E~3osp~re ~~rvi~ces ~ci ~Iurs; ~a~i~i~y.S~rvic~s, as sit f~rt~i and des `bid in "°~~a~ ~~r~~I Hoapi~e Standaxdd s of C~r~", attar~ed h~"~~oas E~shibit A {t~~ ~;Qu:~xy .Assurr~nnce pro , ). ~l'~rsizzg facility s3~a11 c~o~erat,~.v+rif'~ ~~spicezn tk~~ ~a~n~~ct o£ ~~ Qu~~ity .P~ ~~rat~~~ Pro m. and facilitate ~i~ aciz~isCeation of such.Tm~xaru zn r~lat~~r~ ~o ~7ursi.~~; ~acili~ty Services. ~~~~pic~ sudll ~cc7oper~~~ ~iith 1*tu~sin~; ~aci~~ya~ the cvu~l~3ct of Nursin,~ ~'a~iliCy's r~~a~lzfiy ~ss:,ss~er~t and assuran~~ coxs~ni~~~ a~ ~t xel~tes tc~~,~si~.esztial ~3oapic~ Patients.

10. CC?~EI3'I'IA'L7TY

X0.1 a~~c~~L~a.L~,~~~~'~'~t,~.,~..1tl~~ ~~'~. 7ri t~~ perform~ce of zts obliga3ios~sundue thi.~ ~~,r~ez~aex~t, H~st~i~$ ,~~:~1 be r~uir~~ try dxs~lo~~ to Nursing ~~cili,~y e~~aiiau~.formatio~a p~rta~x~.%r~~ kr~ S~o~ice Pa#a~n~s i~ci~iing, but g~oE 1unitcd to, as~~ss~ts, crz~rii~aZr~~cards, pai ~~ aid f~.mi1~ ~ ~tcsrs~s and the ~as~ic~ ~la~ of Care {co11cc4~~ve2y, "pat~esit~aif'arna~tz+an") aztd mad+ b~ ru~ui~ed to dis~~~s~ ce~t~ir. b~ ~~ss or fi»aneial information of the~3:os~icc ~collecxt~valy, 'w,~th tl~e ~aii t Tnf'~orm~:xora, t~~ "~Saspice Con.~'td~.tza~ zxu~'ormati~n").N'ur~i~g~ Facility' ag~°we~ '~kiat it sk~~Il n~~, e~~ceat a~ ~~e~ifZoally a~ati~or~z~:d ua wxiti~~ by ~spic~oz as ot~er~ras~ r~uired by law, x~aroci~a~~, cliscba~e, ~r provide and ~-I~as~aac~ ~c~~d~n~a1Tn:~nrmat~z~~. t~ and person.

I0.2 on~i ' ,r 7 i ~_ ~~iA..~tv„~1 nft~rni- i~~. In the p~or,~aCC of xisi~t7li~;~~z~n~ uz~~.~r t~.i~ ~~re~m~:~~, A1'~,~i~tt ~' ~i~ shah b~ requir~t? k~ c~ s~lose taa ~ras~ai~ecr:xta~z~ ~''ati~e~tt ~nforr~~~ion ~~r~irdx~g tQ ~i'ur~zra,~ ?~~~i~i~~y ~~~i~en~s, ixi~luriv~~ ~ l~~si~g~'st~;ilit~ Plan a~' ~;~~, ~:n~ rai~~ t~ xequir~~ ts~ di3~lose ~ ~aspi~e c~rt~,i.~z l~ti in~~~ ter ~a~cialinf~rr tic~z~ o#' ~txe Nursin; ~'aciiiry' (co11ec2ively, w~~h the ~'atic~a.i Iaiaa~rzna~ioz~y tkr.~ "~TaarJ~.~F~~ility ~rsn~de~~ia~ Ta~£~azxz~at nn,"). k~osp~c~ a~ees t~~t it sl~~.l~ nit, ~~~~pt ~s sp~~ ~c~1~,y~ut~oi ~ in writ7ng bar 1"r7ua-sin~ ~'aci~.ty ax as at~~rw3.s~ z~uixkd by lam, r~pmd~c~, disclo~~, ~r,~ravide ar~.y ~turai~g Fail t~ C~u~i~entia~ ~#"~rmati~an to arzy person.

11. USA OF 7+I.AI~ OR MART~.S

11.1 ~Jei'thex ~ursix~~ Facility or Hos$ice ~~a]I have the I2gbY i~ ~.~5e till ~tx;;, s fx~rba~~,trademarks or service uzaz?c~ of t~a~ ot1~~r p~^~f i~. ~~v~rtias~n.~, ~rotriatz~nal mat~i~~s~ G.~ O~Y1Ua~'ZI~SN~rit~nut rec~a~tirt~ the ps?~a~' w~a~t~n ~g~~rovat o#° such party,,~r~ov~~~~d, how~v~r. ?fat ~n~ party may~us~ kh~ ~~.riie, s~mt~ols, car zrz~; vi ~a.~ c~~t~er ply ~'or the gur~!ose o~ in#'orn~~tid~.

12. I~SY7.4ZANCE AID IlVT)~'h~I~ATIC~N

12.1 N',.~rs~,~a- Fac~,l~~T..I31~za - NLri~n; Faoxlaty s~ati ok~tain anci maintain, at i'cs sc~,~cost and exp~ase, ~roft.ssiomal X ability ir~sr:.~anc~, zncludi~g c~v~r~~w far qt r acts of ~ro~'~saiaz~al
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malpractice, covering Nursing Facility, z~s d atc,~~~, of~c~rsy employe axa.~i age~ats ~.r!;~~~un~t. ~,~t ~~~, kb~'n $1,Ot;~,t3(1~ p~:r~ cairn ~n~I ~3,E3dfJ,Ot70 i~a the a~~c'~~az~; a~~.,~enex~J ~i~~?~tYinsurance ~~ ~n arr~ount nab less k~a~ S 1,~OO,t3Gp; n~~ H~spi~~ as an aclditia~~l. instz-ed ply.f~.r, f~a~ rv~,uest of ~°ics~i~s, I~7ur~i~ag ~' ~xlit~v s~xa11 .fuxux~ to S~uspx~e sa~.~~'~tory ev d~~,~e c~~' its)i~bi~i~~ insuza~~e ar~d shall n~t~~j ~n ~ ce 3~ ~~~ pi~aor ~~ any ma~~i~ c~a~~~ in cr t~ra~nati~~
U:~ 9S~SUY~itY.G6 COV:;z' p.

12.2 ~,.: •~ ~~, Hospi~a shall o~ta~n and maintain, at its sole cosh a~.dexpense, profcssian~l liability ins~can~~.; inc17as3.i~~ cq°v~rag~ of ~y oats off" p~a£ess~r~ 1malpractice, c~verin~ Hospice, its duectozs, o~ia~x~s, employees, vol~te~~s, az~d a~~~tt~ ;~ auamount gat less than $I,~OO,OCO g~~r Nairn axed ~3,~GO,G00 ~n t,~~ agate, axtd cr~rtapreh si~✓~
cn~ra~ liability iz~ux~ce n~zuirc~ ~~~ars~a,~ Facile a~ w ~~~i~aan~ ins~r~si part+. ,tit the r~qu Wstof N ua~ ~'acili4y, Hasgicc~ sl~l~ furaisl~ to ~ursira~ ~~~ili4y sai~fac#ory ev de~ic~ of its l~~bi~atyi.~suz~czs cov'~sag~ auk. µall ~ati~r :Nur~,i~g F a?ity tarty 30 Sys prior t~ any n~at~ri~~ ~~1~n~~~~ cart~yrminatio~ of i~.surar~c~ c~,v~za~~e.

• ~e~ r

(a) P~~arsin~ ~'~i~it~y r to i:t~d~~.uo3.fy az~3. ~ol~. haz~al~ss end d~~'en~: ~~,~s~i~ce, a~dixectoxs, o~fic~zs> e~~ploye~s, valunteexzs, anti a e~.t~ ~o~n axed a~,~:i:~st any az~~. a~. clazz~~; sa.~~fis,~~uaes, ~n~~, p~nalti~~, l~abliti~s and e~aa~zas (ia~c]u ~ r~;~anau~~ attorn~,~'s f~.es ~,nc~ ct~urtco~-t~} xp~,u2tuz~ ~ra~. cox axisx»~ gut oaf, ar~y claim~t~ v`villfiai o~ ne~li~~nt ~cc Q~ c~~znissic~n lay;l~ttrsin , ~a~il~t~ a~ ~nJ p~'afs d+'r~Gtors; offic~ ~, p~~sye~s, ~~~~ts ~r vc~~u~t~er~ pezta~u~a~ i~ #.hcs~:rv~ie~s ~aarw~.nde~.

fib) Ha~ic~ a ~~ t~ irz~~z~~ify ~d h~la3 Imo: ~s~ a~c~ de~e~ad ~1'~~zsin,~ ~aci~¢y, itsciiaect~r~, o~ic~rs, empX~~~~s; v~l~~~~xs, aid a~~n~~a ~rnr~ ~ ~~~i.nst an~r and ~.1~ claims, ~~sits;da~z~bws, des, pe~nal~iFs, li~bil ~.es Ord e:~p~ases ~i~cl~d~~ x nn~ble ~tt~x~e~'s f~~~ azaar,~ c~ux'~c:os~s) r~s~slti2~~ from r~r arcs ~~ out o :may c~ai~ra~ ~11~u~ p~ neg~~ent act ox ozr~isszan ~a~~-lospice or ~:y ~£ its directors, c~~'a~ers, e~p1a~~~~, agents cix va~'i.~te~zs ~a a r~~~g #a t~~services 3z~reund~r.

(c} For purposes off' such ind~m ~a~.fln, the f~~owiaa~ prov sifln ; ~~,a3~. a~pl~, ,t~.~ers~n or .kity ~ratzr~~r1 ~o l~~ ar~dU~n:~i~s~ uradu~ para.~-a~+~ ~~} ter ~?~ above ~az~ "~c~ a~Z~~iF~rs~n"} s~a]1 p~~anpfly noti~"y the ~aarryry h~.vi~a~ the c~bl~~~tion u~dwr this.{ ~~m~~~t t~ i~~i :~ii~Yttb..~ Ind~~z~ifie~! 1?~rsara ('~Inc~~mr.~~3•~~) wittz xesp~ck to a~t~ z~~t~ic~ of a claim, Y.~z~a~ to instit~at~proc:eedi~g, ar comm~n~~rrava~t r~~ an lion. T`~e 7nd~;r~~~ Air IZ, if requested b~ the7n~i~si.+"ied Per~ar~, asstarnw t~~ de~~ns~ n~' ~.y li~i~~~o~ ar p~rot.ers~~ ~ror ~i}aich i~de3x~nt~rhereunder is a~rail~bl~, inclu~i.~,~ tJ~~ ret~tio~ ~f couus~l ~d ~~.~rs~~:at of reasonable f~~s c~~' s~~~acouns~~, in ~~hia~ event, ~,c~t ~s pravxd~~3. 'b~la~r, C~~ In.f~u'21~?~'1P:X V'lL~~ Y10C ~c;. T~.5~J4~1~710 ~O~"aat~..y ether fees or expenses of ary ot~~r cou~s~l sezaaa~~ fcr the ~uudezrcna.~i~d. Person, ~vw~vex, i:Ftn~ ~tad~zz~~~ied Fersrna ~~d :(~ad .itz~r r~asouwbly cct~.cltade t~Zat t~z~ re~r~s~.tata~iva~ a~ bothp:~rti~~ by eia~ same c;~~ns~i ~r►ay anv~~ve a ~azsifl~~ct duw to actual ~r potential t~~'eri~~; i~te~~sts
_ ~q_
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b~tw~en them, the Ind~xmnifier shall pay the reasvx~a~le fe~~ of cc~uszsel for the iudemni~ed
Person. The Indemnifies shall not be liable for any scttlernent off' any Iitieation or proce~ciing
ef~'ect~d without its ~vriitt~n ~~ns~t, ~vbicl~ s.~~~# shall not be unrsasonamly witk+,h~ld,

13. TERi"ViS ~ '~'~~~i~1i ~`s.TIQN

13.1 T.~i p~,.. ern t. 'T~~e initial teim of this Agr~enz~tx,~ shall be ~~~ year
bed ,~;n~ wit3~ t~~e Ef~"~~t~~r~ .1~~•t~, ~it.~ ~u~r~ut~c one y~ax r~as~wa~, uur~ll~ss sc~nez~ t a~~za~~~ as
provid:d beloev.

13.2 ~r?ti~fic~n '~U'•i~h~zzt ~~~e, Either party may t z to this A~~ ~i for any
reason ar no r~a~on prior to the expirr~~ion of iLs term by providz~g at Ieast 9~ days ~ri.ttar3 notice
of te~rivnation to the other party prior to the date of such t~~a ~atian, Such tecm"tz~~tioa sha11 be
effective writhout pr~c~x n~ti~~ ~r r,~~,~r~~t of any R~sid~~~ al I3ospi~~ Patient, A#t~ndita~
Physician, ar other third patty.

13.3 .~r~ .c.~~1.. .~i..~.~.. ~

~itl~er party sha11 ha~:e the x~ig~ to t~rmimate this .~. n~ex~t foz #~~ :fotlowix~g
reasons:

(a) ~i the overt that Nursing lFacilaty does not provide a material p~rticzn of tL~e
Nursing Facility Room and Board 5errrices ar Pu~c~a.~~d'riospicc ~~rvices, if any, ts~ be provided
under this Agreement for a period of 34 ca~s~eutive days, crpon t,~n days c~vrittcn notice ~a~~~
prior to t3ie e~xiivc date of such termination;

Cis) ~i khe ~v~.t the ~osp c~ does gat presvide ~ mat~z~al portion a~' the I~os~i~e
~ rvic~s to ~; ~~~~v~d~d u~d~r t~:is A~~a.~at fs~r a p~ri~~. o~'3fl co~sectista~~ days, ug~aa~ ten days
,,~n~at4~a z~c~tice given prior to t~z+~ ~.ff'~tiv~ ~at~ o~'~ac3a 't~zrninatic~n;

(c) I#' any ~icsnse, certificatic~ra ~r accreditation of a party which is material to the
pecforc~ance t~f tlsis A~re~ruent is suspend~rl or revak~d.;

(d~ If any administr~~a~~ or judicial fines, penaia~s or sanctions in exaes~ of
$10, 04 art imposed upon Qne n~the pasties;

(~) ~.f oa~e off' ~a~ p~xt~i com~~nc;,s ar ' c~ erc~d a~a.~~st i'~ praceedi~a~s t4
1ic~uidAxe, wind~~p, x~oxg~n~~e br s~.~c prr~~~c~an, x~lie~` car a cornpositi~~ o#' its d~bt~ u~ctde~ auk
law relat~?~ tt~ irxsalveucy, r€~t'paniz~tio~, ~a~ relief ~£ ~~toz~ p~ s~e'~n~ tie a~p+~~~n~nt of ~
receiver dr trust~~;

(~ I.~' ~ospxc~ ~azia to de~relap a~~ maim a ~~spic~ Flan of Care p~ars~ant tc
federal and state ~a~ and i~ acc:~rdaa~cc ~vvz°~ t.~i.~ Agreement;
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{g) ~'Nurs9.0 ; ~'~~ility t~.~~s to a~e~r;:laz~ ~n~ ~~a;a~taiz~ a ~+tuxsi~~ Facility P~~n of Carepursuant to fe~~r~l end stag lazv aal~ i~ ~~~:rat~z~~e ~s`t~t ~lsis A~,ze~menf; ~x

{h) If an acrian is prose~~t~si to final jud~.ezat against a pasty f~s~ violation of
f~cral or state late.

13.4 pct ,n,~' T~rrgin~:.~ian cam A~raYlar~,a`,1•~t~v of ~~~z~~ic~e. I~ the event ~tha# this
Ag ent is t ainatQd pursuant to section 13.2 ox 1~.3, c~c~ ~fNuz~i~~ T~il~ty ~~c~~p~c~
r~tay neg~tiats s~par~ely ~wi~.i a form~~r R~sir~~ntial ~~spaa~e ~'a~ie~nt (~z such. gsa~,~nt's 1~,~a1
c~~present~tive) to contract for the cx~IItix~~ati~~ o~ oaxe. T~~rsir~~ ~'~ila1y ~r~e~ nat to disck~~g~
aray forrr~er Resi~~nti~..D T-~aspir~ Patient u~ti~ a~a ~~ez~atiwe p1~:~~aexit is f~~d t3~~t is acrutu~,~y
a;~eeable to Nursirsg Facility, ~aspico agad the f~~m~r ~.esidenti~I ~iasp~~ Fati t.

(aj A: ~.esxd~ntiat Has~ice ~'atz~t m~y't nan~te receipt of Ti~~~p~G~ a~r~ri4es s~,dlo~ury Pa"~:xs~n ~;~cil:iy 9~rrvi~i;s ~+rn~rided p►ar~ t tc~ t~iis A~~-~~c~t by vvrzztfi~a. n~ari~~, auclzsc~3z~~,,b~it.unt li .it,~d to, use a~ rspi~~'s x~~~~i+~r~ fo~cz~, ;~iv~:n by ~~ k~~side~tisl Hos~a~~ ~'~.~.~axt (~ozhns/her legal represanta~iv~~ tv Hospice and 1N' 7n~ Facility, ~u~~ e~zr~ir~xion r~kaa]l ~e ~~f~cti~~u~bn delivery ~rf such x~~~ic~ to both 13ursing Facility and Ho~piee, of upon s~~h time ass~ecifer~ ire t~a.~ wni~t~a ~a~~ic~.

(ty~ T~r~xia~atac~n of receipt of ~dspice S~xvices andl~~ ~l'ursi~~; ~'a~~1%~j ~exvices t~~an individual FCesiden~ial Hs+~picc Patient shall nbt co~.stitut~ t~~a~ivt~ ~~" t~. ~ ~, ~xien2 ~s awhole.

(~) Irr t~~ event ~h~t a ~~~ic ~r~tsal ~os~~c~ Pa~iant t~zrr~ nat xe~~ipt of ~Saspa~~S~zvic~~ end ~l'~xs n~ Fa~alxl~ Sexvic~, ~ac~, of k3ospic~ ~d N'ursi~g ~'~ali~y ~~y ne~tia#esa~arat~t~ ~wztt~ the former R~sx+d~ai~al ~Ic~~iG~ ~c~1,~C11~ ~0~' SLiC~:I ~3~1~i1~~5 X~~{~ ~'~S~SCI3~1~1Y$~ tfJcontract for t.~e co~itinuatirn n~car~.

14. G~N'~AL PI~QVISIONS

14,1 ~T ',c,~, ~~c~t a.s athezcvis~ s~~ci~~ ~e~en, 311 z~otic~s, fler~aa3ds, req~.es~, ~s~q~~ez cv~a~zunivaisr~~s ~~~iah rz ay bG or a~ req'ui~erl ~o be given, s~rvc~~, or ~~nt ~+Y any p~Y t~any oi"n~r paxcy FtXctsti :sit to teas ~,~'~~n~:mt ~h~ll 6~ in -v,~~i~ anti a~~ll be d~li~ axed by hand;rn~l~d ~i~ i~st-~la~s, r~~~~ez i t~ cer~~ed m~i~y retuEm r~c~ip4 rea~ue~t~d, ~ust ~ przpaid; ortra~sznitted by facsimile tr~a~'zriissio~ 2dc~-~ssed a,~ ~ollc~rs:
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(i} IF to ~Iosp:cc:

Carroll Hospice
95 Carroll Stree¢
Westminster, MI~ 2~ 157
Atten+aon; iv~arie B~ssi~
Fay I*To: (~l4) S71 •"72I6

wit's a copy (which shaIJ noR co~ati4ute no~i~} to:

hoard of Tnrstaes of Carmll Hms;3ice
95 Carroll Street
Wes~ninstes, NID 21157

(ii) rf to Nursing Facility

Goldcn Age C,}uc5t dome
1442 Buc',~n' ~m Road
Sykesville, IV~D 217$4
Attention: 2a~i~. Lames TalbAtt
Phone Nv: 41t?-79~ 2737
Fax No: d10-793-5501

Each ~a~t,~y m.ay c~ i~a~Ce b~ ~4ti~~ ire vvz~zt a~ a x~e~x a~.rlt'~ss to v~r~iick~ a.~~ aaoticP;
r1,:nand, x~~~~st pax coa „n~sicaticn zza~y #h~r~a~i~r 1~e ~i^v~eu, served oar: s~~~. ~ h x~ntic~,
~,~~aand, r~~e~t wr cox~m~aica~:on w~u~~ sk~a~l be ana~le~3, d~~%v~re~i a~ tran5mitt~ti ~~a ~i~ ma ter
d~scrs~~d abr~~ve sla~.l be deer~aed su~si~~Ln~~y ~iv~a, s~rv~d, s~xt ~.ac~ r~ce~'v fox ~.~ p' o:,~,~ ~.t
such tin~z~ ;~s xt is (a} dP~iv~~rwd p~xs~x~all~ ~ the address~~; (b} recwived in the zria:~ b;y k~~

c~'~ssee (wig the r~ r~c~ip~, t~t~ d~li~cer ~~ctiipt, o~ the af~~a~r t of ~~es~~~,er b ~~acancl~~ ~~ ~~id~c~ o~ its ze~eipt)> (c) wifh r~spe~:t #s~ a £'~csa~zaxl~ ts~.ia~aassion, the mac~a~
con.£xm~ation being de~m~d co~clusi~re evid~r~cc~ of:~-ucl~ d~li~rery; ~r (d} at suc'~ time as dPlive~y
is rsfusc~ by the addressee upon prescsrtatia~..

~,~..~ ~ ve~al~wl~ ~~. 7.~' ar~y part of ~ ~rr~visi~aa o~ ~.i.~ A~e~nne~zat or any ~~~r~ i~n~, doct~szi~nt ox R%z7~Zn~ ~iv~~ pursit~~nt t.~ gar in cc~ ~cti~n t~it~a tip A~eem~~t s~~,l~ b~i~vaii~ or ~~~~faxceable undue ~~ap~ca~ble l~r, that part s~a3~ be ine~f'ecti~'e to the e:csent of suchi~ns~alz~Si;y o~ un~~forc;~,a'uilit~y o~aly, ~vith~u.~ i~. any way ~ffeCting the r~maini.~~ parts aidprt~v s an of this A~rcement.

X4.3 t 'yea . Zt as ~e expz~ss i~te~ation and ~.~ae~na~t cif the p~rrtizs hereto t~a~C ti?epr~,visi~rrs of this A~ ~em~u't concersw~~ R~ixxtl~ursem,~nt, l~.ce~ccozds, Cfl~~fid~ntia~ity, CTs~ ~~N~;.or M~.r'cs, IRSL1T3T1G8 s3.ZlC~ ZTlcILIIlltt~IC~'tiOY:, ~31t3 ~`CI'T33 ~.IIC~ ~T~~I131T1~t14b1, as~c3 t3a~ ~i~a~1 st~zvive tie

- 17-

w,~;;No~aeze~~:T:~ ~rzv~
1,x,6%8-23



1 L~~S'!— GlY 1~ :71 VHY\fIVLW at~i ~'~a.. vr~a~.u~ ...v •.`• •••.• _ ~ •~. •_ ~_. •. ,

tennination of this Agreement f~a' aril r~~son, and that tt~e covenants made herein shall suz~i~~
tlsa execution and ierrzain~tion of this Agr~eert~~t tuatil they ara no lo~tg~r eff~~i~va by fiheir t~rr.~s.

14.4 ,i,~. N~i~aer t ie ~r~i'ver by ~i~.her of the parties h~r~to of a breach of or a
defaalt under and of tie gro~risi4ns ~i this ~.,~~~nt, nor the Failure of eitY~er of tb~ p~tias, on
ozae or znor~ occasions, to Cll.{OYGC c1II~ 0~ f~.~ ~3gOY1814I1S (>f 't1171~ A~.*`~'~?]]8Y1~ bi t0 ~x~is~ any
ri.ghr or priv~il~ege thereunder s3~all there~ft~r be construed as a wai~rex o~ a°~y subsequent '~r~ach oz
default o~ a sinsi3ar ~atuze, or as a ~valuer of arty such provisions, rights or privilsges h~tti der.

1~S ~~z~dirw Eff Subject to ps~visia~ hereof restricting tt~sigru~~nf, this
Agr~~t~~~t shall be b~clir~.g upon and sell ia~ t~ the beu~fit of the parties hereto aaic~ t~aez~
zc5pecti~ve successors az~d permitted assi~us.

14,6 Nnm-~a,itnabiliiv~ 'x~,is ,A.~r~~~ent ahal~ riot be as~i~;n,.bYe, in whole or in p~.zt, ~y
eithez pasty ~wit~Zc~ut ~~ pri~ar w'~-ittc~u. cc~z~ ~ of the ot~ier parCy h~~~Co.

14.7 ~ • '~t?~n oi~ B~~~, t~ ~~,~th~s ,~ ̀eem~n~. It is 4~e explicit int~ti~~ of t~~ parties
h4~to that no person ar entity ~t~~r than flee parti~~ ~t~rato i~ or sh~J.l b~ ~itl~d Cfl brim qty
action to euforc~ a~ay prevision of t}~is Agxeem 't a~ainsi either of tie paz~,ie;, ~er~ta, and th~2 ~4a~:
onvenants, ua.d~z~'~irsgs, and agree~ciat sit forth iu ti~is. agre~rracx~t sh~?1 be solely for the beae~t
oi; end shall be egfcrce~ble only by, the parties hereto ~r their respec~iv~ successr~zs and assigns
as p~rmittad hereux~dcr.

1~.8 .~mara .~nez~t. This A nent slz~ll not ~a~ ~merxicd, altered oz madi~ed, except
by an insm.~~~t in vvri~ing duly e.~xtated by the ~~t es ~~xxe~o.

14.9 tir ~~m~nt. T'r,~s ,~3eemen~ i.~cludu.~g E:x}~bit~ .F~ ~.'azt~~~~ D, co~st3tut~s
't.~c: encir~ ~.~ ~x~t b~tvve~.~ tug p~rti h ~~t~ ~svifh respect to t~n~ ~u~ject rxaa~er .~~r~~, anti i~
svcp~;~wd~s all p~iox aa~l or ittw.n a~se~nae~t~, commi~m~mts or un~ierstandis~gs arith xespect to
the mattes provided far h~r~i~.

I4.1~1 =~ 'n, Hea,~~~s contained izi this Agzecment ,are iais~rted for convenience ~f
xe~i~r~~ce o~.?y, ~1~~11 not be deamec~ t~ b~ pmt caf this Agr~erncnt for any Purpose, az~d sPaa1] sent in
aay way define or a~~ct the m~~ng, canstraacrian or scope of any of kha pzo~risions hereof

14.1 ~ $~,.; 11t'PS. Except as otla~rwas~ specified, ref~r~nces io secrons ca~st~n~d in t3~is
Agrocmert shelf be to tie corrr~sponc~.zzgly nurbb~rcd stctions as sit f in this A~~ern~nk.

14.1 . C`4vernir~ ~w, T3~is A~re~ment, the rights a~zd obl ~aiiens of'tYtu ~~~ties ~a~r~to,
azic! any clai.~ns ~r dis~u~~s ~~~a#i~g; t}~v~~tc~, sh~11 be ~r~v~rn~d by ~cd conscru~s~ ~n accor~3a.~ce
with the ~av~rs ofth~ State Uf Iv1a.,ry1~~+~.

-1~-
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Pati~a~' Name:

~~hi~a~ ~

S~~t~~~~~ +off' ~'~~~a~i~1 R~sp~~sYb~t3' ~~r ~T~a~g~s

(".a~sro11 Hospice and Nosing ~acilit~r Agree that fitianci~ xesponsibility for services pro~idrxl. by
Nursir~g Pacil~~ty shall bye as fa~I~ws (~~ b~ indicat~tl by an'~x,~ in the appropriate column):

1~~Ict~sal Servcse ~~~pfc~
P~I~~ s3ag
Far9Bity Pa#ie~t

~:-ray auc~.lab 'f~~s
I~edic~l s~PPl~~s

_

~}~~~71] ~Yit~:5Up~~.1~5

PT OT ST
Specaal duty nux~es ,,_,~_r ~,,

I~4f"ai~t1~I. ~l~t~/SZC1313~a ~~~3

~a~ro~ Hospice"s pl~ysi~.i~ Fees
Ambulance
Acuff hos,~ #'al ac3~aissiomms

Tutra3n~ ~'~s
~cantixten~ ~Cas~
: :d ~'e is~U

.,

Suction
Tubs ~'~ edi~tg
Rcw~ aad Board
T~:lephone
k~~crip~iou dugs rolae~ci to t~rr~.inal i11~~~ss
P7r~.sc~pfc~n dru4~ mot reI~t~r3 to tc z~ai illzaess
1'~~an-pr~cz~~t~an drubs related to terr.~.ix►~1 illness
P~r~~nal care supplies
Sp~c7nl m~t3rc~s
Special fc~a~is as a z~~sult a~`special cti.et
Guest txays
~"C~Or~a"l~zt ~IAQ~Ii~?
k'e nal la•~ndxy
Cl+~tizin~
Misc~ellatn~ou,

WA.5ii01 A:826$7:1:11/271~
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1 G .... Uf - 4R Ut LJ ,1J V~Blttuuu a~v~s~.. vri~~.a.a ~ ♦~v..r •... .. ~. .. .. a. ....

~i~~a/11

i~fi$ l~ ~3 ~1 ~ll~~~~~i

.1 1il ei~~~J~L' ~+/r3 =iJYCQ ~Y ~ Y~i+~
vi

lii~it~~~

a~t~ ~~

Portable Liquid Oxygen System $36.00

Stationary Liquid oxygen Ta~tl~ $69.40

~,igtxid Oxygsn Per P~un€i F'~rcflas~

Oxyg~a Concentrator with Back-up and ~15~.00
l~onthl~ ]Fallow~up

T~ ~Cyl ~~r (Red} Flow M~t~r ~4~.00

C̀ylind~r •Refills ~-T Fuxcbase

E Cylinder (Reg) Flow Meter $20.30

Cylzaad~r Refills E k~urchas~

Aezosc~l Therapy $3S.Od

Air Ccia~;~r~s~~r ~44.0~

Suction Machine ~4p.~Q

W~eelch~r, R.emovabt~ Arms $42.g0
anal Elevated Foolr~ts

Geri-chair ~40.OP3

Scat Lift Ct~air $111.00

Frail Electrsa Hospital Bed with g9g,(30
M~~ttr~ss, Rails, and Overbed Table

~-iu .d~fier ~~5,St7

Infusion Pump ~SO.OtI

Purchase
F~as

,~

$2~.0(l
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Comprehensive Care Facilities in Carroll County

CY 2015
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3 Brinton Woods Nursing and Rehabilitation Center
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Berkeley Research Group

Examination of ER visits and readmissions to Carroll from Brinton Woods
Medicare FFS patient, only

CY2015

(October 2017)

Purpose: Document Medicare readmissions and ER visits from Brinton Woods to Carroll
Hospital
Patient population: Medicare FFS, only
(regardless of patient origin/patient residence)
Time period: CY2015
Utilization documented below:

o ER visits, Medicare FFS: Any ER visit to Carroll between day of admission to Brinton Woods
and day of discharge from Brinton Woods

• Readmissions, Medicare FFS: Any Medicare FFS patient at Brinton Woods who was admitted
to Carroll equal to or one day after a day at Brinton Woods

Findings

Brinton Woods
{ID: 215247)

# of SNF claims
# of unique patients

264
209

Utilization at Carroll Hospital Center, only

Emergency Room Visits
inpatient Stays

* Total Payments exclude the SNF
payments

Data source:
Medicare Standard Claims File, CY2015

# Unique # Total Days
Pats Visits Payments*
15 17 $5,626
26 37 $602,740 231

4 North Park Drive, Suite 100 ~ Hunt Valley, MD 21030 ~ T 443.391.1050 ~ F 510.654.7857 ~ thinkbrg.com
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KPMG LLP
1 East Pratt Street
Baltimore, MD 21202-1128

Independent Auditors' Report

The Board of Directors
LifeBridge Health, Inc. and Subsidiaries:

We have audited the accompanying consolidated financial statements of LifeBridge Health, Inc. and
Subsidiaries (the Corporation), which comprise the consolidated balance sheets as of June 30, 2016 and
2015, and the related consolidated statements of operations, changes in net assets and cash flows for the
years then ended, and the related notes to the consolidated financial statements.

Management's Responsibility for the Financial Statements

Management is responsible for the preparation and fair presentation of these consolidated financial
statements in accordance with U.S. generally accepted accounting principles; this responsibility includes the
design, implementation, and maintenance of internal control relevant to the preparation and fair presentation
of consolidated financial statements that ai•e free from material misstatement, whether due to fraud or error.

Auditors' Respoizsibility

Our responsibility is to express an opinion on these consolidated financial statements based on our audits.
We conducted our audits in accordance with auditing standards generally accepted in the United States of
America. Those standards require that we plan and perform the audit to obtain reasonable assurance about
whether the consolidated financial statements are free from material misstatement.

An audit involves performing procedures to obtain audit evidence. about the amounts and disclosures in the
consolidated financial statements. The procedures selected depend on the auditors' judgment, including the
assessment of the risks of material misstatement of the consolidated financial statements, whether due to
fraud or error. In making those risk assessments, the auditor considers internal control relevant to the entity's
preparation and fair presentation of the consolidated financial statements in order to design audit procedures
that are appropriate in the circumstances, but not for the purpose of expressing an opinion on the effectiveness
of the entity's internal control. Accordingly, we express no such opinion. An audit also includes evaluating
the appropriateness of accounting policies used and the reasonableness of significant accounting estimates
made by management, as well as evaluating the overall presentation of the consolidated financial statements.

We believe that the audit evidence we have obtained is sufficient and appropriate to provide a basis for our
audit opinion.

Opinion

In our opinion, the consolidated financial statements referred to above present fairly in all material respects,
the financial position of LifeBridge Health, Inc. and Subsidiaries as of June 30, 2016 and 2015, and the
results of their operations, changes in their net assets and their cash flows for the years then ended in
accordance with U.S. generally accepted accounting principles.

KPMG LLP is a Delaware limited liability partnership,
the U.S. member firm of KPMG International Cooperative
("KPMG International"), a Swiss en~iry.
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Empllnsis of Matter

As discussed in note 3 to the consolidated financial statements, the Corporation acquired Carroll County

Health Services Corporation. Our opinion is not modified with respect to this matter.

Supplemental I~aformatiort

Our audit was conducted for the purpose of forming an opinion on the consolidated financial statements as

a whole. The supplementary information included in Schedules 1 and 2 is presented for purposes of

additional analysis and is not a required part of the consolidated financial statements. Such information is

the responsibility of management and was derived from and relates directly to the underlying accounting and

other records used to prepare the consolidated financial statements. The information has been subjected to

the auditing procedures applied in the audit of the consolidated financial statements and certain additional

procedures, including comparing and reconciling such information directly to the underlying accounting and

other records used to prepare the consolidated financial statements or to the consolidated financial statements

themselves, and other additional procedures in accordance with auditing standards generally accepted in the

United States of America. In our opinion, the information is fairly stated in all material respects in relation

to the consolidated financial statements as a whole.

I~~'(C-~ LLB

October 12, 2016



LIFEBRIDGE HEALTH, INC. AND SUBSIDIARIES

Consolidated Balance Sheets

June 30, 2016 and 2015

(Dollars in thousands)

Assets

Current assets:
Cash and cash equivalents
Investments
Assets limited as to use, current portion
Patient service receivables, net of allowance for doubtful

accounts of $62,213 in 2016 and $58,346 in 2015
Other receivables
Inventory
Prepaid expenses
Pledges receivable, current portion

Total current assets

Board-designated investments
Long-tern investments
Donor-restricted investments
Reinsurance recovery receivable
Assets limited as to use, net of cti~rrent portion
Pledges receivable, net of current portion
Property and equipment, net
Deferred financing costs, net of accumulated amortization of $1,077

in 2016 and $767 in 2015
Beneficia] interest in split interest agreement
Investment in unconsolidated affiliates
Other assets, net

Total assets

2016 2015

$ 322,937 356,973
23,352 23,761
67,660 30,565

141,651 142,212
1 1,508 10,164
31,514 29,482
l 8,761 19,079
3,296 6,693

620,679 618,929

243,289 250,000
253,757 258,685
20,541 21,644
15,694 15,935
43,601 33,187
3,405 5,477

629,477 595,143

4,137 4,073
4,477 4,628
44,040 33,865
48,142 43,082

$ 1,931,239 1,884,648

(Continued)



LIFEBRIDGE HEALTH, INC. AND SUBSIDIARIES

Consolidated Balance Sheets

June 30, 2016 and 2015

(Dollars in thousands)

Liabilities and Net Assets 2016

Current liabilities:
Accounts payable and accrued liabilities $ 119,225
Accrued salaries, wages and benefits 80,361
Advances from third-party payors 46,246
Current portion of long-term debt and capital lease obligations 12,921
Other current liabilities 16,871

Total current liabilities

Other long-term liabilities
Long-term debt and capital lease obligations, net of current portion

Total liabilities

Net assets:
Unrestricted
Nonconh•olling interest in consolidated subsidiaries

Total unrestricted net assets

Temporarily restricted
Permanently restricted

Total liabilities and net assets

See accompanying notes to consolidated financial statements.

275,624

167,009
564,559

1,007,192

849,676
5,099

854,775

53,3 85
15,887

924,047

$ 1,931,239

2015

117,874
80,534
41,780
14,711
14,418

269,317

130,856
558,.170

958,343

844,907
3,922

848,829

61,660
15,816

926,305

1,884,648
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LIFEBRIDGE HEALTH, INC. AND SUBSIDIARIES

Consolidated Statements of Operations

Years ended June 30, 2016 and 2015

(Dollars in thousands)

Unrestricted revenues, gains and other support:
Patient service revenue (net of contractual allowances and

discounts)
Provision for bad debts

Net patient service revenue

Net assets released from restrictions used for operations
Other operating revenue

Total operating revenues

Expenses:
Salaries and employee benefits
Supplies
Purchased services
Depreciation, amortization and gain/loss on sale of assets
Repairs .and maintenance
Interest

Total expenses

Operating income

Other income, net:
Investment income
Unrealized losses on trading investments
Other

Total other (expense) income, net

Excess of revenues over expenses before loss on
refinancing of debt and inherent contribution

Loss on refinancing of debt

Excess of t•evenues over expenses before inherent
contribution

Inherent contribution — CCHS

Excess of revenues over expenses

2016

$ 1,435,810
56,982

1,378,828

3,537
95,060

1,477,425

795,094
253,599
254,211
75,699
20,538
28,574

1,427,715

49.7 ] 0

16,028
(22,1 l 0)

779

(5,303)

44,407

(3,720)

40,687

$ 40,687 199,524

2015

1,201,545
54,845

1,146,700

3,665
62,764

1,213,129

662,338
195,387
201,240
62,957
19,774
20,687

1,162,383

50,746

21,161
(10,978)

4,563

14,746

65,492

65,492

] 34,032

See accompanying notes to consolidated financial statements.
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LIFEBRIDGE HEALTH, INC. AND SUBSIDIARIES

Consolidated Statements of Changes in Net Assets

Years ended June 30, 2016 and 2015

(Dollars in thousands)

Net assets at June 30, 2014

Excess of revenues over expenses
Inherent contribution — CCHS
Unrealized loss on investments
Net assets released from restrictions used for the

purchase of property and equipment
Restricted gifts and bequests
Net assets released from restrictions used
for operations

Net change in value of beneficial interest in split
interest agreement

Adjustment to pension liability
Other

Change in net assets

Net assets at June 30, 2015

Excess of revenues over expenses
Unrealized loss on investments
Net assets released from restrictions used for the

purchase of property and equipment
Restricted gifts and bequests
Net assets released from restrictions used
for operations

Net change in value of beneficial interest in split
interest agreement

Adjustment to pension liability
Other

Change in net assets

Net assets at June 30, 2016

Temporarily Permanently Total
Unrestricted restricted restricted net assets

$ 660,778 49,703 14,647 725,128

199,524 — — 199,524
— 10,733 1,173 11,906
— (370) (3) (373)

5,347 (5,347) — -
- 10,789 3 10,792

— (3.,661) (4) (3,665)

— 5 — 5
(16,548) — — (16,548)
(272) (192) — (464)

188,051 11,957 1,169 201,177

848,829 61,660 15,816 926,305

40,687 — — 40,687
— (1,842) (5) (1,847)

7,613 (7,613) — -
- 4,908 76 4,984

— (3,537) — (3,53.7)

— (IS]) — (I51)
(41,513) (41,513)
(841) (40) — (881)

5,946 (8,275) 71 (2,258)

$ 854,775 53,385 15.887 924,047

See accompanying notes to consolidated financial statements.
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LIF~BRIDGE HEALTH, INC. AND SUBSIDIARIES

Consolidated Statements of Cash Flows

Years ended June 30, 2016 Ind 2015

(Dollars in thousands)

2016 2015

Cash flows from operating activities:
Change in net assets $ (2,258) 201,177
Adjustments to reconcile change in net assets to net cash provided by operating activities:
Depreciation and amortization 76,059 62,697
Loss (gain) on disposal of equipment (360) 260
Gain on sale of Courtland Gardens - (3,409)
Change in pension liability 41,513 16,548
Provision for bad debts 56,982 54,845
Realized and unrealized gains on investments, net 17,593 (2,412)
Inherent contribution - CCHS - (145,938)
Restricted gifts and bequests (4,984) (10,789)
Change in beneficial interest of split interest agreement 15l 5
Earnings on investments in unconsolidated affiliates (3,277) (5,342)
Loss on refinancing of debt 3,720 -
Change in operating assets and liabilities:

Increase in patient service receivables, net (56,42]) (41,962)
Increase in other receivables (1,344) (1,021)
Decrease (increase) in pledges receivable 5,469 (4,438)
Increase in inventory (2,032) (2,136)
Decrease in prepaid expenses 318 115
Decrease (increase) in reinsurance recovery receivable 241 (2.,570)
(Increase) decrease in other assets (5,637) 5,877
Decrease in accounts payable and accrued liabilities, and accrued salaries, wages,

and benefits (7,481) (10,462)
Increase (decrease) in advances from third-party payors 4,466 (944)
(Decrease) increase in other current and long-term liabilities (2,907) ],121

Net cash provided by operating activities 119,811 1 11,222

Cash flows from investing activities:
Change in donor-restricted investments 1,103 (8,968)
Addition of cash from CCHS acquisition - 15,719
Change in current and long-terns investments (3,698) (49,422)

Change in assets limited as to use (49,356) 28,098
Investment in/distributions from w~consolidated affiliates, net (6,898) (6,543)
Additions to operating property (10],221) (44,462)

Proceeds from the sale of property 360 31

Settlement of swap - (13,998)
Acquisition of physician practices - (1,404)

Net cash used in investing activities (159,7 ] 0) (80,949)

Cash flows from financing activities:
Payment on debt and capitTl lease obligations (182,127) (53,800)
Proceeds from issuance of debt 183,006 150,000

Restricted gifts and bequests 4,984 10,789

Net cash provided by finlncittg activities 5,863 106,989

Net (decrease) increase in cash and cash equivalents (34,036) 137,262

Cash and cash equivalents:
Beginning of year 356,973 219,711

End of year $ 322,937 356,973

Supplemental cash flow disclosures:
Cash paid during the year for interest $ 24,444 19,412

Cash paid during the year for income taxes 52 44
Accounts payable related to purchase of operlting property 8,659 11,210

See accompanying notes to consolidated tin~ncial statements.



LIFEBRIDGE HEALTH, INC. AND SUBSIDIARIES

Notes to Consolidated Financial Statements

June 30, 2016 and 2015

(Dollars in thousands)

(1) Organization

On October 1, 1998, Sinai Health System, Inc. merged with Northwest Health System, Inc. to form
LifeBridge Health, lnc. (LifeBridge). LifeBridge is anot-for-profit, nonstock Maryland corporation.

LifeBridge's subsidiaries include Sinai Hospital of Baltimore, Inc. (Sinai); Northwest Hospital Center, Inc.
(Northwest); Levindale Hebrew Geriatric Center and Hospital, Inc. (Levindale); Children's Hospital of
Baltimore City, Inc.; The Baltimore Jewish Health Foundation, Inc. (BJHF); The Baltimore Jewish Eldercare
Foundation, Inc. (BJEF); Children's Hospital at Sinai Foundation, Inc. (CHSF); LifeBridge Anesthesia
Associates, LLC (LAA); LifeBridge Insurance Company, Ltd. (LifeBridge Insurance); LifeBridge

Investments, Inc. (Investments); LifeBridge Health ACO, LLC; LifeBridge Physician Network, LLC; 8600
Liberty Road, LLC; and LifeBridge 23 Crossroads Drive Medical Office Building, LLC. This group will be
referred to as Legacy LifeBridge. Except for LifeBridge Insurance and Investments, all of the entities named
above are not-for-profit and tax-exempt. Sinai and Levindale are constituent agencies of THE
ASSOCIATED: Jewish Community Federation of Baltimore, Inc. (AJCF), a charitable corporation.

Effective April 1, 2015, Carroll County Health Services Corporation (CCHS), the parent of Carroll Hospital
Center, Inc. (Carroll) and other related entities, became a subsidiary of LifeBridge. CCHS is further discussed

below and the acquisition of CCHS by LifeBridge is fiu-ther discussed in note 3.

Investments is afor-profit corporation that holds, directly and indirectly, interests in a variety of for-profit
businesses. Investments' wholly owned subsidiaries include:

• P~^actice Dynamics, hoc.

• LifeB~•idge Health and Fitness, LLC

• Sinai Eldersba~rg Real Estate, LLC

• General Sange~y Specialists, LLC

• BW Primcny Ca~•e, LLC

• LifeB~~idge Con~mtmity Practices, LLC

• Tl~e Cei~te~-fo~~ U~•ologic Specialties, LLC

• LifeB~•idge ComrnZmity Physicians, LLC (Conunamity PJ~ysicians)

Investments also holds interests in numerous other health-related businesses.

Community Physicians is afor-profit corporation that provides physician and related services through
numerous subsidiaries.

Cow-tland Gardens N«rsing and Rehabilitation Center, Inc. is a wholly owned subsidiary of Levindale. On
September 1, 2014, Levindale sold substantially all of the assets of Courtland, except for cash and accounts
receivable, for $8,215.

(Conti»ued)



LIFEBRIDGE HEALTH, INC. AND SUBSIDIARIES

Notes to Consolidated Financial Statements

June 30, 2016 and 2015

(Dollars in thousands)

CCHS is anot-for-profit, nonstock Maryland Corporation. The accompanying consolidated financial

statements include the accounts of CCHS and it's wholly or partially owned subsidiaries.

Wholly owned direct and indirect subsidiaries of CCHS include:

Carroll Hospital Center, Inc (Carroll); Carroll Hospital Center Foundation, Inc. (Carroll Foundation); Carroll

Hospice, Inc. (CH); Can•oll Regional Cancer Center Physicians, LLC (CRCCP); and Carroll Hospital Center

MOB Investment, LLC. Carroll also holds interests in various health-related companies.

Prior to June 30, 2016, Carroll owned Cen-Mar Assurance Company (Cen-Mar). Cen-Mar was merged into

LifeBridge Insuracne on June 30, 2016.

Carroll County Med-Services, Inc. (CCMS) is a wholly owned, for-profit subsidiary of CCHS that is

involved in real estate holdings, physician services, and other activities, and also maintains ownership

interests in various joint ventures. Who11y owned direct and indirect subsidiaries of CCMS include: Carroll

Health Group, LLC; Carroll County CMO, LLC; Carroll PHO, LLC; and Carroll ACO, LLC.

(2) Significant Accounting Policies

(a) Basis of Prese~ttation

The consolidated financial statements are prepared on the accrual basis of accounting in accordance

with accounting principles generally accepted in the United States of America. All controlled and

direct member entities are consolidated. The accompanying consolidated financial statements include

the accounts of LifeBridge Health, Inc. and Subsidiaries (the Corporation). All entities where the

Corporation exercises significant influence, but does not have control, are accounted for under the

equity method. All other unconsolidated entities are accounted for under the cost method. All

significant intercompany accounts and transactions have been eliminated.

(b) Cash and Cas/r Equivalents

Cash equivalents include certain investments in highly liquid debt instruments with original maturities

of three months or less at the date of purchase.

(c) Assets Liinite[I tes to Use

Assets limited as to use primarily consists of assets held by trustees under bond indentw•e agreements,

a self-insured workers' compensation reserve fiord, and designated assets set aside by the Board of

Directors for firture capital improvements, over which the Board retains control and may at its

discretion subsequently use for other purposes. A portion of the designated assets set aside by the

Board of Directors are contractually designated.

(tl) Inve~ttory

Inventories, which consist primarily of medical supplies and pharmaceuticals, are stated at the lower

of cost (using the moving average cost method of valuation) or market.

(Continued)



LIFEBRIDGE HEALTH, INC. AND SUBSIDIARIES

Notes to Consolidated Financial Statements

June 30, 2016 and 2015

(Dollars in thousands)

(e) Investments, Lo~zg-Term Investme~~ts anr! Do~zor-Restricted Investments

The Corporation's investment portfolio is considered a trading portfolio and is classified as current or

noncurrent assets based on management's intention as to use. All debt and equity securities are

reported in the consolidated balance sheets at fair value, principally based on quoted market prices.

The Corporation has investments in alternative investments, primarily funds of hedge funds, totaling
$138,838 and $146,923 at June 30, 2016 and 2015, respectively. These funds utilize various types of

debt and equity securities and derivative instruments in their investment strategies. Also included in

alternative investments are BJEF's and BJHF's funds that are invested on their behalf by the

Associated Jewish Charities (AJC), an affiliate of AJCF. The underlying investments for these funds
include cash of $241, equities of $23,368, private equity of $2,987, fixed income of $4,013, inflation

hedging funds of $2,460, and alternative investments of $15,606. Alternative investments are recorded

based on the Net Asset Value (NAV) of the shares in each investment company or partnership.

Investments in unconsolidated affiliates are accounted for under the cost or equity method of

accounting as appropriate and are included in other assets and investment in unconsolidated affiliates,
respectively, in the consolidated balance sheets. The Corporation's equity income or loss is recognized

in other operating revenue within the excess of revenue over expenses in the accompanying

consolidated statements of operations.

Investments also include assets restricted by donor, and assets designated by the Board of Directors

for future capital improvements and other purposes over which it retains conh•ol and may, at its

discretion, use for other purposes. Purchases and sales of securities are recorded on a trade-date basis.

Investment income (interest and dividends) including realized gains and losses on investment sales is

reported as other income (expense) within the excess of revenues over expenses in the accompanying

consolidated statements of operations and changes in net assets unless the income or loss is restricted

by the donor or law. Investment income on fiends held intrust for self-insurance purposes is included

in other• operating revenue. Investment income and net gains (losses) that are restricted by the donor

are recorded as a component of changes in temporarily or permanently restricted net assets, in

accordance with donor-unposed restrictions. Realized gains and losses are determined based on the

specific security's original purchase price. Unrealized gains and Losses are included in other income,

net within the excess of revenue over expenses.

Accounting. Standards Codification (ASC) Topic 820, Fair° Valise Measurements and Disclosu~~es,

establishes a fair value hierarchy that prioritizes the inputs to valuation techniques used to measw-e

fair value. The hierarchy gives the highest priority to unadjusted quoted prices in active markets for

identical assets or liabilities (Leve.l 1 measurements) and lowest priority to measurements involving

significant unobservable inputs (Level 3 measurements). The three levels of the fair value hierarchy

are as follows:

Level I Inputs —Unadjusted quoted prices in active markets for identical assets or liabilities

accessible to the reporting entity at the measurement date.

] 0 (Co~~ti rued)



LIFEBRIDGE HEALTH, INC. AND SUBSIDIARIES

Notes to Consolidated Financial Statements

June 30, 2016 and 2015

(Dollars in thousands)

Level 2 Inputs —Other than quoted prices included in Level 1 inputs that are observable for the
asset or liability, either directly or indirectly, for substantially the full term of the asset or
liability.

Leve13 Inputs —Unobservable inputs for the asset or liability used to measw•e fair value to the
extent that observable inputs are not available, thereby allowing for situations in which there is
little, if any, market activity for the asset or liability at measurement date.

The hierarchy requires the use of observable market data when available. Assets and liabilities are
classified in their entirety based on the lowest level input that is significant to the fair value
measurernents.

(~ Property and Equipment

Property and equipment acquisitions are recorded at cost. Depreciation is provided over the estimated
useful life of each class of depreciable assets and is computed using the straight-line method.
Equipment under capital lease obligations is amortized on the straight-line method over the shorter of
the period of the lease term or• the estimated useful life of the equipment. Maintenance and repair costs
are expensed as incurred. Interest cost incurred on borrowed funds during the period of construction
of capital assets is capitalized as a component of the cost of acquiring those assets.

Gifts of long-lived assets such as land,. buildings, or equipment are reported as unrestricted support
and are excluded from the excess of revenues over expenses, unless explicit donor stipulations specify
how the donated assets must be used. Gifts of long-lived assets with explicit restrictions that specify
how the assets are to be used and gifts of cash or other assets that must be used to acquire long-]ived
assets are reported as restricted support. Absent explicit donor stipulations about how long those
long-lived assets must be maintained, expirations of donor restrictions are reported when the donated
or acquired long-lived assets are placed in service.

(g) Deferred Financing Costs and OtJzer Assets

Deferred financing costs and other assets consist primarily of deferred financing costs, intangibles
related to practice acquisitions, notes receivable, and the cash sw•render value of split dollar life
insurance. The deferred financing costs are amortized using the effective-interest method over the term
of the related debt. Amortization expense was $513 and $2,430 for the years ended June 30, 2016 and
2015, respectively. Such amortization is included in depreciation and amortization in the consolidated
financial statements.

(Jz) Beiaeficial Interest iii Split Interest Agreeme»t

CHSF holds a 25% intet•est in a t~•ust, of whid~ management has estimated the present value of the
future income stream. CHSF will receive 25% of the net annual income until 2024,. when at the end
the trust will terminate, and 25% of the principal will be distributed to CHSF. Management has
reported the beneficial interest at fair value based on the fair value of the underlying trust investments.
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(i) Arlva~zces from Thirrl-Party Payors

Advances from third-party payors are comprised of advance funding from CareFirst B1ueCross

B1ueShield, Medicaid, Aetna, United/MAMSI, and other insw•ance providers.

(j) Self-Insurance Programs

The Corporation maintains self-insurance programs for professional and general liability, workers'

compensation, and employee health benefits. The provision for estimated self-insurance program

claims includes estimates of the ultimate costs for both reported claims and claims incurred but not

reported. The estimates are based on historical trends, claims asserted, and reported incidents.

(k) Ot/ter Long-Term Liabilities

Other long-term liabilities consist ofself-insurance liabilities, pension plan liabilities, asset retirement

obligations, and deferred compensation plan liabilities.

(1) Donor-Restricted Gifts

Unconditional promises to give cash and other assets to the Corporation are reported at fair value at

the date the promise is received. Conditional promises to give and indications of intentions to give are

reported at fair value at the date those promises become unconditional. The gifts are reported as either

temporarily or permanently restricted support if they are received with donor stipulations that limit the

use of the donated assets. When a donor restriction expi►•es, that is, when a stipulated time restriction
ends or purpose restriction is accomplished, temporarily restricted net assets are reclassified as
unrestricted net assets and reported in the consolidated statements of operations as net assets released
from restrictions. Donor-restricted contributions whose restrictions are met within the same year as
received are reported as unrestricted contributions.

(m) Net Assets

Net assets and revenues, expenses, gains and losses are classified based on the existence or absence of
externally imposed stipulations. Accordingly, net assets of the Corporation and changes therein are
classified and reported as follows:

Um~esb~icted net assets —Net assets that are not subject to externally imposed stipulations.

Tempora~~ily ~•estricted net assets —Net assets subject to externally imposed stipulations that
may or will be met either by actions of the Corporation and/or the passage of time.

Permanently resn•icted i~et assets —Net assets subject to externally imposed stipulations that
they be maintained by the Corporation in perpetuity.

Revenues are reported as increases in unrestricted net assets unless use of the related asset is limited
by externally imposed restrictions. Expenses are reported as decreases in unrestricted net assets. Gains
and losses are reported as increases or decreases in unresU•icted net assets ~mless use of the related
asset is limited by externally imposed restrictions or law. Expirations of temporary restrictions of net
assets (i.e., the externally stipulated purpose has been fulfilled and/or the stipulated time period has
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elapsed) are reported as reclassifications between the applicable classes of net assets if used to acquire
capital assets; otherwise, they are recorded as unrestricted operating revenue.

(n) Net P~rtie~rt Service Revenue

Net patient service revenue for Sinai, Northwest, Carroll and the chronic hospital component of
Levindale is recorded at rates established by the State of Maryland Health Services Cost Review
Commission (HSCRC) and, accordingly, reflects actual charges to patients based on rates in effect
during the period in which the services are rendered. On January 29, 2014, the Corporation and the
Health Services Cost Review Commission (HSCRC) agreed to implement the Global Budget Revenue
(GBR) methodology, effective July 1, 2013, for Sinai, Northwest and Levindale. The term of the
Agreement will continue through June 30, 2016 and will renew for aone-year period unless it is
canceled by the HSCRC or by the applicable Hospital. The GBR model is a revenue constraint and
quality improvement system, designed by the HSCRC to provide hospitals with strong financial
incentives to manage their resources efficiently and effectively in order to slow the rate of increase in
healthcare costs and improve healthcare delivery processes and outcomes. The GBR model is
consistent with the Hospitals' mission to provide the highest value of care possible to their patients
and the communities they serve.

The GBR agreement establishes a prospective, fixed revenue base (the GBR cap) for each fiscal year.
This includes both inpatient and outpatient regulated services. Under GBR, the Corporation's revenue
for al] HSCRC-regulated services is predetermined for the upcoming year, regardless of changes in
volume, service mix intensity, or mix of inpatient or outpatient services that occur during the year. The
GBR agreement allows the Corporation to adjust unit rates, within certain limits, to achieve the overall
revenue base for the Corporation at year-end. Any overcharge or undercharge versus the GBR cap is
prospectively added to the subsequent year's GBR cap. Beginning in fiscal year 2016, the GBR is
adjusted for changes in market share. Effective with fiscal year 2017, market-shift adjustments will be
made semi-annually, on January and Jialy 1. The GBR cap is adjusted annually for inflation, and for
changes in payor mix and uncompensated care, and changes in population within the Corporation's
service area. A hospital's GBR cap may also be adjusted based on the hospital's performance on
various quality and utilization metrics established from time to time by the HSCRC.

Prior to implementation of the GBR methodology, Carroll and the HSCRC agreed to a three year
contract for Carroll to implement the Total Patient Revenue (TPR) methodology effective July 1, 2010,
which was renewed for an additional three year period effective July 1, 2013. Similar to the GBR, the
TPR agreement establishes a prospective, fixed revenue base, the "TPR cap," for the upcoming year.
Effective with fiscal year 2017, all TPR agreements have been terminated and reinstituted as GBR
agreements using the same parameters described above.

Contractual adjustments, which represent the difference between amounts billed as patient service
revenue and amounts paid bythird-party payors, are accrued in the period in which the related services
are rendered. Because the Corporation does not pursue collection of amounts determined to qualify as
charity care, such amounts are not reported as revenue.
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Medicare reimburses Northwest and Levindale for skilled nursing services under the Medicare skilled
nursing Prospective Payment System (PPS). Under PPS, the payment rate is based on patient resource
utilization as calculated by a patient classification system known as Resource Utilization Groups.

Medicaid reimburses Levindale for long-term care services facilities based on Levindale's actual costs.
However, beginning in January 2015, the cost data from the 2012 cost reports was used to set Resource
Utilization Group (similar to Medicare) rates which are adjusted for changes in case mix. The case
mix from two quarters prior is used to adjust the rates on a quarterly basis.

A]1 other patient service revenue is recorded at the estimated net realizable amounts from patients,
third-party payors, and others for services rendered.

(o) Otlier Operating Revenue

Other operating revenue includes income of LifeBridge Health and Fitness LLC, revenue fi•o~n retail
pharmacy and other support services, and revenue generated from investments in joint ventures that
offer health care services or services that support ar complement the delivery of care.

(p) Grants

Federal grants are accounted for either as an exchange transaction oz• as a contribution based on terms
and conditions of the grant. If the grant is accounted for as an exchange transaction, revenue is
recognized as other operating revenue when earned. If the grant is accounted for as a contribution, the
revenues at•e recognized as either other operating revenue or temporarily restricted contributions
depending on the restrictions within the grant.

(q) Meaningful Use I~rcentives

Under certain provisions of the American Recovery and Reinvestment Act of 2009 (ARRA), federal
incentive payments are available to hospitals, physicians, and certain other professionals when they
adopt, implement, or upgrade certified electronic health record (EHR) technology or become
"meaningful uses," as defined under ARRA, of EHR technology in ways that demonstrate improved
quality, safety, and effectiveness of care. Incentive payments will be paid out over varying transitional
schedules depending on the type of incentive (Medicare and Medicaid) and recipient (hospital or other
eligible provider). Eligible hospitals can attest for both Medicare and Medicaid incentives, while
physicians must select to attest for either Medicare or Medicaid incentives. For Medicare incentives,
eligible hospitals receive payments over four years while eligible physicians receive payments over
five years. For Medicaid incentives, eligible Maryland hospitals receive payments over four years and
physicians receive payments over six years.

The Corporation recognizes EHR incentives when the payment is received. During the years ended
June 30, 2016 and 2015, certain hospitals and physicians satisfied the meaningful use criteria. As a
result, the Corporation recognized $3,349 and $3,728 of EHR incentives d~u•ing fiscal years 2016 and
2015, respectively, in other operating revenue.
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(r) Charity Care acid B~r~l Debt

Sinai, Northwest, Carroll, Levindale and Courtland provide care to patients who meet certain criteria
under their charity care policies without charge or at amounts less than their established rates. Because
the facilities do not pursue the collection of amounts determined to qualify as charity care, those
amounts are not reported as revenue. The amount of charity care provided during the years ended
June 30, 2016 and 2015, based on patient charges forgone, was $11,720 and $9,179, respectively. The
total direct and indirect costs to provide the care amounted to approximately $10,044 and $7,548 for
the years ended June 30, 2016 and 2015, respectively.

All patient accounts are handled consistently and appropriately to maximize cash flow and to identify
bad debt accounts timely. Active accounts are considered bad debt accounts when they meet specific
collection activity guidelines and/or are reviewed by the app~~opriate management and deemed to be
uncollectible. Every effort is made to identify and pursue all account balance liquidation options,
including but not limited to third party payor reimbursement, patient payment arrangements, Medicaid
eligibility and financial assistance. Third party receivable management agencies provide extended
business office services and insurance outsource services to ensure maximum effort is taken to recover
insurance and self-pay dollars before transfer to bad debt. Contractual arrangements with third party
collection agencies are used to assist in the recovery of bad debt after all internal collection efforts
have been exhausted. In so doing, the collection agencies must operate consistently with the goal of
maximum bad debt recovery and strict adherence with Fair Debt Collections Practices Act (FDCPA)
rules and regulations, while maintaining positive patient relations.

Beginning allowance
Plus pt•ovision for bad debt
Less bad debt write-offs, net of recoveries

Ending allowance

2016 2015

$ 58,346 35,085
56,982 54,845
(53,1]5) (31,584)

$ 62,213 58,346

(s) Income Taxes

LifeBridge and its not-for-profit subsidiaries have been recognized by the Internal Revenue Service as
tax-exempt pursuant to Section 501(c)(3) of the Internal Revenue Code.

LifeBridge's incorporated for-profit subsidiaries account for income taxes in accordance with
Financial Accounting Standards Board (FASB) ASC Topic 740, Income Taxes. Income taxes are
accounted for tinder the asset and liability method. Deferred tax assets and liabilities are recognized
for the firture tax consequences attributable to differences between the financial statement carrying
amounts of existing assets and liabilities and their respective tax bases and operating loss and tax credit
carryforwards. Deferred tax assets and liabilities are measured using enacted tax rates expected to
apply to taxable income in the years in which those temporary differences are expected to be recovered
or settled. The effect on deferred tax assets and liabilities of a change in tax rates is recognized in the
period that inchides the enactment date. Any changes to the valuation allowance on the deferred tax
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asset are reflected in the year of the change. The Corporation accounts for uncertain tax positions in

accordance with ASC Topic 740.

(t) Use of Estimates

The preparation of consolidated financial statements in confortnity with U.S. generally accepted

accounting principles requires management to make estimates and assumptions that affect the reported

amounts of assets and liabilities, the disclosure of contingent assets and liabilities at the date of the

consolidated financial statements, and the reported amounts of revenues and expenses during the

reporting period. Actual results could differ from those estimates.

(u) Excess of Reve~aues over Expenses

The accompanying consolidated statements of operations include excess of revenue over expenses.

Changes in unrestricted net assets that are excluded from excess of revenues over expenses, consistent

with industry practice, include changes in the funded status of defined-benefit pension plans,

pet•manent transfers of assets to and from affiliates for other than goods and services, the cumulative

effect of a change in accounting principles, and contributions received for additions of long-lived

assets.

(v) Employee Pe~zsion PJa~a

Pension benefits are administered by the Corporation. The Corporation accounts for its defined-benefit

pension plans within the framework of ASC Topic 958, Not for-Profit Entities, Section 71 S,

Compensation-Reti~~enzent Benefits (Topic 958, Section 715), which requires the recognition of the

overfunded or underfunded status of adefined-benefit pension plan as an asset or liability. The plans

are subject to annual actuarial evaluations, which involve various assumptions creating changes in

elements of expense and liability measurement. Key assumptions include the discount rate, the

expected rate of return on plan assets, retirement, mortality, and turnover. The Corporation evaluates

these assumptions annually and modifies them as appropriate.

Additionally, Topic 958, Section 715 requires the measurement date for plan assets and liabilities to

coincide with the employer's year-end and requires the disclosure in the notes to the consolidated

financial statements of additional information about ce~~tain effects on net periodic benefit cost for the

next fiscal year that arise fi•om delayed recognition of the gains or losses, prior service costs o~~ credits,

and transition asset or obligation. During fiscal year 2016, LifeBridge adopted the RP-2014 Mortality

Table with generational improvements. See footnote 11 for further discussion.

(3) Carroll County Health Services Corporation

The Corporation became the sole corpa•ate member of CCHS and all of its subsidiaries on April 1, 2015.

Beginning on that date the financial position and results of operations of CCHS were consolidated. As part

of the transaction, LifeBridge contributed $50,000 to Carroll Foundation to be used solely in fiu~therance of

tl~e Foundation's charitable purposes of supporting the missions of CCHS and LifeBridge committed to

provide $250,000 to meet the strategic needs of CCHS and its affiliates. LifeBridge established a $250,000

board-designated fund containing the fiords required to meet the commitment. The affiliation was accounted
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for under• the purchase accounting method for business combinations. As a result, the Corporation recorded

an inherent contribution related to the transaction of $145,938 in fiscal year 2015.

The following table summarizes the estimated fair value of assets acquired and liabilities assumed at April 1,

2015 (the acquisition date prior to the Foundation Contribution):

Assets:
Current assets $ 91,236
Property and equipment 144,403

Other long-term assets 144,079

Total assets $ 379,718

Liabilities:
Current liabilities $ 58,769
Long-term liabilities ] 75,011

Total liabilities 233,780

Net assets:
Unrestricted 134,032
Temporarily restricted 10,733
Permanently restricted 1, ] 73

Total net assets 145,938

Total liabilities and net assets $ 379,718

The following table summarizes the Corporation's pro forma consolidated results as though the acquisition

occurred at July 1, 2014:

Total operating revenues
Operating income
Other income, net

Changes in net assets:
Unrestricted
Temporarily restricted
Permanently restricted

Total changes in net assets

2015

$ 1,435,203
51,757

144,690

$ 184,931
12,488

1,169

$ 198,588

17 (Continued)



LIFEBRIDGE HEALTH, INC. AND SUBSIDIARIES

Notes to Consolidated Financial Statements

June 30, 2016 and 2015

(Dollars in thousands)

(4) Investments

Investments, which consist of assets limited as to use, board-designated investments, donor-restricted

investments, and long-term investments in the accompanying consolidated balance sheets, are stated at fair

value or under the equity method, as appropriate, as of June 30, 2016 and 2015, and consist of the following:

2016

Assets limited as to use:
Self-insurance fund:
Cash and cash equivalents
Mutual funds
Equity securities
U.S. Treasury
Government securities
Fixed income
Alternative investments

Self-insurance fund

Debt service fund:
Cash and cash equivalents
Government securities

Debt Service Fund

Collateral held for lines of credit and other:
Cash and cash equivalents
Mutual funds
Equity securities
Fixed income

Collateral held for lines of credit

Less current portion

Assets limited as to use, net of current portion

Donor-restricted investments:
Cash and cash equivalents
Mutual funds
Equity securities
U.S. Treasury
Government securities
Fixed income
Alternative investments

Donor-restricted investments

Beneficial interest in split interest agreement

22,060
9,210
944

8,789
2,598

43,601

20,598
47,062

67,660

2015

3,128
2,197
7,106

1 1,389
1,705

1 1,350
4,364

41,239

1 1,501
7,328

18,829

- 89
- 1,230
- 2,297
- 68

- 3,684

(67,660) (30,565)

$ 43,60 ] 33,187

$ 4,825 5,418
5,649 6,082
2,585 2,091
3,557 3,238
3,0 ] 6 3,324
566 1,205
343 286

$ 20,541 21,644

$ 4,477 4,628
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There at•e other investments restricted by donors other than pledges receivable, donor-restricted investments,

and beneficial interest that are included in long-term investments as of June 30, 2016 and 2015. As of

June 30, 2016 and 2015 cur►•ent, long-term, and board-designated investments are as follows:

2016 2015

Current, long-term, and board-designated investments:
Cash and cash equivalents
Mutual funds
Equity securities
Government securities
Fixed income
Alternative investments

Current, Long-term and board-designated
invest►nents

Less current portion
Long-tet•m and board-designated investments

$ 8,747 56,619
177,303 165,392
159,173 132,483

10,111 8, 849
29,167 26,830

135,897 142,273

520,398 532,446

(23,352) (23,761)

$ 497,046 508,685

Investment income and gains and losses on long-term investments, board-designated investments,
donor-restricted investments, and assets limited as to use are comprised of the following for the years ended
June 30, 2016 and 2015:

Investment income:
Interest income and dividends
Realized gains on sale of securities

Investment income

Unrealized (losses) gains on trading securities
Other changes in net assets:

Changes in unrealized gains on temporarily and permanently
restricted net assets

Total investment return

(~) Pledges Receivable

2016 2015

$ 9,516 7,398
6,5 ] 2 13,763

16,028 21,161

(22,110) (10,978)

(1,847) (373)

$ (7,929) 9,810

Contributions and pledges to raise funds are recorded as temporarily restricted net assets until the
donor-intended purpose is met and the cash is collected. Future pledges are discounted at the treasury bill
rate to reflect the time value of money, and an allowance for potentially uncollectible pledges has been
established.
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Sinai, Northwest, Carroll, and Levindale have recorded total pledges as ofJune 30, 2016 and 2015 as follows:

Gross pledges receivable
Less:
Discount for time value of money
Allowance for uncollectible accounts

2016

$ 9,051

(782)
(1,568)

$ 6,701

2015

15,878

(1,232)
(2,476)

12,170

Total anticipated future payments are as follows:

Less than one year
One to five years
Five years and thereafter

$ 3,550
5,288
213

$ 9,051

(6) Property and Equipment

As described in note 13, Sinai and Levindale leases from an affiliate of AJCF lease all land, land

improvements, buildings, and fixed equipment located at those entities' primary locations; LifeBridge

entities own the movable equipment. Property and equipment are classified as follows at June 30:

Estimated
useful life 2016 2015

Land $ 11,657 7,302
Land improvements 8 to 20 years 35,931 35,913
Building and improvements 10 to 40 years 863,963 829,588
Fixed equipment 8 to 20 years 101,411 88,710
Movable equipment 3 to 15 years 479,705 453,896

1,492,667 1,415,409

Less accumulated depreciation (926,430) (867,451)

566,237 547,958

Construction in progress 63,240 47,185

Property and equipment, net $ 629,477 595,143

Depreciation, amortization, and gain/loss on sale of assets were $75,699 and $62,957 for the years ended

June 30, 2016 and 2015, respectively. Of this, depreciation expense was $75,546 and $60,267 for the years

ended June 30, 2016 and 2015, respectively.
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Included in property and equipment is building and equipment, net of accumulated amortization, of $18,774

and $9,258 for the years ended June 30, 2016 and 2015, respectively, financed with capital lease obligations.

Acciunulated amortization related to the building and equipment under capital leases was $11,806 and

$21,222 at June 30, 2016 and 2015, respectively.

(7) Investments in Joint Ventures

Investments in joint ventures and partnerships, accounted for under the equity method, consist of the

following at June 30, 2016 and 2015:

2016 2015

Business Percentage Percentage

Joint Venture purpose o~rnership Balance ownership Balance

MNR Industries, LLC Urgent Care
Centers 40% $ 23,291 40% $ 23,123

Baltimore County Radiology, LLC Outpatient
Radiology 25 5,724 — —

Riverside Health of Medicaid
Maryland, Inc. Managed

Care Plan — — 20 2,736

Mt. Airy Med-Services, LLC Real Estate 50 4,952 50 375

Lochearn Nursing Home, LLC Nursing Home 10 1,997 — —

Mt. Airy Plaza, LLC Real Estate 50 1,628 50 1,649

LifeBridge Sports Medicine & Physical
Rehabilitation, LLC Therapy 50 1,303 50 1,165

Carroll Care Pharmacies, LLC Pharmacies 49 1,037 49 1,018

Otl~erJointVentures Miscellaneous 5-50 4,108 5-50 3,799

Total $ X44,040 $ 33,865

For those joint ventures and partnerships accounted for using the equity method, LifeBridge recorded equity

in earnings of joint ventures and pa~~tnerships. For those joint ventw•es and partnerships accounted for using

the cost method, LifeBridge recorded dividend income. Such amounts are included in other operating

revenue in the consolidated statements of operations.
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(8) Long-Term Debt and Capital Lease Obligations

As of June 30, long-term debt and capital lease obligations consist of the following:

2016 2015

Maryland Health and Higher Educational Facilities Authority
(MHHEFA):

Revenue Bonds Series 2006 $ — 35,000
Revenue Bonds Series 2008 237,590 266,285
Revenue Bonds Series 201 l 47,465 48,3 ] 5
Revenue Bonds Series 2012A 55,152 56,620
Revenue Bonds Series 2015 159,685 —

Other debt:
Bank of America line of credit — 100,000
M&T Bank taxable loan 45,905 50,000
BB&T line of credit — 2,351
Capital leases 18,501 7,206
Other 539 343

564,837 566,120

Less current portion (12,921) (14,711)
Unamortized premium 12,685 6,805
Unamortized discount (42) (44)

Long-term debt, net $ 564,559 558,170

In November 2006, the Maryland Health and Higher Educational Facilities Authority (MHHEFA or the

Authority) loaned $35,000 from the proceeds of bonds (Series 2006 Bonds) to CCHS and certain of its

subsidiaries, resulting in proceeds of $35,000. The Series 2006 Bonds were repaid as part of the Series 2015

Bond offering, further discussed below.

In January 2008, MHHEFA loaned $285,815 from the proceeds of bonds (Series 2008 Bonds) to LifeBridge

and certain of its subsidiaries. Portions of the Series 2008 Bonds are payable on July 1 of each year through

2047. The Series 2008 Bonds bear interest at a weighted fixed rate of 5.35%. Approximately, $27,640 of the

Series 2008 Bonds were repaid as part of the Series 2015 Bond offering, further discussed below.

In March 2011, the Authority loaned $50,695 from the proceeds of bonds (Series 2011 Bonds) to LifeBridge

and certain of its subsidiaries. Portions of the Series 20l 1 Bonds are payable on July 1 of each year through

2041. The Series 201 l Bonds bear interest at a weighted fixed rate of 5.99%.

In May 2012, MHHEFA loaned $89,790 from the proceeds of bonds (Series 2012A Bonds) to CCHS and

certain of its subsidiaries (the Series 2012 Bonds). The Series 2012 Bonds were issued in three series:

$26,995 of serial bonds maturing in 2013 through 2027, $7,505 of term bonds maturing in 2030, and $25,280

of term bonds maturing in 2037 (Series 2012A Bonds); $15,010 of term bonds maturing in 2037

(Series 2012B Bonds); and $15,000 of term bonds maturing in 2042 (Series 2012C Bonds).
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On April 1, 2015, LifeBridge established atwo-year loan facility with Bank of Amet•ica in the amount of

$250,000 (2015 Line of Credit) that matures on March 31, 2017, with a variable rate of interest on amounts

drawn of 30-day LIBOR plus 88 basis points. The 2015 Line of Credit is secured on parity with the

Series 2008 and 201 ] Bonds. On April 1, 2015, LifeBridge drew $100,000 on the 2015 Line of Credit, of

which $50,000 was transferred to Carroll Foundation for the Foundation Contribution and $39,800 was used

to pay off the Series 2012B and 2012C Bonds Bank. The Line of Credit was repaid during the year ended

June 30, 2016. The outstanding obligation was $0 and $100,000 for the years ended June 30, 2016 and 2015,

respectively.

On May 1, 2015, a single obligated group (the Obligated Group) was formed, consisting of LifeBridge, Sinai,

Northwest, Levindale, BJHF, CHSF, CCHS, Carroll, CCMS, CHG, CH, and CRCCP. Members of the

Obligated Group are jointly and severally liable for all of the outstanding bonds issued by the Authority on

behalf of LifeBridge and CCHS and their respective affiliates, together with the other obligations on parity

with such bonds.

On June 26, 2015, LifeBridge entered into a $50,000 direct bank placement with M&T Bank (2015 M&T

Loan). The interest rates range from 1.57% to 3.28%, with maturity dates ranging from July 1, 2016 to July 1,

2025. The 2015 M&T Loan is secured on parity with the bonds.

On July 30, 2015, the Authority issued $159,685 in bonds (Series 2015 Bonds) on behalf of LifeBridge

Health. The proceeds of the Series 2015 Bonds have been and will be used to finance and refinance the cost

of construction, renovation, and equipping of certain additional facilities for the Obligated Group, to refund

a portion of the Series 2008 Bonds and the Authority's Carroll Issue, Series 2006 bonds, and refinance the

portion of the Bank of America Line of Credit that had been used to repay Carroll's loan from BB&T Banlc.

The remaining Bank of America line of credit was repaid by the Corporation in July.

The Series 2008, 2011, 2012A, and 2015 Bonds are governed by a Master Loan Agreement. Under the

Master Loan Agreement, the Authority maintains a security interest in the revenue of the obligors. In

addition, the Master Loan Agreement requires Obligated Group members to adhere to limitations on mergers,

disposition of assets, and additional indebtedness and certain financial covenants. The financial covenants

include a rate covenant, which requires the Obligated Group to achieve a debt service coverage ratio of 1.10;

a liquidity covenant, which requires the Obligated Group to maintain 65 days cash on hand; and a

debt-to-capitalization covenant, which requires the Obligated Group tomaintain adebt-to-capitalization ratio

of not more than 65%, all measured as of June 30 in each fiscal year. In the fiscal year ended June 30, 2016,

the Obligated Group met all of its covenants.

On April 28, 2015, Carroll entered into a termination agreement related to its floating-to-fixed interest rate

swap agreement with Bank of America. Carroll paid Bank of America $13,998 to terminate the swap

agreement. Tlie Corporation recognized a realized gain on settlement of approximately $600. This amount

was recognized within other income, net within the consolidated statements of operations.

The Corporation is obligated under several noncancelable capital leases for hospital equipment and office

building space.

23 (Continued)



LIFEBRIDGE HEALTH, INC. AND SUBSIDIARIES

Notes to Consolidated Financial Statements

June 30, 2016 and 2015

(Dollars in thousands)

The total future principal payments on long-term debt and capital lease payments are as follows:

MHHEFA Capital lease
and other debt obligations

Years ending June 30:
2017
2018
2019
2020
2021
Thereafter

$ 11,329
10,750
1 1,270
1 1,795
12,345

488,847

$ 546,336

2,517
2,196
2,231
2,269
2,304

10,324

21,841

(3,340)

$ 18,501

Less interest portion

(9) M&T Bank Line of Credit

Sinai maintains a $5,000 line of credit with M&T Bank. As of June 30, 2016 and 2015, there were no

balances outstanding on this line of credit.

(10) Temporarily and Permanently Restricted Net Assets

Tempot•arily restricted net assets are available for the following purposes at June 30:

2016

Healthcare services:
Capital equipment/construction
Other healthcare services:

Service grants
Donor-specified healthcare services
Em•ichment and research

$ 23,160

496
14,452
15,277

$ 53,385

20]5

24,824

215
20,491
16,130

61,660

Permanently restricted net assets of $15,887 and $15,816 at June 30, 2016 and 2015, respectively, are to

investments to be held in perpetuity, the income from which is expendable to support healthcare services.
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(11) Employee Benefit Plans

(a) LifeBrirlge Health Pe~asion Plains (Sinai and Levindale)

The Corporation sponsors noncontributory defined-benefit pension plans (the Sinai/Levindale Plans)
covering full-time, nonunion and union employees of Sinai and Levindale. Annual contributions to the

Sinai/Levindale Plans are made at a level equal to or greater than the funding requirement as
determined by the Sinai/Levindale Plans' consulting. actuary. Contributions are intended to provide

not only for benefits attributed to service to date, but also for those expected to be earned in the future.

The following tables set forth the Sinai/Levindale Plans' funded status and amotmts recognized in the
accompanying consolidated financial statements as of Jt►ne 30, 2016 and 2015:

2016

Measurement date

Change in projected benefit obligation:
Benefit obligation at beginning of year
Service cost
Interest cost
Actuarial loss
Benefits paid
Expenses paid from assets

Benefit obligation at end of year

Change in plan assets:
Fair value of plan assets at beginning of year
Actual return on plan assets
Company contributions
Benefits paid
Expenses paid from assets

Fair value of plan assets at end of year

Funded status

June 30, 2016

185,808
7,729
8,085

19,264
(5,815)

(346)

214,725

158,657
(5,461)
10,542
(5,815)

(346)

157,577

2015

June 30, 2015

174,787
7,490
7,369
6,933

(10,321)
(450)

185,808

157,068
3,666
8,694

(10,321)
(450)

158,657

$ ~s~, ~ 4s~ ~2~, ~ s 1 ~
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Amounts recognized in the consolidated financial statements consist of the following at June 30:

2016 2015

Amounts recognized in the consolidated balance sheets:
Other long-teen liabilities $ 57,148 27,151

Amounts recognized in unrestricted net assets:
Net actuarial loss $ 74,421 41,086
Prior service cost — 43

$ 74,421 41,129

The Corporation has estimated $16,721 for its defined-benefit contributions to the Sinai/Levindale

Plans for the fiscal year ending June 30, 2017. The accumulated benefit obligation is $196,562 and

$ l 69,323 at June 30, 2016 and 2015, respectively.

Net periodic pension expense for the years ended June 30, 2016 and 2015 was as follows:

Service cost
Interest cost
Expected return on plan assets
Amortization of net loss
Amortization of prior service cost

Net periodic benefit cost

2016 2015

$ 7,730 7,490
8,085 7,369

(10,963) (10,982)
2,353 1,149
43 89

$ 7,248 5,1 15

The estimated net actuarial loss and p~•ior service cost to be amortized from unrestricted net assets into

net periodic pension benefit cost over the next fiscal year are $5,555 and $0, respectively.
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Actuarial assumptions used were as follows:

2016

Assumptions used to determine annual pension expense:
Discount rate
Expected return on plan assets
Rate of compensation increase

Assumptions used to determine end-of-year liabilities:
Discount rate
Expected retuim on p]an assets
Rate of compensation increase

Plan asset allocation:
Asset category:
Cash and cash equivalents
Fixed income/debt securities
Equity securities
Alternative investments

Total

4.47%
7.00
2.50

3.68%
7.00
2.50

2.00%
26.00
47.00
25.00

100.00%

2015

4.40°/a
7.25
2.50

4.47%
7.00
2.50

2.00%
25.00
48.00
25.00

100.00%

In selecting the expected long-term rate on asset, Sinai and Levindale considered the average rate of

earnings on the funds invested or to be invested to provide for the benefits of these plans. This included

considering the Sinai/Levindale Plans' asset allocation and the expected returns likely to be earned

over the life of the plans. Target asset allocation is as follows:

Target

Target allocation on assets:
Equity securities 45%
Alternative investments 30
Fixed income/debt securities 25

Following are the benefit payments expected to be disbursed from plan assets:

Years ending June 30:
2017 $ 11,125
2018 11,204
2019 11,363
2020 12,068
2021 11,839
Thereafter 65,242
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The fair values of assets of the Sinai/Levindale Plans held by PNC Institutional Investments by level
at June 30, 2016 were as follows:

Pension benefits -plan assets
Leven Level2 Leve13 Total

Assets:
Cash and cash equivalents $ 4,860 - - 4,860

Mutual funds 54,886 - - 54,886

Fixed income - 5,635 - 5,635

Equity securities 56,382 - - 56,382

Alternative investments - - 35,814 35,8]4

Total assets $ ] 16,128 5,635 35,814 157,577

The fair values of assets of the Sinai/Levindale Plans held by PNC Institutional Investments by level
at June 30, 2015 were as follows:

Pension benefits -plan assets
Leven Level2 Leve13 Total

Assets:
Cash and cash equivalents $ 5,411 - - 5,411

Mutual funds 53,3]4 - - 53,314

Fixed income - 6,140 - 6,140

Equity securities 57,330 57,330

Alternative investments - - 36,462 36,462

Total assets $ 116,055 6,140 36,462 158,657

For the years ended June 30, 2016 and 2015, there were no significant transfers into or out of Levels
1, 2, or 3.

Changes to the fair values based on the Level 3 inputs are summarized as follows:

Total

Balance as ofJune ~0, 20]5
Additions:
Contributions/pw•chases

Disbursements:
Withdrawals/sales

Net change in value

Balance as of June 30, 20 ] 6

$ 36,462

36,392

(35,744)
(1,296)

$ 35,814
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The following table summarizes redemption terms. for the hedge fund-of-funds vehicles held as of
June 30, 2016:

Fund 1 Fund 2 Fund 3 Fund 4 Fund 5 Fungi 6

Redemption timing:
Redemption frequency Quarterly Quarterly Quarterly Annually Monthly Annually

Required notice 33 days 65 days 65 days 45 days 30 days 90 days

Audit reserve:
Percentage held back for

audit reserve 10% 5% ]0% —% —0/a 5%

(b) Cnrroll Pla~z

CCHS sponsors a Defined Benefit Cash Balance Plan (the Carroll Plan) covering employees of
Can•oll, CCMS, and Carroll Foundation. CCHS's funding policy is to make contributions to the Carroll
Plan based on actuarially determined amounts necessary to provide assets sufficient to meet benefits
to be paid to plan participants and to meet the minimum funding requirements of the Employee
Retirement Income Security Act of 1974 and the Internal Revenue Code, plus such amounts as CCHS
may determine to be appropriate from time to time. Under the cash balance plan structure, the benefits
under the Carroll Plan are determined based on employee tenure rather than age. CCHS elected to
freeze benefit accruals and participation in the Carroll Plan on December 31, 2006.

The information be]ow describes certain actions of CCHS for the years ended June 30, 2016 and 2015.
As discussed in footnote 3, the fiscal year 2015 statements of operations of the Corporations includes
CCHS activity for the period April 1, 2015 through June 30, 2015.
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The following tables set forth the changes in the projected benefit obligation, the changes in the Carroll
Plan's assets, the Carroll Plan's funded status, the amounts recognized in the consolidated financial

statements, and t]Ze Carroll Plan's net periodic pension cost as of June 30, 2016 and 2015:

2016

Measurement date

Change in projected benefit obligation:
Projected benefit obligation at beginning of year
Interest cost
Actuarial loss
Benefits paid

Benefit obligation at end of year

Change in plan assets:
Fair value of plan assets at beginning of year
Actual return on plan assets
Employer contribution
Benefits paid

Fair value of plan assets at end of year

Funded status

June 30, 2016

$ 68,498
3,004
7,514
(2,397)

76,619

61,131
1,739
3,600
(2,397)

64,073

$ (12,546)

2015

June 30, 2015

66,031
2,755
1,919
(2,207)

68,498

58,548
1,190
3,600
(2,207)

61,131

(7,367)

The accumulated benefit obligation for the Plan was $76,619 and $68,498 at June 30, 2016 and 2015,

respectively.

Net periodic pension expense for the year ended June 30, 2016 was as follows:

20l( 2015

Components of net periodic pension
expense:

Interest cost $ 3,004 2,755
Expected return on plan assets (4,315) (4,140)
Amortization of actuarial loss 1,870 1,484

Net periodic pension expense $ 559 99

The estimated net actuaria] loss and prior service cost to be amortized from unrestricted net assets into
net periodic pension benefit cost over the next fiscal year is $2,499 and $0, respectively.
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Assumptions to dete~•mine the benefit obligation as of June 30, 2016 and 2015 were as follows:

2016 2015

Discount rate 3.72% 4.47%

Assumptions used in the detet•mination of net periodic pension expense for the year ended June 30,

2016 and 2015 were as follows:

2016 2015

Discount rate 4.47% 4.25%
Expected long-term rate of return on plan assets 7.00 7.00

Deferred pension costs, which have not yet been recognized in periodic pension expense but are
accrued in unrestricted net assets, are $32,962 and $24,742 at June 30, 2016 and 2015, respectively.

Deferred pension costs represent unrecognized actuarial losses or unexpected changes in the projected

benefit obligation and plan assets over tine primarily due to changes in assumed discount rates and

investment experience. The amount of deferred pension costs expected to be recognized as a
component of net periodic pension costs during the year ended June 30, 2017 is $380.

CCHS's weighted average asset allocations for the plan assets as of June 30, 2016 and 2015 were as
follows:

Cash and cash equivalents
Fixed income/debt securities
Mutual funds and equity securities
Alternative investments

2016 2015

8.0% 7.0%
22.0 19.0
53.0 56.0
17.0 18.0

100.0% 100.0%

Pension plan assets are invested in accordance with the CCHS's investment policy in an attempt to

maximize return with reasonable and prudent levels of risk. This structure includes various assets
classes, investment management styles, asset allocation, and acceptable ranges that, in total, are

expected to produce a sufficient level of overall diversification and total investment return over the
long term. CCHS periodically reviews perfot•~nance to test progress toward attairnnent of longer term

targets, to compare results with appropriate indices and peer groups, and to assess overall investment

risk levels.
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The following table presents the Plan's assets measured at fair value at June 30, 2016:

Pension benefits —plan assets
Level l Leve12 Level3 Total

Assets:
Cash and cash equivalents b 5,366 — — 5,366

Mutual funds 34,179 — — 34,179
Fixed income — 13,716 — 13,716

Alternative investments — — ] 0,812 10,812

Total assets $ 39,545 13,716 ] 0,812 64,073

The following table presents the Plan's assets measured at fair value at June 30, 2015:

Pension benefits —plan assets

Levell Level2 Leve13 Total

Assets:
Cash and cash equivalents $ 4,205 — — 4,205

Mutual funds 34,102 34,102

Fixed income — 12,199 — 12,199
Alternative investments — — 10,625 10,625

Total assets $ 38,307 12,]99 10,625 61,131

During fiscal year 2016, Level 3 investments within the pension plan assets increased by $7. This
increase was the result of purchases of $3,391, redemptions of $2,828 and losses in investments of
$556. During fiscal year 2015, Level 3 investments within the pension plan assets decreased by $78.
This decrease was the result of purchases of $0, redemptions of $447 and gain on earnings in
investments of $369. There were no significant transfers between Levels 1, 2 and 3 during the yea~•s
ended June 30, 2016 and 2015.

CCHS follows ASU No. 2009-12, and applied its provisions to its pension plan asset portfolio. The
guidance amends ASC Topic 820 and permits, as a practical expedient, fair value of investments
within its scope to be estimated using net asset value (NAV) or its equivalent. The alternative
investments classified within Leve] 3 of the fair value hierarchy have been recorded using NAV.

The Carroll Plan invests in alternative investments which are primarily hedge fund of funds and real
estate funds.

For the alternative investments, redemption requests can be made either quarterly or annually. The
notice required in order to make a redemption is within a ►•ange of 65 to 100 days. The audit reserve
t•equirements are 10%for each find. There are generally no gate provisions with the exception of one
fiord which has a gate of 25% of net asset value (NAV).
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CCHS expects to contribute $2,070 to the Carroll Plan during the year-ending June 30, 2017.

The following benefit payments, which reflect future services, as appropriate, are expected to be paid
from the Plan's assets during the years ending June 30 of the indicated year:

2017 $ 2,677
2018 2,802
2019 2,920
2020 3,123
2021 3,337
2022-2026 19,075

$ 33,934

CCHS expensed total employer contributions of $1,291 and $290 for the year ended June 30, 2016
and 2015, respectively.

(c) Contributory Plans

Northwest has a qualified noncontributory defined-contribution pension plan (the NW Plan) covering
substantially all employees who work at least 1,000 hours per year, who have completed two years of
continuous service as of the beginning of the plan year, and who have attained the age of 21 as of the
beginning of the plan year. Participants in the NW Plan are 100°/o vested. Northwest makes annual
contributions to the. NW Plan equivalent to 1.5% of the participants' salaries for employees who have
been in the NW Plan from one to five years, 4.0%for those in the plan from six to 19 years, and 6.5%
thereafter. It is Northwest's policy to fiend plan costs as they accrue. Plan expense was approximately
$2,849 and $2,794 for the years ended June 30, 2016 and 2015, respectively, and is included in salaries
and employee benefits in the accompanying consolidated statements of operations.

Certain LifeBridge entities have supplemental 403(b) retirement plans for eligible employees. The
entities may elect to match varying percentages of an employee's contribution up to a certain
percentage of the employee's anrnial salary. The associated expense was approximately $4,710 and
$4,774 foj• the years ended June 30, 2016 and 2015, respectively, and is included in salaries and
employee benefits in the accompanying consolidated statements of operations.

Certain companies ~mder Community Physicians and Investments maintain adefined-contribution
plan for employees meeting certain eligibility requirements. Eligible employees can also make
contributions. Under the plan, the employer may elect to match a percentage of eligible employees'
contributions each year. The related expense was approximately $1,627 and $1,668 for the years ended
June 30, 2016 and 2015, respectively, and is included in salaries and employee benefits in the
accompanying consolidated statements of operations.

Certain LifeBridge entities maintain a nonqualified deferred compensation plan for key employees and
physicians. The Corpoc•ation establishes a sepa~•ate deferral account on its books for each participant
for each plan year. In general, participants are entitled to receive the deferred funds upon their death,
attainment ofthe specified vesting date, or involuntary termination oftheir employment without cause,

33 (Continued)



LIFEBRIDGE HEALTH, INC. AND SUBSIDIARIES

Notes to Consolidated Financial Statements

June 30, 2016 and 2015

(Dollars in thousands)

whichever occurs first. The related expense was approximately $4,823 and $3,469 for the years ended
June 30, 2016 and 2015, respectively, and is included in salaries and employee benefits in the
accompanying consolidated statements of operations.

(cl) Postretirement Plan Otlter than Pension

Carroll sponsors a postretirement plan other than pension for employees. Carroll employees retired
from active employment at 65 years of age or older or at 55 years of age after earning at least 10 years
of vesting service are eligible for health and prescription drug benefits under Can•o11's self-insured
health plan. Effective January 1, 2009, individuals are no longer permitted to participate in this Plan
once they are Medicare eligible. Plan participants contribute premiums to the Plan in amounts
determined by Carroll for Pre-Medicare and post-Medicare age retirees. At June 30, 2016 and 2015,
Carroll has accrued a liability of $425 and $376, respectively, related to this Plan.

(12) Regulation and Reimbursement

The Corporation and other healthcare providers in Maryland are subject to certain inherent risks, including
the following:

• Dependence on revenues derived from reimbursement by the Federal Medicare and State Medicaid
programs;

• Regulation of hospital rates by the State of Maryland Health Services Cost Review Commission
(HSCRC);

• Government regulation, govermnent budgetary constraints, and proposed legislative and regulatory
changes; and

• Lawsuits alleging malpractice and related claims.

Such inherent risks require the use of certain management estimates in the preparation of the Corporation's
consolidated financial statements, and it is reasonably possible that a change in such estimates may occur.

The Medica►•e and Medicaid programs rept•esent a substantial portion of the Corporation's revenues, and the
Corporation's operations al•e subject to a variety of other federal, state, and local regulatot~y requirements.
Failw~e to maintain required regulatory approvals and licenses and/or changes in such regulatory
requirements could have a significant adverse effect on the Corporation. Changes in federal and state
reimbursement funding mechanisms and related government budgetary constraints could have a significant
adve~~se effect on the Corporation.

The current rate of reimbursement foi• hospital services to patients under the Medicare and Medicaid
programs is based on an agreement between the Center for Medicaid and Medicare Services (CMS) and the
State of Maryland. This agreement is based upon a waiver from Medicare prospective payment system
reimbursement principles granted to the State of Maryland by CMS.

In January 2014, CMS approved Maryland's new waiver for afive-year period beginning January 1, 2014
for inpatient and outpatient hospital services. The new waiver requires Maryland to adopt a payment structure
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that incentivizes efficient utilization of hospital resources, limits hospital per capita growth in all-payer and

Medicare spending, generate Medicare savings of $330 million over five years, limit growth in total cost of

care per Medicare beneficiary, reduce hospital readmissions, and reduce certain hospital-acquired conditions.

(13) Related-Party Transactions

L~rizr! Leases

Sinai and Levindale are constituent agencies of AJCF, a charitable corporation.

The legal title to substantially all land, land improvements, buildings, and fixed equipment included in

Sinai's and Levindale's operating property is held by an affiliate of AJCF. Sinai and Levindale have entered

into leases with the AJCF affiliate with respect to these assets. The leases allow Sinai and Levindale to

conduct their business on the property as currently conducted. Rent under each lease is $1.00 per year. The

leases may not be terminated before December 31, 2050.

Other

In addition to its arrangement with AJCF, Sinai receives services from certain other constituent agencies of

AJCF.

(14) Income Taxes

At June 30, 2016, Investments has approximately $62,019 in net operating loss carryforwards for income tax

purposes. The net operating loss carryforwards for tax purposes are available to reduce future taxable income

and expire in varying periods through 2036.

The net operating loss carryforwards created a federal net defen•ed tax asset of approximately $21,087 and

$ 18,670 as of June 30, 2016 and 2015, respectively, and a state deferred tax asset of approximately $3,358

and $2,996 as of June 30, 2016 and 2015, respectively. Management has determined that it is more likely

than not that Investments will not be able to utilize the deferred tax assets; therefore, a full valuation

allowance was recorded against the net deferred assets as of June 30, 2016 and 20]5.

At June 30, 2016, CCHS has approximately $65,243 of net operating loss carryforwards, primarily at CCMS,

that will expire through 2033. The net operating loss carryforwards c►•eated a net deferred tax asset of
approximately $28,928 and $24,801 as ofJune 30, 2016 and 2015, respectively. Management has determined
that it is mo~•e likely than not that CCHS will not be able to utilize the deferred tax assets; therefore, a full
valuation allowance has been recorded against the deferred tax asset as of June 30, 2016 and 2015.
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(15) Other Long-Term Liabilities

Other long-term liabilities at June 30, 20]6 and 2015 are as follows:

Professional/general liability (note 16(a))
Pension liability
Medical office building
Asset retirement obligation
Deferred compensation
Other

2016 2015

$ 52,174 51,924
70;119 34,894
33,128 34,256
3,260 3,260
6,967 4,864
1,361 1,658

$ 167,009 130,856

At June 30, 2016 and 2015, there was $13,023 and $12,121 included in other current liabilities related to

professional liabilities, respectively.

(16) Self-Insurance Programs

(a) ProfessionaUGenerrrl Liability

The Corporation is self-instu•ed, through LifeBridge Insurance (and Cen-Mar prior to June 30, 2016),

for most medical malpractice and general liability claims arising out of the operations of LifeBridge

and its subsidiaries. Estimated liabilities have been recorded for both reported and incurred but not

reported claims.

LifeBridge Insurance and Cen-Mar purchase reinsurance coverage from other carriers to cover their

liabilities in excess of various retentions. The amounts that LifeBridge subsidiaries must transfer to

LifeBridge Insurance and Cen-Mar to fund medical malpractice and general liability claims are

actuarially determined and are sufficient to cover expected liabilities. Management's estimate of the

liability for medical malpractice and general liability claims, including incurred but not reported

claims, is principally based on actuarial estimates performed by an independent third-party actuary.

Professional liability coverage for certain employed physicians is provided by commercial insurance

carriers.

(b) Workers' Compe~as~►tiora

Sinai, Northwest, Levindale, LAA, and CCMS and its subsidiaries are insured for workers'
compensation liability through a combination of self-insurance and excess insurance. Losses for
asserted and unasserted claims are accrued based on estimates derived from past experiences, as well
as other considerations including the nature of each claim or incident, relevant trend factors, and
estimates of incw•red but not reported amounts.

LifeBridge has accrued a liability for known and incurred but not reported claims of$7,005 and $6,899
at June 30, 2016 and 2015, respectively. These amounts a~-e included in accounts payable and accrued
liabilities in the accompanying consolidated balance sheets. Management believes these accruals are
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is adequate to provide for all workers' compensation claims that have been incurred through June 30,

2016.

All other entities have occurrence-based commercial insurance coverage. There are no material

insurance recoveries related to workers' compensation as of June 30, 2016.

LifeBridge maintains stop-loss policies on workers' compensation claims. Legacy LifeBridge is

insured for individual claims exceeding $450. CCHS is insured for individual claims exceeding $500.

(c) Health Inscn~ance

LifeBridge isself-insured for employee health claims. LifeBridge has accrued a liability of $3,655 and

$3,517 at June 30, 2016 and 2015, respectively, for known claims and incurred but not reported claims.

These amounts are included in accounts payable and accrued liabilities in the accompanying

consolidated balance sheets.

(17) Concentration of Credit Risk

The Corporation grants credit without collateral to its patients, most of whom are local residents and are

insured under third-party payor agreements. The mix of receivables from patients and third-party payors at

June 30, 2016 and 2015 is as follows:

2016 2015

Medicare 30% 27%
Medicaid 9 ] 0
BlueCross 12 13
Commercial and other 40 40

Self-pay 9 10

100% 100%

The mix of net patient service revenue for the Corporation for the years ended June 30, 2016 and 2015 is as

follows:

2016 2015

Medicare 42% 41
Medicaid 7 5
B1ueCross 14 14
Commercial and other 33 ~6

Self-pay 4 4

100% 100%
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(18) Commitments and Contingencies

~ll~ 1.I1lgQ11011

The Corporation is subject to numerous laws and regulations of federal, state, and local governments.

The Corporation's compliance with these laws and regulations can be subject to periodic governmental

review and interpretation, which can result in regulatory action unknown or unasserted at this tine.

Management is aware of certain asserted and unasserted legal claims and regulatory matters arising in

the ordinary course of business. After consultation with legal counsel, it is management's opinion that

the ultimate resolution of these claims will not have a material adverse effect on the Corporation's

financial position.

(b) Letters of Credit

M&T Bank has established an open letter of credit for Sinai of $211 (which has not been drawn upon)

to guarantee Sinai's obligation for liabilities assumed as a member of a risk retention group during the

period 1988 to 1994. Additionally, M&T Bank has established a standby letter of credit of $2,407 to

serve as collateral as required by the Maryland Office of Unemployment Insurance. M&T Bank has

established a standby letter of credit for Levindale of $411 as required by the State of Maryland

Department of Labor, Licensing, and Regulation. M&T Bank has established a standby letter of credit

for LifeBridge Health &Fitness of $200 as required by the State of Maryland Office of the Attorney

General. M&T Bank has established a standby letters of credit of $52 and of $84 to serve as collateral

as t•equired by the City of Baltimore for the completion of certain construction work at Sinai.

(c) Operating Leases

The Corporation has entered into operating lease agreements for hospital equipment and office space,

which expire on various dates through year 2026. Tota] rental expense for the years ended June 30,

2016 and 2015 for all operating ]eases was approximately $24,135 and $21,540, respectively. Future

minimum lease payments under all noncancelable operating leases are as follows:

gars ending Jtme 30:
2017
2018
2019
2020
2021
Thereafter

$ 18,079
15,757
14,957
14,090
12,915
17,894

$ 93,692
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(19) Noncontrolling Interest

The reconciliation of a noncontrolling interest reported in unrestricted net assets is as follows:

LifeBridge
Health, Inc.

Balance at June 30, 2014

Operating income
Nonoperating income

Excess of revenues over
expenses

CCHS acquisition
Change in funded status of pension plan
Net assets released for purchase

of property and equipment
Other

Change in net assets

Balance at June 30, 2015

Operating income
Nonoperating income
Loss on refinancing of debt

Excess of revenues over
expenses

Change in funded status of pension plan
Net assets released for purchase

of property and equipment
Other

Change in net assets

Balance at June 30, 2016

$ 660,970

50,276
14,746

65,022

130,388
(16,548)

5,347
(272)

183,937

844,907

48,533
(5,303)
(3,720)

39,510
(41,513)

7,613
(841)

4,769

$ 849,676

Noncontrolling Unrestricted
interest net assets

(192)

470

660,778

50,746
14,746

470

3,644

4,114

3,922

1,177

1,177

1,177

5,099

(20) Functional Expenses

The Corporation provides general healthcare services to patients. Expenses for the years ended June 30, 2016

and 2015 related to providing these services are as follows:

Healthcare services
General and administrative

39

2016

$ 1,069,047
358,668

$ 1,427,715

65,492

134,032
(16,548)

5,347
(272)

188,051

848,829

49,710
(5,303)
(3,720)

40,687
(41,513)

7,613
(841)

5,946

854,775

2015

875,650
286,733

1,162,383

(Continued)



LIFEBRIDGE HEALTH, INC. AND SUBSIDIARIES

Notes to Consolidated Financial Statements

June 30, 2016 and 2015

(Dollars in thousands)

(21) Fair Value of Financial Instruments

The following methods and assumptions were used by the Corporation in estimating the fair value of its

financial instruments:

(a) Assets and Liabilities

Cash aid cash egzrivalents, patient service receivables, other receivables, inventory, prepaid expenses,

pledges ~•ecezvable, accoarnts payable and accrzred liabilities, advances to third-pa~~ry payors, and

otl~e~~ czn•~~ent liabilities —The carrying amounts reported in the consolidated balance sheet approximate

the related fair values.

Investments (donor-rest~•icted, assets limited as to zrse, and long-term), and benefrcial inte~•est in split

inte~~est agreements —Fair values are based on quoted market prices of individual securities or

investments if available, or are estimated using quoted market prices for similar securities or

investment managers' best estimate of underlying fair value.

Investment in zmconsolidated affiliates —Investments in unconsolidated affiliates are not readily

marketable. Therefore, it is not practicable to estimate their fair value and such investments are

recorded in accordance with the equity method or at cost.

(b) LoiTg-Term Debt

The Series 2008 MHHEFA Bonds bear interest at fixed rates and had a fair value of $244,684 and

$273,529 at June 30, 2016 and 2015, respectively. The fair market value of the fixed rate Series 2011

MHHEFA Bonds was $56,556 and $55,110 as of June 30, 2016 and 2015, respectively. The fair

market value of the variable rate Series 2006 MHHEFA Bonds was $0 and $35,582 as of June 30,

2016 and 2015, respectively. The fair market value of the fixed rate Series 2012A MHHEFA Bonds

was $62,742 and $60,244 as of June 30, 20]6 and 2015, respectively. The fair market value of the

variable rate Series 2015 MHHEFA Bonds was $185,798 as of June 30, 2016.

The fair value of other long-term debt, and bank loans payable approximates its carrying value.

The fair value of the Corporation's long-term MHHEFA debt is measured using quoted offered-side

prices when quoted market prices are available. If quoted market prices ace not available, the fair value

is determined by discounting the future cash flows of each instrument at rates that reflect, among other

things, market interest rates and the Corporation's credit standing. In determining an appropriate

spread to reflect its credit standing, the Corporation considers credit default swap spreads, bond yields

of other long-term debt, and interest rates currently offet•ed for similar debt instruments of comparable

maturities by the Corporation's bankers as well as other banks that regularly compete to provide

financing to the Corporation.
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LIFEBRIDGE HEALTH, INC. AND SUBSIDIARIES

Notes to Consolidated Financial Statements

June 30, 20]6 and 2015

(Dollars in thousands)

(c) Frrir Vrrlc~e Hierarc/zy

The following table presents assets that are measured at fair value on a recurring basis as of June 30,

2016:

Leven Leve12 Leve13 Total

Assets:
Cash and cash equivalents $ 34,170 — — 34,170

Equity securities and mutual

funds 375,980 — — 375,980

Treasury securities 4,501 — — 4,501

Government securities — 60,189 — 60,189

Fixed income — 38,522 — 38,522

Beneficial interest in

split-interest agreement — 4,477 — 4,477

Total assets $ 414,651 103,188 — 517,839

The following table presents assets that are measured at fair value on a recurring basis as of June 30,

2015:

Leven Level2 Leve13 Total

Assets:
Cash and cash equivalents $ 76,755 — — 76,755

Equity securities and mutual

funds 318,878 — — 318,878

Treasury securities 14,627 — — 14,627

Government securities — 2],206 — 21,206

Fixed income — 39,453 — 39,453

Beneficial inte►•est in
split-interest agreement — 4.628 — 4,628

Total assets $ 410,260 6,287 — 475,547

See note 2(e) for information on investments of the Corporation that are treated under the equity
method and are not reported above.

For the years ended June 30, 2016 and 2015, there were no significant transfers into or out of Levels 1,
2, or 3.

(22) Subsequent Events

Management evaluated all events and transactions that occurred after June 30, 2016 and through October 12,
2016. The Corporation did not have any subsequent events during this period that were required to be
recognized or disclosed.
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KPMG LLP
1 East Pratt Street
Baltimore, MD 21202-1128

Independent Auditors' Report

The Board of Directors
LifeBridge Health, Inc. and Subsidiaries:

We have audited the accompanying consolidated financial statements of LifeBridge Health, Inc. and

Subsidiaries (the Corporation), which comprise the consolidated balance sheets as of June 30, 2017 and 2016,

and the related consolidated statements of operations, changes in net assets and cash flows for the years then

ended, and the related notes to the consolidated financial statements.

Managements Responsibility for the Financial Statements

Management is responsible for the preparation and fair presentation of these consolidated financial statements

in accordance with U.S. generally accepted accounting principles; this responsibility includes the design,

implementation, and maintenance of internal control relevant to the preparation and fair presentation of

consolidated financial statements that are free from material misstatement, whether due to fraud or error.

Auditors' Responsibility

Our responsibility is to express an opinion on these consolidated financial statements based on our audits. We

conducted our audits in accordance with auditing standards generally accepted in the United States of America

Those standards require that we plan and perform the audit to obtain reasonable assurance about whether the

consolidated financial statements are free from material misstatement.

An audit involves performing procedures to obtain audit evidence about the amounts and disclosures in the

consolidated financial statements. The procedures selected depend on the auditors' judgment, including the

assessment of the risks of material misstatement of the consolidated financial statements, whether due to fraud

or error. In making those risk assessments, the auditor considers internal control relevant to the entity's

preparation and fair presentation of the consolidated financial statements in order to design audit procedures

that are appropriate in the circumstances, but not for the purpose of expressing an opinion on the effectiveness

of the entity's internal control. Accordingly, we express no such opinion. An audit also includes evaluating the

appropriateness of accounting policies used and the reasonableness of significant accounting estimates made

by management, as well as evaluating the overall presentation of the consolidated financial statements.

We believe that the audit evidence we have obtained is sufficient and appropriate to provide a basis for our

audit opinion.

Opinion

In our opinion, the consolidated financial statements referred to above present fairly in all material respects, the

financial position of LifeBridge Health, Inc. and Subsidiaries as of June 30, 2017 and 2016, and the results of

their operations, changes in their net assets and their cash flows for the years then ended in accordance with

U.S. generally accepted accounting principles.
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Supplemental Information

Our audit was conducted for the purpose of forming an opinion on the consolidated financial statements as a

whole. The supplementary information included in Schedules 1 and 2 is presented for purposes of additional

analysis and is not a required part of the consolidated financial statements. Such information is the

responsibility of management and was derived from and relates directly to the underlying accounting and other

records used to prepare the consolidated financial statements. The information has been subjected to the

auditing procedures applied in the audit of the consolidated financial statements and certain additional

procedures, including comparing and reconciling such information directly to the underlying accounting and

other records used to prepare the consolidated financial statements or to the consolidated financial statements

themselves, and other additional procedures in accordance with auditing standards generally accepted in the

United States of America. In our opinion, the information is fairly stated in all material respects in relation to the

consolidated financial statements as a whole.

October 18, 2017



LIFEBRIDGE HEALTH, INC. AND SUBSIDIARIES

Consolidated Balance Sheets

June 30, 2017 and 2016

(Dollars in thousands)

Assets 2017 2016

Current assets:
Cash and cash equivalents $ 356,365 322,937
I nvestments 24,583 23,352

Assets limited as to use, current portion 68,496 67,660

Patient service receivables, net of allowance for doubtful
accounts of $67,941 in 2017 and $62,213 in 2016 145,639 141,651

Other receivables 17',011 11,508
I nventory 30,515 31,514

Prepaid expenses 15,185 18,761
Pledges receivable, current portion 2,671 3,296

Total current assets 660,465 620,679

Board-designated investments 238,677 243,289

Long-term investments 315,320 253,757

Donor-restricted investments 21,389 20,541
Reinsurance recovery receivable 15,548 15,694

Assets limited as to use, net of current portion 33,039 43,601

Pledges receivable, net of current portion 5,122 3,405

Property and equipment, net 651,173 629,477
Beneficial interest in split interest agreement 4,757 4,477
I nvestment in unconsolidated affiliates 50,882 44,040
Other assets, net 63,941 48,142

Total assets $ 2,060,313 1,927,102

3 (Continued)



LIFEBRIDGE HEALTH, INC. AND SUBSIDIARIES

Consolidated Balance Sheets

June 30, 2017 and 2016

(Dollars in thousands)

Liabilities and Net Assets

Current liabilities:
Accounts payable and accrued liabilities $
Accrued salaries, wages and benefits
Advances from third-party payors
Current portion of long-term debt and capital lease obligations, net
Other current liabilities

Total current liabilities

Other long-term liabilities
Long-term debt and capital lease obligations, net

Total liabilities

Net assets:
Unrestricted
Noncontrolling interest in consolidated subsidiaries

Total unrestricted net assets

Temporarily restricted
Permanently restricted

Total liabilities and net assets

See accompanying notes to consolidated financial statements.

2017

128,730
79,444
41,935
13,928
20,135

284,172

135,704
571,178

991,054

983,910
14,626

998,536

54,532
16,191

1,069,259

$ 2,060,313

~~~~

1 19,225
80,361
46,246
12,921
16,871

275,624

167,009
560,422

1,003,055

849,676
5,099

854,775

53,385
15,887

924,047

1,927,102



LIFEBRIDGE HEALTH, INC. AND SUBSIDIARIES

Consolidated Statements of Operations

Years ended June 30, 2017 and 2016

(Dollars in thousands)

2017

Unrestricted revenues, gains and other support:
Patient service revenue (net of contractual allowances and

discounts)
Provision for bad debts

Net patient service revenue

Net assets released from restrictions used for operations
Other operating revenue

Total operating revenues

Expenses:
Salaries and employee benefits
Supplies
Purchased services
Depreciation, amortization and gain/loss on sale of assets
Repairs and maintenance
I nterest

Total expenses

Operating income

Other income (loss), net:
I nvestment income
Unrealized gain (loss) on trading investments
Other
Loss on refinancing of debt

Total other income (expense), net

Excess of revenues over expenses

See accompanying notes to consolidated financial statements.

$ 1,508,948
(47, 341)

1,461,607

3,879
61,568

1,527,054

809,022
258,614
278,077
77,214
21,306
28,567

1,472,800

54,254

30,908
36,654
(10)

(10, 802)

56,750

$ 111,004

2016

1,473,620
(56,982)

1,416,638

3, 537
57,250

1,477,425

795,094
253,599
254,211
75,699
20,538
28,574

1,427,715

49,710

16,028
(22,110)

779
(3,720)

(9,023)

40,687
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LIFEBRIDGE HEALTH, INC. AND SUBSIDIARIES

Consolidated Statements of Changes in Net Assets

Years ended June 30, 2017 and 2016

(Dollars in thousands)

Net assets at June 30, 2015

Excess of revenues over expenses
Unrealized loss on investments
Net assets released from restrictions used for the

purchase of property and equipment
Restricted gifts and bequests
Net assets released from restrictions used

for operations
Net change in value of beneficial interest in split

interest agreement
Adjustment to pension liability
Other

Change in net assets

Net assets at June 30, 2016

Excess of revenues over expenses
Unrealized gain on investments
Net assets released from restrictions used for the

purchase of property and equipment
Restricted gifts and bequests
Net assets released from restrictions used

for operations
Net change in value of beneficial interest in split

interest agreement
Adjustment to pension liability
Fair value of noncontrolling interests in acquisitions
Other

Change in net assets

Net assets at June 30, 2017

Temporarily Permanently Total
Unrestricted restricted restricted net assets

$ 848,829 61,660 15,816 926,305

40,687 — — 40,687
— (1.842) (5) (1,847)

7.,613 (7,613) — -
- 4,908 76 4,984

— (3,537) — (3,537)

— (151) — (151)
(41,513) — — (41,513)
(841) (40) — (881)

5,946 (8,275) 71 (2,258)

854,775 53,385 15,887 924,047

111,004 — — 111,004
— 3,305 — 3,305

4,147 (4,147) — -
- 5,640 304 5,944

— (3,879) — (3,879)

— 280 — 280
20,341 — — 20,341
9,754 — — 9,754
(1,485) (52) — (1,537)

143,761 1,147 304 145,212

$ 998,536 54,532 16,191 1,069,259

See accompanying notes to consolidated financial statements.



LIFEBRIDGE HEALTH, INC. AND SUBSIDIARIES

Consolidated Statements of Cash Flows

Years ended June 30, 2017 and 2016

(Dollars in thousands)

2017 2016

Cash flows from operating activities:
Change in net assets $ 145,212 (2,258)

Adjustments to reconcile change in net assets to net cash provided by operating activities:

Depreciation and amortization 77,193 76,059

Loss (gain) on disposal of equipment 21 (360)

Change in pension liability (20,341) 41,513

Provision for bad debts 47,341 56,982

Realized and unrealized gains (loss) on investments, net (63,501) 17,593

Restricted gifts and bequests (5,944) (4,984)

Change in beneficial interest of split interest agreement (280) 151

Earnings on investments in unconsolidated affiliates (3,527) (3,277)

Distributions to noncontrolling interest owners 2,400 -

Fairvalue of noncontrolling interests in acquisitions (9,754) -

Amortization of deferred financing costs and discounts 894 -

Loss on refinancing of debt 10,802 3,720

Change in operating assets and liabilities:
Increase in patient service receivables, net (51,329) (56,421)

Increase in other receivables (5,503) (1,344)

Decrease (increase) in pledges receivable (1,092) 5,469

Decrease (increase) in inventory 999 (2,032)

Decrease in prepaid expenses 3,576 318

Decrease in reinsurance recovery receivable 146 241

Increase in other assets (5,155) (5,637)

(Increase) decrease in accounts payable and accrued liabilities, and accrued salaries, wages,

and benefits 9,457 (7,481)

(Decrease) increase in advances from third-party payors (4,311) 4,466

Decrease in other current and long-term liabilities (8,195) (2,907)

Net cash provided by operating activities 119,109 119,811

Cash flows from investing activities:
Change in donor-restricted investments 3,764 1,103

Change in current and long-term investments 707 (3,698)

Change in assets limited as to use (38,021) (49,356)

Investment in/distributions from unconsolidated a~Iiates, net (3,315) (6,898)

Additions to operating property (75,064) (101,221)

Purchases of alternative investments (3,939) -

Proceeds from sales of alternative investments 51,666 -

Proceeds from the sale of property - 360

Cash paid for acquisitions (11,047) -

Net cash used in investing activities (75,229) (159,710)

Cash flows from financing activities:
Payment on debt and capital lease obligations (144,708) (182,127)

Payment of deferred financing costs (1,176) -

Proceeds from issuance of debt 131,888 183,006

Distributions to noncontrolling interest owners (2,400) -

Restricted gifts and bequests 5,944 4,984

Net cash (used in) provided by financing activities (10,452) 5,863

Net increase (decrease) in cash and cash equivalents 33,428 (34,036)

Cash and cash equivalents:
Beginning of year 322,937 356,973

End of year $ 356,365 322,937

Supplemental cash flow disclosures:
Cash paid during the year for interest $ 20,569 24,444

Cash paid during the year for income taxes 72 52

Accounts payable related to purchase of operating property 7,791 8,659

See accompanying notes to consolidated financial statements.



LIFEBRIDGE HEALTH, INC. AND SUBSIDIARIES

Notes to Consolidated Financial Statements

June 30, 2017 and 2016

(Dollars in thousands)

(1) Organization

On October 1, 1998, Sinai Health System, Inc. merged with Northwest Health System, Inc. to form
LifeBridge Health, Inc. (LifeBridge). LifeBridge is anot-for-profit, nonstock Maryland corporation.

LifeBridge's subsidiaries include Sinai Hospital of Baltimore, Inc. (Sinai); Northwest Hospital Center, Inc.
(Northwest); Levindale Hebrew Geriatric Center and Hospital, Inc. (Levindale); Children's Hospital of
Baltimore City, Inc.; The Baltimore Jewish Health Foundation, Inc. (BJHF); The Baltimore Jewish Eldercare
Foundation, Inc. (BJEF); Children's Hospital at Sinai Foundation, Inc. (CHSF); LifeBridge Anesthesia
Associates, LLC (LAA); LifeBridge Insurance Company, Ltd. (LifeBridge Insurance); Courtland Gardens
Nursing and Rehabilitation Center, Inc. (Courtland); LifeBridge Investments, Inc. (Investments); LifeBridge
Health ACO, LLC; LifeBridge Physician Network, LLC; 8600 Liberty Road, LLC; and LifeBridge 23
Crossroads Drive Medical Office Building, LLC. Except for LifeBridge Insurance and Investments, all of the
entities named above are not-for-profit and tax-exempt. Sinai and Levindale are constituent agencies of
THE ASSOCIATED: Jewish Community Federation of Baltimore, Inc. (AJCF), a charitable corporation.

Effective April 1, 2015, Carroll County Health Services Corporation (CCHS), the parent of Carroll Hospital
Center, Inc. (Carroll) and other related entities, became a subsidiary of LifeBridge. CCHS is further
discussed below.

Investments is afor-profit corporation that holds, directly and indirectly, interests in a variety of for-profit
businesses. Investments' wholly owned subsidiaries include:

• Practice Dynamics, lnc.

• LifeBridge Health and Fitness, LLC

• Sinai Elders,burg Real Estate,. LLC

• General Surgery Specialists, LLC

• BW Primary Care, LLC

• LifeBridge Community Practices, LLC

• The Center for Urologic Specialties, LLC

• LifeBridge Community Physicians, Inc. (Community Physicians)

Investments also holds interests in numerous other health-related businesses.

Community Physicians is afor-profit corporation that provides physician and related services through
numerous subsidiaries.

CCHS is anot-for-profit, nonstock Maryland corporation. The accompanying consolidated financial
statements include the accounts of CCHS and its wholly or partially owned subsidiaries.

Wholly owned subsidiaries of Carroll include Carroll Hospital Center Foundation, Inc. (Carroll Foundation);
Carroll Hospice, Inc. (CH); Carroll Regional Cancer Center Physicians, LLC (CRCCP); and Carroll Hospital
Center MOB Investment, LLC. Carroll also holds interests in various health-related companies.

(Continued)



LIFEBRIDGE HEALTH, INC. AND SUBSIDIARIES

Notes to Consolidated Financial Statements

June 30, 2017 and 2016

(Dollars in thousands)

Prior to June 30, 2016, Carroll owned Cen-Mar Assurance Company (Cen-Mar). Cen-Mar was merged into

LifeBridge Insurance on June 30, 2016.

Carroll County Med-Services, Inc. (CCMS) is a wholly owned, for-profit subsidiary of CCHS that is involved

in real estate holdings, physician services, and other activities, and also maintains ownership interests in

various joint ventures. Wholly owned subsidiaries of CCMS include: Carroll Health Group, LLC; Carroll

PHO, LLC; and Carroll ACO, LLC. CCMS also holds interests in various health-related companies.

(2) Significant Accounting Policies

(a) Basis of Presentation

The consolidated financial statements are prepared on the accrual basis of accounting in accordance

with accounting principles generally accepted in the United States of America. All controlled and direct

member entities are consolidated. The accompanying consolidated financial statements include the

accounts of LifeBridge Health, Inc. and Subsidiaries (the Corporation). All entities where the

Corporation exercises significant influence, but does not have control, are accounted for under the

equity method. All other unconsolidated entities are accounted for under the cost method. All significant

intercompany accounts and transactions have been eliminated.

(b) Cash and Cash Equivalents

Cash equivalents include certain investments in highly liquid debt instruments with original maturities of

three months or less at the date of purchase.

(c) Assets Limited as to Use

Assets limited as to use primarily consists of assets held by trustees under bond indenture agreements,

a self-insured workers' compensation reserve fund, and designated assets set aside by the Board of

Directors for future capital improvements, over which the Board retains control and may at its discretion

subsequently use for other purposes. A portion of the designated assets set aside by the Board of

Directors is contractually designated.

(d) Inventory

Inventories, which consist primarily of medical supplies and pharmaceuticals, are stated at the lower of

cost (using the moving average cost method of valuation) or market.

(e) Investments, Long-Term Investments and Donor-Restricted Investments

The Corporation's investment portfolio is considered a trading portfolio and is classified as current or

noncurrent assets based on management's intention as to use. All debt and equity securities are

reported in the consolidated balance sheets at fair value, principally based on quoted market prices.

(Continued)



LIFEBRIDGE HEALTH, INC. AND SUBSIDIARIES

Notes to Consolidated Financial Statements

June 30, 2017 and 2016

(Dollars in thousands)

The Corporation has investments in alternative investments, primarily funds of hedge funds, totaling
$99,451 and $138,838 at June 30, 2017 and 2016, respectively. These funds utilize various types of
debt and equity securities and derivative instruments in their investment strategies. Also included in
alternative investments are BJEF's and BJHF's funds that are invested on their behalf by the
Associated Jewish Charities (AJC), an affiliate of AJCF. Alternative investments are recorded under the
equity method which is based on the Net Asset Value (NAV) of the shares in each Investment
Company or partnership.

Investments in unconsolidated affiliates are accounted for under the cost or equity method of
accounting as appropriate and are included in other assets and investment in unconsolidated affiliates,
respectively, in the consolidated balance sheets. The Corporation's equity income or loss is recognized
in other operating revenue within the excess of revenue over expenses in the accompanying
consolidated statements of operations.

Investments also include assets restricted by donor, and assets designated by the Board of Directors
for future capital improvements and other purposes over which it retains control and may, at its
discretion, use for other purposes. Purchases and sales of securities are recorded on a trade-date

basis.

Investment income (interest and dividends) including realized gains and losses on investment sales is
reported as other income (expense) within the excess of revenues over expenses in the accompanying
consolidated statements of operations and changes in net assets unless the income or loss is restricted
by the donor or law. Investment income on funds held in trust for self-insurance purposes is included in
other operating revenue. Investment income and net gains (losses) that are restricted by the donor are
recorded as a component of changes in temporarily or permanently restricted net assets, in
accordance with donor-imposed restrictions. Realized gains and losses are determined based on the
specific security's original purchase price. Unrealized gains and losses are included in other income,
net within the excess of revenue over expenses.

Accounting Standards Codification (ASC) Topic 820, Fair Value Measurements and Disclosures,
establishes a fair value hierarchy that prioritizes the inputs to valuation techniques used to measure fair
value. The hierarchy gives the highest priority to unadjusted quoted prices in active markets for

identical assets or liabilities (Level 1 measurements) and lowest priority to measurements involving
significant unobservable inputs (Level 3 measurements). The three levels of the fair value hierarchy are
as follows:

• Level 1 Inputs —Unadjusted quoted prices in active markets for identical assets or liabilities
accessible to the reporting entity at the measurement date.

• Level 2 Inputs —Other than quoted prices included in Level 1 inputs that are observable for the
asset or liability, either directly or indirectly, for substantially the full term of the asset or liability.

• Level 3 Inputs —Unobservable inputs for the asset or liability used to measure fair value to the

extent that observable inputs are not available, thereby allowing for situations in which there is little,

if any, market activity for the asset or liability at measurement date.

10 (Continued)



LIFEBRIDGE HEALTH, INC. AND SUBSIDIARIES

Notes to Consolidated Financial Statements

June 30, 2017 and 2016

(Dollars in thousands)

The hierarchy requires the use of observable market data when available. Assets and liabilities are

classified in their entirety based on the lowest level input that is significant to the fair value

measurements.

(f) Property and Equipmenf

Property and equipment acquisitions are recorded at cost. Depreciation is provided over the estimated

useful life of each class of depreciable assets and is computed using the straight-line method.

Equipment under capital lease obligations is amortized on the straight-line method over the shorter of

the period of the lease term or the estimated useful life of the equipment. Maintenance and repair costs

are expensed as incurred. Interest cost incurred on borrowed funds during the period of construction of

capital assets is capitalized as a component of the cost of acquiring those assets.

Gifts of long-lived assets such as land, buildings, or equipment are reported as unrestricted support

and are excluded from the excess of revenues over expenses, unless explicit donor stipulations specify

how the donated assets must be used. Gifts of long-lived assets with explicit restrictions that specify

how the assets are to be used and gifts of cash or other assets that must be used to acquire long-lived

assets are reported as restricted support. Absent explicit donor stipulations about how long those

long-lived assets must be maintained, expirations of donor restrictions are reported when the donated

or acquired long-lived assets are placed in service.

(g) Impairment of Long-Lived Assefs

Management regularly evaluates whether events or changes in circumstances have occurred that

could indicate impairment in the value of long-lived assets. In accordance with the provisions of

ASC 360, if there is an indication that the carrying value of an asset is not recoverable, the Corporation

estimates the projected undiscounted cash flows, excluding interest and taxes, of the related individual

entities to determine if an impairment loss should be recognized. The amount of impairment loss is

determined by comparing the historical carrying value of the asset to its estimated fair value. Estimated

fair value is determined through an evaluation of recent and projected financial performance of facilities

using standard industry valuation techniques.

In addition to consideration of impairment upon the events or changes in circumstances described

above, management regularly evaluates the remaining lives of its long-lived assets. If estimates are

changed, the carrying value of affected assets is allocated over the remaining lives. In estimating the

future cash flows for determining whether an asset is impaired and if expected future cash flows used

in measuring assets are impaired, the Corporation groups its assets at the lowest level for which there

are identifiable cash flows independent of other groups of assets. The Corporation did not record a loss

on impairment during the years ended June 30, 2017 and 2016.

(h) Goodwill and Other Assets, Net

Other assets consist primarily of goodwill and other intangibles related to practice acquisitions, notes

receivable, and the cash surrender value of split dollar life insurance.

1 1 (Continued)



LIFEBRIDGE HEALTH, INC. AND SUBSIDIARIES

Notes to Consolidated Financial Statements

June 30, 2017 and 2016

(Dollars in thousands)

Goodwill represents the excess of the aggregate purchase price over the fair value of the net assets

acquired in a business combination. ASC Topic 350, Intangibles —Goodwill and Other, requires that

tangible and indefinite-lived assets, as well as goodwill must be analyzed in order to determine whether

their value has been impaired.

Goodwill is assessed annually for impairment at the reporting unit. As of June 30, 2017 and 2016, the

Corporation had one reporting unit, which included all subsidiaries. The Corporation first assesses

qualitative factors to determine whether it is more likely than not that the fair value of a reporting unit is

less than its carrying amount as a basis for determining whether it is necessary to perform the two-step

goodwill impairment tests as described in Topic 350. The more-likely than-not threshold is defined as

having a likelihood of more than 50%. The Corporation determined that it was not more likely than not

that the fair value of its reporting unit was less than its carrying amount. Accordingly, the Corporation

concluded that goodwill was not impaired as of June 30, 2017 and 2016 without having to perform the

two-step impairment test.

(i) Beneficial Inferesf in Split Interest Agreement

CHSF holds a 25% interest in a trust, of which management has estimated the present value of the

future income stream. CHSF will receive 25% of the net annual income until 2024, when the trust will

terminate, and 25% of the principal will be distributed to CHSF. Management has reported the

beneficial interest at fair value based on the fair value of the underlying trust investments.

(j) Advances from Third-Party Payors

Advances from third-party payors are comprised of advance funding from CareFirst BlueCross
BlueShield, Medicaid, Aetna, United/MAMSI, and other insurance providers.

(k) Self-Insurance Programs

The Corporation maintains self-insurance programs for professional and general liability, workers'

compensation, and employee health benefits. The provision for estimated self-insurance program

claims includes estimates of the ultimate costs for both reported claims and claims incurred but not
reported. The estimates are based on historical trends, claims asserted, and reported incidents.

(I) Ofher Long-Term Liabilities

Other long-term liabilities consist of self-insurance liabilities, pension plan liabilities, asset retirement

obligations, and deferred compensation plan liabilities.

(m) Donor-Restricted Gifts

Unconditional promises to give cash and other assets to the Corporation are reported at fair value at

the date the promise is received. Conditional promises to give and indications of intentions to give are

reported at fair value at the date those promises become unconditional. The gifts are reported as either

temporarily or permanently restricted support if they are received with donor stipulations that limit the

use of the donated assets. When a donor restriction expires, that is, when a stipulated time restriction

ends or purpose restriction is accomplished, temporarily restricted net assets are reclassified as
unrestricted net assets and reported in the consolidated statements of operations as net assets

12 (Continued)



LIFEBRIDGE HEALTH, INC. AND SUBSIDIARIES

Notes to Consolidated Financial Statements

June 30, 2017 and 2016

(Dollars in thousands)

released from restrictions. Donor-restricted contributions whose restrictions are met within the same

year as received are reported as unrestricted contributions.

(n) Net Assets

Net assets and revenues, expenses, gains and losses are classified based on the existence or

absence of externally imposed stipulations. Accordingly, net assets of the Corporation and changes

therein are classified and reported as follows:

Unrestricted net assets —Net assets that are not subject to externally imposed stipulations.

Temporarily restricted net assets —Net assets subject to externally imposed stipulations that may

or will be met either by actions of the Corporation and/or the passage of time.

Permanently restricted net assets —Net assets subject to externally imposed stipulations that they

be maintained by the Corporation in perpetuity.

Revenues are reported as increases in unrestricted net assets unless use of the related asset is limited

by externally imposed restrictions. Expenses are reported as decreases in unrestricted net assets.

Gains and losses are reported as increases or decreases in unrestricted net assets unless use of the

related asset is limited by externally imposed restrictions or law. Expirations of temporary restrictions of

net assets (i.e., the externally stipulated purpose has been fulfilled and/or the stipulated time period has

elapsed) are reported as reclassifications between the applicable classes of net assets if used to

acquire capital assets; otherwise, they are recorded as unrestricted operating revenue.

(o) Net Patient Service Revenue

Net patient service revenue for Sinai, Northwest, Carroll and the chronic hospital component of
Levindale is recorded at rates established by the State of Maryland Health Services Cost Review

Commission (HSCRC) and, accordingly, reflects actual charges to patients based on rates in effect

during the period in which the services are rendered. On January 29, 2014, the Corporation and the

Health Services Cost Review Commission (HSCRC) agreed to implement the Global Budget Revenue

(GBR) methodology, effective July 1, 2013, for Sinai, Northwest and Levindale. The term of the

Agreement continued through June 30, 2017 and will renew for aone-year period unless it is canceled

by the HSCRC or by the applicable Hospital. The GBR model is a revenue constraint and quality
improvement system, designed by the HSCRC to provide hospitals with strong financial incentives to

manage their resources efficiently and effectively in order to slow the rate of increase in healthcare
costs and improve healthcare delivery processes and outcomes. The GBR model is consistent with the

Hospitals' mission to provide the highest value of care possible to their patients and the communities

they serve.

The GBR agreement establishes a prospective, fixed revenue base (the GBR cap) for each fiscal year.

This includes both inpatient and outpatient regulated services. Under GBR, the Corporation's revenue

for all HSCRC-regulated services is predetermined for the upcoming year, regardless of changes in

volume (subject to certain limits), service mix intensity, or mix of inpatient or outpatient services that

occur during the year. The GBR agreement allows the Corporation to adjust unit rates, within certain

limits, to achieve the overall revenue base for the Corporation at year-end. Any overcharge or
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undercharge versus the GBR cap is prospectively added to the subsequent year's GBR cap. Beginning

in fiscal year 2017, the GBR is adjusted for changes in market share. Effective with fiscal year 2017,

market-shift adjustments will be made semi-annually, on January and July 1. The GBR cap is adjusted

annually for inflation, changes in payor mix and uncompensated care, and changes in population within

the Corporation's service area. A hospital's GBR cap may also be adjusted based on the hospital's

performance on various quality and utilization metrics established from time to time by the HSCRC.

Prior to implementation of the GBR methodology, Carroll and the HSCRC agreed to a three year

contract for Carroll to implement the Total Patient Revenue (TPR) methodology effective July 1, 2010,

which was renewed for an additional three year period effective July 1, 2013. Similar to the GBR, the

TPR agreement establishes a prospective, fixed revenue base, the "TPR cap," for the upcoming year.

Effective in fiscal year 2017, all TPR agreements have been terminated and reinstituted as GBR

agreements using the same parameters described above.

Contractual adjustments, which represent the difference between amounts billed as patient service

revenue and amounts paid by third-party payors, are accrued in the period in which the related services

are rendered. Because the Corporation does not pursue collection of amounts determined to qualify as

charity care, such amounts are not reported as revenue.

Medicare reimburses Northwest and Levindale for skilled nursing services under the Medicare skilled

nursing Prospective Payment System (PPS). Under PPS, the payment rate is based on patient

resource utilization as calculated by a patient classification system known as Resource Utilization

Groups.

Medicaid reimburses Levindale for long-term care services based on Levindale's actual costs.

However, beginning in January 2015, the cost data from the 2012 cost reports was used to set
Resource Utilization Group (similar to Medicare) rates which are adjusted for changes in case mix. The

case mix from two quarters prior is used to adjust the rates on a quarterly basis.

All other patient service revenue is recorded at the estimated net realizable amounts from patients,

third-party payors, and others for services rendered.

During 2017, the Corporation changed its policy for recording pharmacy revenues to record them in net

patient service revenues from other operating revenues. The Corporation determined that this change

is appropriate as the majority of pharmacy revenues are derived from the Corporation's patients.

Accordingly, the Corporation reclassified approximately $37,810 from other operating revenues to net

patient service revenues during the year ended June 30, 2016. The change did not impact total
operating revenues, operating income or the excess of revenues over expenses.

(p) Other Operating Revenue

Other operating revenue includes income of LifeBridge Health and Fitness LLC, revenue from other

support services, and revenue generated from investments in joint ventures that offer health care

services or services that support or complement the delivery of care.
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(q) Grants

Federal grants are accounted for either as an exchange transaction or as a contribution based on

terms and conditions of the grant. If the grant is accounted for as an exchange transaction, revenue is

recognized as other operating revenue when earned. If the grant is accounted for as a contribution, the

revenues are recognized as either other operating revenue or temporarily restricted contributions

depending on the restrictions within the grant.

(r) Charity Care and Bad Debt

Sinai, Northwest, Carroll, and Levindale provide care to patients who meet certain criteria under their

charity care policies without charge or at amounts less than their established rates. Because the

facilities do not pursue the collection of amounts determined to qualify as charity care, those amounts

are not reported as revenue. The amount of charity care provided during the years ended June 30,

2017 and 2016, based on patient charges forgone, was $11,394 and $11,720, respectively. The total

direct and indirect costs to provide the care amounted to approximately $9,274 and $10,044 for the

years ended June 30, 2017 and 2016, respectively.

All patient accounts are handled consistently and appropriately to maximize cash flow and to identify

bad debt accounts timely. Active accounts are considered bad debt accounts when they meet specific

collection activity guidelines and/or are reviewed by the appropriate management and deemed to be

uncollectible. Every effort is made to identify and pursue all account balance liquidation options,

including but not limited to third party payor reimbursement, patient payment arrangements, Medicaid

eligibility and financial assistance. Third party receivable management agencies provide extended

business office services and insurance outsource services to ensure maximum effort is taken to

recover insurance and self-pay dollars before transfer to bad debt. Contractual arrangements with third

party collection agencies are used to assist in the recovery of bad debt after all internal collection

efforts have been exhausted. In so doing, the collection agencies must operate consistently with the

goal of maximum bad debt recovery and strict adherence with Fair Debt Collections Practices Act

(FDCPA) rules and regulations, while maintaining positive patient relations.

2017 2016

Beginning allowance
Plus provision for bad debt
Less bad debt write-offs, net of recoveries

Ending allowance

$ 62,213 58,346

47,341 56,982

(41, 613) (53,115)

$ 67,941 62,213

(s) Income Taxes

LifeBridge and its not-for-profit subsidiaries have been recognized by the Internal Revenue Service as

tax-exempt pursuant to Section 501(c)(3) of the Internal Revenue Code.
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LifeBridge's incorporated for-profit subsidiaries account for income taxes in accordance with Financial

Accounting Standards Board (FASB) ASC Topic 740, Income Taxes. Income taxes are accounted for

under the asset and liability method. Deferred tax assets and liabilities are recognized for the future tax

consequences attributable to differences between the financial statement carrying amounts of existing

assets and liabilities and their respective tax bases and operating loss and tax credi# carryforwards.
Deferred tax assets and liabilities are measured using enacted tax rates expected to apply to taxable

income in the years in which those temporary differences are expected to be recovered or settled. The

effect on deferred tax assets and liabilities of a change in tax rates is recognized in the period that

includes the enactment date. Any changes to the valuation allowance on the deferred tax asset are

reflected in the year of the change. The Corporation accounts for uncertain tax positions in accordance

with ASC Topic 740.

(t) Use of Estimates

The preparation of consolidated financial statements in conformity with U.S. generally accepted
accounting principles requires management to make estimates and assumptions that affect the
reported amounts of assets and liabilities, the disclosure of contingent assets and liabilities at the date

of the consolidated financial statements, and the reported amounts of revenues and expenses during

the reporting period. Actual results could differ from those estimates.

(u) Excess of Revenues over Expenses

The accompanying consolidated statements of operations include excess of revenue over expenses.

Changes in unrestricted net assets that are excluded from excess of revenues over expenses,
consistent with industry practice, include changes in the funded status of defined-benefit pension plans,
permanent transfers of assets to and from affiliates for other than goods and services, and
contributions received for additions of long-lived assets.

(v) Employee Pension Plan

Pension benefits are administered by the Corporation. The Corporation accounts for its defined-benefit
pension plans within the framework of ASC Topic 958, Not-for-Profit Entities, Section 715,
Compensation-Retirement Benefits (Topic 958, Section 715), which requires the recognition of the

overfunded or underfunded status of adefined-benefit pension plan as an asset or liability. The plans
are subject to annual actuarial evaluations, which involve various assumptions creating changes in
elements of expense and liability measurement. Key assumptions include the discount rate, the
expected rate of return on plan assets, retirement, mortality, and turnover. The Corporation evaluates

these assumptions annually and modifies them as appropriate.

Additionally, Topic 958, Section 715 requires the measurement date for plan assets and liabilities to

coincide with the employer's year-end and requires the disclosure in the notes to the consolidated

financial statements of additional information about certain effects on net periodic benefit cost for the

next fiscal year that arise from delayed recognition of the gains or losses, prior service costs or credits,

and transition asset or obligation. During fiscal year 2017, LifeBridge adopted the RP-2014 Mortality

Table with generational improvements. See note 11 for further discussion.
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(w) Management's Assessment and Plans

The Corporation adopted Accounting Standards Update (ASU) 2014-15, Disclosure of Uncertainties

about an Entity's Ability to Continue as a Going Concern, (ASU 2014-15) during 2017. ASU 2014-15

requires management to evaluate an entity's ability to continue as a going concern within one year after

the date that the financial statements are issued (or available to be issued, when applicable).

Management determined that there were no conditions or events that raise substantial doubt about the

Corporation's ability to continue as a going concern and the Corporation will continue to meet its

obligations through October 18, 2018.

(x) New Accounting Pronouncements

I n 2017, the Corporation adopted Accounting Standards Update (ASU) 2015-03, Simplifying the

Presentation of Debt Issuance Costs. The presentation of debt issuance costs on the balance sheet

has been changed from an asset to a direct reduction of debt, similar to the presentation of debt

discounts. As a result of this change, $4,060 and $4,137 of deferred financing costs were classified as

a direct reduction of debt at June 30, 2017 and 2016. The related consolidated statements of

operations and changes in net assets for the periods were not affected by the adoption of

ASU 2015-03.

I n 2017, the Financial Accounting Standards Board (FASB) issued Accounting Standards Update

(ASU) 2017-07, Compensation —Retirement Benefits (Topic 715). The ASU attempts to improve the

presentation of net periodic pension and postretirement benefit costs. The ASU does not prescribe

where the amount of net benefit cost should be presented in an employer's statement of operations,

but it does require that the service cost component be presented in the same line item as other

employee compensation costs and that the remaining components be presented separately from those

line items and outside of operations. It also stipulates that only the service cost component is eligible

for capitalization in assets, as applicable. The new standard is effective for fiscal years beginning after

December 15, 2018. Early adoption is permitted. In fiscal 2017, the Corporation retrospectively adopted

the standard, which resulted in no reclassification of net periodic benefit cost from salaries and

employee benefits to pension costs other than service costs within other income (loss) for the years

ended June 30, 2017 and 2016.

The Financial Accounting Standards Board (FASB) issued Accounting Standards update

(ASU) 2014-09, Revenue from Contracts with Customers (Topic 606). This ASU establishes principles

for reporting useful information to users of financial statements about the nature, amount, timing, and

uncertainty of revenue and cash flows arising from the entity's contracts with customers. Particularly,

that an entity recognizes revenue to depict the transfer of promised goods or services to customers in

an amount that reflects the consideration to which the entity expects to be entitled in exchange for

those goods or services. ASU 2014-09 is effective for fiscal year 2019. The Corporation expects to

record a decrease in net patient service revenue related to self-pay patients and a corresponding

decrease in bad debt expense upon the adoption of the standard.

The FASB issued ASU No. 2016-02, Leases (ASU 2016-02), which will require lessees to recognize

most leases on-balance sheet, increasing their reported assets and liabilities —sometimes very

significantly. This update was developed to provide financial statement users with more information
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about an entity's leasing activities, and will require changes in processes and internal controls. The

adoption of ASU 2016-02 is effective fiscal year 2020, and will require application of the new guidance

at the beginning of the earliest comparable period presented. Early adoption is permitted. The

Corporation is currently assessing the impact of the adoption of ASU No. 2016-02 which is expected to

have a material impact on its financial position.

The FASB issued ASU No. 2016-14, Not-for-Profit Entities (ASU 2016-14), which amends the

requirements for financial statements and notes in Topic 958, Not-for-Profit Entities (NFP), require a

NFP to the following:

• Reduces the number of net asset classes presented from three to two: with donor restrictions and

without donor restrictions;

• Requires all NFPs to present expenses by their functional and their natural classifications in one

location in the financial statements;

• Requires NFPs to provide quantitative and qualitative information about management of liquid

resources and availability of financial assets to meet cash needs within one year of the balance

sheet date; and

• Retains the option to present operating cash flows in the statement of cash flows using either the

direct or indirect method.

The adoption of ASU 2016-14 is effective in fiscal year 2019, and is applied retrospectively in the year

of adoption. The Corporation does not anticipate that the adoption of this ASU will have a material

impact on its financial position and results of operations.

(3) Investments

Investments, which consist of assets limited as to use, board-designated investments, donor-restricted

investments, and long-term investments in the accompanying consolidated balance sheets, are stated at

fair value or under the equity method, as appropriate, as of June 30, 2017 and 2016, and consist of the

following:

Assets limited as to use:
Self-insurance fund:
Mutual funds
Equity securities
U.S. Treasury
Fixed income
Alternative investments

2017 2016

19,163 22, 060

9,411 9,210
— 944

1, 859 8, 789
2,606 2,598

Self-insurance fund 33,039 43,601
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2017 2016

Debt service fund:

Cash and cash equivalents $ 7,374 12,376

Government securities 7,479 1,888

Debt service fund 14,853 14,264

Construction funds:

Cash and cash equivalents 24,395 8,222

Go~rnment securities 29,248 45,174

53, 643 53, 396

Total assets limited as to use 101,535 111,261

Less current portion (68,496) (67,660)

Assets limited as to use, net of current portion $ 33,039 43,601

Donor-restricted investments:

Cash and cash equivalents $ 4,703 4,825

Mutual funds 5,963 5,649

Equity securities 2,464 2,585

U.S. Treasury 4,333 3,557

Government securities 2,533 3,016

Fixed income 984 566

Alternative investments 409 343

Donor-restricted investments $ 21,389 20,541

Beneficial interest in split interest agreement $ 4,757 4,477
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There are other investments restricted by donors other than pledges receivable, donor-restricted

investments, and beneficial interest that are included in long-term investments as of June 30, 2017 and

2016. As of June 30, 2017 and 2016 current, long-term, and board-designated investments are as follows:

Current, long-term, and board-designated investments:
Cash and cash equivalents
Mutual funds
Equity securities
Government securities
Fixed income
Altemati~ in~stments

Current, long-term and board-designated
irn,+estments

Less current portion

Long-term and board-designated in~stments

2017 2016

$ 37,331
162, 576
186,741
6, 780
88, 307
96,845

578,580

(24, 583)

$ 553,997

8, 747
177, 303
159,173
10,111
29,167

135, 897

520.398

(23, 352)

497, 046

Investment income and gains and losses on long-term investments, board-designated investments,

donor-restricted investments, and assets limited as to use are comprised of the following for the years

ended June 30, 2017 and 2016:

Investment income:
Interest income and dividends
Realized gains on sale of securities

In~stment income

Unrealized gains (losses) on trading securities

Other changes in net assets:
Changes in unrealized gains (losses) on temporarily and

permanently restricted net assets

Total investment return

2017 2016

$ 7, 366 9, 516
23,542 6,512

30, 908 16, 028

36, 654 (22,110)

3, 305 (1, 847)

$ 70,867 (7,929)

(4) Pledges Receivable

Contributions and pledges to raise funds are recorded as temporarily restricted net assets until the

donor-intended purpose is met and the cash is collected. Future pledges are discounted at the Treasury bill

rate to reflect the time value of money, and an allowance for potentially uncollectible pledges has been

established.
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Sinai, Northwest, Carroll, and Levindale have recorded total pledges as of June 30, 2017 and 2016 as
follows:

2017

Gross pledges receivable
Less:
Discount for time value of money
Allowance for uncollectibie accounts

2016

$ 9,259 9,051

(517) (782)
(949) (1, 568)

$ 7,793 6,701

Total anticipated future payments are as follows:

Less than one year
One to fig years
Fig years and thereafter

$ 3,341
5, 915

3

$ 9, 259

(5) Property and Equipment

As described in note 13, Sinai and Levindale leases from an affiliate of AJCF all land, land improvements,
buildings, and fixed equipment located at those entities' primary locations; LifeBridge entities own the
movable equipment. Property and equipment are classified as follows at June 30:

Land
Land improvements
Building and impro~ments
Fixed equipment
Movable equipment

Less accumulated depreciation

Construction in progress

Property and equipment, net

Estimated
useful life 2017 2016

$ 24,175 11,657
8 to 20 years 36,322 35,931
10 to 40 years 927,766 863,963
8 to 20 years 107,785 101,411
3 to 15 years 499,839 479,705

1, 595, 887 1,492,667

(995,195) (926,430)

600,692 566,237

50,481 63,240

$ 651,173 629,477
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Depreciation, amortization, and gain/loss on sale of assets were $77,214 and $75,699 for the years ended
June 30, 2017 and 2016, respectively. Of this, depreciation expense was $76,815 and $75,546 for the
years ended June 30, 2017 and 2016, respectively.

Included in property and equipment is building and equipment, net of accumulated amortization, of $16,452
and $18,774 for the years ended June 30, 2017 and 2016, respectively, financed with capital lease
obligations. Accumulated amortization related to the building and equipment under capital leases was
$14,128 and $11,806 at June 30, 2017 and 2016, respectively.

During 2017, the Corporation acquired a skilled nursing facility and two surgical centers for approximately
$11,000. These acquisitions did not significantly impact the Corporation's total assets, liabilities, net assets,
total operating revenues, operating income or the excess of revenues over expenses.

(6) Investments in Joint Ventures

I nvestments in joint ventures and partnerships, accounted for under the equity method, consist of the
following at June 30, 2017 and 2016:

Joint Venture

MNR Industries, LLC
Baltimore County Radiology, LLC
Mt. Airy Med-Services, LLC
Future Care Old Court, LLC
Lochearn Nursing Home, LLC
Mt. Airy Plaza, LLC
LifeBridge Sports Medicine &
Rehabilitation, LLC

Advanced Health Collaborative,
LLC

Carroll Care Pharmacies, LLC
Other Joint Ventures

Total

2017 2016
Business Percentage Percentage
purpose ownership Balance ownership Balance

UrgentCare Centers 40 % $ 24,587 40 % $ 23,291
Outpatient Radiology 25 7,148 25 5,724
Real Estate 50 4,419 50 4,952
Nursing Home 40 2,965 — —
Nursing Home 10 2,000 10 1,997
Real Estate 50 1,594 50 1,628

Physical Therapy 50 1,173 50 1,303

MedicareA~ivantagePlan 25 1,266 — —
Pharmacies 49 944 49 1,037
Miscellaneous 5-50 4,786 5-50 4,108

$ 50,882 $ 44,040

For those joint ventures and partnerships accounted for using the equity method, the Corporation recorded
equity in earnings of joint ventures and partnerships. For those joint ventures and partnerships accounted
for using the cost method, the Corporation recorded dividend income. Such amounts are included in other
operating revenue in the consolidated statements of operations.
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(7) Other Assets

As of June 30, other assets are comprised of the following balances:

2017

Goodwill
In~stment in Premier
Notes Receivable
Other Intangible Assets
Deferred compensation assets
Other

Other assets

$ 16, 902
12, 496
11, 442
11,510
9,181
2,410

$ 63, 941

(8) Long-Term Debt and Capital Lease Obligations

As of June 30, long-term debt and capital lease obligations consist of the following:

2017

Maryland Health and Higher Educational Facilities Authority

(MHHEFA):
Revenue Bonds Series 2008

Revenue Bonds Series 2011
Revenue Bonds Series 2012A
Revenue Bonds Series 2015

Revenue Bonds Series 2016

Other debt:
M&T Bank taxable loan

Capital leases
Other

Less current portion
Plus unamortized premium

Less deferred Financing Costs
Less unamortized discount

Long-term debt, net

$ 155,380
5,015
53, 670

159,685
120, 695

41,345
16, 545
14,454

566,789

(13, 928)
22, 380
(4, 060)

(3)

$ 571,178

2016

2,108
10, 264
12, 249
12,150
8, 896
2,475

48,142

2016

237, 590
47, 465
55,152

159,685

45, 905
18, 501

539

564,837

(12, 921)
12, 685
(4,137)
(42)

560, 422
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A single obligated group (the Obligated Group), consisting of LifeBridge, Sinai, Northwest, Levindale,
BJHF, CHSF, CCHS, Carroll, CCMS, CHG, CH, and CRCCP, has been formed with respect to certain
bonds issued by the Maryland Health and Higher Educational Facilities Authority (MHHEFA) and certain
other obligations. Members of the Obligated Group are jointly and severally liable for all of the outstanding
bonds issued by MHHEFA on behalf of LifeBridge and CCHS and their respective affiliates, together with
other obligations issued on parity with such bonds.

In January 2008, MHHEFA loaned $285,815 from the proceeds of bonds (Series 2008 Bonds) to LifeBridge
and certain of its subsidiaries. Portions of the Series 2008 Bonds are payable on July 1 of each year

through 2047. The Series 2008 Bonds bear interest at a weighted fixed rate of 5.35%. Approximately,
$27,640 of the Series 2008 Bonds were repaid as part of the Series 2015 Bond offering, further discussed
below. Approximately $74,655 of the Series 2008 Bonds were repaid as part of the Series 2016 Bond
offering, further discussed below.

In March 2011, MHHEFA loaned $50,695 from the proceeds of bonds (Series 2011 Bonds) to LifeBridge
and certain of its subsidiaries. Portions of the Series 2011 Bonds are payable on July 1 of each year
through 2041. The Series 2011 Bonds bear interest at a weighted fixed rate of 5.99%. Approximately
$46,040 of the Series 2011 Bonds were repaid as part of the Series 2016 Bond offering, further discussed
below.

In May 2012, MHHEFA loaned $59,780 from the proceeds of bonds (Series 2012A Bonds) to CCHS and
certain of its subsidiaries (the Series 2012 Bonds). The Series 2012 Bonds were issued in three series:
$26,995 of serial bonds maturing in 2013 through 2027 with interest rates ranging from 2% to 5%, $7,505
of term bonds maturing in 2030 with an interest rate of 4°/o, and $25,280 of term bonds maturing in 2037
(Series 2012A Bonds) with an interest rate of 5%.

On June 26, 2015, LifeBridge entered into a $50,000 direct bank placement with M&T Bank (2015 M&T
Bank Taxable Loan). The interest rates range from 1.57% to 3.28%, with maturity dates ranging from
July 1, 2016 to July 1, 2025. The 2015 M&T Loan is secured on parity with the bonds.

On July 30, 2015, MHHEFA issued $159,685 in bonds (Series 2015 Bonds) on behalf of LifeBridge. The
proceeds of the Series 2015 Bonds have been and will be used to finance and refinance the cost of
construction, renovation, and equipping of certain additional facilities for the Obligated Group, to refund a
portion of the Series 2008 Bonds and the Authority's Carroll Issue, Series 2006 bonds, and refinance the
portion of a line of credit from Bank of America that had been used to repay Carroll's loan from BB&T Bank.
The remaining Bank of America line of credit was repaid by the Corporation. $33,130 of the bonds are
serial bonds with maturity dates ranging from 2018 through 2030 and interest rates ranging from 2% to 5%.
$14,260, $26,325, $35,970, and $50,000 of the bonds are term bonds that are due in 2035, 2040, 2047
and 2047, respectively, with interest rates of 4%, 5%, 4.1 %, and 5%, respectively.

On October 25, 2016, MHHEFA issued $120,695 in bonds (Series 2016 Bonds) on behalf of LifeBridge
Health. The proceeds of the Series 2016 Bonds were used to refinance the Series 2008 Bonds. $40,465 of
the bonds are serial bonds with maturity dates ranging from 2017 through 2036 and interest rates ranging
from 2% to 5%. $40,640 of the bonds are term bonds that are due in 2041 with an interest rate of 4%. The
remaining $39,590 of the bonds are term bonds that are due in 2047 with an interest rate of 5%.
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The Series 2008, 2011, 2012A, 2015, and 2016 Bonds are governed by a Master Loan Agreement. Under

the Master Loan Agreement, MHHEFA maintains a security interest in the revenue of the obligors. In
addition, the Master Loan Agreement requires Obligated Group members to adhere to limitations on

mergers, disposition of assets, and additional indebtedness and certain financial covenants. The financial

covenants include a rate covenant, which requires the Obligated Group to achieve a debt service coverage

ratio of 1.10; a liquidity covenant, which requires the Obligated Group to maintain 65 days cash on hand;

and adebt-to-capitalization covenant, which requires the Obligated Group to maintain a
debt-to-capitalization ratio of not more than 65%, all measured as of June 30 in each fiscal year.

In 2017, the Corporation acquired Springwell Partners, LLC (Springwell). Upon acquisition, the Corporation

assumed the debt of Springwell. The debt consists of two term notes that were amended in February 2017.

The first term note of $8,453 bears monthly interest of one month LIBOR plus 1.6%which approximates
2.7% as of June 30, 2017. The second term note of $5,614 bears monthly interest of 4.75%. Both term
notes mature February 5, 2022 and one secured by certain property and equipment. The outstanding
principal of the two notes as of June 30, 2017 was $13,978.

Deferred financing costs are amortized using the effective-interest method over the term of the related

debt. Amortization expense was $1,168 and $513 for the years ended June 30, 2017 and 2016,
respectively. Such amortization is included in interest expense in the consolidated financial statements.

The Corporation is obligated under several noncancelable capital leases for hospital equipment and office

building space.

The total future principal payments on long-term debt and capital lease payments are as follows:

Years ending June 30:

2018
2019
2020
2021

2022
Thereafter

Less interest portion

MHHEFA Capital lease

and other debt obligations

12,689 2,240

11,924 2,214

12,455 2,258

13, 031 2, 304

25,507 2,351

474,638 7,973

$ 550,244 19,340

(2, 795)

16.545

(9) M&T Bank Line of Credit

Sinai maintains a $5,000 line of credit with M&T Bank. As of June 30, 2017 and 2016, there were no
balances outstanding on this line of credit.
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(10) Temporarily and Permanently Restricted Net Assets

Temporarily restricted net assets are available for the following purposes at June 30:

Healthcare services:

Capital equipment/construction

Other healthcare services:
Service grants

Donor-specified healthcare services
Enrichment and research

2017 2016

$ 24, 358 23,160

415 496

14,216 14,452

15, 543 15, 277

$ 54, 532 53, 385

Permanently restricted net assets of $16,191 and $15,887 at June 30, 2017 and 2016, respectively, are to

investments to be held in perpetuity, the income from which is expendable to support healthcare services.

(11) Employee Benefit Plans

(a) LifeBridge Health Pension Plans (Sinai and Levindale)

The Corporation sponsors two noncontributory defined-benefit pension plans (the Sinai/Levindale

Plans) covering full-time, nonunion and union employees of Sinai and Levindale. Annual contributions

to the Sinai/Levindale Plans are made at a level equal to or greater than the funding requirement as

determined by the Sinai/Levindale Plans' consulting actuary. Contributions are intended to provide not

only for benefits attributed to service to date, but also for those expected to be earned in the future.

The following tables set forth the Sinai/Levindale Plans' funded status and amounts recognized in the

accompanying consolidated financial statements as of June 30, 2017 and 2016:

Measurement date

Change in projected benefit obligation:

Benefit obligation at beginning of year

Service cost
Interest cost
Actuarial loss
Benefits paid

Expenses paid from assets

Benefit obligation at end of year

2017 2016

June 30, 2017

$ 214,725

8, 263

5, 972

1,582
(10, 006)
(204)

220, 332

June 30, 2016

185, 808
7, 729
8, 085

19, 264
(5, 815)
(346)

214, 725
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Change in plan assets:
Fair value of plan assets at beginning of year
Actual return on plan assets
Company contributions
Benefits paid
Expenses paid from assets

Fair value of plan assets at end of year

Funded status

2017 2016

$ 157, 577 158, 657
22,425 (5,461)
16, 721 10, 542
(10,006) (5,815)
(204) (346)

186, 513 157, 577

$ (33, 819) (57,148)

Amounts recognized in the consolidated financial statements consist of the following at June 30:

2017 2016

Amounts recognized in the consolidated balance sheets:

Other long-term liabilities $ 33,819 57,148

Amounts recognized in unrestricted net assets:
Net actuarial loss $ 58,991 74,421

Prior service cost — —

$ 58,991 74,421

The Corporation has estimated $11,423 for its defined-benefit contributions to the Sinai/Levindale

Plans for the fiscal year ending June 30, 2018. The accumulated benefit obligation for the

Sinai/Levindale Plans is $201,702 and $196,562 at June 30, 2017 and 2016, respectively.

Net periodic pension expense for the years ended June 30, 2017 and 2016 was as follows:

Pension costs:
Seance cost
Interest cost
Expected return on plan assets
Amortization of net loss
Amortization of prior service cost

Net periodic benefit cost

$ 8,263 7,729
5, 972 8, 085

(10,969) (10,963)
5, 555 2, 353
— 44

$ 8,821 7,248

The estimated net actuarial loss and prior service cost to be amortized from unrestricted net assets into

net periodic pension benefit cost over the next fiscal year are $3,928 and $0, respectively.
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Actuarial assumptions used were as follows:

Assumptions used to determine annual pension expense:
Discount rate
Expected return on plan assets
Rate of compensation increase

Assumptions used to determine end-of-year liabilities:
Discount rate
Expected return on plan assets
Rate of compensation increase

Plan asset allocation:
Asset category:
Cash and cash equivalents
Fixed income/debt securities
Equity securities/mutual funds
Alternative in~stments

Total

2017 ~ 2016

3.68 % 4.47
7.00 7.00
2.50 2.50

3.85 % 3.68
7.00 7.00
2.50 2.50

— % 2.00
26.00 26.00
56.00 47.00
18.00 25.00

100.00 % 100.00

In selecting the expected long-term rate of return on plan assets, Sinai and Levindale considered the
average rate of earnings on the funds invested or to be invested to provide for the benefits of these
plans. This included considering the Sinai/Levindale Plans' asset allocation and the expected returns
likely to be earned over the life of the plans. Target asset allocation is as follows:

Target

Target allocation on assets:
Equity securities 52
Alternative investments 23

Fixed income/debt securities 25
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Following are the benefit payments expected to be disbursed from plan assets:

Years ending June 30:
2018
2019
2020
2021
2022
Thereafter

$ 11, 668
11,689
12,215
12, 084
12,346

68, 857

The fair values of assets of the Sinai/Levindale Plans held by PNC Institutional Investments by level at

June 30, 2017 were as follows:

Pension benefits- plan assets
1 ......1 A 1 ......1 7 1 ......1 7 T.. a..l

Assets:
Cash and cash equivalents $ 8,901 - - 8,901

Mutual funds 73,860 - - 73,860

Fixed income securities - 7,017 - 7,017

Equity securities 79,158 - - 79,158

Alternative investments - - 17,577 17,577

Total assets $ 161,919 7,017 17,577 186,513

The fair values of assets of the Sinai/Levindale Plans held by PNC Institutional Investments by level at

June 30, 2016 were as follows:

Pension benefits-plan assets
1 ~~..~1 A 1 ..,.,.1 1 1 ......1 7 T.~. L..1

Assets:

Cash and cash equivalents $ 4,860 - - 4,860

Mutual funds 54,886 - - 54,886

Fixed income securities - 5,635 - 5,635

Equity securities 56,382 - - 56,382

Alternative in~stments - - 35,814 35,814

Total assets $ 116,128 5,635 35,814 157,577
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For the years ended June 30, 2017 and 2016, there were no significant transfers into or out of

Levels 1, 2, or 3. Changes to the fair values based on the Level 3 inputs are summarized as follows:

Balance as of June 30, 2016

Additions:

Contributions/purchases
Disbursements:

Withdrawals/sales
Net change in value

Balance as of June 30, 2017

Tota

$ 35,814

8,119

(19, 730)
(6, 626)

$ 17,577

The following table summarizes redemption terms for the hedge fund-of-funds vehicles held as of
June 30, 2017:

Redemption timing:
Redemption frequency
Required notice

Audit resenre:
Percentage held back for audit resen~

Fund 1 Fund 2 Fund 3

Quarterly Monthly Annually
65 days 30 days 90 days

10 % - % 5

(b) Carroll Plan

CCHS sponsors a Defined Benefit Cash Balance Plan (the Carroll Plan) covering employees of Carroll,

CCMS, and Carroll Foundation. CCHS's funding policy is to make contributions to the Carroll Plan
based on actuarially determined amounts necessary to provide assets sufficient to meet benefits to be
paid to plan participants and to meet the minimum funding requirements of the Employee Retirement
Income Security Act of 1974 and the Internal Revenue Code, plus such amounts as CCHS may
determine to be appropriate from time to time. Under the cash balance plan structure, the benefits
under the Carroll Plan are determined based on employee tenure rather than age. CCHS elected to
freeze benefit accruals and participation in the Carroll Plan on December 31, 2006.

The information below describes certain actions of CCHS for the years ended June 30, 2017 and 2016.
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The following tables set forth the changes in the projected benefit obligation, the changes in the Carroll
Plan's assets, the Carroll Plan's funded status, the amounts recognized in the consolidated financial
statements, and the Carroll Plan's net periodic pension cost as of June 30, 2017 and 2016:

2017 2016

Measurement date June 30, 2017 June 30, 2016

Change in projected benefit obligation:
Projected benefit obligation at beginning of year $ 76,619 68,498
Interest cost 2, 345 3, 004
Actuarial loss (3, 032) 7, 514
Benefits paid (2, 301) (2, 397)

Benefit obligation at end of year 73,631 76,619

Change in plan assets:
Fair value of plan assets at beginning of year 64,073 61,131
Actual return on plan assets 3,876 1,739
Employer contribution 2,070 3,600
Benefits paid (2,301) (2,397)

Fair value of plan assets at end of year 67,718 64,073

Funded status $ (5,913) (12,546)

The accumulated benefit obligation for the Carroll Plan was $73,631 and $76,619 at June 30, 2017 and
2016, respectively. The pension obligations of $5,913 and $12,546 as of June 30, 2017 and 2016,
respectively, are included in other long-term liabilities in the consolidated balance sheets.

Net periodic pension expense for the years ended June 30, 2017 and 2016 was as follows:

2017 2016

Pension expense:
Components of net periodic pension expense:

Interest cost $ 2,345 3,004
Expected return on plan assets (4,464) (4,315)
Amortization of actuarial loss 2,499 1,870

Net periodic pension expense $ 380 559

The estimated net actuarial loss and prior service cost to be amortized from unrestricted net assets into
net periodic pension benefit cost over the next fiscal year is $2,111 and $0, respectively.
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Assumptions to determine the benefit obligation as of June 30, 2017 and 2016 were as follows:

Discount rate

2017 2016

Assumptions used in the determination of net periodic pension expense for the year ended June 30,

2017 and 2016 were as follows:

Discount rate
Expected long-term rate of return on plan assets

2017 2016

3.87 % 3.72

2017

3.72
7.00

2016

4.47
7.00

Deferred pension costs, which have not yet been recognized in periodic pension expense but are

accrued in unrestricted net assets, are $28,019 and $32,962 at June 30, 2017 and 2016, respectively.

Deferred pension costs represent unrecognized actuarial losses or unexpected changes in the

projected benefit obligation and plan assets over time primarily due to changes in assumed discount

rates and investment experience.

CCHS's weighted average asset allocations for the plan assets for the years ended June 30, 2017 and

2016 were as follows:

Cash and cash equivalents

Fixed income/debt securities

Mutual funds and equity securities

Alternative investments

100.0 % 100.0

Pension plan assets are invested in accordance with the CCHS's investment policy in an attempt to

maximize return with reasonable and prudent levels of risk. This structure includes various assets

classes, investment management styles, asset allocation, and acceptable ranges that, in total, are

expected to produce a sufficient level of overall diversification and total investment return over the long

term. CCHS periodically reviews performance to test progress toward attainment of longer term targets,

to compare results with appropriate indices and peer groups, and to assess overall investment risk

levels.

6.0 % 8.0

18.0 22.0

49.0 53.0

27.0 17.0
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The following table presents the Plan's assets measured at fair value at June 30, 2017:

Pension benefits— plan assets

Level 1 Level2 Level3 Total

Assets:

Cash and cash equivalents $ 3,995 — — 3,995

Mutual funds 32,988 — — 32,988

Fixed income — 12,437 — 12,437

Alternati~ investments — — 18,298 18,298

Total assets $ 36,983 12,437 18,298 67,718

The following table presents the Plan's assets measured at fair value at June 30, 2016:

Pension benefits —plan assets

Level 1 Level 2 Levei 3 Total

Assets:
Cash and cash equivalents $ 5,366 — — 5,366

Mutual funds 34,179 — — 34,179

Fixed income — 13,716 — 13,716

Alternative investments — — 10,812 10,812

Total assets $ 39,545 13,716 10,812 64,073

During fiscal year 2017, Level 3 investments within the pension plan assets increased by $7,486. This
increase was the result of purchases of $14,772, redemptions of $3,391 and losses in investments of
$3,895. During fiscal year 2016, Level 3 investments within the pension plan assets increased by $7.
This increase was the result of purchases of $3,391, redemptions of $2,828 and losses in investments
of $556. There were no significant transfers between Levels 1, 2 and 3 during the years ended
June 30, 2017 and 2016.

CCHS follows ASU No. 2009-12, and applied its provisions to its pension plan asset portfolio. The
guidance amends ASC Topic 820 and permits, as a practical expedient, fair value of investments within
its scope to be estimated using net asset value (NAV) or its equivalent. The alternative investments
classified within Level 3 of the fair value hierarchy have been recorded using NAV.

The Carroll Plan invests in alternative investments which are primarily hedge fund of funds and real
estate funds.

For the alternative investments, redemption requests can be made either quarterly or annually. The
notice required in order to make a redemption is within a range of 65 to 100 days. The audit reserve
requirements are 10% for each fund. There are generally no gate provisions with the exception of one
fund which has a gate of 25% of net asset value (NAV).
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CCHS expects to contribute $3,580 to the Carroll Plan during the year-ending June 30, 2018.

The following benefit payments, which reflect future services, as appropriate, are expected to be paid
from the Carroll Plan's assets during the years ending June 30 of the indicated year:

2018 $ 2,905
2019 3, 047
2020 3,243
2021 3,426
2022 3, 589
2023-2027 20,087

$ 36,297

CCHS expensed total employer contributions of $1,280 and $1,291 for the years ended June 30, 2017
and 2016, respectively.

(c) Contributory Plans

Northwest has a qualified noncontributory defined-contribution pension plan (the NW Plan) covering
substantially all employees who work at least 1,000 hours per year, who have completed two years of
continuous service as of the beginning of the plan year, and who have attained the age of 21 as of the
beginning of the plan year. Participants in the NW Plan are 100% vested. Northwest makes annual
contributions to the NW Plan equivalent to 1.5% of the participants' salaries for employees who have
been in the NW Plan from one to five years, 4.0% for those in the plan from six to 19 years, and 6.5%
thereafter. It is NorthwesYs policy to fund plan costs as they accrue. Plan expense was approximately
$2,181 and $2,849 for the years ended June 30, 2017 and 2016, respectively, and is included in
salaries and employee benefits in the accompanying consolidated statements of operations.

Certain LifeBridge entities have supplemental 403(b) retirement plans for eligible employees. The
entities may elect to match varying percentages of an employee's contribution up to a certain
percentage of the employee's annual salary. The associated expense was approximately $4,810 and
$4,710 for the years ended June 30, 2017 and 2016, respectively, and is included in salaries and
employee benefits in the accompanying consolidated statements of operations.

Certain companies under Community Physicians and Investments maintain adefined-contribution plan
for employees meeting certain eligibility requirements. Eligible employees can also make contributions.
Under the plan, the employer may elect to match a percentage of eligible employees' contributions
each year. The related expense was approximately $850 and $1,630 for the years ended June 30,
2017 and 2016, respectively, and is included in salaries and employee benefits in the accompanying
consolidated statements of operations.
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Certain LifeBridge entities maintain a nonqualified deferred compensation plan for key employees and

physicians. The Corporation establishes a separate deferral account on its books for each participant

for each plan year. In general, participants are entitled to receive the deferred funds upon their death,

attainment of the specified vesting date, or involuntary termination of their employment without cause,

whichever occurs first. The related expense was approximately $4,189 and $4,823 for the years ended

June 30, 2017 and 2016, respectively, and is included in salaries and employee benefits in the

accompanying consolidated statements of operations.

(d) Postretirement Plan Other than Pension

Carroll sponsors a postretirement plan other than pension for employees. Carroll employees retired

from active employment at 65 years of age or older or at 55 years of age after earning at least 10 years

of vesting service are eligible for health and prescription drug benefits under Carroll's self-insured

health plan. Effective January 1, 2009, individuals are no longer permitted to participate in this Plan

once they are Medicare eligible. Plan participants contribute premiums to the Plan in amounts

determined by Carroll for pre-Medicare and post-Medicare age retirees. At June 30, 2017 and 2016,

Carroll has accrued a liability of $425 related to this plan.

(12) Regulation and Reimbursement

The Corporation and other healthcare providers in Maryland are subject to certain inherent risks, including

the following:

• Dependence on revenues derived from reimbursement by the Federal Medicare and State Medicaid

programs;

• Regulation of hospital rates by the State of Maryland Health Services Cost Review Commission
(HSCRC);

• Government regulation, government budgetary constraints, and proposed legislative and regulatory

changes; and

• Lawsuits alleging malpractice and related claims.

Such inherent risks require the use of certain management estimates in the preparation of the

Corporation's consolidated financial statements, and it is reasonably possible that a change in such

estimates may occur.

The Medicare and Medicaid programs represent a substantial portion of the Corporation's revenues, and

the Corporation's operations are subject to a variety of other federal, state, and local regulatory
requirements. Failure to maintain required regulatory approvals and licenses and/or changes in such

regulatory requirements could have a significant adverse effect on the Corporation. Changes in federal and

state reimbursement funding mechanisms and related government budgetary constraints could have a

significant adverse effect on the Corporation.
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The current rate of reimbursement for hospital services to patients under the Medicare and Medicaid
programs is based on an agreement between the Centers for Medicaid and Medicare Services (CMS) and
the State of Maryland. This agreement is based upon a waiver from Medicare prospective payment system
reimbursement principles granted to the State of Maryland by CMS.

I n January 2014, CMS approved Maryland's new waiver for afive-year period beginning January 1, 2014
for inpatient and outpatient hospital services. The new waiver required Maryland to adopt a payment
structure that incentivizes efficient utilization of hospital resources, limits hospital per capita growth in
all-payer and Medicare spending, generate Medicare savings of $330 million over five years, limit growth in
total cost of care per Medicare beneficiary, reduce hospital readmissions, and reduce certain
hospital-acquired conditions.

(13) Related-Party Transactions

Land Leases

Sinai and Levindale are constituent agencies of AJCF, a charitable corporation.

The legal title to substantially all land, land improvements, buildings, and fixed equipment included in
Sinai's and Levindale's operating property is held by an affiliate of AJCF. Sinai and Levindale have entered
into leases with the AJCF affiliate with respect to these assets. The leases allow Sinai and Levindale to
conduct their business on the property as currently conducted. Rent under each lease is $1.00 per year.
The leases may not be terminated before December 31, 2050.

Other

In addition to its arrangement with AJCF, Sinai receives services from certain other constituent agencies of
AJCF.

(14) Income Taxes

At June 30, 2017, Investments has approximately $60,226 in net operating loss carryforwards for income
tax purposes. The net operating loss carryforwards for tax purposes are available to reduce future taxable
income and expire in varying periods through 2037.

The net operating loss carryforwards created a federal net deferred tax asset of approximately $20,477 and
$21,087 as of June 30, 2017 and 2016, respectively, and a state deferred tax asset of approximately
$3,340 and $3,358 as of June 30, 2017 and 2016, respectively. Management has determined that it is
more likely than not that Investments will not be able to utilize the deferred tax assets; therefore, a full
valuation allowance was recorded against the net deferred assets as of June 30, 2017 and 2016.

At June 30, 2017, Carroll has approximately $75,656 in net operating loss carryforwards for income tax
purposes. The net operating loss carryforwards for tax purposes are available to reduce future taxable
income and expire in varying periods through 2037.

36 (Continued)



LIFEBRIDGE HEALTH, INC. AND SUBSIDIARIES

Notes to Consolidated Financial Statements

June 30, 2017 and 2016

(Dollars in thousands)

The net operating loss carryforwards created a federal net deferred tax asset of approximately $25,723 and
$21,621 as of June 30, 2017 and 2016, respectively, and a state deferred tax asset of approximately
$4,120 and $3,463 as of June 30, 2017 and 2016, respectively. Management has determined that it is
more likely than not that Carroll will not be able to utilize the deferred tax assets; therefore, a full valuation
allowance was recorded against the net deferred assets as of June 30, 2017 and 2016.

(15) Other Long-Term Liabilities

Other long-term liabilities at June 30, 2017 and 2016 are as follows:

2017 2016

Professional/general liability (note 16(a))
Pension liability
Medical office building
Asset retirement obligation
Deferred compensation
Other

$ 46, 598 52,174
40,157 70,119
31, 924 33,128
3,260 3,260
8,208 6,967
5,557 1,361

$ 135,704 167,009

At June 30, 2017 and 2016, there was $16,303 and $13,023 included in other current liabilities related to
professional liabilities, respectively.

(16) Self-Insurance Programs

(a) Professional/General Liability

The Corporation is self-insured, through LifeBridge Insurance (and Cen-Mar prior to June 30, 2016), for
most medical malpractice and general liability claims arising out of the operations of LifeBridge and its
subsidiaries. Estimated liabilities have been recorded for both reported and incurred but not reported
claims.

LifeBridge Insurance and Cen-Mar purchase reinsurance coverage from other highly rated insurance
carriers to cover their liabilities in excess of various retentions. The amounts that LifeBridge
subsidiaries must transfer to LifeBridge Insurance and Cen-Marto fund medical malpractice and
general liability claims are actuarially determined and are sufficient to cover expected liabilities.
Managements estimate of the liability for medical malpractice and general liability claims, including
incurred but not reported claims, is principally based on actuarial estimates performed by an
independent third-party actuary. Professional liability coverage for certain employed physicians is
provided by commercial insurance carriers. The receivable for the expected reinsurance receivable is
recorded within other assets on the consolidated balance sheets. Amounts in excess of the self-insured
limits are insured by highly rated commercial insurance companies.
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(b) Workers' Compensation

Sinai, Northwest, Levindale, LAA, and CCMS and its subsidiaries are insured for workers'

compensation liability through a combination of self-insurance and excess insurance. Losses for

asserted and unasserted claims are accrued based on estimates derived from past experiences, as

well as other considerations including the nature of each claim or incident, relevant trend factors, and

estimates of incurred but not reported amounts.

LifeBridge has accrued a liability for known and incurred but not reported claims of $8,032 and $7,005

at June 30, 2017 and 2016, respectively. These amounts are included in accounts payable and

accrued liabilities in the accompanying consolidated balance sheets. Management believes these

accruals are adequate to provide for all workers' compensation claims that have been incurred through

June 30, 2017.

All other entities have occurrence-based commercial insurance coverage. There are no material

insurance recoveries related to workers' compensation as of June 30, 2017.

LifeBridge maintains stop-loss policies on workers' compensation claims. The Corporation is insured

for individual claims exceeding $450.

(c) Health Insurance

LifeBridge is self-insured for employee health claims. LifeBridge has accrued a liability of $3,721 and

$3,655 at June 30, 2017 and 2016, respectively, for known claims and incurred but not reported claims.

These amounts are included in accounts payable and accrued liabilities in the accompanying

consolidated balance sheets.

(17) Concentration of Credit Risk

The Corporation grants credit without collateral to its patients, most of whom are local residents and are

insured under third-party payor agreements. The mix of receivables from patients and third-party payors at

June 30, 2017 and 2016 is as follows:

2017 2016

Medicare 31 % 30

Medicaid 8 9

BlueCross 10 12

Commercial and other 41 40

Self-pay 10 9

100 % 100
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The mix of net patient service revenue for the Corporation for the years ended June 30, 2017 and 2016 is

as follows:

2017 2016

Medicare
Medicaid
BlueCross
Commercial and other

Self-pay

42 °/a 42

6 7

12 14

37 33

3 4

100% 100%

(18) Commitments and Contingencies

(a) Litigation

The Corporation is subject to numerous laws and regulations of federal, state, and local governments.

The Corporation's compliance with these laws and regulations can be subject to periodic governmental

review and interpretation, which can result in regulatory action unknown or unasserted at this time.

Management is aware of certain asserted and unasserted legal claims and regulatory matters arising in

the ordinary course of business. After consultation with legal counsel, it is managements opinion that

the ultimate resolution of these claims will not have a material adverse effect on the Corporation's

financial position.

(b) Lefters of Credit

M&T Bank has established an open letter of credit for Sinai of $211 (which has not been drawn upon)

to guarantee Sinai's obligation for liabilities assumed as a member of a risk retention group during the

period 1988 to 1994. Additionally, M&T Bank has established a standby letter of credit of $2,399 to

serve as collateral as required by the Maryland Office of Unemployment Insurance. M&T Bank has

established a standby letter of credit for Levindale of $421 as required by the State of Maryland

Department of Labor, Licensing, and Regulation. M&T Bank has established a standby letter of credit

for LifeBridge Health &Fitness of $200 as required by the State of Maryland Office of the Attorney

General. M&T Bank has established standby letters of credit of $52 and of $84 to serve as collateral as

required by the City of Baltimore for the completion of certain construction work at Sinai. M&T has

established standby letters of credit of $94, $76, $42 and $4 to serve as collateral as required by

Baltimore County for the completion of certain construction work at Northwest.
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(c) Operating Leases

The Corporation has entered into operating lease agreements for hospital equipment and office space,
which expire on various dates through year 2026. Total rental expense for the years ended June 30,
2017 and 2016 for all operating leases was approximately $27,342 and $24,135, respectively. Future
minimum lease payments under all noncancelable operating leases are as follows:

Years ending June 30:
2018
2019
2020
2021
2022
Thereafter

$ 17,663
17,307
16,052
14, 545
13,198
17,657

$ 96,422

(19) Noncontrolling Interest

The reconciliation of a noncontrolling interest reported in unrestricted net assets is as follows:

LifeBridge
Health, Inc.

Balance at June 30, 2015

Operating income
Nonoperating loss

Excess of revenues over
e~enses

Change in funded status of pension plan
Net assets released for purchase of property
and equipment

Other

Change in net assets

Balance at J une 30, 2016

$ 844, 907

48, 533
(9, 023)

39, 510

(41, 513)

7, 613
(841)

4, 769

849, 676

40

Noncontrolling Unrestricted
interest net assets

3, 922

1,177

1,177

1,177

5, 099

848, 829

49, 710
(9,023)

40, 687

(41, 513)

7, 613
(841)

5, 946

854, 775
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LIFEBRIDGE HEALTH, INC. AND SUBSIDIARIES

Notes to Consolidated Financial Statements

June 30, 2017 and 2016

(Dollars in thousands)

LifeBridge Noncontrolling
Health, Inc. interest

Operating income $ 52,081 2,173
Nonoperating income 56,750 —

Excess of revenues over
e~enses 108, 831 2,173

Change in funded status of pension plan 20,341 —
Net assets released for purchase of property

and equipment 4,147 —
Fair value of noncontrolling interests of

acquisitions — 9,754
Other 915 (2,400)

Change in net assets 134,234 9,527

Balance at June 30, 2017 $ 983,910 14,626

Unrestricted
net assets

54, 254
56, 750

111,004

20, 341

4,147

9,754
(1, 485)

143,761

998,536

(20) Functional Expenses

The Corporation provides general healthcare services to patients. Expenses for the years ended June 30,
2017 and 2016 related to providing these services are as follows:

2017 2016

Healthcare services
General and administrative

$ 1,098,642
374,158

$ 1,472,800

1,069,047
358, 668

1, 427, 715

(21) Fair Value of Financial Instruments

The following methods and assumptions were used by the Corporation in estimating the fair value of its
financial instruments:

(a) Assets and Liabilities

Cash and cash equivalents, patient service receivables, other receivables, inventory, prepaid
expenses, pledges receivable, accounts payable and accrued liabilities, advances to third-party payors,
and other current liabilities —The carrying amounts reported in the consolidated balance sheet
approximate the related fair values.

Investments (donor-restricted, assets limited as to use, and long-term), and beneficial interest in split
interest agreements —Fair values are based on quoted market prices of individual securities or
investments if available, or are estimated using quoted market prices for similar securities or
investment managers' best estimate of underlying fair value.
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LIFEBRIDGE HEALTH, INC. AND SUBSIDIARIES

Notes to Consolidated Financial Statements

June 30, 2017 and 2016

(Dollars in thousands)

Investment in unconsolidated affiliates —Investments in unconsolidated affiliates are not readily

marketable. Therefore, it is not practicable to estimate their fair value and such investments are
recorded in accordance with the equity method or at cost.

(b) Long-Term Debt

The Series 2008 MHHEFA Bonds bear interest at fixed rates and had a fair value of $155,736 and
$244,684 at June 30, 2017 and 2016, respectively. The fair market value of the fixed rate Series 2011
MHHEFA Bonds was $5,358 and $56,556 as of June 30, 2017 and 2016, respectively. The fair market
value of the fixed rate Series 2012A MHHEFA Bonds was $58,933 and $62,742 as of June 30, 2017
and 2016, respectively. The fair market value of the variable rate Series 2015 MHHEFA Bonds was
$175,838 and $185,798 as of June 30, 2017 and 2016, respectively. The fair market value of the
variable rate Series 2016 MHHEFA Bonds was $131,581 as of June 30, 2017.

The fair value of other long-term debt, and bank loans payable approximates its carrying value.

The fair value of the Corporation's long-term MHHEFA debt is measured using quoted offered-side
prices when quoted market prices are available. If quoted market prices are not available, the fair value

is determined by discounting the future cash flows of each instrument at rates that reflect, among other

things, market interest rates and the Corporation's credit standing. In determining an appropriate

spread to reflect its credit standing, the Corporation considers credit default swap spreads, bond yields

of other long-term debt, and interest rates currently offered for similar debt instruments of comparable
maturities by the Corporation's bankers as well as other banks that regularly compete to provide
financing to the Corporation.

(c) Fair Value Hierarchy

The following table presents assets that are measured at fair value on a recurring basis as of June 30,
2017:

Level 1 Level2 Level3 Total

Assets:
Cash and cash equivalents $ 73,803 — — 73,803
Equity securities and
m utual funds 386,318 — — 386,318

Treasury securities 4,333 — — 4,333
Government securities — 46,040 — 46,040
Fixed income — 91,150 — 91,150
Beneficial interest in

split-interest agreement — 4,757 — 4,757

Total assets $ 464,454 141,947 — 606,401
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LIFEBRIDGE HEALTH, INC. AND SUBSIDIARIES

Notes to Consolidated Financial Statements

June 30, 2017 and 2016

(Dollars in thousands)

The following table presents assets that are measured at fair value on a recurring basis as of June 30,
2016:

Level 1 Level2 Level3 Total

Assets:
Cash and cash equivalents $ 34,170 — — 34,170
Equity securities and
m utual funds 375,980 — — 375,980

Treasury securities 4,501 — — 4,501
Government securities — 60,189 — 60,189
Fixed income — 38,522 — 38,522
Beneficial interest in
split-interest agreement — 4,477 — 4,477

Total assets $ 414,651 103,188 — 517,839

See note 2(e) for information on investments of the Corporation that are treated under the equity
method and are not reported above.

For the years ended June 30, 2017 and 2016, there were no significant transfers into or out of
Levels 1, 2, or 3.

During the year ended June 30 2017, in connection with business combinations during the year the
Corporation recorded the fair value of equipment of $24,715, debt of $14,961 and noncontrolling
interests of $9,754. The Corporation determined that the fair values were based on Level 3 inputs. The
Corporation used a market multiple analysis approach, a widely accepted valuation technique, to
develop the fair values.

(22) Subsequent Events

Management evaluated all events and transactions that occurred after June 30, 2017 and through
October 18, 2017. The Corporation did not have any subsequent events during this period that were
required to be recognized or disclosed.
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To the Board of Direcfo~s
Brinton UVoods Health Care Center, LLC
Sykesville, Maryland

INDEPENDENT ACC~lJNTANT'S REVIEt~V REF~OF~T

We have- reviewed the accompanying financial statements of Brinton Woods Health Care. Geriter, LLC (the '"Company'}, which
comprise the balance. sheet as of December 31, 2016, ai d the related statement of ineame; members' equity; and cas~i flow for
the year then ended, and the related notes to the financial statement. A review includes primarily applying analytical procadu~es
tQ:managemenf'sfinandal data and making in~uiries.~f company management,. A reuisw is substantially less in scope than an
audit, the objective of which is the expression of an opinion regarding the financial statements as a whole. Accordingly, we do
not express such an opinion.

Managem~nk's Responsibility for the Financial Statements

Management is responsible for the preparation and fair presentation of these financial statements in accordance with accounting
principles generally accepted in the United States of America; this. includes the: design, implementation, and maintenance of
internal. control relevant to the preparation and fair presentation of the financial statements that -are free from material
misstatement whether d~~e to fraud or error.

AccounEant's Responsibility

OuC responsibility is _to conduct the review engagements in accordance with Statemetits on Standards for Accauntitig end
Review'Setvices promulgated by the Accounting. and Raview Services Committee of the AICPA. Those standards require us to
perform procedures to obtain limited assurance as a basis for reporting whekher we are aware of any material modifications thai
shpuld be made to the financial statemenks for them to be in accordance with accounting principles generally accepted iii khe
United States ni America. We believe that the results of our procedures provide a reasonable basis for our conclusion:

;4~countant"s Conclusion

Based on our review, we are not aware of any material modifications that should be made to the accompanying financial
sfiatements in arderfor them to be in accordance with acco~u~ting principles generally accepted (n the United Stafes of America.

~~7 ° , ~~
McGibney an Associates, LLC
February 23, 207

1605 Poi Spring Rd. ■Timonium, Maryland 21Q93

{410}404-3121



Balance Sheet
December 31.20'16

ASSETS

Current Assets
Cash $ 284,814
Accounts receivable, r7et of allowance for doubtful acco~~nts of X50,000 822,228
Prepaid expenses 46,316
Due firom Medicaic!/Medicare ~'S,5~9

Tofiai Current Assets 1,198,947

Property and Equipmeng
Leasehold improvements 28,537
Furniture, fixttn-es, and equipment 368;882

397,4'1 9
Less Accumulated Depreciation and Arnor~ization ~~ ~~~8~

Net 6'roperty and Equipment 81,730

Total Assets $ 1,280,677

LIABILlTlE~ AND MEMBERS' EQUITY

Current Liabilities
Accounts payable $ 192,345
Accrued liabilities 94;892
Accrued payroll "140,129
Accrued payroll taxes '32,742
Accrued vacation 75,061
Working Capital Loan - DHMH 31,3£it~
due to Brinton Woods ManayemeM Company; LLC ~~~~3~

Total Current Liabi9ities 583,488

Members' equity
Members' contributions 100,000
Cumulative earnings 597,189
Distributions

Total Members' Equity 69i~~~~

Total Liabilities and Memksers' Equity ~ 1,280;677

See accompanying notes and independent accountant's revie~n~ report. 2
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Statement of Income and Member' Equity

Year Ended December 3~ , 2016

Revenue
Private ~ X59,888
Managed Care 123,492
Medicaid 2,E~14,205
Medicare 2,689,476
Non-operating revenue ~.~4~

Total }revenue 6,292,402

Expenses
Nursing care services 2,283,110
Other patient care services 1,2'13,703
Routine services 832,847
Administrative services &42,049
Capital/property services 367,294
Capital value rental 484,8$8
Other services 53,286

7otai Expenses 6,117,177

f~ek Income 175,225

Members' Equity -December 31, 2D1 ~ 521,964

Distributions

Members' Eq~aifiy -December 31, 20~t5 $-.-_ _697,189

See accompanying notes and independent accountant's reviev~i report. 3
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Statement of Members' Equity

Year ~ndeci December 31, 2016

Balance -Beginning of Year

Net income

Distributions

Balance -End of Year

I~ernbers` Cumu(a~ive
Contribu~iflns Earrainc~s

$ ~f Q0,000 $ 421,964

- 175,225

~'c~ta f

$ 521,864

1̀75,225

$- --- 10t?,000 ~ __ 597,E 89 $ 6J7,1 ~9

See accom~~anying notes ~3nd independent acco~~niant's reviev~~ report. 4
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Statement of Gash Flows
Year Ended December 31, 2016

Cash Flows ~ror~n ~9perating Activities
Net income
,4djustments fio reconcile net income to net cash provided by operating activities
Amortization/depreciation
Changes in assets and liabilities

Increase in receivables
Decrease in prepaid expenses
Decrease in Due from Medicare and Medicaid
Increase in accounts payable
Decrease in other current liabilities

Ns# Cash Flov~+s Provided by ap~ra~in~ ~,ctiviti'e~

Cash Flows- frc~rr~ lnv~stir~g Activities
Capital expenditures

filet Cash FlQvus 4Jst~d in Inu~s~ing Actiuifiie~

Gash ~Ic~ws from Financing Activities
distrib~itians

EVet dash Flows ~lsed in ~'inanciny Activities

f~~~ [ncr~ase {[decrease} irr Cash and Cash ~gcaivalen~s

Cash and Cash Equivalen~~ -Beginning of Year

Cash and Cash Equivalents -End of ~'e~r

Suppl~menEary Cash Flo=~r Infarmafiit~n
Cash paid for interest

~ 175,225

38,570

{59,Q02)
~ a,sa~
34,084
10,500
{8_ 5,662}

124,519

(19,354)

1a~,~s5

'1 ;9,649

G8~,814

$ -

See accompanying notes and incfepender7t accountant's r~vievd report.



dotes to Financial Statements

f~IQTE A -THE C01/IPAi~Y AND !T~ SiGRIIFiGA~IT ACC~l1~lTI~JG PQLlC~~:

AJa#ure of business

Brinton Woods Health Care Center, L.LC (the °Company's was organized in Maryland in 2005 and began
operations on May 1, 2005, primarily to provide skilled nursing for seniors on an inpatient basis..

Basis of Accounting

The financial. statements have been prepared on the accrual basis of acc~untinc~ in accordance with accounting
.principles genecaliy accepted in the United States of America. Under this method of accounting, revenue- is
recognized when amounts are earned and when tha amount and timing of the revenue can be reasonably
estimated. Expenses are recognized when they occur.

Cash and Cash Equivalents

for the purposes of the Statement of Cash Flows, the Company considers ail highly liquid debt instruments
purchased. we#h a maturity of three months or less to be cash equivalents.

Credit Risk

The Company maintains its cash balances at a financial institution. Accounts are insured by the Federal Deposit
Insurance Co~porafion ("ERIC"): up to $250,000. At various times, the Company maintained deposits in excess of
FDIC limitations. The Company believes it is not exposed to any significant credit risk an ifs cash balances.

Accounts Receivables.- Allpwanc~ f~sr Doubtful Accounts

The Organization provides for estimated losses on accounts receivable base! on prior bad debt experience and a
review of existing. receivables. Based on these factors, management determined the allowance for doubtful
accounts at the year ended December 31, 2b16 was $50,000..

Praperky and Equipment

Property and equiprnent are carried at cost. Depreciation is computed using the straight-fi►ie method over the
estimated useful lives of the assets ranging tram five to fifteen years.

Income Taxes

The Company is organized as a limited liability company. As such, the Company pays no income taxes direct.
The applicable income (loss) is allocated to the members and reported on their tax returns.

Use of Estimates

The preparation ofi financial statements in conformity with accounting principles generally accepted in the United
States of America requires management to make estimates and assumptions that affect the reWorted amounts of
assets and liabilities and disclosure of contingent assets and liabilities at the date of the financial statements and
the reported amounts of revenues and expenses during the reporting period. Actual results could differ frorti
those estimafies.

~: .
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Nofes to Financial Statements

IVt~TE ~ - AGCCaUN7S RECEIVABLES

Accounts receivables consist ~f the follo4vinc~ at December a1, 2Q16:

Accr~unts Receivables

Private/insurance $ 212,035

Medicaid 363,~3A~

Medicare 296,759

1"otal Accounts Receivables X372,228

Less allowance for doiabtf~d accounts 50,OOQ

~Iet Accnun~s Receivables $ 822,228

Property and equipment consists of the folloN~ing at DecemY~er 31, 2 '16;

Assets
Building improvements $ 28,537

Furniture anc! equipment ~~g,$$~

Total Asses 397.419

Less Accumulated Depreciation and Amortization ~~ ~,~~9

filet PrQperky and ~q~~ipr~ent $ 81,730

Depreciation expense was X38,570 fior file year ended De~einber 31,X016.

N~T~ D -LIKE-t?F-CREDIT

The Company has ~ $300,000 revolving line-oi-credit fraiTi E;B&T Bank that is limited to an amount not to exceed
eighty percent of eligibly accoi.nt receivable. The revah~in~ line-ofi-credit is secured by ail ttiE assets of the try all
the assets of the Company, Naven ~lursing HoiTie; Inc., Brintan W~ocis Senior Living III, LLC, Brintan Woods
Senior Living, LLC, and Brint~n Woods Manageir~ent Compai~~y, LLC, anti is also personally guaranteed by Qaren
Cortese; Marvin Raf~ovsky, and Gary Yankanich. The term of the revolving line-of-credit shall encl ~n the earlier
of the date on which the Bank makes demand for the payr~ei~t of the revall~inc~ credit or PJlay 1 ; 2026. Aclvar~ces
under tiie revolving ci~Pclit sf~all bear the interesE ai the greater of a filaatir~g i-ate which shall be ec~u~l at all times to
the Wall Street Journal Prime Rate plus one percent ann«m or three ancf t~~venty-five one hunclr~edth:~ (3.25%) per
annum, The borrower has specific covenants r~latin~ to any outstanding revaluing line of crecfi#: to rt7aintain a
debt service coverage ratio of n~i (ass than 1.25 fo 1, occupancy equal to eighty-five perce,~t (85°!0}, ~~~c! the
borrower shall at all Times maintain a cumbinPcE i~~et v~~~rih of at lest $500,U00. There is nc o~,tsi~~~ain~ b~lar~ce
at C~ecember 31, 2016.

I nterest expense was yQ fQrthe year ended f~ecember 3~1, 20'16.



Notes to Financial Statements

(VOTE E -RELATED PARTY TRANSACTIONS

Operating Lease

The Company leases the long-term care center from Brinton Woods Senior Living, LLC, ~ related company. The
lease is for twenty years and expires.April 30, 2026. Total rent expense was $420,600 for the year ended
December 31, 2016. The base rent is $35,OD0 per month. Fature minimum lease rentals are as follows:

2017 $ 42Q,000
20'I 8 420,OD0
2019 420,000
2020 420,OOb
2021 420,000

Thereafter 1,820,000

Tota! ~ 3,920,00

Due from Brinton Woods Senior Living, LLC $ -

There is $0 clue from Brinton Woods Senior Living, LLC, a related company as of Decerrtber 31, 2016.

Management Services

The Company has an agreement with Brinton Woods Management Company, LLC, an entity ralateci to the
partners to provide management services, The management agreement is for 3 years and expires on April 30,
2018. The term of this agreement shall thereafter continue for successive three year periods unless terminated
upon the expiration of the initial term or any successive term by either party, with or without cause, upon riot fev~~er
than ninety days prior written notice to the other party. The management fee is equal to five percent of the gross
revenue.

Management fee expense was $309,487 forthe year ended December 31, 206.
Due to Brinton Woods Management Company, LLC at year ended Qecember 31, 2016 was X36,931.

Other

A member of the Company receives commissions for services rendered as an insurance broker. The Company
purchased insurance using this service from this related party.



Notes to Financial Statements

NOTE F — RETfREMENT PLAN

The Company adopted a 4Q1 {K) qualified deferred compensation plan in 2412, per the flan, an employee can
elect to make #ax deferred contributions to the plan. The Company has no obligation to make contributions to the
plan, but can make contributions at the discretion of the Company, determined on an annual basis, For the year
ended December 37, 2b'16, the company matched contributions based on 25% of the employee deferrals,. up to
3% of compensation. The Company matching contributions was $7,579,

NOTE G -MAJOR CUSTOMER

During the year ended December 31, 20 6, sales to the Maryland Medicaid Program represented 45%0 of tots!
sales. Af: December 31, 2Q16, accounts receivables from this customer represented 42°/a of total accounts
receivables.

During the year ended December 31, 20 6, sales to the Medicare Program represented 43% of tafal sales, At
December 31, 2016,.accaunts receivables from this customer represented 34°l0 of total accounts receivables.

Both of these. programs rely on government financing (Federal. andlor state), which future funding could be
subject to budge#cry controls.

Both programs .are subject to a final settlement. based on cost reports prepared after the. year encl that reflects
their applicable rules and regulations. interim calculations for these final settlements have been made and
amounts due to/from the programs have been considered and reflected in the financial statements.

MOTE Fi - COMN91TM~fVT A(UD Gt~IVTI~lG~iVCiE~

Brinton Woods Senior Living, LLC (th'e "Borrower") has obtained a promissory note from BB&T Bank.: The Note
Payable to BB&T was amended, commencing as of October 1, 2015. The {principle was increased by $600,000, to
the sum of $2,025,Q00. Additionally, the interest rate changed from 5.75% to 4.50%, monthly principal payments
increased from $7,500 to $1Q,657.89. These principal payments continue through May 18, 2021, at which time
the interest rate shall convert to either a new fixed rate, which shall be in effect for five years or a floating rate at
the option of the borrower. The note is collateralized by alt the assets of the Cflmnany, Haven Nursing Home,
Inc., 8rinton Woods Senior Living IIl, LLC, Brinton WoatJs Health Care Center, LLC, and Srinton Woods
Management Company, LLC, and is also personally guaranteed by the Doren Cortese, Marvin Rabovsky, and
Gary Yankanich. The borrower has specific covenants relating to any outstanding revolving line of credit: to
maintain a debt service coverage raEia of not less than 1.25 t~ 1, occupancy equal to eighty-five percent (85%),
and the borrower shall at all tune maintain a combined net worth of at least $500,000.

In addition, the assats of Brinton Woods Health Care, PLC are pledged as collateral far the outstanding balances
of loans /line of credit. made by BB&T Bank to the following related companies:

Balance Pur;~c~se
Brinton Woods Senior Living, LLC 1,857,631 Asset Purchase
Brinton Woocis Senior Living III, LLC 5,380,271 Asset Purchase
Brinton Woods of Rock Creek, LLC - $2,000,000 Maximum Line of Credit
Brinton Woods of Frankford, LLC 400,Od0 X2,500,000 Maximum Line of Credit
Haven Nursing Home, Inc. - $ 400,OOD Maximum Line of Credit

NOTE ! —SUBSEQUENT EVENT

The company has evaluated subsequent events through February 23, 2017, the date which the financial
statements were available to be issued. Na significant subsequent events Dave been identified that would require
adjustment of the accompanying financial statements.
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SUPPLEMENTARY If~FC}R1VrATIC~N

Year ended December 31, 20~ ~



Schedule of Expenses

Year Encieci December 31, 2Q~ 6

Nursing Care Services
Salarieslwages -DON ~ 77,832
Salaries/wages -administrative 201,412
Salarieslwages - RN 271,832
Salariss/wages -LPN 328,928
Salaries/wages - CN1A 1 Q0,857
Salariesiwayes -aides 754,601
5alaries/v✓ages - orienhation 480
Nursing Supplies X4,424
Oxygen supplies 9,732
Tubefeeding Nutrition 2,45b
Contract nursing services 24,188
Employee benefits 320,258

Salarieslwayes -PTO. 126,056

Total Nursing Care Services 2,283,110

tither PatientGare Services

Pharmacy
Gonttact service -pharmacy 4,950
OTC drugs 28,483

Prescription dregs 194,725

Tofa) Pharmacy 223,158

RecreaYianal Aativi#ies
Salaries/wages -activities &0:279
Activities supplies 5,66
Cable N 7,926

Contract service - aotivities 3.021

Total Recreational Activities 76,$9

Othsr Services
Salaries/wages - saciai service 5'1.404
Contract service -social servioe 2,760
Contract service -medical diractor 21:000
Contract service -medical other 3,394
Contract service - swallovring tests 395
Physical therapy 228,139
pccupational therapy 208,635
Speech ti~erapy 85,675
Contract service Medicaid #herapies 7,459
Therapy-Part B 55,920
Barber &Beauty 3,98
Personal hygiene items 3,392
Contract service - x-ray 24,O~J1
Confi-act sarvice - lah 32,728

Contract service - ambiilance `~ ~,1$d

Total Other Services 748.131

Food purchases 11x,940

Food supplements 'f 5, r27

Employee benefits `20,706

Salaneshvages -PTO 8,154

iota( Other Patient Care Services __ 1,21u,703

See independent accountant's review report. 'l0
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Schedule ofi Expenses (continued}
Year Ended December 31.2016

Routine Services

Dietary
Salaries/wages -dietary 255,995
Dietary supplies 17,414

Total Dietary ?_73,409

Laundry and Linen
Salarieslwages - la~~ndry 48,827
Laundry supplies: 6-,177
Diaper/disposable purchase 19,447
Linen purchases 12,321

Total Laundry and Linen 86;772

Housekeeping
Salaries/wages -housekeeping 84,772
Housekeeping Supplies '»,~94

Total Housekeeping 10 ,966

Plant OperationlMaintenar~ce
SalariesJwages -maintenance 93,472
Supplies -maintenance 26,673
F2epairs and maintenance 22,215
Contract service -maintenance 25,597
Minot Equipment 150
Gas and electric 53,380
Fuel oil 19,502
Trash removal 4,897

Total Plant Operation/Main4enance 245,886

Employee benefits 49,562

Salaries/wages -PTO 3~~~~2

Tatai Fdoutine Services $2,847

See independent accountant's review report. 11
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Schedule of Expenses (continued)
Year Ended December 31, 2016

Administrafiive
Salaries/wages -administrators
Salaries/wades -administrative
Salaries/Niages -admissions
Management fee
Advertising
Automobile
Bank charges
Cansuiting services
Data processing
hues and subscriptions
Insurance -non property
Office supplies
Employee background check
Licenses and permits
Legal services
Telephone &postage
MA TPL Fees
Miscellaneous expense
Meeting and seminars

Total Administra#ive

Employee benefits

Salaries/wages -PTO

Total Administrative Services

Capital/Property Services
Taxes real estate
Taxes tangible property
Insurance property
Officers life insurance
Assessment Tax

Total Capital/Property Service

72,906
139,289
60,503
309,G87
2,965
2,142
209
420

7Q,958
6,734
33,220
25,699
3,347
8,131
7,791

16,638
547

1,686
6,685

769,357

52,161

20;531

842,049

23,756
2,605
5,67

335.306

367,294

See independent accountant's review report. 12



Schedule of Expenses (continued)
Year Ended December 31, 2016

Capital Value Rental
Other nursing rental expense 13,398
bepreciation 3 ,570
Rental -facility 420,000
Rental -equipment 12,920

Total Capifal Value Rental 484,888

ether Services
Advertising -other 8,998
Bad debt expense 83,248
Contributions 1,040

Total Other Services 63,286

Total Expenses $... ._6,117,177

See independent accountant's review report. 1^
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McGibney & As~c~~ ~ ~, L~~

7o the Board of Directors
Brinton Woods Health Care Center, LLC
Sykesville, Maryland

INDEPENDENT ACCOUNTANT'S REVIEW REPORT

We have reviewed the accompanying financial statements of Brinton Woods Health Care Center, LLC (the "Company"), -which
comprise the balance sheet as of December 31, 2017, and the related statement of income, members' equity, and cash flow for
the year then ended, and the related notes to the financial statement. A review includes primarily applying analytical procedures
to management's financial data and making inquiries of company management; A review is substantially less in scope than an
audit, the objective of which is the expression of an opinion regarding the financial statements as a whole. Accordingly, we do
not express such an opinion.

Management's 12esponsibility forthe Financial Statements

Management is responsible for the preparation and fair presentation of these 6nanciai statements in accordance with accounting
principles generally accepted in the United States of America; this includes the design, implementation, and maintenance of
internal control relevant to the preparation and fair presentation of the financial statements that are free from. material
misstatemen#whether due to fraud or error.

Accounfant's Responsibility

Our responsibility is to conduct the review engagements in accordance with. Statements on Standards for Accounting and
Review Services promulgated by the Accounting and Review Services Committee of the AICPA; Those standards require us to
perform procedures to obtain limited assurance as a basis for reporting whether we are aware of any material modifications that
should be made to the financial statements for them to be in accordance with accounting principles generally accepted in the
United States of America: We believe that the results of our procedures provide a reasonable basis for our conclusion,

Accountanf's Conclusion

Basetl an our review, we are not aware of any material modifications that should be made to the accompanying fiinancial
statements in order for them to be in accordance with accounting principles generally accepted in the United States of America.

~G ~~ ~ ~1.-c-
McGibney a Associates, LLC
March 12, 2 8

1605 Pot Spring Rd. ■Timonium, Maryland 21093

{410)40A-3121



Balance Sheet
December 31.2017

ASSETS

Current Assets
Cash $ 120,868
Accounts receivable, net of allowance for doubtful accounts of $73,657 985,422
Prepaid expenses 52',604
Due from Medicaid/Medicare 30,579

Total Current Assets 1,189,473

Property and Equipmen#
Leasehold improvements 28,537
Furniture, fixtures, and equipment 384,675

413,212
Less Accumulated Depreciation and Amortization 349,687

Net Property and Equipment 63,525

Tatal Assets $ 1,252,998

LIA~IL~1`E~~ AND MEMBER' ~QU17Y

Current Liabilities
Accounts payable $ 189,498
Accrued liabilities 102,686
Accrued payroll 153, l97
Accrued payroll taxes 14,533
Accrued vacation 85,058
Working Capital Loan - DHMH 31,388
Due to BWSL III 150,000
Due to Brinton Woods Management Company, LLC 38,493

Tata! C~orrent Liabilities 765,453

Member°~' Equity
Members' contributions 100,000
Gumulative earnings 487,545
Distributions {100,000)

Total iVlembers' Equity 487,545

Total Liabilities and IVlembers' Equity $ 1,252,998

See accompanying notes and independent accountant's review report. 2
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Statement of Income and Members' Equity
Year Ended December 39 , 2017

Revenue
Private $ 921,714
Managed Care 271,476
Medicaid 2,628,670
Medicare 2,559,376
Non-operating revenue 6,909

Total Revenue 6,388,145

Expenses
Nursing care services 2,449,758
Other patient care services x,335,178
Routine services 807,527
Administrative services 864,391
Capital/property services 386,666
Capital value rental 514,640
Other services 138,629

Total Expenses 6,497,789

(Vet tncame (109,644)

Members' Equity -December 31, 2096 697,189

Distri k~utions (100, OQO)

Members' Equity -December 31, 2017 $ 487,545

See accompanying notes and independent accountant's review report. 3
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Statement of Members' Equity
Year Ended December 31.2017

Balance -Beginning of Year

Net income

Distributions

Balance -End of Year

Members' Cumulative
Contributions Earninc,~s Total

$ 100,000 $ 597,189 $ 697,189

- (109,644) (109,644)

- (100,000) (100,000)

$ 100,000 $ 387,545 $ 487,545

See accompanying notes and independent accountant's review report. ~4



Statement of Cash F(ows
Year Ended December 31. 2Q17

Cash Flows From Operating Activities
Net income $ (109,644)
Adjustments to reconcile net income to net cash provided by operating activities
Amortization/depreciation 33,998
Changes in assets and liabilities

I ncrease in receivables (163,194)
Increase in prepaid expenses (6,288)
Decrease in due from Medicare and Medicaid 15,010
Decrease in accounts payable (1,285}
Increase in other current liabilities 33,250

filet Cash Flows Provided by CYperating Activities (198,153)

Cash Flows from Investing Activities
Loan due #o related parley 150,000
Capital expenditures (15,793)

Net Cash Flows Used in Investing ,4ctivities 134,207

Cash Flows from Financing Activities
Distributions (100,000)

(Vef Gash F(ow~ Used- in Financing Activities (10 ,000)

Rlet Increase (Qecrease) in Cash and Cash Equivalents (163,946)

Cash and Cash Equivalenfis -Beginning of Year 284,814

Cash and Cash Equivalents -End of Year $ 120,868

supplementary dash Flow Infarrna~ion
Cash paid for interest $

See accompanying notes and independent accountant's review report. 5
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Notes to Financial Statements

N07E A -THE COMPANY AND ITS SIGNIFICANT ACCOUNTIi~G POLICIES

Nature of Business

Brinton Woods Health Care Center, LLC (the "Company") was organized in Maryland in 2005 and began
operations on May 1, 20Q5, primarily to provide skilled nursing for seniors on an inpatient basis. Brinton Woods
Health Care Center, LLC (BWHCC) and its members sold and conveyed a 55°/o interest in the Company to L.BH
Carroll County and Rehabilitation, LLC (LBH},

basis of Accounting

The financial statements have been prepared on the accrual basis of accounting in accordance with accounting
principles generally accepted in the United States of America. Under this method of accounting, revenue is
recognized when amounts are earned and when the amount and timing of the revenue can be reasonably
estimated. Expenses are recognised when they occur.

Cash and Cash Equivalents

For the purposes of the Statement ofi Cash Flows, the Company considers ali highly liquid debt instruments
purchased with a maturity of three months or less to be cash equivalents.

Credit 6~isGc

The Company maintains its cash balances at a financial institution. Accounts are insured by the Federal Deposit
Insurance Corporation ("FDIC") up to $250,004. At various times, the Company maintained deposits in excess of
FDIC limitations. The Company believes it is not exposed to any significant cr~eclit risk on its cash balances.

Accounts Receivables - Allowance for Doubtful ~.ccounts

The Organization provides for estimated losses on accounts receivable based on prior bad debt experience and a
review of existing receivables. Based on these factors, management determined the allowance for doubtful
accounts at the year ended December 31, 2017 was $73,657.

Property and Equipment

Properky and equipment are carried at cost. Depreciation is computed using the straight-line method over the
estimated useful lives of the assets ranging from five to fifteen years.

Income Taxes

T̀he Company is organized as a limited liability company. As such, the Company pays no income taxes direct.
The applicable income (loss) is allocated to the members and reported on their tax returns.

k)se of Estimates

The preparation of financial statements in conformity with accounting principles generally accepted in the l)nited
States of America requires management to make estimates and assumptions that affect the reported amounts of
assets and IiabiliCies and disclosure of contingent assets and liabilities at the date of the financial statements and
the reported amounts of revenues and expenses during the reporting period. Actual results could differ from
those estimates.
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Notes to Financial Statements

NOTE B - I~CCOUIVTS RECEIVABLES

Accounts receivables consist of the following at December 31, 2017:

Accounts Receivables
Private/insurance $ 292,538
Medicaid 374,383
Medicare 392,158

'Tofiai Accounts Receivables 1,059,079

Less allowance for doubtful accounts 73,657

Net Accounts Receivables $ 9$5,422

NOTE C -PROPERTY ANC1 EQUIPINIEPJT

Property and equipment consists of the fo{iowing at December 31, 2017:

Assets
Building improvements $ 28,537
Furniture and equipment 384,675

Total Assets 413,212

Less Accumulated Depreciation and Amortization 349,687

Net Property and Equipment $ 63,525

Depreciation expense was $33,998 for the year ended December 31, 2017.

tV~T~ D - L1~3E-QF-CRE~fT

The line of credit was eliminated in November 2017, with the occurrence of the sale of 55% member interest to
LBH.

Interest expense was ~0 fior the year ended December 31, 2017.

7
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Notes to Financial Statements

NOTE E -RELATED PARTY TRANSACTIONS

Operating Lease

The Company leases the long-term care center from Brinton Woods Senior Living, LLC; a relatecJ company. The
lease is for twenty years and expires Aprii 30, 2026. Total rent expense was X450,040 for the year ended
December 31, 2017. Effective November 2017, the rent was increased to $50,000 from $35,000 per month, der
the First Amendment to the Lease, pursuant to the Acquisition Agreement with LBH. Future minimum lease
rentals are as fiollaws:

2018 $ 600,000
2019 600,600
2020 600,000
2021 600,OOb
2022 600,000

Thereafter 2,000,000

Total ~ 5,000,000

Que from Brintan Woods Senior Living, LLC $ _

There is $0 due from Brinton Woads Senior Living, LLC, a related company as of December 31, 2017.

Management Services

The Company has an agreement with Brinton Woods Management Company, LLC, an entity related to the
partners to provide management services. The management agreement is for 3 years and expires on Aprii 30,
2018. The term of this agreement shad thereafter continue for successive three year periods unless terminated
upon the expiration of the initial term or any successive term by either party, dvith or without cause, upon not fewrer
than ninety days prior written notice to the other party. The management fee is equal to five percent of the gross
revenue.

Management fee expense vvas $321,934 for the year ended December 31, 2017.
Due to Brinton Woods Management Company, LLC at year ended Qecember 31, 2017 was $3&,493.

Other

A memher of the Company receives commissions for services rendered as an insurance broker. The Company
purchased insurance using this service from this related party.

Other Related Party Transactions

Due to Brinton Woods Senior Living III $ 150,000



BRir~-ro~ woos H~~~~~ ~ ~~ ~~ ~g ~ti~ ~
Notes to Financial Statements

NCJTE F —RETIREMENT PLAN

The Company adopted a 401 (K) qualified deferred compensation plan in 2012. Per the plan, an employee can
elect to make tax deferred contributions to the plan. The Company has no obligation to make contributions to the
plan, but can make contributions at the discretion ofi the Company, determined on an annual basis. for the year
ended December 31, 2017, the company matched contributions based on 25% of the employee defen~als, up to
3% of compensation. The Company matching contributions was $6,9Q5.

NOTE G -MAJOR CUSTOMER

During the year ended December 31, 2017, safes to the Maryland Medicaid Program represented 41% of total
sales. At December 31, 2417, accounts receivables from this customer represented 35% of total accounts
receivables.

Quring the year ended December 31, 2017, sales to the Medicare Program represented 4d% of total sales. At
December 31, 2017, accounts receivables from this customer represented 37°l0 of total accounts receivables.

Both of these programs rely on .government financing (Federal and/or state), which future funding could be
subject to budgetary controls.

The Medicare program is subject to a final settlement based on cost report prepared after the year end #hat
reflec#s their applicable rules and regulations. Interim calculations for these final settlements have been made
and amounts due to/from the programs have been considered and reflected in the financial statements.

NOTE H -COMMITMENT AND CONTINGENCIES

Brinton Woods Senior Living, LLC has obtained a promissory note from BB&T Bank. The Note Payable is
$1,729.736 at 12/31!17. The note is collateralized by al( the assets of the Brinton Woods Senior Living, LLC,
Brinton Vlloods Health Care Genter, LLC, and is also personally guaranteed by fihe Daren Cortese, by Srinton
Woods Management Company, LLC and all the members interest in in the Companies. The borrower has
specific covenants relating to any outstanding revolving line of credit: to maintain a debt service coverage ratio of
not less than 1.25 to i, occupancy equal to eighty-five percent (85°l0), and the borrower shall at all time maintain a
combined net worth of at least $500,000.

NOTE I —SUBSEQUENT EVENTS

The company has evaluated subsequent events through March 12, 2018, the date which the financial statements
were available to be issued. No significant subsequent events have been identified that would require adjustment
otthe accompanying financial statements.

It is the intention of LBH to submit to the MHCC in the spring of 2018, a letter of intent and an application for a
Certificate of Need (CON) for relocation of the 60 beds. ff the Relocation CC?N is approved and LBH determines to
proceed with the construction of a new facility, the real property and equipment owned by Brinton Woods Senior
Living, LLC (BWSL) and Brinton Woods Health Gare Center, LLC (BWHCC) that is not transferred to the new
facility, shall be sold.

if LBH submits a Relocation CON application and a Relocation CON is issued, LBH shall be ot~ligated to
purchase and acquire the remaining 45% in#erest in BWSL and BWHCC.
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~RIiVTON ~lQt°~D~ HEALTH G/~►RE ~ENTIE~, L.~C
Schedule of Expenses
Year Ended December 31, 2017

Nursing Care Services
Salaries/wages -DON $ 83,066
Salaries/wages -administration 198,835
Salaries/wages - RN 300,911
Salaries/wages -LPN 372,538
Salaries/wages - CMA 108,376
Salaries/wages -aides 766,771
Salarieslwages -orientation 1,676
Nursing Supplies 89,873
Oxygen supplies 4,827
Tubefeeding Nutrition 1,93Q
Contract nursing services 15,549
Contract service IV Therapy 12,695
Contract service respiratory 40,673
Employee benefits 324,188
Salaries/wages -PTO 127,850

Total Nursing Care Services 2,449.758

Other Patient Care Services

Pharmacy
Contract service -pharmacy 12,452
OTC drugs 14,262
Prescription drugs 238,360

Total Pharmacy 265,104

Recreational Activities
Salaries/wages -activities 67,211
Activities supplies 4,723
Cable N 8,846
Contract service -activities 2,390

Total Recreational Activities 83,170

Other Services
Salaries/wages -social service 51,537
Contract service -social service 2,892
Contract service -medical director 33,600
Contract service -medical other 20
Contract service -swallowing tests 395
Physical therapy 241,305
Occupational therapy 220,910
Speech therapy 101,299
Contract service Medicaid therapies 13,958
Therapy-Part B 85:573
barber &Beauty 4:235
Personal hygiene items 4,780
Contract service - x-ray 23,236
Contract service -lab 31,681
Contract service -ambulance 20,655

Total Other Services 816 076

Food purchases 133,880
Food supplements 7,511
Employee benefits 21,111
Salarieslwages -PTO 8,326

Total Other Patient Care Services 1,335;178

See independent accountants review report. "1~
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Schedule of Expenses (continued)
Year Ended December 31, 2017

routine Services

Dietary
Salaries/wages -dietary
Salarieslwages -dieticians
Dietary supplies

Total Dietary

Laundry and Linen
Salaries/wages -laundry
Laundry supplies
Diaper/disposable purchase
Linen purchases

Total Laundry and Lien

Housekeeping
Salaries/wages -housekeeping
Housekeeping supplies

Total Housekeeping

Plant Operation/Main#enance
Salaries/wages -maintenance
Supplies -maintenance
Repairs and maintenance
Contract service -maintenance
Minor Equipment
Gas and electric
Fuel oil
Trash removal

Total Plant Operation/fVlaintenance

Employee benefits

Salaries/wages -PTO

Tofiat Routine Services

218,336
36,003
16,133

270, 972

56, 739
4, 891
21,377
1Q,~97

93, 204

74, 346
14,235

88, 581

93,802
19, 938
25,100
27, 720

332
50,988
21, 552
5, 343

244.775

78,885

31,110

807,527

See independent accountant's review report. 11
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Schedule of Expenses (continued)
Year Ended December 31, 2017

Administrative
Salaries/wages -administrators 95,856
Salaries/wages -administration 47,545
Salaries/wages -admissions 53,969
Salaries/wages -finance 55,861
Sa{aries/wages -human resources 34,426
Management fee 321,934
Advertising 1,764
Automobile 3,371
Consulting services 1$0
Data processing 75,091
Dues and subscriptions 13,115
Insurance -non property 35,$18
Once supplies 24,620
Employee background check 4,514
Licenses and permits 1,050
i.egal services 44
Telephone &postage 14,640
Miscellaneous expense 290
Meeting and seminars 6,853

Total Administr~~ive 790,941

Employee benefits 52,676

Salaries/wages -PTO 20,774

Total Administrative Services 864,391

CapitallProperty Services
Taxes real estate 24,305
Taxes tangible property 2,644
Insurance property 17,538
Assessment Tax 342,179

Ta~fial Capita!/~ro~erty ~e~vi~~~ 386,666

See independent accountant's review report. 12



Schedule of Expenses (continued}
Year Ended December 31.2017

Capital Value Rental
Other nursing rental expense 17,888
Depreciation 33, 998
Rental -facility 450,000
Rental -equipment 12,754

Total Capital Value Ren4al 514,640

Other Services
Advertising -other 3,330
Bad debt expense 136,199
Contributions 1_00

Total (?that Services 139,629

Total Expenses ~ 6,497,789

See independent accountants review report. ~3
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CON History

Last updated 4/4/2018

2003

Docket No. 02-24-2098 (Expansion of bed capacity of Levindale Hebrew Geriatric Center and Hospital

by 20 Beds); issued April 22, 2003 —Project completed in accordance with CON

2005

Docket No. 04-24-2160 (Expansion of operating room and PACU capacity, expansion/renovation of

pathology lab, family waiting area, and relocate hemodialysis unit at Sinai Hospital); issued October

13, 2005; CON relinquished.

2006

Docket No. 06-06-2166 (Construction of 5 North and 5 West, fit out 5 South for inpatient med/surg

beds, and construction of four new operating rooms at Carroll Hospital Center); issued March 6, 2006

— Project completed in accordance with CON.

2008

Docket No. 07-24-2199 (Renovation of surgery department of Sinai Hospital of Baltimore, including

the addition of four operating rooms); issued February 21, 2008 —Project completed in accordance

with CON.

Docket No. 08-24-2247 (Construction of new 3-story addition and renovation of existing building

space by Levindale Hebrew Geriatric Center and Hospital); issued October 16, 2008 —Project

completed in accordance with CON.

2009

Docket No. 08-03-2233 (Expansion of Home Health Agency Services into Baltimore County by Carroll

Hospital Center d/b/a Carroll Home Care); issued July 16, 2009 —Project completed in accordance

with CON.

2012

Docket No. 12-06-2330 (Expansion and relocation of cancer center by Carroll Hospital Center); issued

June 21, 2012, modified December 20, 2012 —Project completed in accordance with CON.
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Exhibit

Data Sources

Certificate of Need Application for Brinton Woods:
Replacement and

Relocation to the Carroll Hospital Center Campus

Maryland Comprehensive Care Facilities: Utilization data
• Maryland Long Term Care Survey, Maryland Health Care Commission, Public Use Files,

2011-2015
f~ttp:/li~hcc.marylancl.cJoy_~?ublic use files/compdownload.html

• Minimum Dataset, 2011-2015; obtained through the Maryland Health Care Commission by
special request (August-September, 2017)

Comprehensive Care Bed Need Projections, State of Maryland
• Maryland Register, Volume 43, Issue 9, Friday, April 29, 2016

Nursing home placements from Carroll Hospital Center
• Department of Case Management, Carroll Hospital Center

Acute Care Admissions of Brinton Woods patients, CY2015
• CMS Standard Analytic Claims File, CY2015
• Brinton Woods: Internal performance reports (?)

Maryland hospitals: Discharge data
• HSCRC Discharge Abstract Database
• HSCRC Non-Confidential Revisit File

Operating performance, Brinton Woods
• Brinton Woods, Administration

Population data
• Nielsen Claritas demographic database


