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Executive Summary _

Mohawk Valley Health System (MVHS) is submitting this Full Review Certificate of Need (C.O.N.)
Application that seeks approval for the construction of a new hospital campus., MVHS is the active parent and
co-operator of St. Elizabeth Medical Center (St. Elizabeth) and Faxton St. Luke’s Healthcare St. Luke’s
Division (St. Luke’s). St. Luke’s (Operating Certificate #3202003H; PFI #0599) is currently located at 1656
Champlin Avenue, Utica (Oneida County), New York 13502, St. Elizabeth Medical Center (Operating
Certificate #3202002H; PFI #0598) is currently located at 2209 Genesee Street, Utica (Oneida County), New
York 13501. Cardiac PCI and cardiac surgery services currently offered through the Mohawk Valley Heart
Institute (Operating Certificate #3202004H; PFI #7528) are also provided on the campus of St. Elizabeth at
2209 Genesee Street, Utica (Oneida County), New York 13501. This C.O.N. Application will be funded, in
part, through the Health Care Facility Transformation Program: Oneida County grant awarded to MVHS
specifically for this purpose. This project is one (1) of at least two (2) Applications being submitted to the
New York State Department of Health (NYSDOH) for the transformation of services within the Oneida
County region, as described in detail below.

Through New York Public Health Law Section 2825-b, New York State created the “Oneida County Health
Care Transformation Program” that set aside up to $300 million in capital grant funding for the sole purpose of
consolidating multiple licensed healthcare facilities into an integrated system of care, within the largest
population center in Oneida County (i.e., Utica). Through a response to a Request for Applications (RFA
#1505060325) from the New York State Department of Health (INYSDOH) and Dormitory Authority of the
State of New York (DASNY), MVHS was awarded $300 million in grant funding for the project proposed in
this C.O.N. Application (i.e., the creation of a new hospital campus), which will result in the transformation of
healthcare services in the region.

This C.O.N. Application is the first in a series of (at least two (2)) Applications that Mohawk Valley Health
System and its two (2) related facilities (St. Elizabeth and St. Luke’s) will be submitting that will lead to the
merger of St. Elizabeth and St. Luke’s, and the relocation and consolidation of the majority of services
comprising St. Elizabeth and St. Luke’s to the new hospital campus in Utica, New York.

The new, consolidated hospital campus will be located on a 25-acre parcel of land generally bordered by the
following streets in Utica (Oneida County), New York 13501: State Street, Broadway, Oriskany Street West,
and Columbia Street. An address has not yet been assigned to the site. The new hospital campus will have the
following inpatient bed complement: coronary care (eight (8) beds); intensive care {42 beds); maternity (23
beds); medical/surgical (232 beds); neonatal intermediate care (eight (8) beds); pediatric (16 beds); and
psychiatric (44 beds). In addition, the St. Luke’s campus will retain 24 physical medicine and rehabilitation
beds. In total, MVHS (inclusive of its two (2) campuses) will reduce its overall inpatient bed complement by
174 beds, from 571 beds to 397 beds (including 373 beds at the new hospital campus and 24 PM&R beds at its
St. Luke’s campus).

Through this C.ON. Application, all inpatient and most outpatient services from the current St. Elizabeth
campus will be relocated to the new hospital campus, which will be known as the “Mohawk Valley Health
System Campus”. The current St. Luke’s site will become a division of the Mohawk Valley Health System
under this Application and will relocate all inpatient and outpatient services from the St. Luke’s site to the new
hospital campus (with the exception of 24 PM&R beds and some other outpatient services).

The St. Elizabeth site will be converted into an outpatient extension clinic to be known as “St. Elizabeth
Campus”. As a new extension clinic site, it is expected to maintain its existing PFI number. In particular,
sleep center services (Mohawk Valley Sleep Disorders Center), cardiac and thoracic surgery-related services
(all of which are medicai-only services; no surgical services will be provided at this site), primary care services
and a laboratory patient service center (PSC) will continue to be provided at this site.

The Total Project Cost for this project is estimated to be $481,371,583, which is broken down into the
following two (2) sub-projects:



- New York State Department of Health Schedule 1
Certificate of Need Application

General Information - All Applicants

MAIN SITE PFI MEDICAID PROVIDER ID | TYPE OF FACILITY MAIN SITE NAME
" Mohawk Valley Health System/
2 589 00384309 Hospital FFaxton-St. Luke's Healthcare St. Luke's Division
U='J STREET & NUMBER
‘® | 1656 Champlin Avenue
= CITY COUNTY ZIp
tica neida 13502
-:_ MAIN SITE PFL MEDICAID PROVIDER ID TYPE OF FACILITY _MAIN SITE NAME
ﬁ To Be Determined  [To Be Determined | Hospital Mohawk Valley Health System Campus
% STREET & NUMBER
§, To Be Determined™
§ CITY COUNTY ZIP
A Utica Oneida 13502
* MAIN SITE PFI MEDICAID #ROVIDER ID TYPE OF FACILITY MAIN SITE NAME
{ Mohawk Valley Health
& 558 0279901 Hospital — Extension Clinic ystem/St. Elizabeth Campus
0 STREET & NUMBER
& |2209 Genesee Sireet, Utica (Oneida County), New York 13501
) iy COUNTY zip
® Utica Oneida 13501
% _MAIN SITE PFI MEDICAIE PROVIDER D TYPE OF EACILITY MAIN SITE NAME
2 Mohawk Valley Health Systerm/
& pP598 00384309 Hospital St. Luke's Campus
7 STREET & NUMBER
$ |1656 Champlin Avenue
§ CITY COUNTY ZIF
B Wtica Oneida 13502
OPERATING CERTIFICATE NUMBER TYPE QOF FACILITY LEGAL ENTITY THAT WILL OPERATE OF THE FACILITY {or proposed onerator)
« St. Elizabeth Medical Center /
= £ 32020021/ Faxton-St. Luke's Healthcare St. Luke's Division
L & |3202003H Hospitals Mohawk Valley Health System
s E STREET & NUMBER
0,
(o] ug 2209 Genesee Street / 1656 Champlin Avenue
- CITY COUNTY 2P
Hica Onelda 13501/13502

* Please refer to the Project Narrative under the Schedule 1 Attachment for a description of this project.

* The new, consolidated hospital campus will be located on_a 25-acre parcel of land generally bordered by the
following streets in Utica (Oneida County), New York 13502: State Street, Broadway, Oriskany Streef West, and

Columbia Street. An address has not yet been assigned to the site,

| Title of Attachment:
Is the applicant an existing facility? If yes, attach a photocopy of the Please refer fo the
resolution of partners, corporate directors, or LLC managers, as the ¢ase L{ Schedute 1 Atachment
may be, authorizing the project. ES NO [

DOH 155-A Schedule 1 1
(12/2014)
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New York State Department of Health Schedule 1
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Is the applicant part of an "established article 28* natwork" as defined In

section 401.1(j) of 10 nycrr? If ves, attach a statement that identifies the Please refer fo the
network and describes the applicant's affiliation. Attach an organizational Schedule 1 Attachment
lchart, if available. YES BX NO ]

Type of Application: Establishment [_] Construction Administrative [] Limited []

Total Project Cost:(CRFP-Funded Project)(Article 28 only) $480,000,000
Amount of Application Fee {see Schedule 8) $2,000/$2,627,548

Acknowledgement And Attestation
| hereby certify, under penalty of perjury, that | am duly authorized to subscribe and submit this application on behalf of
the applicant: |St. Luke’s Healthcare St. Luke's Division / St. Elizabeth Medical Center / Mohawk Valley Health System|

| further certify that the information contalned in this application and its accompanying schedules and attachments are
accurate, true and complete in all material respects. | acknowledge and agree that this application will be processed in
accordance with the provisions of articles 28, 36 and 40 of the public health law andfor article 7 of the social services
law, and implementirﬁregulations, as the case may be.

IGNATURE: 1/ ) DATE
oL ,@, ulels#

FPRINT CR TYPE NAME TITLE

President and CEQ,
Scott Perra Mohawk Valley Health System
DOH 155-A Scheduie 1 2

{12/2014)



New York State Department of Health Schedule 1

Certificate of Need Application
Contacts:

Applicant should identify the operator's chief executive officer, or equivalent official, to whom all official correspondence

from DOH about this application should be addressed

w NAME AND TITLE OF CHIEF E)EECUTIVE

2 | Mr. Scott Perra, F.A.C.H.E., President and CEO, Mohawk Valley Health System

ls STREET & NUMBER

& |1656 Champlin Avenue

ﬁ CITY STATE ZIP

b |Utica New York 13502

E TELEPHONE FAY, NUMBER E-MAIL ADDRESS
{315) 624-6001 (315) 624-6956 sperra@mvhealthsystem.org

Applicant may designate a second person to whom copies of all official correspondence from DOH about this

application should be addressed. (This could be the applicant’s attorney, or a consultant)

CONTACT PERSON'S COMPANY NAME AND TITLE OF CONTACT PERSON

Z | Mohawk Valley Health System Ms. Sharon Palmer, AVP Facilities Services
= Q STREET & NUMBER
Q= :
l<_t g 1656 Champlin Avenue
g I CITY STATE ZIp
0 2 |Utica New York 13502

E TELEPHONE FAX NUMBER E-NELI:ADDRESS

{315) 624-6298 (315) 624-65230 spalmer@mvhealthsystem.org

The applicant's lead attorney should be identified:

NAME
Traci Boris, Esq.
E STREET & NUMBER
E 1656 Champlin Avenhue
E CITY STATE ZIP
« |Utica New York 13502
TELEPHONE FAX NUMBER E-MAIL AQEESS
(315) 624-5050 (315) 624-5051 thoris@mvhealthsystem.org
If a consultant prepared the application, the consultant should be identified;
NAME
= |Frank M. Cicero, Cicero Consulting Associates
E STREET & NUMBER
F | 701 Westchester Avenue, Suite 210W
G:I’J ciTy STATE ZIP
5 | white Plains New York 10604
o TELEPHQNE FAX NUMBER E-MAIL ADDRESS
(914) 682-8657 (814) 682-8895 conadmin@ciceroassociates.com
DOH 155-A Schedule 1 3

(12/2014)




New York State Department of Health Schedule 1
Certificate of Need Application

The applicant's lead accountant should be identifled:;

NAME
= [ Mr. Louis Alello
E STREET & NUMBER
E | 1656 Champiin Avenue
8 CITY STATE ZIP
8 |utica New York 13502
< TELEFHONE FAX NUMBER E-MAIL ADDRESS
(315) 624-6143 (315) 624-6956 LAIELLO1@mvhealthsystem.org
Please list all Architects and Engineer contacts.
I NAME FIRM STREET & NUMBER
o . .
E § % Mitzi D'Amico NBBJ 250 S. High Street; Suite 300
=T Z
E 5 g CITY, STATE, ZIP TELEPHONE E-MAIL ADDRESS
x
i
< Columbus, OH 43215 {614) 232-3033 mdamico@nbbj.com
- NAME FIRM STREET & NUMBER
o &
W S wiN/A
FTEZ
QO % DIy, STATE, ZIP TELEPHONE E-MAIL ADDRESS
i =
o it}
- NAME FIRM STREET & NUMBER
o &
W S wiN/A
FBZ
%) E O CITY, STATE, ZIP TELEPHONE E-MA|L. ADDRESS
o =
< w
= INAME FIRM STREET & NUI\@ER
o &
W 5 i N/A
E3z
5 & Qjomy, sTaTE 2IP TELEPHONE E-MAIL ADDRESS
o -~
Py w
DOH 155-A Schedule 1 4

(12/2014)



New York State Department of Health

Certificate of Need Application

Checklist of Schedules Included in This Application

Schedule Schedule Name

Number

Schedule 1

Required

Included

1

Forms Required for all CON Applications

2 (A-D)

Personal Qualifying and Disclosure Information-All Establishment Applications

3 (A-B)

CON Forms Related to Legal Issues

4 (A-B)

Legal Information for Ownership Transfers

5

CON Form Regarding Working Capital Plan

6

CON Form Regarding Architectural Submission

7

CON Forms Regarding Environmental Issues

8 (A-B)

Project & Subproject Cost Summary

9

CON Forms Regarding Project Financing

10

Space & Construction Cost Disfribution

11

Moveable Equipment

12 (A-G)

CON Forms Specific to Adult Care Facilities

13 (A-D)

CON Forms Applicable to all Article 28 Facilities

14 (A-D)

Additional Legal Information-Article 28

15

Additicnal Legal Information-Article 28-Ownership Transfers

16 (A-F)

CON Forms Specific to Hospitals-Article 28

17 (A-E)

CON Forms Specific to Diagnostic & Treatment Centers-Article 28

18 (A-E)

CON Forms Specific to Residential Health Care Facilities-Article 28

19 (A-B)

CON Forms Specific to Adult Day Health Care Programs

20 (A-C)

CON Forms Specific to Programs of OMH, OASAS, and OMRDD (If Applicable)

21 (A-G)

CON Forms Specific to CHHA and LTHHCP Programs-Article 36

22 (AF)

CON Forms Specific fo Hospices-Article 40

O [Z% DEDE%@ %H %B OO0

23

CON Forms Specific to all Projects Incorporating Health IT

I >I<I:1El EDDEJFDIZIH@E BB

DOH 155-A

(12/2014)

Schedule 1



New York State Department of Health Schedule 1
Certificate of Need Application

Other Facilities Owned or Controlled by the Applicant

(Establishment Appiications only)
N/A

Does the applicant or any related entity (parent, member or Subsidiary Corporation) operate or control any of
the following in New York State?

C

FACILITY TYPE - NEW YORK STATE o CaDE

Hospital HOS Yes [ ] No[]
Nursing Home NH Yes [ | No []
Diagnostic and Treatment Center DTC Yes [ | No [ ]
Licensed Home Care Services Agency LHH Yes [ | No []
Certified Home Health Agency CHH Yes [ ] No []
Hospice HSP Yes [ | No[]
Adult Home ADH Yes [ ] No[]
Assisted Living Program ALP Yes [ ] No[]
l.ong Term Home Health Care Program LTC Yes [ 1 No []
Enriched Housing Program EHP Yes ] No[]
Health Maintenance Organization HMO Yes [ ] No []
Other OTH Yes [ ] No [ ]

For each facility or agency referenced above, enter the name, the PF| and facility type in the chart
below.

. FACILITY
FACILITY NAME: PFI TYPE
1
2
3
4
5
6
7
8
9
10
Attach additional sheet if necessary.
DOH 155-A Schedule 1 6

(12/2014)



New York State Department of Health Schedule 1
Certificate of Need Application

In addition to the information provided on the above chart, provide a complete list of ali health care,
adult care, behavioral, or mental health facilities, programs or agencies located outside New York
State that are affiliated with the applicant corporation, as well as with parent, member and
subsidiary corporations. For each health care entity identified, provide the full name, address, and
type of services provided. In conjunction with this list, provide documentation from the regulatory
agency in the state(s) where affiliations are noted, reflecting that the facilities/programs/agencies
have operated in substantial compliance with applicable codes, rules and regulations for the past
ten years (or for the period of the affiliation, whichever is shorter). To assist you in securing this
information, a recommended form and a sample letter of inquiry are provided in Schedule 2 D.

Please list the facilities outside of New York State that are owned or controlled by the applicant:

N/A

FACILITY NAME AND ADDRESS: Services provided: STATE/ |FACILITY
COUNTRY |[TYPE

10

DOH 155-A Schedule 1 7
(12/2014)



SCHEDULE 1 ATTACHMENT

MOHAWK VALLEY HEALTH SYSTEM

BOARD RESOLUTION

AND

PROJECT NARRATIVE



RESOLUTION
OF THE
BOARD OF DIRECTORS
OF
MOHAWK VALLEY HEALTH SYSTEM
ST. ELIZABETH MEDICAL CENTER
FAXTON-ST. LUKE’S HEALTHCARE
(the “Corporations”)

Adopted at a Meeting Held September 28, 2017

WHEREAS, $300 million has been earmarked in the New York State budget to help create an
integrated healthcare delivery system in Oneida County; and

WHEREAS, the legislation provides a once in a lifetime opportunity for the Mohawk Valley
Health System (MVHS) to build a new hospital in Utica, NY and transform healthcare for our community
consistent with the vision of Triple Aim; and

WHEREAS a new 670,000 SF, 392 inpatient bed, state of the art hospital that would replace St.
Elizabeth Medical Center (SEMC) built in 1917 and the St. Luke’s Campus of Faxton-St, Luke’s
Healthcare (FSLH) built in 1957; and

WHEREAS, a new hospital would reduce the number of beds in our community and consolidate
patient services to one campus in a Delivery System Reform Incentive Payment Program (DSRIP)
oriented program; and

WHEREAS, the Hospital desires to construct a new health care facility in Oneida County in the
City of Utica;

NOW, THEREFORE, upon motion duly made, seconded and unanimously carried, it is

RESOLVED, that the officers of the Hospital are hereby authorized and directed to file a
Certificate of Need Application with the New York State Department of Health requesting its approval
for the construction and operation of a new health care facility in Oneida County in the City of Utica; and

IT 1S FURTHER RESOLVED, that the officers of the Hospital are hereby authorized and
directed to take whatever actions shall be necessary and execute any and all documents as shall be
required to effectuate the intent of the foregoing resolutions; and

IT IS FURTHER RESOLVED, that the Hospital hereby adopts and incorporates by reference
any form of specific resolution to carry into effect the purpose and intent of the foregoing resolutions, or
covering authority included in matters authorized in the foregoing resolutions, including forms of
resclutions in connection therewith that may be required by any state, institution, person or agency and
the Hospital be, and hereby is, directed to insert a copy thereof in the minute book of the Hospital
following this written action and to certify the same as having been duly adopted thereby.

These resolutions shall take effect immediately.

Dated: September 28, 2017 M Z__—————"

“Gregory ¥, Evans, Secretary




MOHAWK VALLEY HEALTH SYSTEM
PROJECT NARRATIVE

Proposal
Mohawk Valley Health System (MVHS) is submitting this Full Review Certificate of Need (C.O.N.)

Application that seeks approval for the construction of a new hospital campus. Mohawk Valley
Health System (MVHS) is the active parent and co-operator of St. Elizabeth Medical Center (SEMC)
and Faxton St. Luke’s Healthcare St. Luke’s Division (St. Luke’s). St. Luke’s is currently located at
1656 Champlin Avenue, Utica (Oneida County), New York 13502. St. Elizabeth Medical Center is
currently located at 2209 Genesee Street, Utica (Oneida County), New York 13501. Cardiac PCI and
cardiac surgery services currently offered through the Mohawk Valley Heart Institute are also
provided on the campus of St. Elizabeth at 2209 Genesee Street, Utica (Oneida County), New York
13501. This C.O.N. Application will be funded, in part, through the Health Care Facility
Transformation Program: Oneida County grant awarded to MVHS specifically for this purpose.
This project is one (1) of at least two (2) Applications being submitted to the New York State
Department of Health (NYSDOH) for the transformation of services within the Oneida County

region, as described in detail below.

Through New York Public Health Law Section 2825-b, New York State created the “Oneida County
Health Care Transformation Program” that set aside up to $300 million in capital grant funding for
the sole purpose of consolidating multiple licensed healthcare facilities into an integrated system of
care, within the largest population center in Oneida County (i.e., Utica). Through a response to a
Request for Applications (RFA #1505060325) from the New York State Department of Health
(NYSDOH) and Dormitory Authority of the State of New York (DASNY), MVHS was awarded
$300 million in grant funding for the project proposed in this C.O.N. Application (i.e., the creation of

a new hospital campus), which will result in the transformation of healthcare services in the region.



Current Situation

MVHS is currently the active parent and co-operator of St. Luke’s and St. Elizabeth. In addition,
cardiac PCI and cardiac surgery services currently offered through the Mohawk Valley Heart Institute
are provided on the campus of St. Elizabeth at 2209 Genesee Street, Utica (Oneida County), New

York 13501. The location and NYSDOH identifying information for these facilities are as follows:

» Faxton St. Luke’s Healthcare St. Luke’s Division — Operating Certificate #3202003H; PFI #0599
— 1656 Champlin Avenue, Utica (Oneida County), New York 13502.

» St. Elizabeth Medical Center — Operating Certificate #3202002H; PFI #0598 — 2209 Genesee
Street, Utica (Oneida County), New York 13501.

» Mohawk Valley Heart Institute (MVHI) — Operating Certificate #3202004H; PFI #7528 — 2209
Genesee Street, Utica (Oneida County), New York 13501.

Future Situation

This C.O.N. Application is the first in a series of (at least two (2)) Applications that Mohawk Valley
Health System and its two (2) related facilities (St. Elizabeth and St. Luke’s} will be submitting that
will lead to the merger of St. Elizabeth and St. Luke’s, and the relocation and consolidation of the
majority of services comprising St. Elizabeth and St. Luke’s to the new hospital campus in Utica,

New York. A description of the expected Application submissions is as follows:

» Application #1 — Full Review C.O.N. Application (Subject of this Application) — Construction of

a new hospital campus. The new, consolidated hospital campus will be located on a 25-acre
parcel of land generally bordered by the following streets in Utica (Oneida County), New York
13501: State Street, Broadway, Oriskany Street West, and Columbia Street.! Please refer to

Appendix I for a map of the proposed campus. An address has not yet been assigned to the site.

! The proposed property is comprised of several land parcels, some of which have structures on them that will need to be
demolished. Mohawk Valley Health System is in the process of working with the property owners to attempt to purchase
the parcels of land for the proposed new hospital campus. Should an owner of the parcel of land elect not to negotiate
with MVHS, the Hospital may need to proceed through the eminent domain process to secure the parcel.
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Through this C.O.N. Application, all inpatient and most outpatient services from the current St.
Elizabeth campus will be relocated to the new hospital campus, which will be known as the
“Mohawk Valley Health System Campus”. A separate “merger” C.O.N. Application will be

submitted, as described in the next bullet point.?

The following programs and services will remain on the St. Elizabeth site, with no construction or

relocation necessary:

o Article 28 Services — The St. Elizabeth site will be converted into an outpatient extension

clinic to be known as “St. Elizabeth Campus”. MVHS prefers that this site maintain its
current PFI Number. In particular, sleep center services (Mohawk Valley Sleep Disorders
Center), cardiac and thoracic surgery-related services (all of which are medical-only services;
no surgical services will be provided at this site), primary care and laboratory patient service

center (PSC) services will continue to be provided at this site.

The Mohawk Valley Sleep Disorders Center and some primary care services are currently
located within the campus located at 2209 Genesee Street, Utica (Oneida County), New York
13501. The cardiac and thoracic surgery offices, other primary care services and the
laboratory PCS are located within the Marian Medical Building at 2209 Genesee Street, Utica
(Oneida County), New York 13501. This site will become an extension clinic, with no

construction needed.” MVHS prefers that a new operating certificate be created for the

2 Upon implementation of the merger project, which will result in MVHS preferably having a single new operating
certificate number and PFI number through which the two (2) hospital sites will operate as divisions, MVHS will relocate
all inpatient and outpatient services from the St. Elizabeth and the St. Luke’s sites to the new hospital campus (with the
exception of 24 PM&R beds at the St. Luke’s Carmpus and some other outpatient services as described within this C.O.N.
application).

¥ For purposes of this C.O.N. Application, we are assuming that, although these services will be located in different
buildings, they will remain in their current locations and MVHS prefers that they share the same Operating Certificate and
PFI number, MVHS is willing to discuss this issue with the State Health Department, should the Department prefer to
certify the sleep center and outpatient cardiac/thoracic services, primary care practice and laboratory PSC as separate
extension clinics,

3



extension clinic while maintaining its current PFI number and being certified for the services

of “Medical Services — Primary Care” and “Medical Services — Other Medical Specialties™.

o Non-Article 28 Services (St. Elizabeth College of Nursing) — This program is not an Article

28 service, but it will remain on the current site of St. Elizabeth.

» Application #2 — Full Review C.O.N. Application — This project will represent the “merger”
C.O.N. Application through which St. Elizabeth and St. Luke’s will be merged to become a single

hospital entity, preferably with a single operating certificate number and new PFI number. St.
Luke’s will become a division of MVHS. In addition, through that C.O.N. Application, the
majority of services from the St. Luke’s and St. Elizabeth sites will be relocated to the new
hospital campus The “merger” project is expected to be implemented while the new hospital

campus is being constructed.

The following programs and services will remain on the St. Luke’s campus, with no construction

or relocation necessary after the merger:

o Article 28 Services — The St. Luke’s site, which will be a hospital “division”, will retain the

following services, with no construction needed: 24 certified, inpatient PM&R beds,
laboratory PSC service, outpatient primary care and obstetrics services, and outpatient

surgeon offices for medical visits/services.

This site will be known as the “St. Luke’s Campus”. As part of this C.O.N. Application, the
majority of the inpatient and outpatient services will relocate to the new hospital campus,
leaving behind the 24 PM&R beds and other outpatient services at 1656 Champlin Avenue,
Utica (Oneida County). The laboratory PSC, primary care, obstetrics, and outpatient surgeon

offices will continue to be located within a Physician Office Building on the St. Luke’s



O

Campus.® This campus will be certified for 24 -inpatient PM&R beds and the certified
services of “Medical Services — Primary Care” and “Medical Services — Other Medical

Specialties™.

Article 28 Services — The Operating Certificates of all extension clinics of MVHS (St.

Elizabeth and St. Luke’s) will be consolidated under the single operating certificate of the
operator. In addition, some of the extension clinic sites with different operating certificates
have the same addresses. These sites will need to be consolidated to a single operating

certificate for each extension clinic.

Article 28 Services — To maintain service continuity, PCI and Cardiac Surgery services
currently offered through Mohawk Valley Heart Institute will be provided on the new hospital
campus. MVHS will work with the NYSDOH to determine how to handle the services

offered though the Mchawk Valley Heart Institute, and if this entity can be eliminated.

Other Article 28 and Article 36 Services

» St. Luke’s Home — A 202-bed residential health care facility (RHCF) with an Adult Day
Health Care Program (ADHCP) affiliated with MVHS.

» Mohawk Valley Home Care — A licensed home care services agency (LHCSA) affiliated
with MVHS.

» Visiting Nursing Association of Utica and Onecida County — A certified home health
agency (CHHA) and a long-term home health care program (LTHHCP) affiliated with
MVHS.

* For purposes of this C.O.N. Application, we are assuming that, although the inpatient PM&R beds and the outpatient
services will be located in different buildings, they will remain in their same locations and will continue to share the same
Operating Certificate and PFI number. MVHS is willing to discuss this issue with the State Health Department, should
the Department prefer to certify the outpatient services as a separate extension clinic from the PM&R bed hospital
division.

5



Impact of Overall Transformation on Operating Certificates

The overall transformation project (i.e. not just the implementation of this “new hospital campus”
project, but also the merger project) will have an impact upon the operating certificates of the

facilities, as follows:

Certified Inpatient Beds

Please refer to Appendix II for an inpatient bed complement analysis that shows the number of
certified inpatient beds operated at St. Elizabeth and St. Luke’s before and after the implementation
of the overall, proposed project, as well as a comparison of St. Elizabeth/St. Luke’s (combined) and
the new hospital campus. The overall project will result in the decertification of 174 certified
inpatient beds from the healthcare system. It should be noted that almost all 373 beds on the new
hospital campus will be located in single-bedded rooms (four (4) rooms on each medical/surgical
floor and four (4) rooms on the behavioral health unit will be constructed as semi-private for use only

during high census), which is the standard of inpatient care in the 21% century.

St. Elizabeth is currently certified for 201 inpatient beds (please refer to Appendix II for the
breakdown of beds by certified bed category). Upon the implementation of the overall project, all
inpatient beds at St. Elizabeth will be relocated to the new, consolidated hospital campus. As
explained above, the St. Elizabeth campus will retain some outpatient programs and services, and it

will become an outpatient extension clinic.

St. Luke’s is currently certified for 370 inpatient beds (please refer to Appendix II for the breakdown
of beds by certified bed category). Upon the implementation of the overall project, all but 24
inpatient PM&R beds will be relocated to the new, consolidated hospital campus. These 24 inpatient
PM&R beds will remain in place on the St. Luke’s campus, with no construction required. As

explained above, the St. Luke’s campus will retain other programs and services on its campus.



The St. Luke’s campus will retain 24 PM&R beds and the new hospital campus will ultimately have
373 beds, so some inpatient beds of St. Elizabeth and St. Luke’s will need to be decertified upon
implementation of both the new hospital campus and the merger projects.

Please also refer to Appendix II for Transition Plans for St. Luke’s and St. Elizabeth.

Certified Services on Hospital Campuses (Existing and New)

Please refer to Appendix III for an analysis of certified services and an analysis of programs/services

for the various campuses involved in the overall project.

Extension Clinic(s)

St. Elizabeth currently operates eight (8) extension clinics and St. Luke’s currently operates 21
extension clinics. Together, these 29 extension clinics will continue {0 be operated by these entities.
In addition, St. Luke’s has three (3) approved-but-not-operational extension clinics (approved under
Project Nos. 142261, 171306 and 171478). Please refer to Appendix I'V for a list of these extension
clinic sites that are impacted by the overall project. As noted above, some of these extension clinics
will be consolidated through the “merger” C.O.N. Application that will be submitted while the new
hospital campus project is under construction. In addition, the current St. Elizabeth campus will be

converted to an extension clinic.

NYSDOH Designations

St. Elizabeth is currently designated by the NYSDOH as a Level III Adult Trauma Center. St. Luke’s
is currently designated by the NYSDOH as both a Level II Perinatal Center and a Stroke Center.
MVHS plans to continue to maintain these three (3) NYSDOH designations — Level III Adult Trauma

Center, Level II Perinatal Center and a Stroke Center — at the new hospital campus.



Disposition of Former St. Elizabeth and St. Luke’s Buildings
MVHS plans to engage with a third-party firm for the development of a repurposing plan for the

campus spaces that will no longer be utilized by MVHS for healthcare services. It is possible that the

properties may be sold or used for other functions, but the future disposition is still to be determined.

Non-Article 28 Spaces on New Hospital Campus

The new hospital campus will contain several spaces/buildings that will be non-Article 28 but are

being shown on the drawings for this C.O.N. Application. These programs include the following:

» Masonic Medical Research Lab (MMRL) — The MMRL is a biomedical research institute
founded in 1958. MMRL will lease certain space on the new hospital campus, within the new
hospital building structure, from MVHS. The capital cost of the construction for the MMRL is

included as a separate sub-project on C.O.N. Schedule 8B.

» On-Campus Parking Garage — MVHS will work with the City of Utica (the “City”) and the
County of Oneida (the “County™) to develop an on-campus parking garage that will serve the
parking needs of MVHS and the downtown Utica general public. Through a Memorandum of
Agreement (MOA), MVHS, the City and the County have agreed to collaborate in the
development of a new, on-campus parking garage on the new hospital campus, as well as the
refurbishment of another existing parking garage (the “Kennedy Garage™) in close proximity to
the new hospital campus. At this time, it is expected that MVHS will operate and maintain the
on-campus parking garage. Please refer to the Schedule 9 Attachment for the MOA. The
capital costs of the parking garage are not being included in this C.O.N. Application because they

will be jointly paid for by Oneida County and the City of Utica.

In addition, MVHS expects to modify this C.O.N. Application in the future to include a Medical
Office Building (MOB) on the new MVHS campus that will likely contain Article 28 services. As of



the time of submission of this C.O.N. Application, MVHS had not yet decided what services would

be placed within the MOB, so it is not being included in this initial C.O.N. submission.

Project Background

MVHS is the active parent and co-operator of both St. Luke’s and St. Elizabeth. St. Luke’s is a 370-
bed, not-for-profit hospital located at 1656 Champlin Avenue, Utica (Oneida County), New York
13502. St. Elizabeth’s is a 201-bed, not-for-profit hospital located at 2209 Genesee Street, Utica
{Oneida County), New York 13501. The two (2) facilities are currently located 1.8 miles and six (6)

minutes’ travel time from one another.

The new hospital campus and merger will enable MVHS to consolidate two (2) existing acute care
hospitals into one (1) integrated location, will provide greater access to residents of the City of Utica,
Oneida County and the region, and it will improve operational efficiency, patient satisfaction and
safety for both patients and caregivers. In particular, the overall project will create a structured
delivery system, end the current service fragmentation, increase service integration and coordinate
the work of the hospitals and other community-based organizations.  Furthermore, the
implementation of the overall project will reduce gaps/inefficiencies in care coordination, aligns with
payment reform and rebalances healthcare delivery through the reduction in the number of hospital
beds as care is shifted from an inpatient care model to an outpatient care model focused on population

health.

The proposed location of the project on 25 acres of land adjacent to the central business district of
Utica will centralize healthcare services for Oneida County in the most populated area of the County,
which is a requirement of the $300 million grant provided by the NYSDOH under New York Public
Health Law Section 2825-b. The additional benefits include the utilization and support of existing

parking, retail, restaurants, hotels, small businesses and community events. The new hospital, which



will be approximately 672,000 square feet in size, will also become a catalyst for ongoing and future

development of the region.

In addition to improving the efficiency of staff workflow, the proposed consolidation of the two (2)

existing acute care facilities will result in a decrease in the total number of inpatient beds from a

combined 571 inpatient beds at two (2) campuses to a more efficient model with 174 fewer beds,

representing a reduction of about 30%. This is achievable through having 95%private patient rooms,

improved throughput metrics, reduced length of stay and a general reduction of utilization in the

region, which reflects the national, State and local trends of a reduction in inpatient admissions and

an increase in outpatient visits.

The new, consolidated hospital was designed with the following goals in mind:

»

Y vV v Vv

95% of all inpatient rooms will be private to ensure patient privacy, eliminate transfers, promote
healing and provide space for families. Private patient rooms also provide greater protection to
patients who are highly susceptible to infections and help prevent infections from spreading.

Patient rooms will be equipped with accommodations for family members and visitors, including
seating, Wi-Fi access and a television.

Patients will have personal control over their room temperature, lighting and window blinds.
Room design will enable standardization of care and improved efficiency and safety.
Hospital-wide communication systems will allow for a quieter, more calming environment.

Critical supplies will be located adjacent to patient rooms to minimize time and travel distances
when caring for patients.

Department locations will be strategically located for maximum efficiency in patient transport
and privacy.

Ample and convenient parking will be constructed to serve various populations, such as patients,
visitors, employees, medical staff, vendors and emergency vehicles.
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Because of the relocation and decertification of inpatient psychiatric beds through the overall project
(please refer to Appendix II), the New York State Office of Mental Health (NYSOMH) will also be
involved in the review of the overall project. On August 7, 2017, MVHS and its representatives met
with representatives of the New York State Office of Mental Health (Mr. Keith McCarthy, Mr. Mark
Simone and Ms. Sue Knapik) to discuss the proposed plans for MVHS’s new hospital campus. On
October 6, 2017, MVHS and its representatives met with Mr. Udo Ammon of the New York State

Department of Health and Mr. Keith McCarthy of the NYSOMI to again discuss its proposed plans.

Please refer to the Schedule 6 Attachment for architectural documentation for this project.

Background and Evalunation of Public Need

The affiliation of MVHS with St. Elizabeth’s and St. Luke’s, which occurred in 2014 (under Project
No. 132204), began a process of assessing the current operations of both hospitals and developing a
plan to reduce/eliminate the duplication of clinical and building services. A number of services were
consolidated to one (1) hospital location, which resulted in a reduction of operational costs, as well as
improved patient experiences and staffing efficiencies. However, other programs and services such
as inpatient care, emergency services, diagnostic imaging and surgery remained at both campuses
because they arc needed to help operate a full-service acute care facility. A significant number of
support services, including dietary, pharmacy, laboratory, administration, materials management,
housekeeping, security, and engineering and maintenance staff — all needed to operate two (2) aging

facilities — are currently duplicated at the two (2) sites, less than two (2) miles apart.

Multiple facility options were analyzed, including: (1) maintaining both hospital sites; (2)
consolidating one facility into the other facility based upon available land, feasibility with phasing
and logistics; and (3) consolidating both facilities to a brand new campus. Based upon its analysis,
MVHS decided that the option of consolidating both facilities to a new campus would be the most

effective option. First, it would give MVHS the opportunity to improve patient access to serve the
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County’s largest population center, which includes the 4™ largest refugee program in the United
States. Second, consolidating all services to a single site would improve operational efficiency and
maximize resources (including physicians and employees). Third, a new, consolidated site will
enable MVHS to reduce infrastructure and energy cost/consumption for decades to come. The
existing St. Elizabeth and St. Luke’s facilities were constructed in 1917 and 1957. A single campus
would reduce the overall building square footage from 928,000 square feet to approximately 672,000

square feet (a 28% decrease).

By consolidating the two (2) facilities to a new campus, MVHS can have nearly all private inpatient
rooms, and it will be able to more appropriately segregate the outpatient and inpatient programs of
care to meet the needs of population health management. Outpatient services adjacent to a new,
integrated healthcare campus will provide a one-(1)-stop care environment for patients who need

more specialized care, and a model of care delivery that is seamless and highly accessible.

Inpatient Utilization Statistics
Summary tables of the occupancy rates for St. Elizabeth’s and St. Luke’s (separately) between 2012

and YTD 2017 are as follows:

Table A. Occupancy Rate by Certified Bed Category at St. Elizabeth’s, 2012-YTD 2017

2012 2013 2014 2015 2016 YTD 2017*
Intensive Care 87.1% 86.5% 88.9 86.8% 85.4% 83.9%
Medical/Surgical 84.4% 74.4% 76.4% 74.1% 72.9% 75.1%
Pediatric 11.1% 8.0% 12.7% 9.7% 7.5% 3.9%
Psychiatric 80.5% 74.5% 81.2% 85.8% 73.1% 72.8%
TOTAL 81.3% 73.0% 75.7% 74.2% 71.6% 72.9%

*Data includes information through September 30, 2017,
Source: Internal data from MVHS

Table B. Occupancy Rate by Certified Bed Category at 8t. Luke’s, 2012-YTD 2017

2012 2013 2014 2015 2016 YTD 2017*
Intensive Care/
Coronary Care** 76.4% 75.0% 83.9% 82.9% 79.6% 82.6%
Maternity 61.7% 59.6% 56.5% 56.0% 53.6% 52.4%
Medical/Surgical 58.6% 52.0% 49.0% 48.0% 42.6% 42.2%
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Neonatal Centinning/

Intermediate Care*** 47.8% 39.4% 33.2% 36.3% 40.8% 36.0%
Pediatric 33.5% 30.5% 29.7% 28.1% 23.1% 24.7%
Physical Medicine &

Rehabilitation 61.0% 60.6% 57.4% 56.0% 52.7% 47.4%
Psychiatric 58.8% 60.8% 72.7% 78.1% 70.1% 66.7%
TOTAL 59.1% 54.3% 53.3% 52.9% 48.2% 47.4%

* Data includes information through September 30, 2017.

** Includes 22 certified Intensive Care beds and eight (8) certified Coronary Care beds. MVHS tracks this combined data in this manner.

*** Includes four (4) certified Neonatal Continuing Care beds and eight (8) certified Neonatal Intermediate Care beds, MVHS tracks this combined
data in this manner.

Source: Internal data from MVHS

Through the overall project, MVHS will decertify 174 inpatient beds, including three (3) maternity
beds, 155 medical-surgical beds, four (4) neonatal continuing care beds, six (6) pediatric beds and six
(6) psychiatric beds. Please refer to Appendix II for more detailed inpatient utilization statistics by

certified bed category for both St. Elizabeth’s and St. Luke’s.

When the inpatient utilization of both St. Elizabeth’s and St. Luke’s is combined, the facilities have

an overall occupancy rate of 56.4%. Please refer to these statistics in the following table:

Table C. Overall Occupancy Rate by Certified Bed Category at St. Luke’s and St. Elizabeth’s (Combined) Using
2016 Utilization Data — Current Bed Complement vs. Proposed Bed Complement

Occupancy Rate

Current Bed Proposed Bed

Complement Complement
Intensive Care/Coronary Care 87.8% 87.8%
Maternity 53.6% 60.5%
Medical/Surgical 53.5% 89.2%
Neonatal Continuing/ Intermediate Care 40.8% 61.2%
Pediatric 17.4% 23.9%
Physical Medicine & Rehabilitation 52.7% 52.7%
Psychiatric 71.5% 81.3%
TOTAL 56.4% 81.1%

Upon the implementation of the overall project, which removes 174 inpatient beds from the overall
healthcare system, the two (2) facilities of MVHS would have a combined, overall occupancy rate of
81.1% when using 2016 utilization statistics, which is more in line with norms for hospital occupancy

in the 21* century and the needs of the hospital.
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Through the overall project, MVHS will decertify six (6) inpatient psychiatric beds (i.e., from 50 to
44 beds). Not only is this decertification supported by the historical occupancy rates for inpatient

psychiatric beds noted in Table C above, it is also supported by the following statistics:

» Although the number of patient days for inpatient psychiatric patients at the two (2) combined
MVHS facilities increased from 2012 to its peak in 2015, it has decreased considerably since
2015. Based upon 2017 data through September 30, 2017, the occupancy rate of the 50 inpatient
psychiatric beds was 69.6% (down from the peak occupancy rate of 81.8% in 2015), meaning that

about 15 beds remained unused, on average, during this time in 2017.

» A large and growing percentage of inpatient psychiatric cases are originating from outside of
Oneida and Herkimer Counties, which means that residents are likely bypassing other inpatient
psychiatric units that are closer to home for many residents. These statistics are as follows:

Table D. Number and Percentage of MYHS Inpatient Psychiatric Discharges from Oneida/Herkimer Counties
vs. All Other Counties, 2012-YTD 2017

2012 2013 2014 2015 2016 YTD 2017+

Oneida/Herkimer Counties 1,812 1,707 1,728 1,803 1,766 1,172
All Other Counties 397 450 548 611 540 521
TOTAL 2,209 2,157 2,276 2,414 2,306 1,693
Oneida/Herkimer Counties 82.0% 79.1% 75.9% 74.7% 76.6% 69.2%

- All Other Counties il 18.0% ! - 20.9% 24.1% 25.3% | 23.4% 30.8%
TOTAL 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

Source: Mchawk Valley Health System

In 2012, only 18.0% of the inpatient psychiatric cases at MVHS were from patients residing
outside of Oneida and Herkimer Counties. By 2017 (using data through September 30, 2017),
30.8% of the inpatient psychiatric cases at MVHS were from patients residing outside of Oneida
and Herkimer Counties. Based upon a review of inpatient psychiatric bed projects within the
“Central New York” and the “Northeast” areas of New York State on NYSE-CON (which

includes Oneida and Herkimer Counties, as well as the surrounding region), since 2012, the only
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inpatient psychiatric project that was implemented was the addition of one (1) psychiatric bed at
Rome Memorial Hospital (Oneida County), which went from 11 beds to 12 beds through Project
No. 132140. The fact that no psychiatric beds were decertified means that many of the patients
who travel from outside of Oneida or Herkimer Counties to receive inpatient psychiatric care at
MVHS can likely be served on inpatient psychiatric units located closer to their homes.
Nevertheless, it is clear that they are attracted to MVHS facilities for various reasons (one of

which is likely the high quality of care provided at its facilities).

MVHS expects to continue to experience a decrease in its inpatient psychiatric utilization, largely
due to the transition of care from the inpatient realm to the outpatient realm, and from the
expanded use of front-line outpatient behavioral health services. To this end, MVHS and its two
(2) hospital facilities operate numerous extension clinics throughout Utica and the surrounding
region that provide outpatient behavioral health services. Furthermore, as indicated below in the
section entitled “Alignment with DSRIP”, MVHS is continuing to work with its partners through

the DSRIP program to integrate behavioral health services into the primary care setting.

Traditionally Underserved Demographic Characteristics

The primary service area (PSA) for this project is comprised of Oneida County. This county contains

the two (2) main hospitals (St. Elizabeth’s and St. Luke’s), as well as many of their extension clinics.

Oneida County is located in Central New York and had a population of 231,190 in 2016.° The two

(2) largest cities in Oneida County are Utica (with a 2015 population of 61,628 -(most recent data

available)) and Rome (with a 2015 population of about 32,916 (most recent data available)).

MVHS’s patients generally come from 45 towns and villages covering 1,257 square miles

surrounding the facilities. Approximately two-thirds (67%) of the County’s population resides in

urban/suburban areas, while the remaining one-third (33%) resides in rural areas.

% U.S. Census Burean. American Factfinder. https://factfinder.census.gov/faces/nav/jsf/pages/index.xhtml. Accessed on
October 18, 2017.
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With nearly 18.0% of the population 65 years and older, Oneida County had a median age of 41.1 in
2016.° Furthermore, in 2016, the race/ethnicity of Oneida County was broken down as follows:
Hispanic (5.5%); non-Hispanic White (82.2%), non-Hispanic African-American (5.2%), non-
Hispanic Asian (4.2%); non-Hispanic other minorities (2.9%).” Furthermore, 17.1% of the
population is living at or below the Federal Poverty Level (FPL), demonstrating the high poverty that

exists in the region. In the City of Utica, 32.2% of the population is living at or below the FPL.}

Oneida County is the home to one of the largest refugee resettlement agencies in the country,
Mohawk Valley Resource Center for Refugees (MVRCR). Since the 1980s, MVRCR has resettled
more than 15,000 individuals in Utica, with ethnicities and nationalities including Vietnamese,
Russian, Bosnian, Somali (Bantu), Burmese and Nepali. Importantly, foreign-born residents
constituted 18.9% of the Utica population in 2015. Furthermore, about 27.7% of Utica residents aged

five (5) and older spoke a language other than English in 2015 J

The new hospital campus in downtown Utica will improve access for all area residents, including this
large refugee population. MVHS currently spends more than $800,000 annually to provide language
assistance associated with its healthcare services. In particular, the Hospital employs four (4)
program specialists/interpreters and 22 per-diem interpreters, and it works with outside agencies to
cover 30 different languages and dialects. Lastly, within the rural areas of Oneida County, there are

also growing numbers of Amish and Mennonite residents.

PQI Statistics and Poor Health Outcomes
Relative to the PQI measures of the New York State Department of Health, geographic areas that

need improved access to care in Oneida County include Utica, Rome and Waterville. These areas

have total PQI rates that are up to 170% greater than expec‘us:d.10 Please refer to Appendix V for

¢ Ibid.

7 Tbid.

 Ibid.

? Ibid.

1 https://apps.health.ny.gov/statistics/prevention/quality_indicators/start.map
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documentation of these statistics.

Residents of Oneida County also experience poor health outcomes for a number of conditions,
including cardiovascular disease, diseases of the heart, coronary heart disease, acute myocardial
infarction (heart attack), congestive heart failure, cerebrovascular disease (stroke), hypertension,
chronic kidney disease, diabetes, chronic lower respiratory disease, asthma and cancer. Please refer

to Appendix VI for documentation of these statistics.

Alignment with DSRIP

MVHS is actively involved in the New York State Delivery System Reform Incentive Payment
(DSRIP) program, and this proposed project aligns with the goals and system transformation work
being done through the program. The overall project supports the development of an integrated
delivery system that reduces excess capacity, eliminates the duplication of services and focuses on
patient-centered care while improving patient outcomes and reducing costs. The operational
efficiencies gained through the new hospital, in concert with DSRIP project implementation, will
enhance care coordination and allow resources to be repurposed to better support outpatient models

of care and to implement a population health approach for Oneida County.

St. Luke’s is a corporate member of the Central New York Care Collaborative (CNYCC) Performing
Provider System (PPS), and both St. Luke’s and St. Elizabeth’s serve as safety net partners within the
PPS. The primary goal of DSRIP is to fundamentally transform the healthcare delivery system and
reduce avoidable hospital use by 25%. Avoidable hospital use encompasses not only avoidable
hospital readmissions, but also inpatient admissions that could have been avoided if the patient had
received proper preventive care. MVHS’s DSRIP project work is aimed at reducing Potentially
Preventable Emergency Room Visits (PPVs), Potentially Preventable Readmissions (PPRs) and
improving Prevention Quality Indicators for adults and pediatrics (PQIs and PDIs, respectively). In

addition, MVHS is implementing evidence-based strategies for disease management in high
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risk/affected populations aiming to improve the management of cardiovascular disease and its
associated risk factors. This project addresses blood pressure control, cholesterol management,

tobacco cessation, and prevention efforts for stroke and cardiovascular disease.

MVHS is working toward achieving these objectives through the implementation of 11 DSRIP
projects designed to support system transformation, clinical improvement and population health. The
proposed new hospital project provides the physical infrastructure that removes many of the barriers
and challenges currently impeding improvements to these measures. The overall project aligns with
DSRIP objectives because it allows for enhanced access to high quality primary care, reduced care
gaps and inefficiencies and alignment with payment reform focused on outcomes and population

health management. Specific DSRIP performance measures aligned with the project are as follows:

» Increasing the number of practices with NCQA Level 3 Patient-Centered Medical Home (PCMH)
recognition: Implementation of DSRIP Project 2.a.i. — Create an Integrated Delivery System that
supports the County patients receiving the right care, at the right time and in the right setting.
This involves enhancements to primary care, communication and access to health information.
MVHS is working with CNYCC to implement a population health management system as a tool
for improving communication, efficiency and closing gaps in care for County residents.

» Reducing ED visits for ambulatory sensitive conditions: Implementation of DSRIP Project 2.b.iii
— Emergency Department Care Triage for At-Risk Populations provides for a patient navigation
program in the proposed Emergency Department to coach patients regarding appropriate ED
utilization, address social needs and connect with primary care.

» Reducing hospital admissions for super-utilizers: Implementation of DSRIP Project 2.b.iv — Care
Transitions Intervention Model to Reduce 30 Day Readmissions. A key element of this project
involves enhancements to care planning and coordination among the healthcare team for those
patients most at risk for readmission.

» Integration of behavioral health into the primary care setting: Implementation of DSRIP Project
3.a.i — Integration of Primary Care and Behavioral Health Services enhances a behavioral health
network and improves access to behavioral health services for the County.

» Increasing referrals to Health Home: Implementation of DSRIP Project 2.a.ii — DSRIP Care

Management will enhance care coordination and management, supporting appropriate utilization
of healthcare services.

18



Background of Mohawk Valley Health System

Mohawk Valley Health System (MVHS) is an integrated delivery system of Faxton-St. Luke’s
Healthcare and St. Elizabeth Medical Center. MVHS is the active parent and co-operator of St.
Luke’s and St. Elizabeth’s. St. Elizabeth Medical Center is a Catholic hospital, co-sponsored by the
Sisters of St. Francis of the Neumann Communities. The Sisters of Francis reserve power related to
the mission of St. Elizabeth only. St. Luke’s is a secular hospital, and the new proposed hospital (that

will result from the implementation of this C.O.N. Application) will also be a secular hospital.

MVHS is also the active parent and co-operator of Mohawk Valley Home Care, LLC, Senior
Network Health, LLC, St. Luke’s Home Residential Healthcare Facility, Inc., and the Visiting Nurse
Association of Utica and Oneida County, Inc. These entities will not be affected by this hospital

campus consolidation project.

In 1957, SLMHC opened at its current location in New Hartford. Furthermore, in 1992, the Board of
Directors of both Faxton and SLMHC affiliated, forming the Mohawk Valley Network. Between
1998 and 2000, a single management team formed and Faxton St. Luke’s Healthcare formed. In
2000, Faxton Hospital (Faxton) and St. Luke’s-Memorial Hospital Center (SLMHC) merged to form
Faxton-St. Luke’s Healthcare. In 2002, all inpatient services consolidated at the St. Luke’s campus,
and all outpatient services were consolidated to the Faxton campus. The St. Elizabeth’s and St.
Luke’s affiliation began in December 2011, and in March 2014, the Public Health and Health

Planning Council approved the active parent and co-operator status for MVHS.

Program Management

MVHS embraces a program of service to reach an underserved population, and an operating
philosophy that embodies the principle that comprehensive, coordinated, high-quality care is the right

of every person, regardless of age, sex, sexual orientation, race, creed, religion, disability, source of
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payment or any other personal characteristic. Services provided through the overall project will be

sensitive to the needs of the population and responsive to the desires of the Hospital’s patients.

The general operations of the consolidated hospital will adhere to the standards required under 10
NYCRR. MVHS’s standards of patient care emphasize accuracy and timeliness of diagnosis, and
referral to appropriate medical practitioners. All existing policies and procedures in place at the two
(2) hospitals will be incorporated into the operation of the consolidated hospital, which will be

operated under the same high standards of care currently in practice at the hospitals.

All administrative aspects of the consolidated hospitals will be directed by an individual who is
qualified for such duties by education and experience. The Quality Assurance (QA) Program
associated with the consolidated hospitals will be administered by the Chief Quality Officer, Eric
Yoss, M.D., F.C.C.P.,, and the appropriate Medical Director for the services, with the overall
oversight from the Chief Medical Officer of MVHS, Michael F. Trevisani, M.D., M.B.A., CPE,
F.AS.CRS., F.A.CHE. Please refer to Appendix VII for the curriculum vitae of Dr. Trevisani.
The QA Program and operational protocols will be followed for the consolidated hospitals. The QA
Program ensures that patients receive the highest level of quality. There are continuing education
activities to provide staff with the opportunity to learn the newest technology, techniques and

protocols in the provision of services at the Hospital.
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APPENDIX I

MOHAWK VALLEY HEALTH SYSTEM

MAP OF SITE AND PROPOSED HOSPITAL CAMPUS




Mohawk Valley Health System

Map of the City of Utica and the Proposed Land Area for New Hospital Campus
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Mohawk Valley Health System

Proposed Land Area for New Hospital Campus




APPENDIX 11

MOHAWK VALLEY HEALTH SYSTEM

INPATIENT BED COMPLEMENT ANALYSIS
AND

INPATIENT UTILIZATION STATISTICS — ST. ELIZABETH AND ST. LUKE’S

AND
OVERALL TRANSITION PLAN — ST. LUKE’S
AND

OVERALL TRANSITION PLAN — ST. ELIZABETH




MOHAWK VALLEY HEALTH SYSTEM

INPATIENT BED COMPLEMENT ANALYSIS

The following tables show the current and proposed number of certified inpatient beds at the current
St. Elizabeth Medical Center (St. Elizabeth), the current Faxton-St. Lukes Healthcare St. Lukes
Division (St. Luke’s) and the new hospital campus. The post-implementation period represents the
time after the new hospital campus and merger projects are complete.

Table A. Inpatient Bed Complement at Current St. Elizabeth Campus, Pre- and Post-Implementation

St. Elizabeth St. Elizabeth*
(Before) Change (After)
Intensive Care 20 -20 0
Medical/Surgical 149 -149 0
Pediatric 8 -8 0
Psychiatric 24 -24 0
TOTAL 201 -201 0

Table B. Inpatient Bed Complement at Current St. Luke’s Campus, Pre- and Post-Implementation

St. Luke's St. Luke’s
(Before) Change (After)
Coronary Care 8 -8 0
Intensive Care 22 -22 0
Maternity 26 -26 0
Medical/Surgical 238 -238 0
Neonatal Continuing Care 4 -4 0
Neonatal Intermediate Care 8 -8 0
Pediatric 14 -14 0
Physical Medicine and Rehabilitation 24 0 24%*
Psychiatric 26 -26 0
TOTAL 370 -346 24**
Table C. Inpatient Bed Complement at St. Elizabeth/St. Luke’s (Combined) and New Site
Combined St. Luke’s New Site
(Before) Change {After) (After)

Coronary Care 8 6 0 8
Intensive Care 42 0 0 42
Maternity 26 -3 0 23k
Medical/Surgical 387 -155 0 232
Neonatal Continuing Care 4 -4 0 0
Neonatal Intermediate Care 8 0 0 8
Pediatric 22 -6 0 16
Physical Medicine and Rehabilitation 24 0 24 0
Psychiatric 50 -6 0 44
TOTAL 571 -174 24 373

* The current St. Elizabeth campus will become an outpatient extension clinic of the new hospital campus, which will be
called the “St. Elizabeth Campus”.

** Al 24 physical medicine and rehabilitation beds will remain on the St. Luke’s campus in the same location (ie.,
within the same building that houses St. Luke’s Home, the 202-bed residential health care facility operated by MVHS),
and with no construction necessary.

*** Represents the 21 post-partum and two (2) ante-partum maternity rooms. Excludes labor and delivery rooms.

Note: Mohawk Valley Heart Institute currently has separate operating certificate and PF1 numbers (Operating Certificate
#3202004H; PFI #7528). MVHS will work with the NYSDOH to determine how to handle the services offered though
the Mohawk Valley Heart Institute, and if this entity can be eliminated.



St. Elizabeth Medical Center

Inpatient Utilization Statistics

Certified Beds

Number

Intensive Care 20
Medical/Surgical 149
Pediatric 8
Psychiatric 24
TOTAL 201

2012 2013 2014 2015 2016 YTD 2017*
Days in Year 366 365 365 365 366 273
Patient Days

2012 2013 2014 2015 2016 YTD 2017*
Intensive Care 6,376 6,312 6,488 6,339 6,249 4,582
Medical/Surgical 46,047 40,474 41,547 40,293 39,753 30,554
Pediatric 324 234 371 282 220 85
Psychiatric 7,070 6,523 7,114 7,512 6,417 4,773
TOTAL 59,817 53,543 55,520 54,426 52,639 39,994
Discharges

2012 2013 , 2014 2015 2016 YTD 2017*
Intensive Care 601 545 547 484 559 401
Medical/Surgical 8,770 8,865 8,535 8,720 8,640 6,470
Pediatric 138 99 153 128 83 29
Psychiatric 1,134 1,018 1,041 1,079 1,041 742
TOTAL 11,643 10,527 10,276 10,412 10,323 7,642
ALOS

2012 2013 2014 2015 2016 YTD 2017*
Intensive Care 10.6 11.6 11.9 131 11.2 11.4
Medical/Surgical 4.7 4.6 4.9 4.6 4.6 4.7
Pediatric 2.3 2.4 2.4 2.2 2.7 2.8
Psychiatric 6.2 6.4 6.8 7.0 6.2 6.4
TOTAL 5.1 5.1 5.4 5.2 5.1 5.2
Qccupancy Rate

2012 2013 2014 2015 2016 YTD 2017*
Intensive Care 87.1% 86.5% 88.9% 86.8% 85.4% 83.9%
Medical/Surgical 84.4% 74.4% 76.4% 74.1% 72.9% 75.1%
Pediatric 11.1% 8.0% 12.7% 9.7% 7.5% 3.9%
Psychiatric 80.5% 74.5% 81.2% 85.8% 73.1% 72.8%
TOTAL 81.3% 73.0% 75.7% 74.2% 71.6% 72.9%

* Data includes information through September 30, 2017.




Faxton-St. Luke's Hospital

Inpatient Utiflzation Statistics

Certified Beds
Number
Intensive Care/Coronary Care 30
Maternity 26
Medical/Surgical 238
Neonatal Continulng/ Intermediate Care 12
Pediatric 14
physlcal Medicine & Rehabllitation 24
Psychlatric 26
TOTAL 370
2012 2013 2014 2015 2016 Y10 2017*
Days In Year 366 365 365 365 366 273
Patlent Days
2012 2013 2014 2015 2016 YiD 2017*
Intensive Care/Coronary Care 8,389 8,213 9,183 5,078 8,737 6,766
Maternity 5,869 5,656 5,361 5,318 5,097 3,718
Medlcal/Surgical 51,027 45,156 42,530 41,697 37,103 27389
Neonatal Continuing/ Intermedlate Care 2,100 1,725 1,453 1,588 1,793 1,179
Pedlatric 1,716 1,557 1,517 1,435 1,182 844
Physical Medicine & Rehahilitatlon 5,360 5,305 5,025 4,907 4,625 3,104
Psychiatric 5,595 5,772 5,898 7,416 6,668 4,734
TOTAL 80,056 73,384 71,967 71,439 65,205 47,834
Discharges
2012 2012 2014 2015 2016 YTD 2017*
Intensive Care/Coronary Care 573 614 661 656 683 538
Maternity 2,255 2,186 2,082 2,073 1,977 1,495
Medical/Surglcal 10,688 9,585 9,038 9,112 8,252 65,241
[Neonatal Continuing/ Intermediate Care 236 177 179 143 161 118
Pedlatric 674 662 617 361 529 383
Physlcal Medlcine & Rehabllitation 413 388 352 313 343 256
Psychlatrie 1,075 1,139 1,235 1,335 1,265 951
TOTAL 15,914 14,751 14,164 14,198 13,210 10,082
ALOS
2012 2013 2014 2015 2016 YTD 2017*
Intensive Care/Coronary Care 14.6 13.4 13.9 13.8 128 12.6
Maternity 2.6 2.6 2.6 2.6 2.6 2.5
Medlcal/Surgical 4.8 4.7 4,7 4.6 4.5 4.3
Neonatal Continuing/ Intermediate Care 4.5 9.7 8.1 10.7 11.1 10.0
Pedlatric 2.5 2.4 2.5 2.6 2.2 2.5
Physical Medicine & Rehabilitation 13.0 13.7 14.3 15.7 13.5 12,1
psychlatric 5.2 5.1 5.6 5.6 53 5.0
TOTAL 5.0 5.0 5.1 5.0 4.9 4.7
Qeccupancy Rate
2012 2013 2014 2015 2016 YD 2017*
Intensive Care/Coronary Care 76.4% 75.0% 83.9% 82.9% 79.6% 82.6%
Maternity 61.7% 55.6% 56.5% 56.0% 53,6% 52.4%
Medical/Surgical 58.6% 52.0% 49.0% 48.0% 42.6% 42.2%
Neonatal Continuing/ Intermediate Care 47.8% 39.4% 33.2% 36.3% 40.8% 36.0%
Pediatric 33.5% 30.5% 29.7% 28.1% 23.1% 24.7%
Physlcal Medicine & Rehahilltation 61.0% 60.6% 57.4% 56.0% 52.7% 47.4%
Psychlatric 58.8% 60.8% 72.7% 78.1% 70.1%| 66.7%
TOTAL 59.1% 54.3% 53.3% 52.9% 48.2% 47.4%

* Data includes Information through September 30, 2017,

** [ncludes 22 certified Intensive Care beds and eight (8) certified Coronary Care beds. MVHS tracks this combined data In thls manner.

*** |ncludes four (4) certified Neonatal Continuing Care beds ang eight (8] cert|fled Neonatal Intarmediate Care beds. MVHS tracks this combined

data in this manner,




TRANSITION PLAN

FAXTON-ST. LUKE’S HEALTHCARE ST. LUKE’S DIVISION

Purpose
To ensure the smooth transition of inpatient and outpatient services of Faxton-St. Luke’s Healthcare

St. Luke’s Division (St. Luke’s) from their current location at 1656 Champlin Avenue, Utica (Oneida
County), New York 13502 to a new hospital campus on a 25-acre parcel of land generally bordered
by the following streets in Utica (Oneida County), New York 13501: State Street, Broadway,
Oriskany Street West, and Columbia Street. Faxton-St. Luke’s Hospital (FSLH) / Mohawk Valley
Health System (MVHS), the New York State Department of Health (NYSDOH) and the New York
State Office of Mental Health (NYSOMH) will work collaboratively during the transition process.

Anticipated Date of Transition

The date of transition to the new hospital campus is anticipated to be on or about June 1, 2022 and is
dependent on Mohawk Valley Health System receiving all necessary approvals from NYSDOH and
NYSOMH for it to construct a new hospital campus in Utica, New York. Furthermore, this date is
based upon the timing of the actual construction of the new hospital campus.

Proposed Schedule for Phasing of Transition
Based on the construction timing for the project, FSLH/MVHS will work to identify patients who can

appropriately be discharged to community care from the inpatient unit on the existing FSLH campus,
to lessen the number of patients who need to be transferred to the new hospital campus on the actual
date of transition.

Notification

Once the C.O.N. Application to construct the new hospital campus is approved by the NYSDOH and
the NYSOMH, and the construction of the new facility is nearing its end, FSLH/MVHS will begin to
provide notice to all constituent populations, including staff, providers, patients and elected officials,
that the transition of the services to the new hospital campus will be occurring with an anticipated
date on or about June 1, 2022. Signage will also be placed in prominent locations at FSLH, notifying
people of the pending transition and providing them with a contact number.

Maintenance, Storage and Retrieval of Records, including Medical Records
There will be no change to the maintenance of records, including medical records, of patients. All

records will continue to be maintained by Mohawk Valley Health System in compliance with State
and Federal statutes. Patients will be advised on how to obtain copies of their medical record from
the Health Information Management Department at FSLH/MVHS.

Proposed Disposal of Medications, Biologicals, Chemicals and Medical Supplies
Unused medical supplies will be brought to the new hospital campus.

Disposition of Equipment
A number of pieces of equipment from the existing FSLH campus will be used, as appropriate, at the

new hospital campus. Equipment that is beyond its useful life will be disposed of according to
policy.



Link to Alternative Programs

FSLH is part of the larger behavioral health service delivery system in and around Oneida County,
which includes other inpatient providers and outpatient, community-based organizations that provide
healthcare services to the residents of the service area. Hospital staff, which is knowledgeable of
these programs/providers and how to access them, will refer to and provide linkages to such

programs/providers as:

General Hospitals

New Hospital Campus of MVHS
Cobleskill Regional Hospital

Community Memorial Hospital

Crouse Hospital

Crouse Hospital — Commonwealth Division

Faxton-St. Luke’s Healthcare St. Luke’s Division (remaining 24-bed PM&R)

Little Falls Hospital

Mary Imogene Bassett Hospital

Nathan Littauer Hospital

Oneida Healthcare

Rome Memorial Hospital

St. Joseph’s Hospital Health Center

St. Mary’s Healthcare

University Hospital SUNY Health Science Center
Upstate University Hospital at Community General

Inpatient Psychiatric Units and Qutpatient Psychiatric Programs

As it has done successfully in the past, FSLH/MVHS will continue to work with these entities in
order to ensure that patients receive needed healthcare services. This includes making sure that
alternative programs have agreed to accept the referral, that the patient has appropriate transportation,

New Hospital Campus of MVHS

Mohawk Valley Psychiatric Center

Rome Memorial Hospital

Cath Char RC Dio/Syr, NY, Inc-Oneida/Madison
Center for Family Life and Recovery, Inc.
Central New York Psychiatric Center

Central New York Services, Inc,

House of the Good Shepherd

Human Technologies Corporation

NYS ARC Oneida-Lewis County Chapter
Oneida County Department of Mental Health
Rescue Mission of Utica, Inc.

Resource Center for Independent Living

The Neighborhood Center, Inc.

Upstate Cerebral Palsy, Inc.

and that follow-up occurs to confirm recipient linkage to the programs.
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TRANSITION PLAN

ST. ELIZABETH MEDICAL CENTER

Purpose
To ensure the smooth transition of inpatient and outpatient services of St. Elizabeth Medical Center

(SEMC) from their cuirent location at 2209 Genesee Street, Utica (Oneida County), New York 13501
to a new hospital campus on a 25-acre parcel of land generally bordered by the following streets in
Utica (Oneida County), New York 13501: State Street, Broadway, Oriskany Street West, and
Columbia Street. St. Elizabeth Medical Center / Mohawk Valley Health System (MVHS), the New
York State Department of Health (NYSDOH) and the New York State Office of Mental Health
(NYSOMH) will work collaboratively during the transition process.

Anticipated Date of Transition
The date of transition to the new hospital campus is anticipated to be on or about June 1, 2022 and is

dependent on Mohawk Valley Health System receiving all necessary approvals from NYSDOH and
NYSOMH for it to construct a new hospital campus in Utica, New York. Furthermore, this date is
based upon the timing of the actual construction of the new hospital campus.

Proposed Schedule for Phasing of Transition

Based on the construction timing for the project, SEMC/MVHS will work to identify patients who
can appropriately be discharged to community care from the inpatient unit on the existing SEMC
campus, to lessen the number of patients who need to be transferred to the new hospital campus on
the actual date of transition.

Notification

Once the C.O.N. Application to construct the new hospital campus is approved by the NYSDOH and
the NYSOMH, and the construction of the new facility is nearing its end, SEMC/MVHS will begin to
provide notice to all constituent populations, including staff, providers, patients and elected officials,
that the transition of the services to the new hospital campus will be occurring with an anticipated
date on or about June 1, 2022. Signage will also be placed in prominent locations at SEMC,
notifying people of the pending transition and providing them with a contact number.

Maintenance, Storage and Retrieval of Records, including Medical Records
There will be no change to the maintenance of records, including medical records, of patients. All

records will continue to be maintained by Mohawk Valley Health System in compliance with State
and Federal statutes. Patients will be advised on how to obtain copies of their medical record from
the Health Information Management Department at SEMC/MVHS.

Proposed Disposal of Medications, Biologicals, Chemicals and Medical Supplies
Unused medical supplies will be brought to the new hospital campus.

Disposition of Equipment
A number of pieces of equipment from the existing SEMC campus will be used, as appropriate, at the

new hospital campus. Equipment that is beyond its useful life will be disposed of according to
policy.



Link to Alternative Programs

SEMC is part of the larger behavioral health service delivery system in and around Oneida County,
which includes other inpatient providers and outpatient, community-based organizations that provide
healthcare services to the residents of the service area. Hospital staff, which is knowledgeable of
these programs/providers and how to access them, will refer to and provide linkages to such
programs/providers as: '

General Hospitals

New Hospital Campus of MVHS

Cobleskill Regional Hospital

Community Memorial Hospital

Crouse Hospital

Crouse Hospital — Commonwealth Division
Faxton-St. Luke’s Healthcare St. Luke’s Division (remaining 24-bed PM&R)
Little Falls Hospital

Mary Imogene Bassett Hospital

Nathan Littauer Hospital

Oneida Healthcare

Rome Memorial Hospital

St. Joseph’s Hospital Health Center

St. Mary’s Healthcare

University Hospital SUNY Health Science Center
Upstate University Hospital at Community General

Inpatient Psychiatric Units and Outpatient Psychiatric Programs

New Hospital Campus of MVHS

Mohawk Valley Psychiatric Center

Rome Memorial Hospital

Cath Char RC Dio/Syr, NY, Inc-Oneida/Madison
Center for Family Life and Recovery, Inc.
Central New York Psychiatric Center
Central New York Services, Inc.

House of the Good Shepherd

Human Technologies Corporation

NYS ARC Oneida-Lewis County Chapter
Oneida County Department of Mental Health
Rescue Mission of Utica, Inc,

Resource Center for Independent Living

The Neighborhood Center, Inc.

Upstate Cerebral Palsy, Inc.

As it has done successfully in the past, SEMC/MVHS will continue to work with these entities in
order to ensure that patients receive needed healthcare services. This includes making sure that
alternative programs have agreed to accept the referral, that the patient has appropriate transportation,
and that follow-up occurs to confirm recipient linkage to the programs.
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MOHAWK VALLEY HEALTH SYSTEM

ANALYSIS OF CERTIFIED SERVICES (HOSPITAL CAMPUSES)

The tables below include the list of certified services at St. Elizabeth Medical Center, Faxton-St.
Luke’s Healthcare St. Luke’s Division, Mohawk Valley Heart Institute and the New Hospital
Campus, separately, before and after the implementation of the overall project. The “proposed”
period represents the time after the new hospital campus and merger projects are complete.

Table A. Certified Services at St. Elizabeth Medical Center

Current Proposed*
(Hospital Campus) (Extension Clinic)
2209 Genesee Street 2209 Genesee Street
Utica, NY 13501 Utica, NY 13501

Ambulatory Surgery — Multi-Specialty X

Cardiac Catheterization — Adult Diagnostic X

Cardiac Catheterization — EP X

Cardiac Catheterization — PCI X

Cardiac Surgery — Adult X

Clinic Part-Time Services X

Dental O/P

Emergency Department X

Lithotripsy

Medical Services — Other Medical Specialties X

Medical Services — Primary Care X X

Renal Dialysis — Acute X

* Once the new hospital campus is complete and services from the St. Elizabeth campus move to the new site,
the former St. Elizabeth campus will become an outpatient extension clinic. Please refer to the section of the
Project Narrative entitled “Impact on Operating Certificate” for documentation of services to be provided at
this extension clinic site.

Table B. Certified Services at Faxton-St. Luke’s Healthcare St. Luke’s Division

Current Proposed*
(Hospital Campus) (Hospital Campus)
1656 Champlin Ave. 1656 Champlin Ave.
Utica NY 13502 Utica NY 13502

Ambulatory Surgery — Multi-Specialty X

Cardiac Catheterization — Adult Diagnostic

Cardiac Catheterization — EP

Cardiac Catheterization — PCI

Cardiac Surgery — Adult

Clinic Part-Time Services X

Dental O/P X

Emergency Department X

Lithotripsy X

Medical Services — Other Medical Specialties X

Medical Services — Primary Care X X

Renal Dialysis — Acute X

* Once the new hospital campus is complete and services from the St. Luke’s campus move to the new site, the
St. Luke’s campus will retain 24 PM&R beds, along with some outpatient services. Please refer to the section
of the Project Narrative entitled “Impact on Operating Certificate” for documentation of services to be
provided at this site.



Table C, Certified Services at Mohawk Valley Heart Institute

(:Iurrent Proposed*
(Hospital Campus) {Hospital Campus)
2209 Genesee Street
Utica, NY 13501

Ambulatory Surgery — Multi-Specialty
Cardiac Catheterization — Adult Diagnostic X All Services
Cardiac Catheterization — EP Will Move To
Cardiac Catheterization — PCI X New Hospital
Cardiac Surgery — Adult X Campus

Clinic Part-Time Services

Dental O/P

Emergency Depariment

Lithotripsy

Medical Services — Other Medical Specialties

Medical Services — Primary Care

Renal Dialysis — Acute

* Once the new hospital campus is complete and services from the Mohawk Valley Heart Institute
move to the new site, the address of the Mohawk Valley Heart Institute will change to the address of

the new hospital campus,

Table D. Certified Services at the New Hospital Campus

Medical Services — Other Medical Specialties

Medical Services — Primary Care

Renal Dialysis — Acute

Proposed
Current {Hospital Campus)
Address Is
To Be Determined

Ambulatory Surgery — Multi-Specialty X
Cardiac Catheterization — Adult Diagnostic X
Cardiac Catheterization — EP Does X
Cardiac Catheterization — PCI Not X
Cardiac Surgery — Adult Exist X
Clinic Part-Time Services X
Dental O/P X
Emergency Department X
Lithotripsy X
X
X
X




MOHAWK VALLEY HEALTH SYSTEM

ANALYLSIS OF SERVICES

CURRENT LOCATION

PROPOSED LOCATION

ST. LUKE'S

ST. ELIZ.

EXT. CLINICS

NEW HOSP

ST. LUKE'S

FORMER
ST. ELIZ.

EXT. CLINICS

INPATIENT BEDS

GENERAL MED SURG

X

ORTHOPEDICS

SPECIAL CARE

PROGRESSIVE CARE UNIT

INTENSIVE CARE UNIT

CORONARY CARE

Kx|x|>x

CARDIOVASCULAR ICU

PEDIATRIC

PSYCHIATRIC

P o A e B

MATERNITY

NEONATAL CONTINUING CARE

NEONATAL INTERMEDIATE CARE

A A A A A A A A i

PHYSICAL MEDICINE AND REHABILITATION

M| x|

SURGICAL SERVICES

OPERATING ROOM CASES

ENDOSCOPY VISITS

LITHROTRIPSY

AMBULATORY SURGERY

b Bl Bl B

XX x>

BARIATRIC SURGERY

AR E I R B

E A B B Bl B

EMERGENCY SERVICES

EMERGENCY RCOM

URGENT CARE
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CURRENT LOCATION PROPOSED LOCATION
FORMER
ST. LUKE'S ST. ELIZ EXT. CLINICS NEW HOSP ST. LUKE'S ST. ELIZ. EXT. CLINICS
IMAGING SERVICES
DIAGNOSTIC RADIOLOGY PROCEDURES X X X X X
ULTRASOUND PROCEDURES X X X X X
INTERVENTIONAL PROCEDURES X X
MAMMOGRAPHY PROCEDURES X X X
CAT SCAN PROCEDURES X X X X X
PERIPHERAL ANGIOGRAPHY X X X
NUCLEAR MEDICINE DIAGNOSITIC X X X
PET SCAN PROCEDURES X X
REHAB PROCEDURES
PHYSICAL THERAPY X X X X X
OCCUPATIONAL THERAPY PCU X X X X X
SPEECH THERAPY PCU X X X X
AUDIOLOGY X X
NEUROPSYCHOLOGY X X
SPORTS MEDICINE X X
CARDIAC SERVICES
CARDIOTHORACIC OR X X
TAVR X X
CATHETERIZATIONS X X X
ANGIOPLASTIES X X X
NON-INVASIVE CARDIOLOGY X X X
ELECTROPHYSIOLOGY PROCEDURES X X
EKG STUDIES X X X X X
CARDIAC REHAB X X
CARDIIAC TESTING X X X
DIALYSIS SERVICES
INPATIENT DIALYSIS X X X
OUTPATIENT DIALYSIS X X
PERITONEAL X X
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CURRENT LOCATION

PROPOSED LOCATION

ST. LUKE'S

ST. ELIZ

EXT. CLINICS

NEW HOSP

ST. LUKE'S

FORMER
ST. ELIZ.

EXT. CLINICS

HOME HEMO

X

X

RADIATION SERVICES

RADIATION TREATMENTS

INFUSION TREATMENTS

RESPIRATORY SERVICES

RESPIRATORY PROCEDURES

NEURO/STROKE SERVICES

EEG PROCEDURES

PHARMACY SERVICES

DOSES DISPENSED

LAB SERVICES

BLOOD

>

HOSPITAL LAB SERVICES

CLINICAL LAB SERVICES

CLINIC SERVICES

OB/GYN CLINIC

PEDIATRIC CLINIC

SR. ROSE VINCENT FAMILY MED CTR

MOHAWK PRACTICE

SQUTH UTICA

EAST UTICA

TOWN OF WEBB

ADIRONDACK NEUROSURGERY

LITTLE FALLS

NEW HARTFORD

CTOR OFFICE

BARNEVELD

ol I o B B e e =

M XXX XX
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CURRENT LOCATION

PROPOSED LOCATION

ST. LUKE'S

ST. ELIZ

EXT. CLINICS

NEW HOSP

ST. LUKE'S

FORMER
ST. ELIZ.

EXT. CLINICS

BOONVILLE

>

>

MOHAWK VALLEY

NEW HARTFORD

NORTH UTICA- TRENTON RD

NORTH UTICA- RIVERSIDE DR

WASHINGTON MILLS

WATERVILLE

WHITESBORO

CLINTON

SAUQUOIT

WATERVILLE

OB CENTER

DENTAL CENTER

PRIMARY CARE

A A A A A A A A A A R

3 | o foc [ e ¢ [ e | e [ o [ | ¢ | m< e

MVHS SURGEON VISITS

GENERAL SURGEON

GASTROINTESTINAL SURGEON

VASCULAR SURGEON

BREASTCARE SURGEON

K XX

Ll Bt

ORTHOPEDIC SURGEON

MVHS SURGEON FAXTON

CARDIOTHORACIC SURGEON

INTENSIVISTS

>

>

PULMONARY

=

>

NEURO ENDOVASCULAR

OTHER SERVICES

SLEEP CENTER STUDIES

EYE LASER CLINIC

OSTOMY THERAPY

PODIATRY

>

WOUND MANAGEMENT

XKl |x|=
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CURRENT LOCATION PROPOSED LOCATION
FORMER
ST. LUKE'S ST. ELIZ EXT. CLINICS NEW HOSP | ST. LUKE'S ST. ELIZ EXT. CLINICS |-

NON-CLINICAL SERVICES
NUTRITIONAL COUNSELING - PARTICIPANTS X X X X X
MEDICAL SOCIAL SERVICES X X X
PALLIATIVE CARE - CONSULTS X X
CANCER PROGRAM - PATIENTS X X
BREAST PROGRAM VISITS X X
DIABETES PROGRAM - PROCEDURES X X

50f5




APPENDIX IV

MOHAWK VALLEY HEALTH SYSTEM

DISPOSITION OF EXTENSION CLINIC SITES




MOHAWK VALLEY HEALTH SYSTEM

DISPOSITION OF EXTENSION CLINIC SITES

EXISTING EXTENSION CLINICS
Operating PFI
Certified Service(s) Certified Service|s) Certificate Number| Number
{per NYSDOH Website) {per Operating Certificates) {Current) {Current) Notes
Community Medlcine-East Utica Clinical Laboratory Service O/F Clinical Laboratory Service OfP No change to certified services and PFl number. As part of
1256 Culver Ave Medical Services - Pritnary Care Pediatrlc O/P 22020021 6236 the "merger" C.O.N. Appllcation, MVHS will work with the
Utiea, NY 13501 Pediatric OfP Primary Medical Care OfP NYSOOH to determine what operating certificate number to
Psychology O/P utilize..
Little Falls Famlly Practlce Medicz| Services - Primary Care Primary Medicz| Care O/P No change to cartifled services and PFI number, As part of
500 East Maln Street 42020024 8572 the “merger® C.0.N. Application, MVHS will work with the
Little Falls, NY 13365 NYSDOH to determine what operating certificate number to
utilize,
St Elizabeth Medical Arts CT Scanner CT Scanner
4401 Midd'e Settlement Road Medical Services - Other Medical Speclalties Podiatry O/P No change ta certified services and PFl number. As part of
New Hartford, NY 13413 Medical Services - Primary Care Primary Medica! Care OfP 3202002H a1q7 the “merger™ C.0.N. Application, MVHS will work with the
Podiatry O/P Radiology - Diagnastic O/P NYSDOH to determine what operating certifitate number to
Therapy - Occupational 0/P Therapy - Occupational OfF utllize,
Therapy - Physlal OfP Therapy - Physlcal G/P
Sister Rose Vincent Family Medicine Center Clinital Laboratory Service O/P Clinfcal Laboratory Service O/P
120 Hobart Street Medical Services - Other Medlcal Spectalties Psychalogy O/P No change to certified services znd PFI number. As part of
Utica, NY 13501 Medical Services - Primary Care Radiology - Diagnestic /P 3202002H sama the “merger* C.O.N. Application, MVHS will work with the
Therapy - Occupational O/P Therapy - Occupatlonal OfF NYSDOH to determine what operatlng certificate number to
Therapy - Physical 0/P Therapy - Physical O/P utilize.
Well Child Care
St, Fllzabath Med Grp-New Hartford Clinical Laboratory Service O/P Clinical Laboratory Service OfP No change to certlfied services and PFl number. As part of
85 Genesee St Medlcal Services - Other Medical Spedialties Primary Medleal Care OfP 22020024 7288 the "merger” C.O.N, Application, MVHS will work with the
New Hartford, NY 13413 Medlcal Services - Primary Care Psychology O/P NYSDOH to determine what operating certificate number to
Radialogy - DI icO/P wilize.
St. Elizabeth Medlcal Group - Town of Webb Heslth Center Clinical Laboratory Service O/P Clinical Laboratary Service O/p No change to certified services and PFl number. As part of
114 South Shere Road Medical Services - Other Medical Speclalties Primary Medical Care O/P 3202002H qusg the "merger™ C.0.N. Application, MVHS will work with the
Qld Forge, NY 13420 Medical Services - Peimary Care Radiology - Diagnostic O/P NYSDOH to determine what aperating certificate numbar to
utifize.
Women & Children's Fam Health Center Medical Services - Dther Medical Speciajties Medical Social Services
2212 Genesee St Medlcal Services - Primary Care Nursing No change to certifiad services and Pl number, As part of
Utica, NY 13502 Pediatric O/P Nutritional O/P - -
Prenatal O/P pediatric OfF 12020024 5517 the "merger” C.0.N. Application, MVHS will work with the
NYSDOH to determine what operating certificate number to
Prenztal OfP
Primary Medical Care OfP utilize,
Radiology - Biagnostle OfP
{Hampden Piace IMedical Services - Primary Care Prima ry Medlcal Care O/P No change to certified services and PFl number, As part of
& Hampden Place the “merger” C.O.N. Appllcation, MVHS will work with the
Utica, NY 13501 32020024 732 NYSDOH to determine \:hat operating certificate number to

utilize.

Pagelofd




Barneveld Office Clinical Labaratory Service O/F Ciinfcal Laboratory Service OfP
7980 Route 12 Medical Services - Other Medical Specialties Padlatric O/P No change to certifed services and PFl number, As part of
Barneveld, NY 13304 Meadical Services - Primary Care Primary Medical Care O/P 2002003H 6389 the *merger* C.O.N. Application, MVHS will work with the
Pediatric /P Psychology OfP KYSDOM to determine what operating certificate number to
well Child Care O/P Radiology - Diagnostic O/P utllize.
well Child Care O/P
Boonviile Medical Office Medical Services - Other Medical Spedialties Primary Medical Care OfP Mo change to certifled services and PEl number. As part of
NY State 12 Medical Services - Primary Care Psychology 0/F 2302003H 3800 the "merger" C.0.N. Application, MVHS will work with the
Boanvllle, NY 13309 Radiology - Diagnastic O/P NYSDOH to determine what operating certificate number to
utilize.
Clinton Medical Center Medical Services - Other Medlcal Spedialtles Medical Services - Other Medfcal Specialties Mo change to certified services and PFf number. As part of
101 College Strest Medical Services - Primary Care Medical Services - Primary Care 3202003H — the *merger” C.0.N. Application, MVHS will wark with the
Clinton, NY 13323 Pediatric 0/¢ NYSDOH to determina what operating certificate number to
Prenatal O/P utllize,
FSLH - Hamliton Bialysls Unit Renal Dialysis - Chronle Q/P Renal Dlalysls - Chronlc OfP No change to certified services 2nd PR number. As part of
10 Eston Street 2202003 9289 the "mergser™ C.OLN. Applicatlon, MVHS will wark with the
Hamilton, NY 13346 KYSDOH to determine what operating certificate number to
utilize.
FSLH-Mascnlc Bialysls Unit Renal Dialysls - Chronic OfP Renal Dialysis - Chronic O/¢ No change to certified services and PFl nutnber, As part of
2150 Bleaker Street 3202003H 8512 the "merger” C.ON, Application, MVHS will work with the
Utica, NY 13501 NYSODOH to determine what operating certificate number to
utilize,
LH Reglonal Cancer Center Rome Linear Accelerator Unear Accelerator .
. PN Tobert lidated frita a single Ton clinic site using PFI
gigzri:?“;;:fd Radlclogy-Therapeutlc OfF ¢ [paology-Therapeutic o7 _ #7671, Certified servicas will also be consolidated. As part of
4 3202003H 6146 the “merger” C.Q N, Application, MYHS wilt work with the
NYSDOH to detenmine what operating certiffcaté. number to
utilfze.
ﬁ:{:;:;r:\::l:!ysls Untt Renz:l Dilalysis - Chronic OfP Renal Dialysis - Chronic OfP Tobe o . it a single . dinic_:site:qslnx pei
me, NY 13441 - #7671, Certified services wil! also be consolidated, Aspart of
i 3202003H 7671 the “merger™ C.ON. Application, MVYHS will work with the
NYSCOH to determine what operating certificate number to
. utllize.
FSLH - St, Luke's Home Reral Dlalysls Renal Dialysis - Chronic O/P Renal Dialysts - Chronte O/P No change to certified services and PFl number. As part of
1650 Champlin Avenue 3202003H asay the "merger* C.0.N. Application, MVHS will work with the
Utica, NY 13502 NYSDOH to determine what operating certificate number to
#g - L utilize.
mIiHE-:d:tr::::rs l:::l:;sis Unlt " {Renal Dialysls - Chranlc O/P Renal Dizlysls - Chronic OfP T he consolidated intoa single extension cinic site wsing FF1
Herkimer, NY 13350 ¥7523. Certified services will also be consolldated. As part off
3202003H 7523 the “merger™ C.OM. Application, MVHS wilf work with the
NYSDOH to determine what operating cectificate number to.
utilize.
Mohawk Valley Medical Office Unear Accelerator Linear Accelerator A f
J201 East State St Medical Services - Primary Care -|Primary Medical Care OfP Tohe intoa single dinic site us.lrtg PR
bierkimer, Ky 13350 Raciology- Therapeutlc O/F psychology O/P 22020031 7858 ”;’f; Cestified services will also be consolldated. As part of
Radlology-Therapeutic O/p _ merger” C.0.N. Application, MVHS wili work with the

NYSDOH to determine what operating certificate number to
utllize.
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Faxton Medical Campus
1676 Sunset Avenue
Utica, NY 13502

¥ Surgery - Multi Specialty

Audlology O/P

Clinlcal Laboratory Service Q/P

CT Scanner

Dentzl O/P

Family Planning OfF

Home Hemodialysis Training and Support
Home Peritoneal Dialysts Tralning and Support
Linear Accelerator

Medlcal Services - Other Medical Speclalties
Medica! Services - Primary Care

Nutlear Medicine - Diagnostic OfP

Nuclear Mediclne - Therapeutic OfP

|Ambulatory Surgery - Multi Specialty
|Audiclagy OfF

Clinical Laboratory Service OfP

CT Scanner

Denta! OfP

Family Planning /P

Realth Fairs

Home Hemodialysis Training and Support
Home Peritonezl Dialysis Tralning and Support
Linear Accelerator

Medical Soclal Services Off

Nuclear Medicine - Diagnostic O/P
Nuclear Medicine - Therapeutic OfP

No change to certifled services and PPl number, As part of
the "merger* C.O.N. Application, MVHS will work with the

Radialogy-Diagnostic O/P

Radlology-Therapeutic O/ Outpatient Surgery 3202003H 0597 NYSDOH to determine what operating certificate humber to
Renal Bialysls - Chronic O/P PET Scanner utilize.
Therapy - Cecupational OfP Primary Medical Care O/P
Therapy - Physlcal O/P Pharmaceutical Service
Therapy - Respivatory OfP Radiology-Diagnostic O/
Therapy - Speech Language Pathology O/P |Radiology-Therapeutic O/P
Therapy - Vocatlonal Rehabilitation O/P Renal Dlalysis - Chronlc OfP
Therapy - Occupational O/P
Therapy - Physical O/P
Therapy - Respiratory OfP
Therapy - Speech Language Pathology Q/P
Therapy - Vocationa! Rehabllitation 0/f
Faxton-St. Luke's - Imaglng Services Medical Services - Other Medical Specialties Radiology-Diagnostlc O/P No change to certified services 2and PFI number. As part of
106 Business Park Orive 2902003H sa09 the "merger™ C,0.N, Application, MVHS will work with the
Utica, NY 13502 NYSDOH to determine what operating certificate number to
utllize.
MVHS Orthopedic Group Medical Services - Other Medical Speciafties Medlcal Services - Other Medical Specialtles No change to certlfied services and PFI number. As part of
1903 Sunset Avenue Medical Services - Primary Care Medical Services - Primary Care ’ 2202003K — the “mergesr C.OMN, Application, MVHS will work with the
Utica, NY 13502 NYSDOH to determine what operating certificate number to
utllize.
New Hartford ACP Medical Offlea Medical Services - Other Medical Specialties Pedlatric O/P No change to certified services and PFI number. As part of
8411 Seneca Turnplke Medical Services - Primary Care Primary Medical Care O/P 2202003H £392 the “merger” C.O.N. Application, MVHS will work with the
New Hartford, NY 13413 Pediatric O/P Psychology O/P NYSDOH to determine what operating certificate number to
JRadiology-D! o/P utilize.
North Utica Mediczl Office IMedical Services - Other Medical Speclalties Pedlatrle OfP Na change to certified services and PFl number, As part of
35 Riverside Orive ical Services - Primary Care Primary Medical Care O/P 3202003k 2601 the "merger® C.O.N. Application, MyHS will work with the
Utica, NY 13502 Pediatric OfP Psychology OfP NYSOOH to determine what operating certificate number to
Radiology-Diagnostic O/P utilize.
North Utica Medical Office Medical Services - Other Medlcal Specialties Medgical Services - Qther Medical Specialties Nuo change te certifled services and PFI number. As part of
417 Trenton Road Medical Services - Primary Care Medlcal Services - Primary Care 2202003H 7672 the "merger™ C.O.N. Application, MVHS will work with the
Utica, NY 13502 Pranatal O/P NYSBOH to determine what operating eertificate number to
utllize.
Sauquoit Medical Office Medical Services - Other Medical Specialties Medical Services - Other Medical Specialtfes No change to certified services and PRI number, As part of
2888 Oneida Street Medical Services - Primary Care Medlcal Services - Primary Care 2202003H 7073 the “merger® C.O.N. Application, MVHS will work with the
Sauquoit, NY 13456 NYSDOH to determine what operating certificate number to
utilize.
Washington Mills Office Medical Services - Other Medlcal Specialties Pediatric OfP No change to certified sarvices and PFl number. As part of
3946 Oneida Street Medical Services - Pelmary Care Primary Medical Care O/P 42020034 6391 the “merger® C.O.N. Application, MVHS will work with the
New Hartford, NY 13413 Pediatric 0/P Psychology O/F NYSOOH to determine what operating certificate number to
Radiology-Dlagnostic O/P ytilize,
Waterville Medical Office Medical Services - Other Medical Speclalties Medical Services - Other Medical Specialties No change to certified services and PFI number. As part of
117 West Maln 5t Medlcal Services - Primary Care Medical Services - Primary Care 32020034 7887 the *merger* C.ON, Application, MVHS will work with the
Waterville, NY 13480 NYSDOH to determine what operating certificate number to
utilize,
‘Waterville Office Medical Services - Other Medical Specialties Pediatric O/P No change to certifled services and PFl number. As part of
358 Madisen Street Medical Services - Primary Care Primary Medical Care OfP 2202003 g98 the "merger™ C,0.N, Application, MVHS will work with the
Waterville, NY 13480 Pediatric OfP Psychalogy OfP NYSDOH to determine what operating certificate number to
R adi ol ogy-BiagnostlcO/P wtilize.
Whiteshoro Office Medical Services - Other Medlcal Spedialties Pediatric O/P No change to certified services and PRI number. As part of
37 Maln Street Medical Services - Primary Care Primary Medical Care O/P 3202003H 390 the "merger™ C.O.N. Application, MVHS will work with the
Whitesborp, NY 13492 |Pediatrlc /e Psychology OfF NYSDOH to detarmine what operating certificate number to

utilize.
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APPROVED BUT NOT OPERATIONAL EXTENSION CLINICS

Operating
Certificate Number
Cartified Service(s) - Proposed {Propased} PFl Wumber Notes
131 Main street Chronlc Renal Plalysis O/ Profect No. 142261
Onelda, NY 13421 Home Dialysis Training 3262002H Det:(:r::-ne d HYSE-CON Status: Under Construction
Actual Construction Start: 05/03/17

31 Main Street Medical Services - Primary Care ToBe Profect No. 171306

[Onelda, NY 1342% 3202002H NYSE-CON Status: Awalting Construction Start Notification

i Determined
from Aggliant
1617 North James Street Medlcal Services - Primary Care ToBe Project No. 171478
Rome, NY 13440 3202002H Determined NYSE-CON Status: Under Censtruction
Actizal Construction Start: 10/15/17

Note: MVHS will work with the Department sepzrately to determine if this shauld represent a single extension clinic site.

NEW EXTENSION CLINIC YO BE CERTIFIED FTHROUGH THIS PROJECT

Operating
Certificate Number
Certified Service(s) - P ed P i PFAl Numb Notes

[New Extensfon Clinic] Medical Services - Primary Care These services will remaln in their current lacation, with no
St. Elizabeth Campus Medlcal Services - Other Medical Specialtias construction, on the former SEMC campus®:
2211/2215 Genesee Street

Utica, RY 13501 Sleep Center {Mohawk Valley Sleep Disorders Center)

Primary Care Services
2215 Geneses Street
4202002H To Be Utlca, NY 13501
Determined

cardlac and Thoradic Surgery Offices
Primary Care Services

Labaratary Patlent Sarvice Center (PSC)
Marlan Medical Building

2211 Genesee Street

Utica, NY 13501

The St. Elizabeth site will be convertad into 25 outpatient extension ¢linle to be known as "St. Elizabeth Campus”. MVHS prefers that this site maintaln its existing PFl number. In partlcular, sleep center services {Mobawk Valiey Sleep Disorders Center], cardiac and
thoracic surgery-related services {all of which are outpatient, medical-only services; na surgical services will be provided at this site], prlmary care and fabaratory patient service center (PSC) services will continue to be provided at this site,

The Mohawk Valley Sleep Disorders Center and scme primary care servicas are cuzrently located on the campus focated at 2209 Genesee Street, Utica {Oneida County), New York 13501, The cardiac and thoracic surgery offices, other primary care services and the
clinlcal laboratory are loczted on the campus within the Marian Medical Bullding at 2203 Genesee Street, Utica (Onelda County), New York 13501, This site will become an extensian clinle, with no canstruction needed. MVHS prafers that a new operating certificate be
created for the extenslon clinic, which will be certified for the services of “Medical Services — Primary Care™ and “Meadical Services — Other Medical Specialties™,

Far purposes of this C.0.N. Application, we are assuming that, although these services will be located In different bulldings, they will remain in their current locations and MVHS prefers that they share the same Operating Certificate and PFI number. MVHES is willing ta
diseuss this issue with the State Realth Department, should the Department prefer ta certify the sleep center and outpatient cardiac/thoradic services, primary care practice and laboratery PSC as separate extension clinics,
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MOHAWK VALLEY HEALTH SYSTEM

PREVENTION QUALITY INDICATOR (POI) STATISTICS

Prevention Quality Indicator (PQI) Statistics for Utica, Rome and Waterville

Prevention Quality PQI Statewide Admissions as % of Expected
Indicator Conditions No. | Rate/100,000 (Overall Population)*
Utica Rome Waterville
Circulatory
Angina 13 32 29% 35% 103%
Congestive Heart Failure 8 352 107% 092% 60%
Hypertension 7 72 7% 34% 0%
All Circulatory 456 98% 79% 54%
Diabetes
Short-term Complication 1 54 161% 71% 0%
Long-term Complication 3 124 35% 72% 26%
Lower Extremity Amputation | 16 24 63% 80% 0%
Uncontrolled Diabetes 14 34 81% 41% 0%
All Diabetes 224 100% 68% 30%
Acute
Bacterial Pneumonia 11 273 127% 00% 160%
Dehydration 10 86 179% 121% 142%
Urinary Tract Infection 12 167 68% 46% 164%
All Acute 526 117% 81% 158%
Respiratory
Asthma 15 176 115% 79% 19%
COPD 5 181 133% 125% 123%
All Respiratory 357 125% 104% 82%
All Conditions 1,563 111% 84% 82%

*Utica ts comprised of ZIP Codes 13501 and 13502, Rome is comprised of ZIP Code 13440, Waterville is comprised

of ZIP Code 13480.
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MOHAWK VALLEY HEALTH SYSTEM

POOR HEALTH OUTCOMES

County Health Assessment Indicators

Per the County Health Assessment Indicators (CHAI) from the NYSDOH, residents of Oneida
County experience poor health outcomes that support the need for continued service provision
through the Mohawk Valley Health System. Following are supporting statistics:

Cardiovascular Disease

v

The three-(3)-year average (2012-2014), crude mortality rate due to cardiovascular disease for
residents of Oneida County was 370.9 deaths/100,000, as compared to 268.4/100,000 for
residents of New York State overall.

The three-(3)-year average (2012-2014), age-adjusted mortality rate due to cardiovascular
disease for residents of Oneida County was 245.6 deaths/100,000, as compared to
221.9/100,000 for residents of New York State overall.

The three-(3)-year average (2012-2014), premature mortality rate due to cardiovascular disease
for residents of Oneida County was 117.8 deaths/100,000, as compared to 99.1/100,000 for
residents of New York State overall. Premature death is defined as the death of an individual
aged 35-64.

The three-(3)-year average (2012-2014), pre-transport mortality rate due to cardiovascular
disease for residents of Oneida County was 223.3 deaths/100,000, as compared to
147.1/100,000 for residents of New York State overall.

The three-(3)-year average (2012-2014), crude hospitalization rate due to cardiovascular disease
for residents of Oneida County was 189.9 admissions/10,000, as compared to 156.5/10,000 for
residents of New York State overall.

The three-(3)-year average (2012-2014), age-adjusted hospitalization rate due to cardiovascular
disease for residents of Oneida County was 143.3 admissions/10,000, as compared to
135.8/10,000 for residents of New York State overall.

Diseases of the Heart

v

The three-(3)-year average (2012-2014), crude mortality rate due to diseases of the heart for
residents of Oneida County was 294.9 deaths/100,000, as compared to 218.4/100,000 for
residents of New York State overall.

The three-(3)-year average (2012-2014), age-adjusted mortality rate due to diseases of the heart
for residents of Oneida County was 195.4 deaths/100,000, as compared to 180.1/100,000 for
residents of New York State overall.



The three-(3)-year average (2012-2014), premature mortality rate due to diseases of the heart
for residents of Oneida County was 96.4 deaths/100,000, as compared to 80.7/100,000 for
residents of New York State overall. Premature death is defined as the death of an individual
aged 35-64.

The three-(3)-year average (2012-2014), pre-transport mortality rate due to diseases of the heart
for residents of Oneida County was 178.9 deaths/100,000, as compared to 126.5/100,000 for
residents of New York State overall.

The three-(3)-year average (2012-2014), crude hospitalization rate due to diseases of the heart
for residents of Oneida County was 122.1 admissions/10,000, as compared to 103.4/10,000 for
residents of New York State overall.

The three-(3)-year average (2012-2014), age-adjusted hospitalization rate due to diseases of the
heart for residents of Oneida County was 91.5 admissions/10,000, as compared to 89.4/10,000
for residents of New York State overall.

Coronary Heart Disease

v

The three-(3)-year average (2012-2014), crude mortality rate due to coronary heart disease for
residents of Oneida County was 204.7 deaths/100,000, as compared to 170.6/100,000 for
residents of New York State overall.

The three-(3)-year average (2012-2014), premature mortality rate due to coronary heart disease
for residents of Oneida County was 66.1 deaths/100,000, as compared to 65.3/100,000 for
residents of New York State overall. Premature death is defined as the death of an individual
aged 35-64.

The three~(3)-year average (2012-2014), pre-transport mortality rate due to coronary heart
disease for residents of Oneida County was 131.0 deaths/100,000, as compared to
103.0/100,000 for residents of New York State overall.

The three-(3)-year average (2012-2014), crude hospitalization rate due to coronary heart disease
for residents of Oneida County was 39.8 admissions/10,000, as compared to 36.5/10, 000 for
residents of New York State overall.

Heart Attack (Acute Mvocardial Infarction)

v

The three-(3)-year average (2012-2014), crude mortality rate due to heart attack for residents of
Oneida County was 76.0 deaths/100,000, as compared to 36.1/100,000 for residents of New
York State overall.

The three-(3)-year average (2012-2014), age-adjusted mortality rate due to heart attack for
residents of Oneida County was 50.7 deaths/100,000, as compared to 29.9/100,000 for residents
of New York State overall.

The three-(3)-year average (2012-2014), crude hospitalization rate due to heart attack for
residents of Oneida County was 18.5 admissions/10,000, as compared to 16.8/10,000 for
residents of New York State overall.



Congestive Heart Failure

v

The three-(3)-year average (2012-2014), crude mortality rate due to congestive heart failure for
residents of Oneida County was 16.9 deaths/100,000, as compared to 15.1/100,000 for residents
of New York State overall.

The three-(3)-year average (2012-2014), pre-transport mortality rate due to congestive heart
failure for residents of Oneida County was 10.6 deaths/100,000, as compared to 8.4/100,000 for
residents of New York State overall.

The three-(3)-year average (2012-2014), crude hospitalization rate due to congestive heart
failure for residents of Oneida County was 36.3 admissions/10,000, as compared to 28.3/10,000
for residents of New York State overall.

The three-(3)-year average (2012-2014), age-adjusted hospitalization rate due to congestive
heart failure for residents of Oneida County was 25.7 admissions/10,000, as compared to
24.2/10,000 for residents of New York State overall.

Cerebrovascular Disease (Stroke)

v

The three-(3)-year average (2012-2014), crude mortality rate due to stroke for residents of
Oneida County was 50.1 deaths/100,000, as compared to 30.6/100,000 for residents of New
York State overall.

The three-(3)-year average (2012-2014), age-adjusted mortality rate due to stroke for residents
of Oneida County was 33.0 deaths/100,000, as compared to 25.6/100,000 for residents of New
York State overall.

The three-(3)-year average (2012-2014), premature mortality rate due to stroke for residents of
Oneida County was 13.4 deaths/100,000, as compared to 10.5/100,000 for residents of New
York State overall. Premature death is defined as the death of an individual aged 35-64.

The three-(3)-year average (2012-2014), pre-transport mortality rate due to stroke for residents
of Oneida County was 26.6 deaths/100,000, as compared to 11.6/100,000 for residents of New
York State overall.

The three-(3)-year average (2012-2014), crude hospitalization rate due to stroke for residents of
Oneida County was 38.6 admissions/10,000, as compared to 26.4/10,000 for residents of New
York State overall.

The three-(3)-year average (2012-2014), age-adjusted hospitalization rate due to stroke for
residents of Oneida County was 28.8 admissions/10,000, as compared to 22.8/10,000 for
residents of New York State overall.

Hypertension

v

The three-(3)-year average (2012-2014), crude hospitalization rate due to hypertension for adult
(18+) residents (for any diagnosis) of Oneida County was 618.2 admissions/10,000, as
compared to 541.5/10,000 for residents of New York State overall.



v’ The three-(3)-year average (2012-2014), Emergency Department visit rate due to hypertension
for adult (18+) residents (based on any diagnosis) of Oneida County was 1,082.1 visits/10,000,
as compared to 930.8/10,000 for residents of New York State overall.

v' A total of 31.0% of adult residents of Oneida County were told they have high blood pressure,
as compared to 27.3% of all residents of New York State.

Chronic Kidney Disease

v The three-(3)-year average (2012-2014), crude hospitalization rate due to chronic kidney
disease for residents of Oneida County was 168.3 admissions/10,000, as compared to
116.8/10,000 for residents of New York State overall.

v' The three-(3)-year average (2012-2014), age-adjusted hospitalization rate due to chronic kidney
disease for residents of Oneida County was 125.1 admissions/10,000, as compared to
101.0/10,000 for residents of New York State overall.

v The three-(3)-year average (2012-2014), crude Emergency Department visit rate due to chronic
kidney disease for residents of Oneida County was 163.3 visits/10,000, as compared to
120.4/10,000 for residents of New York State overall.

v The three-(3)-year average (2012-2014), age-adjusted Emergency Department visit rate due to
chronic kidney disease for residents of Oneida County was 121.7 visits/10,000, as compared to
104.4/10,000 for residents of New York State overall.

Diabetes

v A total of 9.1% of adult residents of Oneida County were diagnosed with diabetes by a
physician, as compared to 8.9% for New York State overall.

v' The three-(3)-year average (2012-2014), crude mortality rate due to diabetes for residents of
Oneida County was 29.6 deaths/100,000, as compared to 20.4/100,000 for residents of New
York State overall.

v' The three-(3)-year average (2012-2014), age-adjusted mortality rate due to diabetes for
residents of Oneida County was 21.5 deaths/100,000, as compared to 17.4/100,000 for residents
of New York State overall.

v The three-(3)-year average (2012-2014), crude hospitalization rate due to diabetes (as a primary
diagnosis) for residents of Oneida County was 20.2 admissions/10,000, as compared to
18.6/10,000 for residents of New York State overall.

v" The three~(3)-year average (2012-2014), age-adjusted hospitalization rate due to diabetes (as a
primary diagnosis) for residents of Oneida County was 18.5 admissions/10,000, as compared to
17.1/10,000 for residents of New York State overall.

v' The three-(3)-year average (2012-2014), crude hospitalization rate due to diabetes (as any

diagnosis) for residents of Oneida County was 278.6 admissions/10,000, as compared to
237.6/10,000 for residents of New York State overall.
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The three-(3)-year average (2012-2014), age-adjusted hospitalization rate due to diabetes (as
any diagnosis) for residents of Oneida County was 219.8 admissions/10,000, as compared to
207.9/10,000 for residents of New York State overall.

The three-(3)-year average (2012-2014), hospitalization rate due to short-term complication
from diabetes for residents of Oneida County aged six (6) to 17 was 5.4 admissions/10,000, as
compared to 3.0/10,000 for residents of New York State overall.

The three-(3)-year average (2012-2014), hospitalization rate due fo short-term complication
from diabetes for residents of Oneida County aged 18+ was 7.5 admissions/10,000, as
compared to 6.5/10,000 for residents of New York State overall.

Health Risks and Behaviors

v

A total of 69.1% of adult residents of Oneida County are overweight or obese (with a BMI of 25
or higher). This was higher than the 60.5% of residents who are overweight or obese in New
York State overall.

A total of 36.6% of adult residents of Oneida County are obese (with a BMI of 30 or hlgher) as
compared to 24.6% of all New York State adult residents.

Chronic Lower Respiratory Disease

v

The three-(3)-year average (2012-2014), crude mortality rate due to chronic lower respiratory
disease for residents of Oneida County was 57.0 deaths/100,000, as compared to 35.0/100,000
for residents of New York State overall.

The three-(3)-year average (2012-2014), age-adjusted mortality rate due to chronic lower
respiratory disease for residents of Oneida County was 35.7 deaths/100,000, as compared to
29.8/100,000 for residents of New York State overall.

The three-(3)-year average (2012-2014), crude hospitalization rate due to chronic lower
respiratory disease for residents of Oneida County was 43.7 admissions/10,000, as compared to
34.8/10,000 for residents of New York State overall.

The three-(3)-year average (2012-2014), age-adjusted hospitalization rate due to chronic lower
respiratory disease for residents of Oneida County was 35.3 admissions/10,000, as compared to
32.3/10,000 for residents of New York State overall.

Asthma

v

v

A total of 12.1% of adult residents of Oneida County were diagnosed with asthma by a
physician, as compared to 10.1% for New York State overall.

The three-(3)-year average (2012-2014), hospitalization rate due to asthma for residents of
Oneida County aged 25 to 44 was 8.3 admissions/10,000, as compared to 8.10/10,000 for
residents of New York State overall.



The three-(3)-year average (2012-2014), crude mortality rate due to asthma for residents of
Oneida County was 1.7 deaths/100,000, as compared to 1.4/100,000 for residents of New York
State overall. ‘

The three-(3)-year éverage (2012-2014), age-adjusted mortality rate due to asthma for residents
of Oneida County was 1.5 deaths/100,000, as compared to 1.3/100,000 for residents of New
York State overall.

Cancer

v

The three-(3)-year average (2012-2014), crude incidence rate of all cancers for residents of
Oneida County was 651.3 cases/100,000, as compared to 550.9/100,000 for residents of New
York State overall.

The three-(3)-year average (2012-2014), age-adjusted incidence rate of all cancers for residents
of Oneida County was 513.4 cases/100,000, as compared to 489.2/100,000 for residents of New
York State overall.

The three-(3)-year average (2012-2014), crude mortality rate due to all cancers for residents of
Oneida County was 229.3 deaths/100,000, as compared to 180.7/100,000 for residents of New
York State overall.

The three-(3)-year average (2012-2014), age-adjusted mortality rate due to all cancers for
residents of Oneida County was 172.3 deaths/100,000, as compared to 158.6/100,000 for
residents of New York State overall.

The three-(3)-year average (2012-2014), crude incidence rate of lip, oral cavity and pharynx
cancer for residents of Oneida County was 15.1 cases/100,000, as compared to 12.1/100,000 for
residents of New York State overall.

The three-(3)-year average (2012-2014), age-adjusted incidence rate of lip, oral cavity and
pharynx cancer for residents of Oncida County was 11.6 cases/100,000, as compared to
10.5/100,000 for residents of New York State overall.

The three-(3)-year average (2012-2014), crude mortality rate due to lip, oral cavity and pharynx
cancer for residents of Oneida County was 3.0 deaths/100,000, as compared to 2.5/100,000 for
residents of New York State overall.

The three-(3)-year average (2012-2014), crude incidence rate of colon and rectum cancer for
residents of Oneida County was 49.0 cases/100,000, as compared to 46.7/100,000 for residents
of New York State overall.

The three-(3)-year average (2012-2014), crude mortality rate due to colon and rectum cancer for
residents of Oneida County was 19.1 deaths/100,000, as compared to 16.6/100,000 for residents
of New York State overall.



The three-(3)-year average (2012-2014), crude incidence rate of lung and bronchus cancer for
residents of Oneida County was 105.8 cases/100,000, as compared to 69.6/100,000 for residents
of New York State overall.

The three-(3)-year average (2012-2014), age-adjusted incidence rate of lung and bronchus
cancer for residents of Oneida County was 80.8 cases/100,000, as compared to 61.6/100,000 for
residents of New York State overall.

The three-(3)-year average (2012-2014), crude mortality rate due to lung and bronchus cancer
for residents of Oneida County was 69.9 deaths/100,000, as compared to 46.4/100,000 for
residents of New York State overall.

The three-(3)-year average (2012-2014), age-adjusted mortality rate due to lung and bronchus
cancer for residents of Oneida County was 53.2 deaths/100,000, as compared to 41.0/100,000
for residents of New York State overall.

The three-(3)-year average (2012-2014), crude mortality rate due to female breast cancer for
residents of Oneida County was 29.2 deaths/100,000, as compared to 26.3/100,000 for residents
of New York State overall.

The three-(3)-year average (2012-2014), crude mortality rate due to cervix uteri cancer for
residents of Oncida County was 3.4 deaths/100,000, as compared to 2.7/100,000 for residents of
New York State overall.

The three-(3)-year average (2012-2014), age-adjusted mortality rate due to cervix uteri cancer
for residents of Oneida County was 2.8 deaths/100,000, as compared to 2.3/100,000 for
residents of New York State overall.

The three~(3)-year average (2012-2014), crude incidence rate of ovarian cancer for residents of
Oneida County was 19.6 cases/100,000, as compared to 14.9/100,000 for residents of New York
State overall,

The three-(3)-year average (2012-2014), age-adjusted incidence rate of ovarian cancer for
residents of Oneida County was 14.6 cases/100,000, as compared to 12.5/100,000 for residents
of New York State overall.

The three-(3)-year average (2012-2014), crude incidence rate of prostate cancer for residents of
Oneida County was 188.9 cases/100,000, as compared to 156.7/100,000 for residents of New
York State overall.

The three-(3)-year average (2012-2014), age-adjusted incidence rate of prostate cancer for
residents of Oneida County was 154.0 cases/100,000, as compared to 145.3/100,000 for
residents of New York State overall.

The three-(3)-year average (2012-2014), crude, late-stage incidence rate of prostate cancer for
residents of Oneida County was 25.4 cases/100,000, as compared to 23.3/100,000 for residents
of New York State overall.



The three-(3)-year average (2012-2014), crude mortality rate due to prostate cancer for residents
of Oneida County was 19.7 deaths/100,000, as compared to 18.3/100,000 for residents of New
York State overall.

The three-(3)-year average (2012-2014), crude mortality rate due to melanoma cancer for
residents of Oneida County was 3.4 deaths/100,000, as compared to 2.5/100,000 for residents of
New York State overall.

The three-(3)-year average (2012-2014), age-adjusted mortality rate due to melanoma cancer for
residents of Oneida County was 2.7 deaths/100,000, as compared to 2.2/100,000 for residents of
New York State overall.

Tobacco Use

v

Approximately 23.7% of adult residents of Oneida County smoke, as compared to 15.9% of
adult residents of New York State overall.

Maternal and Infant Health

v

The three-(3)-year average (2012-2014), infant (less than one (1) year) mortality rate for
residents of Oneida County was 7.5 deaths/1,000 live births, as compared to 4.8/1,000 for
residents of New York State overall.

The three-(3)-year average (2012-2014), neonatal (less than 28 days) mortality rate for residents
of Oneida County was 4.9 deaths/1,000 live births, as compared to 3.3/1,000 for residents of

New York State overall.

The three-(3)-year average (2012-2014), post-neonatal (one (1) month to one (1) year) mortality
rate for residents of Oneida County was 2.6 deaths/1,000 live births, as compared to 1.5/1,000
for residents of New York State overall.

The three-(3)-year average (2012-2014), perinatal (20 weeks gestation to less than 28 days of
life) mortality rate for residents of Oneida County was 10.9 deaths/1,000 live births, as
compared to 9.6/1,000 for residents of New York State overall.

The three-(3)-year average (2012-2014), perinatal (28 weeks gestation to less than sevén (7
days of life) mortality rate for residents of Oneida County was 8.0 deaths/1,000 live births, as
compared to 5.3/1,000 for residents of New York State overall.

The three-(3)-year average (2012-2014), maternal mortality rate for residents of Oneida County
was 38.7 deaths/100,000 live births, as compared to 18.7/100,000 for residents of New York
State overall.

Approximately 1.6% of all births to Oneida County residents were for infants of a very low
birthweight (defined as less than 1.5 kg), as compared to 1.4% of all births to all New York
State residents.



Approximately 1.3% of all singleton births to Oneida County residents were for infants of a
very low birthweight (defined as less than 1.5 kg), as compared to 1.0% of all births to all New
York State residents.

Approximately 8.1% of all births to Oneida County residents were for infants of a low
birthweight (defined as less than 2.5 kg), as compared to 7.9% of all births to all New York
State residents. :

Approximately 6.2% of all singleton births to Oneida County residents were for infants of a low
birthweight (defined as less than 2.5 kg), as compared to 6.0% of all births to all New York
State residents.

Approximately 2.4% of all premature births to Oneida County residents were for infants who
were born at less than 32 weeks gestation, as compared to 1.7% of all premature births to New
York State residents overall.

Approximately 10.2% of all premature births to Oneida County residents were for infants who
were born between 32 and 37 weeks gestation, as compared to 9.1% of all premature births to
New York State residents overall.

Approximately 12.6% of all premature births to Oneida County residents were for infants who
were born at less than 37 weeks gestation, as compared to 10.8% of all premature births to New
York State residents overall.

Approximately 0.8% of all births to Oneida County residents were for infants with a five-(5)-
minute APGAR score of less than six (6), as compared to 0.6% of all births to New York State

residents overall.
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Michael F. Trevisani, MD, MBA, CPE, FASCRS, FACHE

167 Serenity Drive Cell: 315-272-6265
Norwich, NY 13815 : MTrevisani@aol.com _ Home: 607-336-9486

SUMMARY

Healthcare Leader with experience in complex integrated hospital and outpatient settings. Background
includes roles in academic training centers, integrated healthcare systems, community hospitals, rural
hospitals and private practice. Demonstrated experience and success in physician recruiting, establishing
and growing new service lines and leading a multi-specialty group practice. Combines a strong sense of
business and operational improvement with the goals of patient-centered care. A skilled leader of quality
management, peer review, utilizalion review, case management, and revenue cycle management
employing team-based approaches and principles toward realizing process and outcomes goals.

PROFESSIONAL EXPERIENCE

MOHAWK VALLEY HEALTH SYSTEM, Utica, NY , 2014 - Present
A recent affiliation (March 6, 2013) between Faxton-St. Luke's Healthcare (FLSH) and St Elizabeth
Medical Center (SEMC) created the Mohawk Valley Health System (MVHS). This is a 573-bed acute care
system (450 staffed beds) plus 202 long-term care beds with revenue of $600M per year. Includes an
employed multi-specialty group, an imaging Center, Mohawk Valley Home Care, Senior Network Health,
the Visiting Nurse Association of Oneida County, the Advanced Wound Care Center, a Family Medicine
Residency Program, a Dental Residency Program and a College of Nursing. The system has 600
credentialed providers, total annual revenue of $536,680,000, 4,740 employees, 25,000 inpatient
admissions, 18,500 operating room cases, 76,000 Emergency room visits, 40,000 urgent care visits, and
232,000 primary care visits.

Vice President and Chief Medical Officer —~ Faxton St. Luke's Healthcare and Medical Group (Jan
2014 - May 2015); then Senior Vice President/Chief Medical Officer {April 2015 — Present} of the
MVHS
Member of the Senior Executive team reporting to the CEO of MVHS. Responsible for the employed
medical group, the Dental Residency Program, the Laborist Program, the Hospitalist Program, the
Designated Institutional Official for the GME program in Family Medicine, Medical Staff Office, Library,
Physician Support Services (recruiting), all contract physicians (Anesthesia, Radiology, Psychiatry,
Intensivists, and Advanced Endoscopy, Cardiothoracic Surgery).

¢ Developed the 2015 ~ 2017 MVHS Strategic Plan: Physician Engagement

s Transitioned the Adirondack Community Physician Medical Group (FSLH) and St. Elizabeth
Medical Group to the MVHS Medical Group (133 Providers) '
Led the MVHS Medical Group — developed a Strafegic Plan and budget
Recruited 21 physicians in 2014; 25 in 2015
Established a Hospitalist program at a partner hospital in Oneida, NY
Achieved Meaningful Use goals for CPOE 2014
Coordinated and managed program and finances for the 13™14"™ 15", and 16" Annual
Campaign for Quality symposia — guality conferences for providers, staff and community for
500 attendees
s+ Qversee, manage and negotiate contractual agreements with physicians and Medical
Directors
Created the OPPE process
Developed focus reviews for mortality, length-of-stay and readmissions
Saved $250,000/year in reorganizing culture protacol in ICU
Saved $600,000/year in developing the CPOE order set process
Reduced the Medical Staff office staffing by 33%
Established Core Privileging
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Michael F. Trevisani, MD 2
o Creating the new MVHS bylaws
* Improved OR efiiciency: 23% on-time starts to 52% in one year
s Established the first Medical Education Program in partnership with SUNY Upstate Medical
Center in Syracuse, NY - the first step in establishing a clinical campus for medical students

UHS CHENANGO MEMORIAL HOSPITAL, Norwich, NY 2007 — 2013
A 138-bed healthcare facility with 58 licensed acute care beds and an 80-bed Residential Healthcare
Facility in the United Health Services Hospitals system. Includes an employed multi-specialty group
practice with outpatient offices in Upstate, NY: Norwich, Sherburne, Oxfard, Sidney; and an ambulatory
imaging center. Service lines include Family Medicine, Internal Medicine, Hospitalist Medicine, Geriatrics,
Pediatrics, General Surgery, Orthopedic Surgery, ENT, Dentistry, Ob/Gyn, Gl, Anesthesiology, Radiology
and Emergency Medicine. The second largest employer in Chenango County with an operating budget of
$80,000,000.

Vice President of Medical Affairs/Chief Medical Officer
Member of the Senior Executive team reporting directly to the President/CEQ. Responsible for
identifying, developing and executing the strategic goals toward Clinical Excellence, Service Excellence,
Financlal Strength and Market Share; established, monitored and managed Quality and Patient Safety
initiatives. Budgetary responsibilities include forecasting patient and service volumes, developing
operational expenditure forecasts, determining staffing requirements, and allocating capital expenditures.
Simultaneously carrying out VPMA/CMO duties at UHS Delaware Valley Hospital.
¢ Quality and Patient Safety .
o Developed the process to consistently achieve 85-100% on Core measures

Developed the Pre-Procedure Risk Assessment process and tool
Created the cumently-utilized Generalized Standard Admission Orders sets
Decreased radiology tum around times: 96-hour turnaround times from 20% tc less
than 5%; 24-hour turn around fimes from 20% to 64%

o Improved operating room turn around times from 45 minutes to 25 minutes

o On time Operating Room starts from 30% to 70%
* [nterim Emergency Medical Services Medical Director 2011-2012

o Increased in-system referrals from 50% to 85%
+ Hospitalist Medical Director from inception in 2007-2012
« Chairman of the Risk Management Committee

o |dentified opportunities to improve patient satisfaction
» Created, developed and directed the 2009 Pandemic Flu Hospital Response Plan

o Directed allocation of vaccines and set up community vaccination plan
+ Direct Utilization Management

o Improved forms management

o Reduced LOS from 5+ days to 3.86 days

o Coordinated efforts with area nursing homes to improve service delivery and improve

resident satisfaction

o Integrated system-wide Denial Management and Care Management Program

o Working with Mospice to create a Palliative Care Program

o Developed the Tdap Cocooning Program
» Lead the Chenango Medical Group - an employed physician group
Created the Ongoing Professional Practice Evaiuation (OPPE) tool
o Created the Physician compensation model
o Identified practice efficiency opportunities by implementing open access scheduling
o Established and improved quality monitors in diabetic management, chronic

anticoagulant therapy and screening recommendation efficiency

* Manage the Medical Staff Office

o Converted from laundry list privileging to core privileging

o Directed the credentialing process

2

g 0090

o)



Michael F. Trevisani, MD 3
o Created a single medical staff application process for the four United Health
Services Hospitals
o Review, modify and update medical staff and administrative policies and procedures
= Physician Recruitment
o Successfully recruited to Family Medicine, General Surgery, ENT, Ob-Gyn, ER, GlI,
Pediatrics, Orthopedics and Hospitalist services
¢ Growth initiatives included creation of new service lines
o Lymphedema care, Breast Care, Wound Care, Gl, Hospitalist Program at CMH,;
integrated CMH Hospitalist program with the United Health Services Program
* Established a two-physician ENT practice
» Developed Professional Service Agreements
o ENT, G, Pediatrics, Hospitalist, Oncology
¢ Health Information Technology
o Provided operational support for EMR rollout to the outpatient practices
o Established CPOE in the Emergency Services Departiment
o Estabiishing an EHR and CPOE in the inpatient setting

UHS DELAWARE VALLEY HOSPITAL, Walton, NY 2009 - 2013
A 25-bed Critical Access Hospital with an outpatient Primary Care group. Service lines include Family
Medicine, Behavioral Medicine, Emergency Services, Cardiology and General Surgery. Responsibilities
include oversight of the service lines and quality management.

Vice President of Medical Affairs/Chief Medical Officer
Held the simultaneous role at UHS Chenango Memorial Hospital
+ Established Cardiology and General Surgery as part of recruiting and integration of the
multi-specialty groups.
» Created action plans to achieve Core Measures results

ASSOCIATED COLON and RECTAL SURGEONS, PA, Winter Park, Florida 1990 - 2006
President/Sole Proprietor
Community private practice speclalizing in colon and rectal surgery.

SIGNIFICANT LEADERSHIP ROLES

Clinical Assistant Professor in the Department of Surgery - SUNY Health Sciences Center,
Syracuse, NY — Rural Medical Education Program
Florida Society of Colon and Rectal Surgeons
President: 2006-07
Secretary: 2005 Re-established the State Society.
IHI Patient Safety Executive Development Program, Cambridge, MA, 2012
TeamSTEPPS Master Trainer, Syracuse, NY - 2012

Corporate Physicians’ Committee - Adventist Health System, Orlando, Florida 2005-2008
Team leader in developing Computerized Physician Order Entry {CPOE) order sets as related to
assigned disciplines in endoscopy, general surgery, peri-operative care, urology, and surgical
infection prophylaxis.

Chairman, Department of Colon and Rectal Surgery, Florida Hospital 2005-2006
Directed the Colon and Rectal Surgery services at 7 campuses.

Vice Chief of Staff — 2006; Secretary 2004-2005; Chairman, Department of Colon an Rectal
Surgery 1996-1997; Chairman Surgical Services 2004-2006, Winter Park Memorial Hospital,
Winter Park, Florida (as a non-profit community hospital, then as a division of Florida Hospital, An
Adventist Hospital).

3
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Attending Surgeon in the Fellowship Training Program, Orlando Regional Healthcare System,
Orlando, Florida 1992-2006.

EDUCATION

MBA University of Sauth Florida, College of Business Administration, Tampa, Florida 2002-2003
MD State University of New York, Health Sciences Center, Syracuse, New York, 1980-1984
BA Hamiiton College— Cum Laude, Major; Chemistry; Clinton, New York 1976-1980

IHI Patient Safety Executive Development Program, Cambridge, MA 2012
Excellence in Entrepreneurship Certificate Course-University of Central Florida College of Business
Administration 2004
The Business of Medicine Program, College of Business Administration, Tampa, Florida, Distance
Learning Program 2001

POST-DOCTORAL TRAINING

Residency: 1984-1989, General Surgery, Robert Packer Hospital, Guthrie Clinic, Sayre,
Pennsylvania
Fellowship: 1989-1990, Colon and Rectal Surgery, UMDNJ-Robert Wood Johnson Affiliated
Hospitals, Plainfield, New Jersey

LICENSURE

Florida: #50818 - Active Issued June 1887
New York #169812 Active Issued April 1987

BOARD STATUS

Certified American Board of Colon and Rectal Surgeons: January '92, Recerified '98, Recertified
2011 #1135
Certified American Board of Surgery: November 1990 Certificate #35678

SELECTED AWARDS and HONORS

Florida Hospital Value Award for Balance 2006 - Chosen among 2400 physiclan staff
Ouistanding Surgical Resident 1989, Guihrie Clinic, Sayre, PA
2" Prize — Stanley D. Conklin Resident's Research Paper Award 1987
*“The effect of vitamin A and zinc on wound healing in sterocid-treated mice.”
2™ Prize — Laboratory Research — American Caollege of Surgeons Central Pennsylvania
Chapter 1987 “The effect of vitamin A and Zinc on wound healing in stercid-treated mice”.

3™ Prize - Stanley D. Conklin Resident's Research Paper Award 1986

“Calcifications of the adrenal gland in a 46- year old woman: Ganglioneuroma”,

SELECTED PUBLICATICNS

¢ Relationship Selling and Sales Management: Johnson, Mark W., Marshall, Greg W.; Expert
Advice Column, pg. 142, McGraw-Hill 2004

+ Ricci MA, Trevisani MF, Beck WC: Acute Appendicitis: A five year Review, American
Surgeon, May 1891

« Trevisani MF, Ricci MA, Tolland JT, Beck WC: The Effect of Vitamin A and Zinc on Wound
Healing in Steroid-Treated Mice. Curr Surg 44 (5) 390-383 1987

4
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Trevisani MF, Ricci MA, Michaels, RM, Meyer KK: Multiple Mesenteric Artery Anaurysms
Complicating Subacute Bacterial Endocarditis. Arch Surg 122 (7) 823-24, 1987

Gillott A, Trevisani MF: Venous Access Devices: Applications and Complications. Guthrie
Journal 55: 173-175, 1886

Trevisani MF, Ricci MA, Vesoulis Z, Deshmukh N: Calcifications of the adrenal gland in a
46-year old woman: Ganglioneuroma. Guthrie Journal 55: 127-133, 1986

L]

SELECTED PRESENTATIONS

"Patient Safety in the OR" - Healthcare Roundtable for Patient Safety Officers, Dallas, TX,
November 11, 2007

2" {nternational Symposium on Tissue Repair: Biological and Clinical Aspects- Accredited

by Brown University, Tarpon Springs, Florida, May 13-17, 1987

“The Effect of Vitamin A and Zinc on Wound Healing in Steroid-Treated Mice”

Society of University Surgeons: 28" Annual University Surgical Resident's Conference,
Columbus, Ohio, February 11, 1987

« & » & =5 »

PROFESSIONAL SOCIETIES

FASCRS American Society of Colon and Rectal Surgery-Fellow
FACHE American College of Heaithcare Executives —~ Feliow 2013
Piedmont Society of Colon and Rectal Surgeons

Florida Society of Colon and Rectal Surgeons, Past Prasident
Iroquois CMO Group

American College of Physician Executives — CPE Boarded 2607

SELECTED COMMUNITY ACTIVITIES

Board of Directors, Saints Peter and Paul Early Learning Center ~ 1998-1989
Lector Ministry at Sts. Peter and Paul Catholic Church — 1892 - 2001

Capital Campaign Member for new church project - 2000

Gus Macker Basketball Tournament — Coordinated and Provided Volunteer First Aid
Services — 2007, 2008, 2009, 2010, 2011

Operation Christmas Child - 2007, 2008

Emergency Medical Services County Advisory Board — Chenango County, NY -
2007-present

Leadership Chenango Program — Session on Healthcare Lecturer — January 2008
Celebrity Waiter — Chenango County Hospice — 2008

Train the Trainer — DOH/AAFP Colon Cancer Awareness Initiative — 2008

Board of Directors — Oneida County American Heart Asscciation 2015

HOBBIES
Stained Glass
Flameworking in glass
Personal Fitness Training
Bonsai Cultivation



New York State Department of Health Schedule 5
Certificate of Need Application

Working Capital Financing Plan

1. Working Capital Financing Plan and Pro Forma Balance Sheet:

This section should be completed in conjunction with the monthly Cash Flow. The
general guidelines for working capital requirements are two months of first year expenses
for changes of ownership and two months' of third year expenses for new
establishments, construction projects or when the first year budget indicates a net
operating loss. Any deviation from these guidelines must be supported by the monthly
cash flow analysis. If working capital is required for the project, all sources of working
capital must be indicated clearly. Borrowed funds are limited to 50% of total working
capital requirements. If borrowed funds are a source of working capital, please
summarize the terms below, and attach a letter of interest from the intended source of
funds, to include an estimate of the principal, term, interest rate and payout period being
considered. Also, describe and document the source(s) of working capital equity.

List Titles of Attachments related to
Borrowed Funds List Filenames of Attachments

Example: First borrowsd fund source Example: first_bor fund.pdf

N/A

In the section below, briefly describe and document the source(s) of working capital
equity

orking capital needs for this project wiil be funded using existing cash equity from ongoing
operations. Please refer to the Schedule 5 Attachment for the Cash Flow Analysis, and to
the Schedule 9 Attachment for the Financial Narrative, a recent 2017 Internal Financial
Statement for MVHS, the 2016 Audited Financial Statement for St. Luke’s, the 2016 Audited
Financial Statement of St. Elizabeth, the Oneida County Transformation Grant Award Letter,
the Memorandum of Agreement (Parking) and the Financing Letter of Interest.

DOH 155-B Schedule 5 1
(5/2014)



New York State Department of Health Schedule 5
Certificate of Need Application

2. Pro Forma Balance Sheet N/A

This section should be completed for all new establishment and change in ownership
applications. On a separate attachment identified below, provide a pro forma (opening
day) balance sheet. If the operation and real estate are to be owned by separate entities,

provide a pro forma balance sheet for each entity. Fully identify all assumptions used in
preparation of the pro forma balance sheet. If the pro forma balance sheet(s) is
submitted in conjunction with a change in ownership application, on a line-by-line basis,
provide a comparison between the submitted pro forma balance sheet(s), the most
recently available facility certified financial statements and the transfer agreement. Fully
explain and document all assumptions.

List Titles of Attachments Related to Pro
Forma Balance Sheets List Filenames of Attachments
Exampie: Atfachment to operational balance sheef Example: Operational bal sheef.pdf
N/A
DOH 155-B Schedule 5 2

(5/2014)



SCHEDULE 5 ATTACHMENT

MOHAWK VALLEY HEALTH SYSTEM

MONTHLY CASH FLOW STATEMENT



FSLH & SEMC
Strategic Planning Forecast
Cash Flows Statement

Cash flows from operating activities:
Change in net assels
Adjustments to recongcile change in net assets
to net cash provided by operating activities:
Depreciation and amertization

Changes in operating assets and liabilities:

Receivables

Other receivables

Inventories

Prepaid expenses

Amounts due to Third Party Payers
Investment in affiliates
Other Assets

Accounts payable

Accrued payroll, payroll taxes and benefits
Insurance & other current liabilities
Other ligbilities

Pension liability

Estirnated seli-insurance liabilities

Net cash provided by (used in) operating activities
Cash flow from investing activifies:
Purchase of property, plant and equipment - net
Purchase of investments, net
Change in restricted funds
Expenditure {(funding) of assets whose use is limited
Net cash provided by {(used in) investing activities
Cash flows from financing activities:
Net Proceeds from short-term borrowings
Net Proceeds from long-term debt
Net Proceeds from capital lease obligations
Net cash provided by (used in} financing activities
Increase (decrease) in cash and cash equivalents

- Cash and cash equivalents at beginning of year

Cash and cash equivalents at end of year

10/30/2017
PROJECTED
2015 2016 2017 2018 2019 2020 2021
($7.176,583) $4,637,756  $10,832423  $80,372.426  $172,167,019  $81,494437  $17,459,304
$26,762,289  $24,866,316  $24943755  $22,203450  $20,023906  $18,552,381  $17,299,797
$1,792,428 $8,885,204 ($4,803,828)  ($1,114,640)  ($1,446976)  ($1.484,194)  ($1,632,396)
($1,468,087) $1,578,488 ($2,498,079)  ($15,699,059)  ($21,700,050)  $39,498,950 ($102,061)
($466,040) ($532,696) ($119,9686) ($121,166) ($122,377) ($123,601) ($124,837)
$348,995 ($197,244) ($45,330) (845,783) (846,241) ($46,703) ($47,170)
$4,580,391 $317,244 $0 $0 $0 $0 $0
$97,433 $707,573 $0 $0 $0 $0 $0
$313,679 $3,499,567 $0 $0 $0 $0 $0
($263,673)  ($1,984,904) $979,776 $690,691 $827,658 $851,791 $904,835
$1,348,740 $1,289,578 $388,130 $395,803 $403,810 $411,887 $420,124
$4,571,802 ($5,369,231) $61,036 $62,257 $63,502 $64,772 $66,067
($2,038,923) $113,836 $629,934 $642,533 $655,383 $668,491 $661,861
($330,674) ($695,881) $0 $0 $0 $0 $0
$3.637.586 $1,179,908 $331.817 $338.453 $345 222 $352,127 $359,169
$31,709.453  $38295514  $30,699.668  $87.725055 $171.170.855 §140240347  $35284,692
($13.350,758)  ($19,009,272)  ($18,735,237)  ($86,364,713) ($171,313,242) ($176,552,855) ($102,206,786)
$4,307,731 (33,577,696)  ($4.622,002)  ($4,853,197)  ($5095856)  (§5.350,649) (5,618,182
($130,518) $371,196 ($36,672) ($37,038) ($37,409) ($37,783) ($38,161)
$245,710 ($85,150,000)
($8.927,835) ($22.215772) ($23.394,001) ($91.254.948) ($176446507) ($267.091.287) ($107.863,129)
(§14,377,000)  ($5,623,000) $2,400,000  $15600,000  $21,600,000  ($39,600,000) $0
($3,850,211)  ($1,927.317) (36,014,837}  ($4.507.277)  ($4.120,321) §$147,308,325  $79,535,733
($4,355,181) (5968,869)  (34,357,767)  ($2,783441)  ($1,356,742)  ($1,015,885) ($593,629)
($22,582.392)  ($8,519.186)  ($8.872.604) $8,309.282  $16.122.937 $106,692.340  $78.942.104
$199,226 $7,560,556 ($1,566,937) $4,779,389  $10,847,285  ($20,158,600) $6,363,668
$6,145,023 $6,344,249  $13904,805  $12,337.868  $17,117,257  $27.964,542 $7,805,943
$6.344249  $13904805  $12.337.868 147,257  $27.964542  §7,805.943  $1469,611



FSLH & SEMC

Strategic Planning Forecast
Cash Flows Statement

Cash flows from operating aclivities:
Change in net assets
Adjustments to reconcile change in net assets
to net cash provided by operating activities:
Depreciation and amortization

Changes in operaling assets and liabilities:
Receivables
Other receivables
Inventaories
Prepaid expenses
Amounts due to Third Party Payers
Investment in affiliates
Other Assets
Accounts payable
Accrued payroll, payroll taxes and benefits
Insurance & other current liabilities
Other lizbilities
Pension liability
Estimated self-insurance liabilities

Net cash provided by (used in) operating activities
Cash flow from investing activities:
Purchase of properiy, plant and equipment - net
Purchase of investments, net
Change in restricted funds
Expenditure (funding) of assets whose use is limited
Net cash provided by {used in) investing activities
Cash flows from financing activities:
Net Proceeds from short-ferm borrowings
Net Proceeds from long-term debt
Net Praceeds from capital lease obligations
Net cash provided by (used in) financing activities
Increase (decrease) in cash and cash equivalents

Cash and cash equivalents at beginning of year

Cash and cash equivalents at end of year

2022

($36,525,035)

$26,996,056

" {$103,082).

($126:085):

($47.642)

-$67,389..
$635,408°
RIS 1 )
.. $366,353"

$44,055,957

© ($5,899,001)!
. ($38,542);

38116324
.($5,735;604)
($215,772)

{$8.070.822):

{§5.951,376)
$24,096,126 |

$14,169611

2023

$14,249,973

$27,725,185

($1,367,773)
($104,112)
($127,348)

($48,119)
$0
$0
$0

$785,975
$437,097
$68,737
$709,408
$0
$373.679

§42,702,703
($6,949,639)

($6,194,045)
($38,928)

($13,182,612)

$0
(85,822,228)
{$94,162)
($5.916.390)

$23,603,701

$38,265,737

$61,869.438

2024

$11,184,130

$28,792,564

($1,395,334)
($105,153)
{$128,620)

($48,600)
$0
$0
%0

$806,231

$445 839

$70,111
$723,596
$0
$381,153

$40,725.917
(58,954,675)

($6,503,747)
(539,317)

($15,497,739)

$0
($6,198,575)
{$58,508)
{$6,257.083)
$18,971,095

$61,869,438

$80,840.533



New York State Department of Health
Certificate of Need Application

Architectural Submission

Schedule 6

This Schedule applies to projects with construction, including Articles- 28, 36 & 40, i.e.,

Hospitals, D&TCs, RHCFs, CHHAs, LTHHCPs and Hospices.

I yes, please provide a FEMA BFE Certificate from the FEMA website
link www.fema.qov.

Example: - attachment in PDF format Architecture Architecture
Attachment
‘ Altach A
PDF
Architectural narrative that delineates the project scope of the work to
meet the determined program needs, including functional space
requirements.
The following are suggestions to include in your narrative, should they
pertain to your project:
* Intent/Purpose Please refer to the
» Describe existing physical plant conditions In area of work Schedule 6 Attachment N/A
* |dentify spaces that are considered multi-function space
» Changes in capacity: beds / occupants
» Exceptions to the referenced standards, potential life safety
compliance and/or functionality issues
» Innovative approaches and or alternate means of compliance
« Article 28 space adjacent to non-Article 28 space
Schematic Design drawings that complement the architectural narrative.
Submit electronic (via NYSE-CON) and hardcopy drawings using S E 'zasle ';efAe';t";he N/A
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ARCHITECTURAL NARRATIVE MVHS INTEGRATED HEALTH CAMPUS

Background

Faxton St. Luke’s Healthcare (FLSH) and St. Elizabeth Medical Center (SEMC) affiliated in 2014 to become
the Mohawk Valley Health System (MVYHS). MVHS’s mission is to provide excellence in healthcare for its
communities. Substantial effort has been focused on consolidating existing resources, eliminating
redundancies, expanding the depth and breadth of services, improving access and elevating the quality of
healthcare services in the region. MVHS has been successful in its efforts thus far, but has been constrained
by the age and physical limitations of the existing facilities.

SEMC opened in 1917 and the St. Luke's Campus opened in 1957. Since they were built in a time when
healthcare was much different than it is today, these facilities were not designed to accommodate the
programs, equipment and overall patient-care delivery and safety that are part of MVHS service today.

MVHS incurs considerable expenses in order to remain code compliant and significant duplication of
services for two hospital settings. Current services are provided in a space that is not optimal for patient
flow, staff efficiency or patient/family experiences. The two existing campuses, especially SEMC, are also
constrained by size and location and cannot easily accommodate much needed parking areas.

In order to deliver higher quality, more effective care with better community outcomes and at a lower cost,
a single new hospital which combines services from both campuses will be built and transform healthcare
for the community consistent with the vision of Triple Aim. The new MVHS integrated health campus and
state-of-art hospital will replace SEMC and FSLH, will reduce the number of beds in the community and
consolidate patient services to one campus.

The decision to consolidate the two inpatient campuses to a single facility represents the logical progression
of efforts to achieve the MVHS mission and was spurred by several key factors:

» The desire and need to build a facility with the newest technology, services and advancements in
patient safety and quality so that our community can receive the most up to date healthcare
services that rivals those found in large cities.

s The growing demand for healthcare due to the rapidly increasing and aging population in this
region.

e The increasing need to improve accessibility and availability by attracting specialists and providing
services that otherwise would not be available to our community.

e The opportunity to gain greater operational efficiencies through the elimination of duplicative and
redundant functions will help to reduce the rate of increase in healthcare spending and to achieve
improved financial stability
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LEVELL

General Description

Level 1 represents the primary public and service components for the building. A pubic circulation
concourse towards the north and a separate service, “back-of-house” corridor to the south effectively
create an on-stage/off-stage environment and setting.

Public entries and drop-offs are positioned along the Lafayette Street corridor. A gracious Main Entry allows
for patient drop-off and easy access to the MVHS parking garage. This concourse connects all public facing
programs and services including the chapel, outpatient imaging, visitor elevators, the gift shop, dining and
conference center spaces.

The primary service corridor runs along Columbia Street. To the west are both emergency department
walk-in entries and the ambulance entry. To the east is the service yard with access to docks, a service
center and the Central Utility Plant. A controlled staff entry along the south is planned.

920 Public Areas (Public Entry, Lobby, Waiting)

The single, main entrance and lobby is accessed from the drop-off. A canopy extends past the driver side
door on arrival cars to protect visitors from the elements, Visitors arriving via the parking garage are
directed towards the main entry via a covered walkway. A large vestibule provides wheelchair storage and
secure entry to the hospital.

The two-story lobby welcomes visitors, patients and the community with simple and clear wayfinding along
the main concourse. To ensure a secure environment, the security department staffs the information desk.
This entry is designed to accommodate metal detectors should that be required. Otherwise, visitors check-
in at the security monitering desk and are given a visitor badge.

Along the public concourse is an array of seating options directly adjacent to and along the Lafayette
corridor. The outdoor area here is intended to serve as an amenity space with walkways, gardens and
other design elements helping to create a healing environment. The concourse seating area should be
light-filled and restful.

Additionally, the concourse is connected to the Emergency Department waiting area so that family
members in the ED can access other public functions and so that patients arriving at the wrong entry can
access needed services.

The main visitor elevators are directly off the lobby. These are convenient to visitors accessing inpatient
floors or to outpatients traveling to procedures.

920 Public Areas {Gift Shop)

Central to the lobby area is the MVHS gift shop where staff, visitors and patients have access to sundries
such as newspapers, magazines, books, snack and other gift items. The gift shop is run by volunteer
services.

Patron access is directly off the main lobby. Volunteer staff can visualize the gift shop area, staff the check-
out and access the storage room from a single point. There is back-of-house access to the storage room for
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ease of servicing the gift shop.

920 Public Areas (Public Dining, Vending)

Awelcoming dining and servery area is conveniently located off the main lobby. This setting will serve
healthy food choices and provide a variety of menu choices for visitors and staff. The new seating area will
offer different seating options and is positioned to allow views to the cutdoors. A separate physician dining
area is also considered to enhance the physician experience at MVHS, Vending areas will be accessible 24/7.

901 Administration (Security}

Security is positioned to allow easy access for officers throughout the building. The main security
monitoring room is off the concourse and positioned such that staff can also man the main check-infinfo
desk. While security officers are stationed in other high priority areas, including the ED and Birthing Center,
this location allows for a central point of control. The monitoring area here will also function as the fire
command center for the hospital.

901 Administration (Volunteers)

The Volunteer office serves as home base for Volunteer director and coordinators. While some lockers and
workstations are available in this location, most volunteers report directly to their assigned positions. The
first floor location allows Volunteer coordinators to more easily recruit and review potential volunteer
applicants.

903 Admitting (Patient Access)

Nearly all admitting and outpatient registration processes are completed prior to patient arrival, or at the
bedside in the case of the ED and Inpatient direct admits. Qutpatients only access the imaging/noninvasive
department on this level and the intervention/procedure suite on the second level.

Kiosks will be avaiiable in the main lobby area as well as on the second level for self-service check-in. The
reception desk at Imaging is staffed by registration personnel and serves as a reception point for
admitting/patient access.

This department offers additional financial counseling for interface with patients needed additional service.
Three private patient interview spaces (2 certified admitting counselors (CAC) offices and 1 flex office) are
directly off the imaging waiting area. The reception point at the imaging area serves as reception for this
location as well.

The director, manager and administrative staff comprise the remaining areas of the department.

Direct admissions from physician offices or other locations will be identified by the Patient Flow Command Center and
arrivals will be coordinated such that they are directed immediately to the awaiting patient room. If patients arrive
for admission without the prior notification, they will be escorted to the emergency department where proper clinical
monitoring may occur.

922 Chapel/ Meditation

A non-denominational chapel provides spiritual comfort for those of all faiths. The main chapel area wiil be
designed to convert easily for services and needs based on requirements. This includes supporting Catholic
services, Protestant, Jewish and Muslim services. Movable seating and storage for faith implements are
provided in the space.

A shared office is provided for visiting clergy members and is easily accessible for the public.
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106 Emergency Department
Emergency Department unit room overview:
¢ 2 Triage
e 4 Quick/Turn
e 2Trauma
* 6 Behavioral Health
* 10 Observation
e 44 ED Treatment rooms

The Emergency Department is located on the first level with access at grade from the west side of the
building {State St} and is designed to support clear wayfinding and provide separate entry flows for walk-in
patients and those arriving by EMS/Ambulance.

The ambulatory/walk-in entrance on the west side of the building is directly adjacent to the parking garage
which also has a covered connector to the ED entrance to provide protection from outdoor elements. At
this entry, there has been adequate space provided for wheelchair storage that is easily accessible for
patients and staff.

The ambulance drive up and entrance is restricted and is located south of the walk-in entrance on the west
side of the building. Patients arriving by ambulance will be taken immediately to a treatment station within
the ED. A Helipad is directly adjacent to the EMS/Ambulance entrance with clear paved connection to the
ambulance entrance to deliver patients to the ED or to take them directly up a dedicated back elevator to
the OR or ICU.

Patients arriving via the walk-in entrance will pass through a metal detector manned by security and then
be greeted for treatment at the main triage/quick look desk. This patient-first philosophy provides a
welcoming destination staffed by nurses who can make immediate decisions about a patient’s disposition.
The organization and layout of this area is based on improving patient flow to ensure patient safety and to
support a strategy that incorporates immediate bedding, split flow for lower acuity patients and rapid
assessment for others to provide appropriate patient treatment.

There is waiting space provided for families and patients adjacent to the main desk so that the area is in
direct line of sight of nursing and security to ensure safety of patients, and it is designed to provide a calm
environment with access to daylight and amenities via a connection to the main concourse of the hospital.
There is also consultation space provided in this area when needed.

Directly behind 2 triage rooms are 4 quick turn exam rooms for further triage and treatment of lower acuity
patients. This area has a designated provider, nurse and tech assigned to this space and staff have ready
access to all equipment and supplies needed for blood draws, EKGs and medications. All exam rooms in
quick turn are private and equipped the same as all ED exam rooms along with a patient toilet/shower in
this zone, This area has direct access to all imaging modalities that are adjacent to the ED.

The main Emergency Department is comprised of 6 pods that are organized across the floorplate in
groupings of 2 to support flexibility in acuity, staffing ratios for nursing and physicians, and provide ability
to flex up and down during fluctuations in volume. A degree of standardization has been carried out across
the pod configuration so that each pod contains the same supply/equipment resources, workstation space,
medication rooms and patient support located within the center of the pod. This concept assists with
minimizing staff travel, improved communication between providers, and enhances timely care to patients.
Isolation rooms (All, Airborne Infection Isolation) with dedicated toilets have been provided within 2 of
the main ED pods. Lab services within the hospital will be accessible via pneumatic tube with point of care
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testing as appropriate within the department. Pharmacy services will also be accessible via pneumatic tube
with the plan for the hospital or supporting retail pharmacy to dispense discharge medications with patient
instructions and education.

In order to service the many types of needs of the ED patient population and reduce admissions, one of the
pods is designated to care for Observation patients and is dedicated for thase that have been seen in the
ED but need to be monitored for a period of time before they can be discharged. All of the observation
beds meet the standards in size and are the same square footage as the ED exam rooms which include
space for family, med gases, entertainment monitors, and wardrobe for storage. There are dedicated
patient toilets within the pod to support this area. In this pod there is also one isolation room (All) that has
its own dedicated toilet. The central support area is the same as the main ED pods with space for the
clinical staff, clean supplies, soiled utility, medication, and a nourishment station.

To address Trauma/Resuscitation patient needs and the Behavioral Health patient population, one pod
with a direct back of house connection to EMS and closest access to imaging and critical care services was
identified to be the best location for both patient types. This created a division of a pod with one side
consisting of 2 trauma rooms with equipment and support and a separate 6 bed behavioral health unit on
the other side. Each area has its own designated support; trauma with equipment/supplies, imaging and
medication Pyxis with direct access to a dedicated large elevator to transport patients to the operating
room or critical care.

The Behavioral side of the pod is a closed area with secure doors(controlled access), a dedicated team
space, all support services, behavioral health toilet/shower room and a location for security and monitoring
equipment to assist with safety of patients and staff.

A Decontamination treatment room is located near the ambulance entry. It provides one way flow for
patient from the exterior into the treatment area, as well as, one way flow for staff into the treatment area
via an anteroom. This space is designed to accommodate 2 patients at a time with 2 shower heads.

Locker spaces are divided into men and women’s rooms. Each locker room will provide space for potential
use of scrub vending machines, toilet and shower areas and storage for coats and outer footwear. This
locker space will be shared between the ED and Imaging staff. In addition, there is a staff lounge that will
be shared for breaks and lunches. Administrative offices that support the ED and Imaging are also in this
zone to provide close proximity to key program elements and provide flex workstation space for those who
are not within the hospital.

210 Diagnostic Imaging
The Diagnostic Imaging & Non-invasive diagnostics suite consists of the following:
¢ 2 General Radiology
e 2 Fluoroscopy
e 3CT
+ 1MRI
s 3 Ultrasound
e 2 Echo/Stress
e 25PECT
e 1 Mammography

Diagnostic Imaging will provide state-of-the-art imaging services to inpatients and outpatients at MVHS.
The imaging department has been strategically located on the 1st floor 5o that it can be directly adjacent to
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the Emergency department for quick access and near the main hospital entry and inpatient elevators for
patients coming to the hospital for out-patient testing or for quick access to back of house in-patient
elevators reducing travel distances for patients and staff,

The entry point for imaging is off of the main hospital lobby concourse and will have a key entry point with
appropriate signage for point of check in. Itis planned that all patients will be pre-registered prior to
appointment and will stop at a main check-in point to notify of arrival. A dedicated waiting space has been
provided for patients and family along with consultation rooms for private conversations or review of
results.

Inpatients coming to the diagnostic imaging department connect vertically from all floors and will use the
dedicated elevators adjacent to imaging for transport. This quick connection will reduce transport time for
all patients.

The imaging department opens directly inta the Emergency department with 1 CT and 1 Gen Rad room
dedicated to servicing the ED. Staff within imaging will effectively coordinate flow of patients between
rooms to ensure maximum utilization. Both the General Radiology/CT pod and Cardiology testing pod have
a dedicated core with workstations for team, support, and medications. This core area will enhance
communication for all team members. Each CT contains a control room, with 1 large for 2 rooms and the
other CT independent.

All Gen Rad, Fluorascopy and CT raoms have patient toilets. Toilet rooms will be used for patient changing
and will contain lockers and gowns to support privacy.

The MRI diagnostic suite contains an MRI, Control room, wait/holding area, MRI equipment room, patient
toilet and MRI work room. All necessary facility radiation safety measures incorporating the four MRI safety
zones will be implemented.

2 SPECT nuclear medicine tomographic imaging rooms are located together contiguous to a hot [ab and
radioactive waste storage. Segregated patient and staff flows ensure that there is no exposure to radiation.
Radiology offices for physicians have been provided within the department for digital reading capabilities.
Full access to electronic interface will be required to facilitate consultations with other physicians on or off
campus.

Alcoves are provided to support portable imaging devices. Most portable equipment is being distributed
throughout departments to improve accessibility to key imaging tests, reduce fravel time and provide
quicker turnaround time on results,

930 Education & Research

A robust education center offers a variety of learning environments for community, staff and patients. The
large auditorium seats up to 150 and is convertible to smaller conference/classrooms for use in a variety of
settings. Storage for chairs and tables in adjacent rooms allows these conference rooms to be arranged as
the demand reauires.

In addition to the main auditorium, several other conference rooms and training rooms are outfitted with
the latest A/V technology. The IT computer training room and Patient Simulation rcom are for staff use
only. While conference rooms throughout the facility are intended to be shared resources and are
managed by the education staff, the Level 1 conference rooms are typically dedicated to broader learning
needs. The location adjacent to the kitchen allows for easy catering.
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734 Baseline Dietetic (Kitchen, Servery, Nutrition Offices)

The main kitchen, server and nutrition offices support both public cafeteria and inpatient meal service. The
kitchen area has back-of-house access to loading docks, both clean and dirty, as well as simple access to a
service elevator dedicated primarily to food and pharmacy transport.

A room-service type model is anticipated for patient meals.

733 Baseline Clinical Laboratory Services

The Clinical Laboratory at MVHS efficiently performs and coordinates all inpatient and on-site and off-site
outpatient clinical specimen tests ordered by physicians and providers. The Clinical Lab examines materials
derived from the human body for the purpose of providing information on diagnosis, prognosis, prevention,
or treatment of disease. The Clinical Lab also manages procurement, storage, testing and dispensing of
blood products for MVHS. The department procures specimens {phlebotomists or RN collected specimens),
processes specimens, performs STAT and routine test, and communicates results to a physician’s/providers
accurately, in a timely manner,

Services Provided:

s Qutpatient Blood Draw: The lab will not have a phlebotomy area within the lab, but there will be a
phlebotomy area in an adjacent medical office building

e Phlebotomy Services / Specimen Acquisition: Provides Phlebotomy Services to the Hospital and
other outpatient clinic sites. Phlebotomists also work in the Lab, but mainly obtain blood and urine
specimens at the bedside. Other specimens are acquired by on-site RN’s or physicians. A number
of specimens will be acquired from off-site and on-site physician offices or clinics. Specimens
collected at medical office bulldings off campus will be picked up by MVHS courier service and
processed at this lab.

e Accessioning and Processing: Accessions and processes specimens obtained from Blood Draw, RN’s
and physicians. All specimens will be processed at this [ab as it will be the designated Reference
Lab for testing including other microbiology, special chemistry, molecular/serology and other
specimens scheduled for more esoteric testing.

» Pathology: performs surgical specimen processing, frozen sections, and transcription and reporting
of pathological findings

¢ Frozen Section: Specimens from the Surgery Suite will be processed/accessed and evaluated in the
Histology area

Testing:
¢  Provides STAT testing for inpatients and outpatients (Chemistry, Hematology, Coagulation, and
Microbiology) and routine testing for inpatients and outpatients {Chemistry, Hematology,
Coagulation)
s Assume to provide Anatomical Pathology
» Could provide back-up to other MVHS locations and clinics if their instruments go down

Results Reporting: Analyzes results and sends to physicians. Re-tests or adds tests as required. Stores
specimens for a prescribed period of time after testing

Blood Banking: Receives blood product from outside providers. Tests patient specimens. Cross Matches
specimens and blood product. Prepares and stores blood products. Dispenses blood product as needed for
the hospital or the clinics

PoCT Coordination: Coordinates, calibrates, and services point-of-care testing equipment.
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Blood Gas analysis will be provided by Respiratory Therapy outside of the purview of the Lab

Key Interdepartmental/ Support Relationships

Close relationship with Blood Draw which must, in turn, be accessible to outpatients in the MOB.
Phlebotomists cross cover Blood Draw, Clinical Lab and point-of-care draws to level workload
Requires back of the house access from blood product and specimen couriers. This has been
created with a direct connection from the dock to the drop off location area. Dedicated parking for
courier to be provided.

Location of Lab requires access to Loading Dack for delivery of supplies and packages, therefore the
Lab is directly adjacent to the loading dock on the west side of the building

While some blood can be tubed to the patient destination, bulk blood will need te be picked-up
and delivered to Surgery, ED, and other critical areas via the back of hauses service elevators
directly adjacent to the lab

All phlebotomists will have their blood draw carts stored on inpatient units and will decentralize
from the lab. Carts will not be stored in the lab, and will be restocked on the unit. Proximity to the
back of house elevators is currently planned to enhance delivery of specimens to the clinical lab if
they cannot be tubed.

Phlebotomy supplies will be available on the units to Iimit need for phlebotomists to go to the Lab
Pneumatic tubes will transport specimens and blood from the floors to the lab

Changes in Practice

Addition of additional equipment to the hospital lab driving a broader test menu, more STAT's, and
Blood Banking.

Drive for greater efficiency (Lean), as well as the need for faster turnaround times and broader test
menus have made Total Lab Automation systems a viable alternative to individual instruments for
smaller laboratories. Continue to add automation and will continue evaluate opportunities

Test volume is growing due to aging population, expanding market share, additional mandated
tests, new technology, broadened test menu, taking on additional outpatient testing and
community standards. Some additional tests will be accommodated by available instruments sized
for growth.

Some rapid molecular tests (HIV, TB, MRSA) will continue to be done in house.

Lean planning to enhance staffing compliment, enable cost savings for supplies, increase
turnaround time and foster greater reliability is now an integral part of design.

Tubing of blood product reduces the need for a satellite Blood Bank in the OR. A blood bank
refrigerator will be availahle to and monitored by QR staff. Potential for one in the ED for trauma.
Emerging pathogens (H5N1, SARS, MRSA, etc.) require greater attention to staff and public safety,
Intradepartmental

P-tube system to provide access to all patient care areas.

Staff Areas

Lab staff will have a dedicated locker and lounge for storage of coats, personal effects and area for
respite.

Access and Circulation

Entry/window for hospital staff and couriers delivering /picking up blood products,
delivering/sending out provided at 3 locations: Biood Bank, Histology and Main Lab.
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ANATOMICALPATHOLOGY
Operational Objectives: Departmental and Integrative
s The core function of Pathology services is diagnostic pathology. The Pathology Laboratory at MVHS
will provide Frozen Section and Grossing, and STAT Cytology services for on-site patients. The
Pathology Department examines human tissues and body fluids for the purpose of providing
information on diagnosis, prognosis, and treatment planning,.

Services:

s Specimen Acquisition: Pathologists may advise other physicians on the acquisition of specimens or
obtain cytology specimens directly from patients as in Fine Needle Aspiration (FNA).

»  Accessioning: Staff will accessions specimens into the Pathology LIS in the Pathology Laboratory, or,
in future, at point-of-care.

s Frozen Section: Un-fixed STAT specimens, acquired intra-operatively, will be prepared, stained and
taken directly to the lab for analysis

» Grossing: Grossing stations for pathologists and pathology assistants will be provided in
conjunction with Frozen Section to level workload between frozen cases.

s Histology: Blocks prepared at MVHS will be sent to the on-site Pathology Department for
processing and interpretation.

s Cytology: STAT body fluids will be rapidly pracessed in Frozen / Grossing Lab. Routine specimens
will be sent to the on-site Pathology Department for processing and interpretation.

s Autopsy: Autopsies will be performed at MVHS, A morgue has been provided adjacent to the lab
with an area for autopsies and family viewing.

Key Interdepartmental/ Support Relationships
+ Pathologists require access to the Surgical Suite and to clinics where specimens are collected.
s Pathologists need to be accessible to other physicians for consults using multi-headed microscopes
therefore offices will incorporate required space to support a multi-headed scope within pathology
* Frozen/Grossing has direct access to the Loading Dock for delivery of supplies and packages

Key Design Features Clinical Lab/ Pathology

¢ Planned the processing and testing areas of the lab as a large open, rectangular space to maximize
future flexibility and reconfiguration of workflow, benches and equipment. The open lab concept
permits team members to see each other, enhances supervision and night shift can also see each
other, entrances, and pneumatic tubes more easily to increase efficiency and security.

s Offices and other fixed elements are located on the perimeter.

» Direct access to Blood Bank for product delivery provided with a separate entry door off main back
of house corridor.

s Frozen/Grossing currently planned as a large open space to permit flexible workflow and also
provide an environment for pathologists to dictate cases

General
¢ including provisions to temporarily hold bio hazardous waste.
* Incorporated limited access features to provide security to staff.

Patient and Staff Safety
* Biosafety cabinets to control pathogens.
¢ Chemical fume hood to control odors.
¢ Hand washing sinks distributed in all areas for staff.
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s Adaptable casework systems to adjust work surface height for staff ergonomics.

Environmental Quality and Utilities

s Appropriate air exchanges — 100% exhaust, single pass air for Labs. Design a minimum of 6 air
exchanges per hour but air changes may be governed by heat load from equipment.

e ~10 meg ohm RO/D! water is required to support the chemistry instruments and some reagent
prep.

¢ Power will run in wire mold mounted to casework frames or on walls, or in overhead service
carriers.

¢ Cat 6 data will run in the casework cores or in wire mold or overhead service carriers with adapters.

o Cup sinks will be provided in the casework cores 18" AFF for drainage.

e Given the on-grade location, a grid of drains (~11' x 5.5’ starting in the perimeter walls) will be
provided under the slab to permit equipment and casework changes over time.

s Central uninterruptable power supply (UPS) system will be located where possible to avoid
providing UPS at each instrument. UPS is required for all equipment requiring calibration after
emergency shutdown {most analyzers, computers).

e Providing emergency power for all equipment including computers and refrigerators.

Providing FDA compliant monitoring of all Blood Bank refrigerators and freezers.

Provision for future wireless tele-data access for instruments, computers, and PDAs.

Key Card access at all entrances.

Include cable trays in the ceiling.

s Emergency Eyewash and Shower Station with trap primer floor drain and removable cover will be
provided

s Lab waste system capable of withstanding chemicals planned for use in [ab {while chemicals should
not be poured down the drains, an accident could occur). CPVC is not acceptable.

o Lab sinks will have a combination foot control/wrist blade faucet while hand wash sinks could have
electric eye faucet as well as an emergency eyewash/face-wash unit.

943 Maintenance & Housekeeping (Loading Docks)

A dedicated clean and soiled loading dock for the MVHS hospital is located directly off of Columbia on the
east side of the buitding at ground level and provides 4 truck loading clean receiving bays, and 3 bays for
soiled (trash/recyclables/medical waste/linen) and 3-4 locations for short term parking for small truck or
courier deliveries/pick up. Two of the bays will be equipped with a dock leveler and one bay will have a
dock lift. This space supports the receipt and staging of all incoming clean equipment, supplies, mail, linen
and food with a dedicated separation for waste stream management to the soiled bays. The new receiving
docks have direct and immediate access to service elevators that are within the receiving area that can go
directly to the interventional platform, CSP and Pharmacy on the 2™ floor and a direct dedicated restricted
service connection to an additional back of house elevator bank that services the upper inpatient floors. A
receiving check-in office, dedicated portable gas storage tank room, secure holding room, clean linen and
temporary cart staging is directly connected to the unloading areas and provides space for primary supply
distribution and staging areas/ transferring JIT totes for the supply chain department.

943 Maintenance & Housekeeping (Gas Storage Rooms)

The gas storage room located adjacent to the dock will provide temparary storage for oxidizing and non-
oxidizing  gases. The gas storage rooms are limited to the maximum allowable gas quantities by code.

Full and empty cylinders will be clearly marked and a gas manifold will be provided adjacent to the dock

area and be part of the facilities department responsibility.
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243 Maintenance & Housekeeping {Central Storage)

The main warehouse storage space is to be located in a separate facility. A central storage room is located
adjacent to the loading docks and service elevators which allows for ease of distribution or pick up from
user departments. Some bulk non JIT items, including IV fluids disaster preparedness stock, and routine
high use items in low unit of measure format will be stored within the MVHS material management
storeroom. Most supplies will be shipped in reusable totes from various vendors ready for end-users
distribution. All ‘STAT” supply storage will be maintained in the storeroom. Bulk supplies, such as IV fluids
will be de-cased within the storeroom and delivered to Pharmacy for preparation and distribution.

Materials Management will handle the re-stocking of most supplies in all areas of the hospital including SPD
(for redistribution in the case cart system), with Surgery and to other clinical departments. Security will
assist materials management with monitoring receipt of supplies and pedestrian traffic in and around the
loading dock area.

043 Maintenance & Housekeeping {Linen)

A linen service area for receiving of clean linen is located on the dock with immediate access to service
elevators to provide dedicated storage, cart make up, dispatch and distribution of clean linen throughout
the hospital. The linen room will accommodate a secure area for additional carts to serve as emergency
linen backup supply.

943 Maintenance & Housekeeping (Trash & Linen Chute Rooms)

The waste stream management, including the collection, transport and disposal of general trash,
recyclables, and RMW (regulated medical waste) is maintained using manual cart transport and vertical
linen and trash gravity chutes along dedicated soiled distribution routes, which terminate on the Ground
floor leve! in separate dedicated collection rooms. EVS staff will transport trash and linen collection carts to
the soiled side of the dock for pick up.

943 Maintenance & Housekeeping (Facilities & EVS Admin}

Facilities and EVS leadership and supervisors are located adjacent to the Materials Management area,
shops and connected by a corridor te the main dock. This general location of offices and shared conference
room provides direct connection and supervision to those departments, creates opportunities of
collaboration and communication between staff and leaders and provides an area to have department
meetings, team discussions or education. Senior Facilities leadership and the Safety Director are located on
the 2™ floor.

943 Maintenance & Housekeeping {Shops)

Shop space has been dedicated contiguous to the CEP to provide space for work benches, as well as storage
for multiple items that support the daily operations of the hospital. HVAC, Plumbing, Paint, Electrical,
Carpentry, Metal General shops have dedicated spaces to support the work of each specialty. In addition,
the shop area is located off a corridor that connects directly to the CEP providing quick access if needed.
Staff in this area will share a common locker room and lounge with the dock and materials management
team directly adjacent to their area
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General Description

Level 2 is the main procedure and interventional center for the MVHS hospital. A consolidated
interventional platform for outpatients, same day procedure patients, inpatients and trauma patients
provides the flexibility and shared services necessary to enhance patient care delivery.

Administrative functions as well as clinical support areas, including pharmacy and sterile processing, occupy
the remainder of the floor.

This level also supports a front of house and back of house organization. The main visitor elevators offer
views to the entry and Lafayette corridor — aiding in wayfinding. Visitors, family and patients access is
controlled to the main second floor lobby and waiting areas.

Surgical and interventional areas are controlled access and allow for private, back-of-house transport for
patients, services and staff.

A future physician office building located on Columbia could potentially have controlled staff-only access to
this level at the east end of the building.

920 Public Areas (Toilets, Waiting)

Outpatients arriving for outpatient surgery, cath, intervention or endoscopic procedures come to the
second level with family to be checked in and wait for the procedure. The main visitor elevators bring
patients directly to a second floor lobby overlooking the main entry. The intervention center reception desk
is immediately off the elevators.

Amenities for family waiting in the lounge include a variety of seating choices, adjacent public restrooms
and access to refreshments. Patient tracking technology will be utilized to keep family informed of patient
progress throughout his or her procedure. This would allow family to remain on this level or use the first
floor amenities as desired.

Consult rooms are immediately adjacent to the family lounge area. Concierge staff will notify family when
physicians are ready to speak with them and will direct family to the appropriate consult room.
Physicians/surgeons arrive from the opposite direction.

When appropriate, family will be able to stay with patients during pre and post op care via direct access to
these areas.

744 Baseline Recovery Room (PreOp, Post Op, PACU)

Directly off the waiting area is a large Periop unit, consisting of PreOp, PACU and Phase 2 recovery
functions. This suite is designed as a highly flexible suite to allow for flexing of function based on schedule
demands. It is universally designed so that each holding bay or room is able to accommodate both pre-op
and post-op patients’ requirements.

This suite support the operating rooms, Cath labs, EP |abs, interventional rooms, Hybrid OR and endoscopy
rooms. It consists of the following areas:

e 24 PACU bays (including 1 isolation with attached toilet, 5 enclosed rooms)

s 60 Periop Rooms (2 are isolation with attached toilets)

e 2 Procedure/Block rooms

* Supporting care giver work, med, clean, soiled, nutrition and other support functions
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The Periop suite is consists of several clusters of 8 to 10 Periop patient roems surreunding support
functions. These areas are intended to flex as needed, but will be zoned such that patients are generally
positioned nearer to the procedure rooms to which they are scheduled. For instance, the two clusters
south of the main elevator bank are adjacent to the endoscopy suite and near Cath lab rooms. This area
will primarily serve those procedure rooms

The Periop areas are connected via controlled access corridors where staff and materials are free to move,
but public access is limited and controlled. These controlled corridors also lead to the entry of the semi-
restricted corridors of the interventional suite as well as patient, staff and service elevators. The control
desk areas are central to the entire suite in order to manage traffic and flow around these areas.

741 Baseline Operating Room {OR, Cath/EP,IR, Endo)
The interventional platform creates a dedicated suite to all procedure-based services. This includes the
following:
e 8 General ORs
s 4 Specialty ORs {Cardiac, Ortho, Neuro)
e 3 Cath Labs
2 EP Labs
2 IR rooms
1 Hybrid OR
6 Endoscopy rooms, including 1 Advanced Endo room and 1 Flex Fluoro room

The suite is comprised of 4 cores with procedure rooms surrounding a clean core, these are organized as
follows:
s Eight (8) ORs (general ORs )
¢ Six ORs (2 general, 2 Ortho, 2 cardiac) plus soft space for 2 future ORs
e Four intervention rooms (3 IR, 1 Hybrid/IR)
* Four cardiac intervention rooms (2 EP, 2 Cath)
An Endoscopy suite (1 Advanced Endo, 1 Flex Endo/Fluoro {labeled TEE/TILT/ENDO), 4 Endo with 1
capable for Bronchoscopy)

The presence of the clean core or supply core for the procedure rooms means that each will have two
points of entry - one off the semi-restricted corridor for patients, staff and the other off the restricted clean
core. This is true regardless of the specialty assignment of the procedure room {cardiovascular, neurology,
etc...). Universally, the procedure rooms will ali be designed to basic operating room standards, yet
technologically rich. This includes providing the capability of obtaining OR air exchange rates; specifying
cleanable surfaces; and integrating lights, manitors, and booms. The procedure rooms will also include
nurse documentation stations with lighting controls, audio-visual componentry for monitoring and
education, emergency powetr, and supply cabinets. Rooms that have significant imaging equipment
presence also integrate a control room.

The intervention suite will follow the trend of keep both surgical and interventional rooms behind the
“redline” for flexibility and to help mitigate infection risks. However, the endoscopy rooms and potentially
a set of cath lab rooms will follow similar protocols but will not be within the semi-restricted corridors. This
arrangement is designed flexibility to change in the future shouid it be necessary.

Infection risks will also be mitigated with a strong sterile processing departments solely responsible for the
sterilization of instruments, scope and other material. A closed case cart system will be employed to bring
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clean and dirty instruments to and from the operating rooms.

Staff support areas, including offices, lounges, and locker rooms are provided at the east most edge of the
suite. The staff lockers and lounge are shared by all interventional staff and physicians as well as sterile
processing department staff.

901 Administration (Quality}

The northeast area of the second floor is comprised of several administrative functions. Quality
management and analytics are distributed to two locations in the hospital. The administrative suite on
Level 2 across from family waiting supports twelve quality management professionals in open office
workstations. These staff members support many department throughout the hospital. They access each
area and have a particularly strong relationship with physicians, therefore, the location adjacent to
physician services proves useful.

901 Administration (Physician Services, GME}

Physician Services and the General Medical Education department are co-located on the secend floor of the
hospital adjacent to administration and the Interventional platform. This location provides a dedicated
space for a Resident lounge, active lounge, medical library, lockers, kitchenette and hoteling workstations
for residents in the MVHS program. The GME space supporting internship, residency, sub-specialty and
fellowship programs has an office for the Director, Coordinator, 3 Credentialing staff, and space for
credentialing records. The space provides a quiet calm atmosphere with access to light and amenities to
support the program. This location provides a hub that is close to easy access to elevators for the patient
tower or to access conference space for meetings and group education.

901 Administration (Administration, Nursing Administration)

The senior. executive Administration suite and Nursing administration are located in adjacent areas. The
Administration suite supports the CEQ, 7 senior VP offices and associated administrative professionals. This
suite is accessible by visitors if directed to the area. A dedicated consultation reom is provided to meet
with family, patients or visitors as needed.

A large boardroom supports the hospital’s mission of community involvement. Adjacent catering,
restrooms and direct access to the Administrative suite allow for its use serving a number of functions.
Nursing Administration is a primarily distributed service. This suite allows the three AVPs to share an office
suite with dedicated staff support and the central locations supports easy access for physicians, nurses,
staff and senior administration.

901 Administration (Employee Health)

The MVHS employee health program will primarily be located off-site and will have a robust telehealth
presence. However, a small suite is on-site for easy staff access when needed. This location may primarily
support quick checks and serve as a triage station for other staff needs.

943 Maintenance & Housekeeping (Facilities Administration)
The AVP for facilities, facilities admin, safety officers and training rooms are dispersed on this level. Other
facilities staff are located on the first floor and/or near the annex building.

948 Equipment & Maintenance (Clinical Engineering)

A robust clinical engineering program supports all clinical services. The main clinical engineering work
room include work benches for 8 engineers and is lacated adjacent to the bed repair shop. This second
floor location helps to serve the intervention platform effectively and gives the staff here central access to
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elevators for easy access throughout the building.

548 Equipment & Maintenance (Patient Transport)

Patient transport staff will be deployed throughout the hospital and will be outfitted with communication
tools to aid rapid deployment as needed. The dispatch staff are located with the Patient Flow Command
Center on the 3™ floor. This patient transport area is a quick touchdown area for staff and holds additional
stretchers and wheelchairs for use if the decentralized transport is not available,

742 Baseline Pharmaceutical Services

The pharmacy department is located on the second floor and is adjacent to the interventional platform and
central sterile processing departments. This location puts this important support service in the place of
highest use and close to vertical circulation to support the bed tower. The development of the pharmacy
plan focused on bringing the most efficient methods of dispensing and service to support inpatient needs.
Determining the method of medication distribution on the inpatient units was critical to determining the
physical layout of the pharmacy as well as the use of automated technology and medication management
throughout the hospital. The pharmacy will utilize the carrousel system for comprehensive medication
inventory management. This allows for fewer pharmacists needed in the pharmacy due to the efficiency for
cart fill, which supports the organizations goal to have pharmacists out on the units. The pharmacy space
contains dedicated area for techs and pharmacists, IV Prep w/ hoaod, Antercom and pass thru, Narcotic
Vault, Bulk receiving, Pneumatic Tubes and Carrousels with a packaging area.

In addition, there is a service window for clinical staff that may need to pick up medication directly from the
Pharmacy which is located on the West end of the department, closest to the elevators. This model
assumes physician order entry which will be utilized for medication ordering.

Key Services Provided
s Bulk purchasing of stock medications for pharmacy dispensing
» Dispensing medications to all clinical areas
¢ Admixture to IV solutions for distribution to clinical areas and for inpatient administration
» (Clinical pharmacy program: pharmacists deployed to inpatient units/departments to consult with
physicians/providers; provide patient education and counseling
e Employee prescription dispensing — potential retail location in Medical Office Building
Changes in Practice
» Potential for additional partnering with retail pharmacy for discharge medications
* Workload changes and new efficiencies due to having a pneumatic tube system that goes to all
departments and can carry other medications not currently able to be dispensed via tube.
¢ Multiple Pyxis locations that will require pharmacy support

Pharmacy staff have a dedicated lounge and locker room and 2 staff toilets adjacent to the department.
Pharmacy offices are connected to the main pharmacy within a suite and also accessible through the
pharmacy. Spaces for clinical pharmacists, director, operations manager, purchasing, IT and admin are
located in this area to support the depariment.

941 Central Sterile & Supply (Sterile Processing Department)

Central Sterile (now the Sterile Processing Department (SPD)) will employ the latest equipment technology
and lean processes, including a 3-zone design, employing automated pass-thru steam sterilizers and
automated instrument washer-decontaminators. Low temperature sterilization will exclude high-risk
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ethylene oxide in favor of the efficiency and safety of gas plasma technology. The initial configuration will
include four (4 ea.) instrument washer decontaminators, one automated cart and utensils washers and one

manual

cart washer, four (4 ea.) large capacity floor-loading, pass-thru steam sterilizers, plus one {1 ea.)

smaller sterilizers to support rapid turnaround. The department will be staffed 24 hours daily, 7 days each
week. The Sterile Processing department is located on the 2nd floor of the hospital and is adjacent to the
interventional platform for ease of access and quick turnaround on instrumentation.

Operational Objectives: Departmental and integrative

Services
[ ]

o SPD will adhere to the highest standards of care through practice, uniform training and staff
certification and the use of advanced technology for reprocessing an sterilization

* SPDis designed to be the single point of responsibility for routine decontamination, sterilization
and infection control for MVHS

e The department design, reprocessing equipment and work flows will be consistent with
contemporary infection control protocols and will support the department’s role as the focal
point of the interventional supply chain

e Together with Materials Management, SPD will coordinate the supply and instrument
requirements for the Interventional Suite, primarily via a case cart system.

Decontamination of critical medical devices, including surgical instruments, floor and procedural
trays

Decontamination and sterilization of all scopes which will not be processed at the point-of-care.
This reflects provisions in the upcoming 2018 FGI to help optimize the quality of processing.
Sterilization of all critical medical devices including surgical instrument sets, powered tools and
individual instruments used in any surgical/interventional setting

Storage and distribution of surgical supplies that are maintained within SPD for the case cart
system, as well as most consumables supplies, implants and other materials used in any
surgical/interventional setting

Assembly of case carts, specialty carts, room carts and procedure carts/set-ups.

Monitoring and quality assurance testing of all sterilization equipment used throughout the campus
including any point of use decontamination or sterilization units used in patient care settings
Reprocessing of all flexible scopes used throughout the hospital system

Physical Layout

Decontamination

Equipment will include high-level washer disinfectors; ultrasonic cleaner/dryer and an automated
cart washer

An automated cart washer shall have a utensil cart/rack option to handle hard goods such as ridged
instrument containers and miscellaneous utensils that do not require high level decontamination
Equipment washroom will be provided to accommodate the washing of large equipment and will
provide a back-up opticn for washing carts, stretchers and other wheeled goods

A clinical sink and the appropriate number of 2, and 3 basin clean-up sinks will be provided. A pass-
through window from decontam will be provided to allow delicate instruments to be processed and
then wrapped and sterilized in the Prep and Pack area

A vendar drop off area for loaner tools and sets will be provided. Vendors will also use this area to
pick up the loaned items.

Decontam will be accessed from the adjoining service corridor via vestibule/interchange. This
transition area will include a hand wash sink PPE storage anyone entering or leaving the decontam
area.
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Scope Processing

SPD will be processing all scopes from Endoscopy

A dedicated area for the arrival of dirty scopes is located adjacent to endoscopy. Dirty scopes will
arrive in totes to the decontam side of scope processing

Scopes will be cleaned in scope processing and returned to endoscopy to be stored in cabinets
within the department.

Prep and Pack

The equipment clean up room and automated cart washer will exit into the clean side of SPD. The
cleaned but still empty case carts will be staged awaiting assembly.

The completed/filled case carts will be positioned in cart staging

Instrument racks will exit the washer decontaminators on to accumulation conveyors. Staff will use
transfer carts to move the racks from the conveyors to the prep & pack workstations. The racks will
be moved to the assembly area for re-assembiy and wrapping. As the racks are emptied, they will
be returned to Decontam via a return conveyor.

Once the instruments and instrument sets are wrapped, the heat stable iterns will be loaded on to
special carts and moved to the steam sterilizers.

Heat and moisture sensitive items will be processed using gas plasma technology such as
STERRADTM or another replacement technology for ethylene oxide {EtO) sterilization.

The hot, sterile instruments will cool upon removal from the steam sterilizer. The sterilized goods
will be stored on carts to await picking (case carts) or dispatch {floor trays, etc.)

Pick sheets or preference cards from the surgical information system (515} will be printed at a
workstation, Technicians will assemble the case carts for distribution to the surgical/interventional
suite and other defined users

Sterile and Clean Stores

SPD will have the capability to store most {80%+) of the surgical instruments, instrument sets and
the routine supplies used by the Interventional Suite. The rest of the interventional
instrumentation and supplies will be stored in the clean cores, and within the individual operating
and/or procedure rooms. :

5PD technicians will pick the required items using the preference cards generated by the surgical
information system (SIS}. Supplies and instrument sets will be placed into the case cart, and then
staged according to their scheduled use and destination.

Case carts will be transported via a dedicated back of house corridor in the restricted zone of the
platform and delivered to the Interventional Suite

General floor trays and patfent utensils will be held for pick-up and delivery by Materials
Management distribution staff

Supply replenishment within SPD will be provided by Materials Management. Items will be de-
cased prior to delivery to SPD or to the Interventional Suite

De-casing can occur at the [oading dock or at the vendor facility if a tote/JIT system is employed

Planning Guidelines

Technology Implications

Use of a computerized information system with instrument management, productivity monitoring
and locator/tracking capabilities

Potential use of robotics to facilitate the routine delivery and return of surgical case carts

Use of automated loading/unloading capabilities for the instrument washers
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*  Access to the SIS information system for comprehensive management of case carts and physician
preference requirements.

s Other equipment and/or information technology to streamline departmental operations and
support to all end users

Intradepartmental

s Decontamination room shall include workstations for unloading case carts and separating
instruments; ctean up sinks will allow for initial and supplemental cleaning; decontamination will be
achieved using automated pass through washers that exit into the prep and pack area

s Staff working in decontamination will enter and depart through an anteroom where they will don
protective over garments

s Astaging area will be required for holding soiled case carts. Space will also be needed for rinsing,
soaking and cleaning of special instrumentation prior to loading onto an uitrasonic cleaner.

¢ Cleaning solutions will be located in a room, with close proximity to the washers.

s Dedicated environmental service closets are located in the decontamination area and for the clean
area of SPD.

¢ The storage will accommodate case cart staging along with high-density storage systems with
access from both ends and adequate aisle space

Staff Areas
s Dedicated male and female lockers, breakroom and toilets are directly across the corridor from S5PD
and will be shared with the interventional platform.

Access and Circulation
s Physical layout reflects the appropriate flow of staff and instrumentation from contaminated to
clean areas as outlined; appropriate storage of sterile goods within department is essential

Ancillary Services — Support from / for
s  Material Managementis a key supplier to SPD.
¢ Materials Management will replenish supplies to the [nterventional Suite (non-case cart items) and
to all other patient care areas including the inpatient-nursing units.

Key Design Features

e Eguipment will require specialized power, enclosure systems and water, steam and drain lines.
Deionized water systems should be anticipated in the decontamination room

s HVAC system will be designed to meet ANSI/AMMI ST-79, state health department and MVHS
infection control standards.

» Ductwork handling exhaust air from the instrument washers, cart washer and sterilizers must be
constructed of stainless steel or other non-corroding, non-rusting material.

e Emergency power will be required to keep certain equipment operational at all times
Floor and wall surfaces must be waterproof and finished with non-organic materials.

s Local steam generators will be required if house steam boilers are not part of the building central

plant.
Patient and Staff Safety
s Apprapriate personal protective equipment {PPE) storage will be planned for the decontamination
area

e Emergency eyewash stations and separate hand washing sinks to be provided in the
decontamination area
e Floor surfaces will be slip resistant
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Environmental Quality

* Equipment and activities within SPD create unique environmental and mechanical requirements;
the entire area must be located, planned and designed to mitigate potential damage to adjacent
areas from water leakage or water vapor accumulation

s Soiled areas of SPD must be maintained under negative air pressure; all clean areas within the
department must be maintained under positive air pressure (see ANSI/AMMI 5T-79)

s There should be sufficient air exchanges, humidity and temperature controls {see ANSI/AMM| ST-
79) to mitigate the heat dissipation of the SPD equipment. This is for staff comfort as well as to
protect the sterility of instrument packs
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LEVELS3TO 8

General Description

The design of the typical inpatient care unit is consistent throughout the remaining seven levels. The
organization and layout of the floors are based on delivering superior patient-centered care with
integrated, multi-disciplinary care teams, maximizing patient safety, reducing error, accommodating
families and proving the opportunity for an enhanced patient, family and staff experience.,

Each level generally consists of two (2} inpatient units along with shared and other support functions
occupying the center hub. The programs throughout the bed tower include:

e level 3 Critical Care, Administrative, Respiratory Care, Tenant, Housing On Call, Case Management,
Risk Management, Infection prevention

s Level 4 Birthing Center (LDR, Postpartum} ,Neonatal Intermediate Care

o level 5 Intermediate Care, Inpatient Dialysis

s Level 6 Medical/Surgical Care, Pediatric support, Therapy Gym, PT/OT/Speech offices

o level 7 Medical/Surgical Inpatient Care, Therapy Gym, Quality Analytics

* level 8 Medical Surgical Inpatient Care, IT Help desk staff

e Level 9 Behavioral Health

Open Core Inpatient Unit Bed Model (Basis for Design of Inpatient Units)

The hasis of design for all inpatient care units is the open core model. This arrangement and configuration
was strangly supported by and advocated for by nursing, physician and support staff involved in the design
process, which included both testing of various ffoorplan designs and visiting numerous unit examples.
The premise of this plan is to increase visibility and connections between nursing, physicians, patients and
other staff. It also strives to bring care closer to the patients and allow the care team to work in a more
decentralized manner while still henefiting from team connections.

The overall unit organization consists of patient rooms surrounding a 16 foot wide patient care corridor.
One side (8’') of the corridor is clear for patient movement. The other 8 zone of the center includes
alternating caregiver stations and supply/equipment alcoves atong with clear 8’ access to patient rooms.

The caregiver statlons support every four patient rooms —two pairs across from each other. Itincludes two
seated workstations, two standing workstations and counter area for team use. There is line of sight
between each caregiver station as well as throughout the unit. Acoustical controls will be included along
corridors and surrounding the care team stations. Patients and families benefit from knowing that the care
team is nearby.

The supply/equipment alcoves are standardized along the corridor and will be the same unit to unit so that
staff may work anywhere and understand the floorplan layout. While these details have not yet been
determined, it is anticipated that alcoves will be dedicated to functions such as, linen, carts, equipment,
standard high-use supplies and other functions.

Central to each unit is an additional support zone. This area houses the central medication raom, nutrition,
clean and soiled rooms. Additional equipment rooms are located towards the center area of the patient
floor. Itis important to note that no doors are across from patient roams which also aids in reducing noise
levels on the units. Te reduce steps by nursing and enable pharmacy efficiency, three med rooms are
planned per typical med/surg unit — giving nursing a med room for every 10 rooms.

The entry to each unit includes the “team center’. This is an open desk for the unit clerk and charge nurse
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and serves as a reception point on the unit. In the middle of each unit is an enclosed collaboration room
support conversations between care team members and providing additional workspace for physicians and
other staff.

Visitars arrive on the floor via the main elevators and are oriented visually towards the family waiting area.
They would then go towards the west or south to reach a particular patient’s room. At the end of each
wing will be a family respite area, encompassing a few seats to allow for a brief getaway from the patient
room. Otherwise, family are welcome in patient recoms and are invited to stay overnight. Specific rules
regarding numbers of visitors and timing will be determined by haspital and unit leadership.

Staff support is located centrally and shared by both units. A large conference room, staff lounge, lockers
and offices create the support core.

Each med/surg or intermediate care unit consists of 30 patient rooms, 1 of which is an isolation room. Two
rooms per unit also are capable of flexing up to semi private rooms in the event of emergency surge
capacity needs. Thus, the actual capacity of the typical unit is 32 beds.

Typical Patient Room
Details of the typical patient room will be design further in the next phases. There are several principles
upon which the room layout is based. This includes:

s Standardization of all rooms for easy of use

s Large patient door openings to support patient movement

s Zones for caregivers, patient and family

» Simple direct access from bed to toilet room

Each room is anticipated to support mobile documentation stations dedicated to the patient room. While
this could be a “workstation on wheels”, the capability to support future technology, including tablet
technology is expected.

Each patient room has its own dedicated toilet, automatic bedpan washer, sink and shower. ICU rooms do
not include a shower, but otherwise are similar to typical acute care rooms.

Each patient room has a small cabinet for Personal Protection Equipment (PPE). The intention is that this

will be accessible from both inside and outside of the patient room. To be developed in future design
phases.
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LEVEL3

107 Critical Care {Intensive Care) {note that “Critical Care” terminology to be used to be consistent with FGI)

West Unit: 22 Total Critical Care Beds

1 Critical Care All (Airborne Infection Isolation) room
2 Critical Care ADA rooms
19 Critical Care typical rooms
East Unit: 20 Total Critical Care Beds
1 Critical Care {Airborne Infection Isolation) room
2 Critical Care ADA rooms
17 Critical Care typical rooms

42 TOTAL Critical Care BEDS

The Critical Care Units follow the typical acute inpatient floor design with modifications to meet
requirements for Critical Care level of care.

All the rooms on the Critical Care floor meet the clinical requirements of Critical Care level care, including
SF, clear floor area, clearances around bed, headwall dimension, and observation into patient rooms, with
some additional space for family presence. The toilet rooms contain toilet, automatic bedpan washer, and
sink. 10% of the rooms are fully ADA accessible. Two separate shower rooms are located on each unit for
patients who may require a shower.

Care Team Stations
s Decentralized care team stations are positioned around every four patient rooms, approximately.
These stations provide seated documentation for 2 staff and standing documentation for another 2
staff. In addition, a central desk is positioned on each unit to support unit clerk, charge nurse and
other team members. An enclosed documentation workroom offers ancillary team members,
physicians and nursing staff to collaborate within the unit.

Supply/Equipment
¢ (Clean supply rooms, medication rooms, equipment rooms and alcoves and soiled utility rooms are
positioned both centraily and distributed along the patient care unit. Equipment storage SF
requirement of 20SF per patient room has been met with a central equipment storage per unit and
four equipment/supply alcoves per unit with additional equipment alcoves for
stretchers/wheelchairs near the patient transport elevators.

Family Spaces
s FGl requirements for critical care include a ratio of 1.5 visitor seats per patient room. This has been

accommodated through family lounge space on each unit, and floor lounge space at the main
visitor elevators. Additionally, because all rooms are single bedded rooms, family presence is
welcomed within the room and a family member may sleep overnight. Per FGI, seating for 2 visitors
will be provided in each patient room. There are a number of other family support spaces
throughout the hospital.
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901 Administrative {Infection Prevention, Case Management, Risk Management)

Infection Prevention staff offices and Case Management administrative offices are located within the 3"
floor center core area. These functions serve the entire hospital. While case managers and social work staff
are located on each inpatient unit, supervisors/leadership and support staff are located in this
administrative suite.

Infection prevention staff use and open workstation environment and use this office suite as their
touchdown space. Infection prevention staff travel to other department areas when meeting with clinical
team members.

901 Administrative (Patient Flow Command Center)

The Patient Flow Command Center is a multi-disciplinary suite intended to bring all components of patient
flow and movement together. This suite includes bed control, transfer center, dispatch and EVS dispatch
into a single center. A large bank of monitors create a visual, real-time patient flow information for all
team members.

228 Respiratory Care

The Respiratory Care department specializes in treating respiratory illnesses including chronic lung
problems such as asthma, bronchitis, emphysema, and COPD, as well as acute breathing problems
associated with serious or life-threatening conditions such as traumatic injury, heart attack, or stroke.
MVHS Respiratory therapists are experts in managing life support devices, airway management, mechanical
ventilation, and other aspects of critical care medicine.

The respiratory care department includes touchdown space for RT staff who are assigned to various care
areas, administrative offices and spaces for cleaning and repairing equipment such as ventilators, C-pap
and Bipap machines. Critical Care nursing unit, ED, and PACU all have on unit storage of clean ventilators.
Minimal storage is located in this area,

Tenant Masonic Lab

The Masonic Lab is a tenant space to be developed. This location is intended to house research lab space
associated with heart tissue procurement. There is a relationship with the cardiac operating rooms on the
level directly below this area.

982 Housing On-Call

Six (6) single occupant on-call rooms with attached toilet/showers are positioned centrally on this floor.
These are shared use on-call rooms by physicians, residents or others requiring sleeping quarters.
Additional on-call rooms are located on the Birthing Center floor (Level 4}
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LEVELY

General Description
Maternity services, at MVHS called the “Birthing Center”, occupies the entire fourth floor.

West Unit:
1 Butterfly PP room (for fetal demise parents)
20 Typical Postpartum single patient rooms with toilet/shower
21 Total Postpartum patient rooms
Center Unit:
1 NICU All {Airborne Infection Isolation) room
yi NICU typical rooms
8 NICU beds
East Unit:

2 Antepartum patient rooms

31TOTAL INPATIENT BIRTHING CENTER beds {includes NICU)

East Unit 8 LDR rooms (1 All Room, Airborne Infection Isolation)
3 Triage/ early labor exam rooms
2 C-Section Operating Rooms
3 Recovery bays

Please note that the LDR beds are not considered inpatient beds on the operating certificate. The total
number of inpatient beds on this unit is 23 {comprised of 20 post-partum +1 butterfly room +2 ante
partum).”

The Birthing Center is located on the 4" floor of the main bed tower which can be directly accessed from
the main entry via elevator or through the Emergency Department via a dedicated back of house elevator.,
Patients arriving in the ED in active labor will be assessed at ED triage and escorted via cart or wheelchair to
the Birthing Center. The overall strategy and approach is to create a unit that supports birthing,
postpartum care, and Specialty Care nursery needs within a unified environment that is safe, calming, and
supportive of new mothers. Maximizing patient and infant safety spanning the entire continuum of care is
paramount and patient, staff and visitor fiows are optimized to support this approach.

214 Maternity (Birthing Center — LDR)

Patients arrive via patient dedicated elevators and are greeted on the unit at a single intake point and
triaged and evaluated in an exam room pod. Registration will occur at bedside for this patient population.
This area is supported by 3 exam rooms, 1 patient toilet and clinical team station. After evaluation, the
patient can be moved directly to one of the 2 antepartum rooms adjacent to the triage/exam area or to an
LDR room. The LDR rooms are positioned in the back of the unit, closest to team collabaorative workstations
and decentralized nursing hubs to ensure line of site and patient safety. Dedicated soiled, clean, medication
rooms and a pneumatic tube are located in the center to provide ease of access and reduce travel for staff
and provide timely care.

LDR rooms (8) are designed to provide care to a delivering mother from arrival to delivery. This room also
provides space for the baby after delivery for assessment and evaluation. The rooms are designed to
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support all clinical situations for mother and baby and will be equipped with the following items:; Birthing
bed and ceiling mounted light, warmer, wall mounted gases for mother and baby, cabinets for storage at
headwall for fetal monitoring and emergency equipment, clinical documentation workstation and cabinetry
with sink upon arrival to support hand hygiene practices, linen storage, and PPE. While provisions are
included for baby after delivery, a separate Infant Resuscitation room is also provided to support the unit.

Antepartum rooms {2) adjacent to triage will provide initial care or post-delivery care to mothers that will
be delivering in the C-Section room. These rooms are also equipped to provide an environment for initial
patient exam, uitrasound or other evaluation. The room will be equipped with the following: Maternity
bed, over bed table and bedside chair, bassinette or warmer, wall mounted gases, clinical documentation
workstation and cabinetry and sink upon arrival to support required hand hygiene practices, linen storage,
supplies and PPE.

214 Maternity (Birthing Center — C-Section Suite)

The C-Section suite consists of 2 C-Section ORs and 3 PACU bays. This area is behind the triage exam space
with connection from both triage and LDR via semi-restricted corridor. Surgery/delivery staff entering this
space will need to enter via the central core thru a dedicated locker room with staff toilet/shower, change
into appropriate attire and exit into the suite on the restricted side. All staff entering from the patient floor
side will don appropriate PPE located before doors to surgery suite and will require badge access only. The
recovery area has 3 PACU bays with a nurse station supporting both flow of patients coming in and out of
suite and monitoring of PACU patients. The PACU bays are adjacent to the ORs and are easily accessed via
the restricted corridor. The bays have a standard configuration with 3 walls and a curtain for privacy.

Hand washing sinks will be provided at the bays. Bays will contain post procedure patient cart, supplies and
emergency equipment at the headwall. Each bay will have required med gases and clinical workstation for
documentation and medication administration.

The OR suite is also supported by a dedicated soiled room, clean/equipment/gas room, Anesthesia
work/supply and environmental service room. A locker area supports the unit and C-Section suite. All
fnstrumentation, trays and case carts will be processed by SPD on the second floor with some frequently
used processed trays to be stored within the OR suite clean supply room.

214 Matemity (Birthing Center — Post Partum)

The postpartum unit is located in the west wing of the bed tower on the same floor as Labor and Delivery.
A separate waiting and family arrival zone is directly off the main visitor elevator bank with controlled
access to the unit. The postpartum unit is designed to reflect the typical inpatient room type and size
{accommodating FGI post-partum requirements) and provides a toilet/shower room and place for family
and visitors. All rooms support a couplet care approach for mother/baby bonding and care. There is one
isofation room on the unit to support any airborne infection control situations. A small well baby nursery,
contiguous to the Special care nursery is located at the beginning of the unit if the mother is away at a
procedure or needs a break to rest. The nursing staff are at decentralized hubs throughout the unit with
decentralized supplies and medications distributed across the floorplate.

In a central hub on the floor, there is dedicated soiled, clean supply, and a medication room and pneumatic
tube to decrease travel distance for these activities. This design is reflective of all inpatient floors and is
standardized throughout the inpatient tower to ensure ease of access, reduce errors and improve
timeliness of patient care. The unit also has a team space for huddles or quick conferences with
multidisciplinary providers located at the front of the unit. One post-partum room is a dedicated “Butterfly
Room” for those mothers and families that have experienced a loss. This room will be located at the end of
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the unit and reflect a slightly different design and experience to help mothers and families cope during a
difficult time.

To support physician and resident needs, there are 2 sleep rooms for OB/GYN physicians and Anesthesia
services located at the end of the unit for quick access when needed.

214  Maternity (Birthing Center — Staff Offices, Support)

Additional support services and staff offices are located within the main hub {bar) of the building. Nurse
Manager offices are located near their respective units with offices for case management, social work,
clinical educators and laborists collocated. A staff lounge, locker and conference room space is also within
the hub and can be accessed from the back of house stair/elevator area. This space will be shared by all
units on this floor.

110 Neonatal Intermediate Care

Centrally located between the LDR/C-Section unit and the postpartum unit is an 8 bed special care nursery
with space for 4 well baby bassinettes. This level Il nursery supports and provides basic care to infants that
are moderately ill with problems that are expected to resolve rapidly or who are recovering from a serious
illness that was treated in a level lll nursery. If the level of complexity of an infant should change, the infant
would be transported via ambulance or helicopter to another facility. The unit has immediate and direct
access to a dedicated large elevator that leads directly to the ambulance entrance and helipad location.

All private Special Care Nursery rooms are provided with doors to provide privacy for families and an
environment conducive for neonates. All rooms will have required headwall gases, workstations for
documentation, sinks to support appropriate handwashing and space for family to stay overnight if needed.

There is a clinical team station in the center providing line of site to all bays to ensure visibility of patients
Alcoves are located within the unit for different bed types required in addition for space to store crash carts
and emergency equipment. A dedicated space for the neonatologist is provided adjacent to the unit for
documentation and a sleep space if needed. Additional accommodations for long term stay will be provided
outside the hospital.

The unit will be controlled by badge access and an infant abduction system will be employed throughout
the Birthing Center platform for infant safety. Within the unit, the area is supported by a clean &
equipment supply, soiled utility and medication room. Staff will utilize the centrally located staff lounge
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| LEVEL S

West Unit: 32 Total 24 Intermediate Care Beds and 8 Coronary Care beds
1 All private room {Airborne Infection Isolation)
2 Semi-private rooms (typically used as private room. Sized for 2 patients for
emergency use)
27 Typical private rooms
East Unit: 32 Total Intermediate Care Beds
i All private room {Airborne Infection Isolation)
2 Semi-private rooms {typically used as private room. Sized for 2 patients for
emergency use.)
27 Typical Acute inpatient private rooms
64 TOTAL Acute Care Inpatient Beds
Center: 8 Inpatient Dialysis Bays

This represents a typical acute care inpatient floor comprised of two (2) separate units each with 30
inpatient rooms. These units will operate as 30 private bed room in all typical situations. Twa (2) roams on
each unit are capable of flexing up to a semi-private room in times of emergency need. Thus, the actual
bed capacity on the floor is 64 beds.

736 Baseline Medical Surgical {Intermediate Care Unit) — West Unit

All the rooms on the floor meet the clinical requirements of intermediate level care, including SF, clear floor
area, clearance around bed, headwall dimension, and observation into patient rooms, with additional space
for family presence. The toilet rooms contain toilet, automatic bedpan washer, shower and sink. All patient
toilet rooms accommodate ADA requirements. Each All {Airborne Infection Isolation) room (one per unit)
includes a dialysis box.

Care Team Stations

¢ Decentralized care team stations are positioned around every four patient rooms. These stations
provide seated documentation for two staff and standing documentation for another two staff. In
addition, a team station desk is positioned at the entry of each unit to support unit clerk, charge
nurse and transient care team. A centrally located, enclosed collaboration room (labeled
documentation) offers ancillary team members, physicians and nursing staff to collaborate within
the unit, This room will have glass or other transparent walls at the front edge to maintain overall
visualization of the unit.

Supply/Equipment
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e Clean supply rooms, medication rooms, equipment rooms and alcoves and soiled workrooms are
positioned both centrally and distributed along the patient care unit. Equipment storage SF
requirement of 10 SF per patient room has been met or exceeded, with a central equipment
storage per unit and six equipment/supply alcoves per unit with additionat equipment alcoves for
stretchers/wheelchairs near the patient transport elevators.

Family Spaces
¢ Allrooms are single bedded rooms and family presence is welcomed within the room and a family

member may sleep overnight. A family lounge is located at the entry to the floor by the visitor
elevator. A small respite space is also provided at the end of each unit. There are a number of
other family support spaces throughout the hospital.

101 Acute Renal Dialysis

The inpatient dialysis unit supports all acute care units with dialysis needs. The dialysis team travel to the
Critical Care units and isolation rooms for patient dialysis. All other acute care inpatients are transported to
this setting for dialysis. Eight patient bays surround a team care station. These bays accommodate
appropriate clearances and work space for staff.

Dialysis staff clean and store portable units in this suite. Additional spaces include, office {manager), water
treatment room, clean supply, equipment storage, cart alcoves, a patient toilet and staff toilet.
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ILEVEL®

General Description
West Unit: 32 Total Acute Med/Surg Beds
1 All private room {Airborne Infection Isolation)
2 Semi-private rooms {typically used as private room. Sized for 2 patients for
emergency use)
27 Typical Acute inpatient private rooms
East Unit: 32 Total Acute Med/Surg Beds

All private room {Airborne Infection Isolation)
Semi-private rooms (typically used as private room. Sized for 2 patients for

emergency use)
27 Typical Acute inpatient private rooms
64 TOTAL Acute Care Inpatient Beds
Center: 1 Therapy Gym

Pediatrics Support rooms {multipurpose play, exam and staff work)

This represents a typical acute care inpatient floor comprised of two (2) separate units each with 30
inpatient rooms. These units will operate as 30 private rooms in all typical situations. Two (2} rooms on
each unit are capable of flexing up to a semi-private room in times of emergency need. Thus, the actual
bed capacity on the floor is 64 beds.

736 Baseline Medical Surgical (Medical Surgical Unit} - East and West Unit
This unit follows the typical acute care unit design. This med/surg unit is designated as the location for
pediatric inpatients when needed.

218 Pediatrics

The East wing med/surg inpatient unit houses any pediatric inpatients requiring general medical/surgical
care. Currently, pediatrics has a 1 or 2 day average daily census. An exam room, multi-purpose play room
and a child life staff workroom are near the unit entrance.

302  Medical Rehabilitation :

Levels 6 and Level 7 have a smalt inpatient Therapy Gym. The Therapy Gyms support all inpatients needing
therapy, which is not accommodated within the patient room or unit. One of these floors will be the
primary orthopedics floor and another will be for neuroscience/stroke patients.

The gym includes mat, stairs, parallel bars, suspended gait and an ADL toilet room and floor space for
additional treatment. A ceiling lift provides safe patient handling for patients as needed.

Administrative functions for physical therapy, occupational therapy and speech therapy are located on
Level 6. Therapists are decentralized to their assigned units, but frequently return to this home-base for
collaboration or meetings with managers.
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'LEVEL7

General Description

West Unit: 32 Total Acute Med/Surg Beds
All private room {Airborne Infection Isolation)

Semi-private rooms {typically used as private room, Sized for 2'patients for
emergency use}

27 Typical Acute inpatient private rooms

East Unit: 32 Total Acute Med/Surg Beds
All private room (Airborne Infection Isolation)
2 Semi-private rooms (typically used as private room. Sized for 2 patients for
emergency use)

27 Typical Acute inpatient private rooms

64 TOTAL Acute Care Inpatient Beds
Center: 1 Therapy Gym

Quality Management/Analytics offices

This represents a typical acute care inpatient floor comprised of two {2} separate units each with 30
inpatient rooms. These units will operate as 30 private rooms in all typical situations. Two (2) rooms on
each unit are capable of flexing up to a semi-private room in times of emergency need. Thus, the actual
bed capacity on the floor is 64 beds.

736 Baseline Medical Surgical {Medical Surgical Unit — West Unit}
This unit follows the typical acute care unit design. No additional features have been added

736 Baseline Medical Surgical {(Medical Surgical Unit - East Unit)
This unit follows the typical acute care unit design. No additional features have been added

302 Medical Rehabilitation

Levels 6 and Level 7 have a small inpatient Therapy Gym. The Therapy Gyms support all inpatients needing
therapy, which is not accommodated within the patient room or unit. One of these floors will be the
primary orthopedics floor and another will be for neuroscience/stroke patients.

The gym includes mat, stairs, parallel bars, suspended gait and an ADL toilet room and floor space for
additional treatment. A ceiling lift provides safe patient handiing for patients as needed.

901 Administration {Quality)

This suite is the main administrative suite for quality analytics and management programs. It includes
offices for director, AVP and a workroom for quality improvement physicians. Warkstations for
administrative assistants support staff in this location.
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LEVELS

General Description
West Unit: 32 Total Acute Med/Surg Beds
1 All private room {Alrborne infection Isolation)
2 Semi-private rooms (typically used as private room. Sized for 2 patients for
emergency use)
27 Typical Acute inpatient private rooms
East Unit: 32 Total Acute Med/Surg Beds

All private room (Airborne Infection Isolation)

Semi-private rooms {typically used as private room. Sized for 2 patients for
emergency use)

27 Typical Acute inpatient private rooms
64 TOTAL Acute Care Inpatient Beds
Center: i IT Help Desk and IT professionals
1 thd/ unassigned office area

This represents a typical acute care inpatient floor comprised of two (2) separate units each with 320
inpatient rooms. These units will operate as 30 private bed room in all typical situations. Two (2) rooms on
each unit are capable of flexing up to a semi-private room in times of emergency need, Thus, the actual
bed capacity on the floor is 64 beds.

736 Baseline Medical Surgical {Medical Surgical Unit — West Unit)
This unit follows the typical acute care unit design. No additional features have been added

736 Baseline Medical Surgical {(Medical Surgical Unit — East Unit)
This unit follows the typical acute care unit design. No additional features have been added

901 Administration (IT Systems)

The administrative suite an Level 8 houses IT help desk staff and other IT professionals needed for support
of the hospital functions. The suite includes mainly open office workstations for approximately 16 staff, a

director office and a small area for IT storage and set-up. This area is intended for small scale work and is
supplemented by other off-site IT [ocations.
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General Description
West Unit: 22 Behavioral Health Beds
18 Private room
2 Semi-Private rooms
East Unit: 22 Behavioral Health Beds
18 Private rooms
2 Semi-Private rooms
a4 TOTAL Behavioral Health Beds

The inpatient mental health unit at MVHS is located on the 9th floor of the inpatient bed tower and has
direct connection to the Emergency Department via a dedicated back of house elevator that is in close
proximity to the behavioral health pod in the ED. This allows convenient access for patient, families and
staff and facilitates safe transport of this patient population. The goal of this locked inpatient unit is to
promote a safe recovery oriented environment. Some key concepts of this unit involve open bright spaces,
non-institutional home-like environment and configuration, neighborhood or pod like design to promote
social engagement and interaction with staff.

201 Psychiatric {Behavioral Health Beds)

There are two behavioral health units with 20 patient bedrooms in each bed wing. Each room has a
bathroom that is planned to provide patient safety while maintaining a normal environment that respects
privacy and dignity. The overall unit design supports a neighbarhood configuration with an activity room,
group roam, dining area, nourishment, comfort/quiet space, laundry, and access to secure outdoor space
directly off the unit. The space is free of blind corners and the nursing station is located at the beginning of
the unit and can view the entire unit and arrival and exit points.

Arrival to each unit consists of two interlocking doors at the entrance (sally port) and is required to prevent
patient elopement and ensure items are not brought on to the unit that could cause harm to the patient or
others. Behavioral health staff and security will man these entrances based on time of day. Lockers will be
provided within a waiting space external to the unit for visitors to utilize when visiting the unit. A small
waiting area for family is directly off the main elevator and a consult room is available for private
conversations in this zone.

A small suite of 2 secfusion rooms are provided directly off the back of house elevator and corridor to
provide safety for patients requiring this level of behavioral control. Space is provided for staff and security
to monitor patients directly and document safety requirements. In addition to seclusion, 3 patient rooms
are directly adjacent from each unit within the core for initial triage from the Emergency department and
utilization for placement decision within the neighborhood. This pravides the opportunity to assess patient
prior to being within the milieu.

Staff Lockers, lounge and conference room are located in the connector hub towards the north side of the
building to provide opportunity to get off the unit and decompress. The area provides daylight and views.
Additional offices are also located in the hub area for nurse managers, social work, and counselors. Shared
equipment and other storage provided within the core for secure starage
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201 Psychiatric (Outdoor Courtyard}

Each behavioral health unit (neighborhood) has direct controlled access to an outside secured courtyard.
The space will provide areas for activities, group work, and other events while also providing the
opportunity to calm and decompress. This area can only be accessed via card reader and staff will be
accompanying and supervising the patients in this area. Patients will not be permitted to utilize this space
without staff. The goal is to provide a garden like space for patients to relax and enjoy outdoor space.
Walls and screening will be designed to provide safety for all patients.
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\BULDING EXTERIOR — ARCHITECTURE and CLADDING :
The MVHS Integrated Health Campus consists of a 2 story podium and a7 story bed tower. All elevations of
the building, both the podium and the tower, incorporate a mix of curtain wall glazing and a primarily brick
cladding system referencing the history of the architecture in Utica and the adjacent context.

The various solar orientations of the project necessitate a solution that allows for a maximum
standardization in natural daylight and views while simultaneously negotiating solar heat gains on various
facades. This is accomplished with a glazing system with high-performance coatings, along with a
mechanical system, that mitigates heat gain. Other elevations that contain back-of-house support spaces
do not require expansive views. Accordingly, these walls have been designed with considerably less glazing,
further reducing solar loads.

Vehicular and pedestrian entries are marked by canopy systems that provide adequate coverage for public
drop off, ED walk-in and loading. Vestibule geometries are designed to mitigate the prevailing seasonal
winds on the site. Ambulance traffic is provided with a sally port adjoined to the podium.

Behavioral Health, located on level 9, has 2 outdoor areas that are surrounded by vertical enclosure that is
designed to be non-climbable and at a height to provide proper security for the patient population.

The building roofs are understood as a multi-acre fagade that will have a major impact on the energy
performance of the project. All project roofs have high insulation values and employ cool roof technologies
in order to minimize heat island effect. Rooftop mechanical equipment, on the roof of level 2 and roof of
level 8 and 9, is screened with an opaque vertical cladding system, open to above, screening direct views
from the patients and staff as well as the community.

The 3 story Central Utility Plant, serving the building, is adjoined to the podium and clad in a material to

integrate it with the overall project, brick and the appropriate amount of louvers providing air intake and
exhaust for the equipment.
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l. CODES, REGULATIONS AND DESIGN STANDARDS

A.  All design will satisfy the applicable portions of the following codes, regulations and
standards:

L NDO RGN~

IBC, International Building Code
ACI 117, Specifications for Tolerances for Concrete Construction and Materials

ACI 302.1R, Guide for Concrete Floor and Slab Construction

ACI| 318, Building Code Requirements for Structural Concrete

AC| 347R, Recommended Practice for Concrete Formwork

ACI Detailing Manual, SP&6 (04)

ASCE 7-10, Minimum Design Loads for Buildings and Other Structures
CRSI "Placing Reinforcing Bars

Design Manual No. 31 for Composite Decks, Form Decks and Roof Decks, by the Steel
Deck Institute

10. Diaphragm Design Manual, Third Edition (DDMO03}, by the Steel Deck Institute

11.  Factory Mutual (FM)

12. Specification for the Design of Steel Buildings, by the American Institute of Steel
Construction (AISC)

13. Specification for Structural Joints using ASTM A325 or A490 bolts

14. Specification for Structural Steel Buildings

15. Structural Welding Code — Sfeel AWS D1.1/D1.1M, Paragraph 6.6.5 specifically
excluded.

16. Underwriters Laboratories, Inc. (UL)

17.  WRI "Manual of Standard Practice" July 2001, 6th Edition

18. Steel Design Guide 11, Floor Vibrations due to Human Activity

L. STRUCTURAL SYSTEMS

A.  Design Criteria

Floor Loading:

Stairs, First floor corridors Live Load 100 psf

Corridors above first floor Live Load 80 psf
Operating Rooms Live Load 60 psf
Patient Rooms Live Load 40 pst
Offices Live Load 50 psf
Mechanical Rooms Live Load 150 psf

Note: Live load reduction per IBC.

Superimposed dead load 15 psf
Risk Category v
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Roof Loading:

Wind Loading:

Seismic Loading:

B. Foundations

Mechanical Units

Snow

Importance Factor
Basic Wind Speed
Importance Factor
Exposure Category

0.2 Second
Speciral Response
Acceleration {Ss)

1 Second
Spectral Response
Acceleration (S1)

0.2 Second
Spectral Response
Acceleration (Sps)

1 Second
Spectral Response
Acceleration (Sp1)

Site Class

Seismic Design
Category

Importance Factor

Self Weight

50 psf plus
the effects of
drifting snow

1.2
120 MPH
1

B

0.174g

0.069g

T.B.D.

T.B.D.
T.B.D.

T.B.D.
1.5

1. A subsurface investigation report is underway. Based on experience with the
general area, deep foundations will be used. Most likely drilled shafts will
support the columns and the concrete shear cores.

2. Grade beams will span between the drilled shafts to support the perimeter walls and
provide protection against frost.

C. Slah-on-Grade

1. All slab areas founded on grade will be of slab-on-grade construction. Its composition
will be 5" of concrete on gravel sub-base over a polyethylene vapor barrier. The vapor
barrier may be placed either below or on top of the gravel base. if there is heavy
medical equipment in the basement, such as MRI's and CT's, then thicker and
reinforced slab-on-grade will create a path for the transport of the equipment. The
slab-on-grade within the rooms housing this equipment may need to be depressed.

2. The slab-on-grade will be reinforced with synthetic fibers for control of cracks due to
shrinkage and flexural stresses. It will have control joints or construction joints, spaced
at a maximum of 12' to 15" apart, for the control of shrinkage cracks. If some of the
finish materials require control joints to control cracks due to shrinkage, the joints in the
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flooring material must correspond to the joints in the concrete slab to minimize cracking
through the finish material. This would include flooring materials like terrazzo or similar
applied cementitious flooring. Slab areas with stained concrete, terrazzo, or similar
finishes will be reinforced with re-bars.

3.  The strength of concrete used in the floor slabs on grade will be specified as 3,500 psi
at 28 days, and 2,100 psi at 3 days of age.

4, All interior slabs on grade will be finished to meet flatness and levelness requirements
that are typical for hospitals.

E. Elevated Floor Structures

1. The floor framing system will consist of 16-18 inches deep composite steel beams
spaced at about 10-0" on center and supported by 24-inch deep composite steel
girders. The slab construction will be 3,500 psi normal weight concrete fill on a 3-inch
galvanized composite metal deck reinforced with Bx8-W2.9xW2.9 welded wire fabric.
The overall slab thickness will be 7-1/2 inches and the overall structural depth 32",

2. The steel beams and girders will be cambered in order to reduce the weight of the
members.

3. The floor will meet a 2-hour fire resistance rating but the steel beams and girders must
be protected with fire resistive material such as spray-on fireproofing.

4, The steel framing will be designed to meet 0.5% of gravity acceleration due to walking
excitation as recommended by Design Guide 11 endorsed by AISC.

F. Roof Structure

1. The roof framing will consist of steel beams and 3-inch deep galvanized metal deck
with a total structural depth of 27 inches. The structural steel and metal deck must be
protected with fire resistive material.

2.  The roof framing will be designed to support a significant load of mechanical
equipment. All mechanical equipment will be supported on a separate frame
constructed above the roof level and supporied directly from the building columns
which will extend above the roof. There will be no concrete fill on the roof deck.

G. Lateral Force Resisting System

1. The building will be designed to withstand the wind pressure and seismic forces
according to IBC.

2. Concrete shear walls will be used as [ateral force resisting systems. They will be
placed arcund stairwells and elevator shafts. The wall thickness will vary from 12 to 14
inches. The concrete strength will be in the 4-5 ksi range at 28 days.

3.  The seismic design category for the building will be determined once the soils engineer
determines the Site Class. If the resulting Seismic Design Category is C, then lateral
restraing for life essential mechanicai and electrical systems will be required.
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H.  Expansion Joints

1. The building is approximately 630'-0" long and 240-0" wide. This length would normally
require one expansion joint.

2. Given the locations of the concrete shear cores, we propose to use two temporary
expansion joints, one at line 5 and the second at line 15. These two joints will separate
the building into three sections and will allow the building to expand and contract
towards the cores during construction.

3. Once the building is enclosed, the steel and slab along the temporary joints will be tied
to form continuous framing and the temporary joints will be eliminated.
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Mohawk Valley Health System — New Hospital
SSR Project No. 17420570
November 1, 2017

MEP DESIGN NARRATIVE

Project Description:

Project location: Utica, NY.

The project will be classified as Institutional I-2 per 2012 NFPA 101.

The building consists of approximately 870,000 square feet of new construction. The highest

occupied floor will be at the ninth level. There is no basement or occupied floor below grade.

The building will be classified as a High Rise building as defined in IBC Chapter 2 and will be

designed to comply with the requirements of IBC 403.

Codes and Standards:

The project will be designed under the following codes, standards and guidelines:

NY State Building Code (adoption of the International Building Code, 2015, with

amendments)

NY State Energy Conservation Code (adoption of the International Energy Conservation

Code, 2015)

FGI/ASHRAE 170 Ventilation for Healthcare Facilities, 2014

ASHRAE 62.1 Ventilation for Acceptable Indoor Air Quality

ASHRAE 55 Environmental Conditions for Human Occupancy
ASHRAE 90.1 Standard for Energy Conservation, 2013 (printing 2014)
NFPA 10 Portable Fire Extinguishers

NFPA 13 installation of Sprinkler Systems

NFPA 14 Installation of Standpipe and Hose Systems

NFPA 30 Flammable and Combustible Liguids

NFPA 45 Laboratories Using Chemicals

NFPA 70 National Electric Code

NFPA 90A Air Conditioning and Ventilation Systems

NFPA 96 Ventilation Control and Fire Protection of Commercial Cooking Operations
NFPA 99 Health Care Facilities Code, 2012

2995 Sideo Dr., Nashville, TN 37204
Tel: 615.383. 1113 Fax 515.386.8469 - www.ssr-inc.com
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* NFPA 101 Life Safety Code, 2012

+ NFPA 110 Emergency and Standby Power Systems

e ANSI 9.5 Laboratory Ventilation

e OSHA 29 CFR 1910 Occupational Exposure to Hazardous Chemicals in Labs
s NIH Design Requirements Manual

* AAMI (Central Sterile environmental conditions)

o USP 797 Pharmaceutical Compounding

¢ USP 800 Pharmaceutical Compounding of Hazardous Drugs

5 Sidca Dr., Nashvitle, TN 37204
Tel; 815, 383 'I'ITS Fax: 615.386.8469 - www.ssr-inc.com
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MECHANICAL SYSTEMS
Design Criteria

Outdoor design conditions:

Building envelope heat gain

ASHRAE 0.4% DB/MCWB

Building envelope heat loss

ASHRAE 99.6% DB

Indoor design conditions and air change rates:

Space Type Heating

| Cooling

Hospital spaces

ASHRAE Table 7-1 as listed in NY DOH Center for
Healthcare Planning,
Engineering Review

Bureau of Architecture and

Non Hospital spaces

Per IECC

Space Type

Filtration

Spaces used for in-patient care and treatment

MERV-8 prefilters upstream of fans and
cooling coils at central air handling units
MERV-14 final filters downstream of fans and
cooling coils at central air handling units

Non patient care areas

MERV-8 prefilters upstream of fans and
cooling coils at central air handling units
MERV-13 final filters downstream of fans and
cooling coils at central air handling units

System Description - Airside

Central station air handling units will be provided on the roof. The air handling units will be double
wall construction with no thru-metal thermal conduction and consist of the following sections;

* Return plenum

¢ Return fan array- provide design c¢fm with 1 fan down; 2 VFDs (N+1) to serve fan array

+ Return damper
¢ 4" MERV-8 prefilter
e Access section

« Enthalpy plate/plate heat exchanger connected to exhaust air siream for heat recovery to

comply with IECC requirements
s Access section
e Hot water preheat coil
+ Access section

o Dr.,

Nashvitle, TN 37204

2995 Sig
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+ Steam humidifier

¢ Chilled water cooling coil

¢ Ultraviolet light section

o Supply fan array- provide design cfm with 1 fan down; 2 VFDs (N+1) to serve fan array
e 12" cartridge MERV -14 final filters

+ Discharge plenum

Return air from spaces shall be ducted back to the air handling unit.

Air from spaces such as toilets, etc. shall be ducted to the roof and exhausted via roof mounted
exhaust fans.

Provide separate exhaust fan systems for following equipment (lab hoods in same space may be
manifolded together; kitchen hoods will have separate exhaust systems).
¢ Lab fume hoods
Lab Bio Safety Cabinets (separate from fume hoods)
Pharmacy Compounding hoods
Kitchen hoods
Dishwasher hood
Isolation room exhaust {(multiple isolation rooms may be manifolded together)
General exhaust

Supply, return and exhaust ductwork passing through 1 and 2 hour rated walls shall have type C
curtain dynamic rated fire dampers. Ductwork passing through smoke barriers shall have airfoil
blade fire/smoke dampers with end switches. Duct mounted smoke detectors shall be located
within 5 ft. of smoke dampers. BAS shall monitor and report fire/smoke damper position by
monitoring end switches on dampers.

System — Terminal Devices

The air handling units will supply conditioned air via medium pressure ductwork to double wall,
pressure independent constant and variable volume terminal boxes with hot water reheat coils.
Tempered air from the boxes shall be supplied via low pressure ductwork to ceiling diffusers,
Terminal units shall reheat supply air from 55 F to 90 F using 130 F hot water supply.
Pressure independent air valves, equal to Phoenix, Tek-Air or Accuvalve, will be utilized in
following areas:
s Operating rooms- supply and return, for night setback; provide hot water reheat coils on
supply valves.
¢ Laboratory- supply and exhaust, for pressure control; provide hot water reheat coils on
supply valves.
« |solation rooms — supply and exhaust, for pressure control; provide hot water reheat coils
on supply valves.

Air inlets and outlets in spaces shall be as follows
s Ceiling diffusers unless noted otherwise: Titus TMS louvered face, 4 way blow
» Ceiling diffusers (Waiting areas, public corridors): slot diffusers, Titus MLF

2995 Sidco Dr., Nashvitte, TN 37204
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» Ceiling diffusers (OR, Isolation rooms, labs with fume hoods): laminar flow Titus TLF
o Ceiling return registers: 1/2" eggcrate aluminum grid Titus 50 F
* Sidewall supply and return registers: Titus 350

Hot water radiant panels will be used along the perimeter wall of patient rooms,
Hot water fin tube heating, pedestal mount, with extruded aluminum grilles and custom color
architectural enclosures, shall be utilized in the following spaces:

s Lobbies with curtain wall glazing

» Vestibules

System — Heat/Cool Source

New centrifugal water cooled chillers will be located in the CEP.
» Centfrifugal chillers: 3 chillers at 750 tons each
Cooler capacity: 52 F entering chilled water, 42 F leaving chilled water
Compressor efficiency: maximum .52 kw/ton full load
Condenser capacity: 85 F entering condenser water, 95 F leaving condenser water
Motor / drive: hermetic motor, unit mounted VFDs
Arrangement/operation: parallel, variable primary flow
Chillers are sized so that, if largest chiller is down, remaining chillers can provide 80 % of
peak cooling demand.
Chilled water pumps shall be arranged and sized one per chiller using VFDs.
Cooling towers: induced drait, cross or counterflow, arranged in parallel.
Cooling towers shall have remote sump inside the CEP .
Cooling tower quantity and size: 3 towers, each at 2250 gpmfrom 95 Ft0 85 F, 76 F ent
whb
Condenser water pumps shall be arranged and sized one per tower.
16" chilled water mains will be extended from the CEP to the hospital.
Double wall plate/frame exchanger to preheat domestic hot water from condenser water
Closed circuit cooler: 1 cooler at 400 tons to provide chilled water in winter conditions

L ] ® o 9o 2 o

New heat recovery chiller shall be located in the CEP.
« Quantity and size: 1 chillers at 300 tons.
Arrangement/operation: sidecar, upstream of centrifugal chillers
Cooler capacity: 52 F entering chilled water, 42 F leaving chilled water
Condenser capacity: reject heat to 130 F heating hot water system
Chilled water and condenser pumps sized for the heat recovery chiller shall use VFDs.

New steam boilers will be provided in the boiler room for domestic hot water, sterilizer and
humidifier steam.

Operating pressure: 150 psig design pressure, 80 psig operating setpoint.

Type: equal to Fulton VMP

Fuel: natural gas and #2 fuel oil

Quantity and size: 4 boilers at 5000 Ib/hr each.

Boilers shall be sized to provide redundancy so that, if the largest boiler is down, the
remaining boilers can provide 100% of the peak demand.

2895 Sidco Dr., Neshvitte, TN 37204
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» Dearator: .005 cc/L, 5 psig operating pressure, sized for the total capacity of all connected
boilers; equal to Fulton FD-400H

New hot water heating condensing boilers will be provided in the boiler room.

¢ Supply water temp: 130 F

* Fuel: natural gas and #2 fuel oil

* Arrangement/operation: variable primary flow (boilers shall not require separate primary
circulating pumps)

¢ Quantity and size: 8 boilers at 6 mmBtu/hr input each

» Boilers shall be sized to provide redundancy so that, if the largest boiler is down, the
remaining boilers can provide 100 % of the peak space heating demand.

¢ New heating hot water pumps each sized at 50% of peak load (2 and 1 standby, VFD
control) will be installed in the central energy plant.

+ 12" hot water mains will be extended from the CEP to the hospital

Systems- Fuel Systems

One fuel oil tank, 50,000 gallons, will be installed to store No. 2 fuel oil.

Location: underground

Type: double wall, fiberglass, U.L. listed.

Connecting supply and return piping: double wall, U.L listed for fuel oil piping

Size: to provide 60 hours of operation of the generator at a demand of 100% of full load

demand and 48 hours of operation of the boilers at a demand of 70% of full load demand.

e Circulating pumps: rotary gear, one and one standby, located in the boiler room to draw
fuel from the main storage tank, circulate fuel to the generator day tanks and boilers and
return unused fuel to the main storage tank.

» A fuel oil filtration system will be provided to periodically clean the fuel when there is no
dermand for fuel supply.

s Packaged controls for operation of fuel oil circulating pumps, tank level monitoring and
leak detection of tank and underground piping; provide safeties and alarms with
communication capability to the Building Automation System. Control and interface
between generator controls and pump controls shall be hard-wired.

Controls
All valve and damper actuators and thermostats shall be DDC.

A new Building Automation System will be installed to monitor and have central control capability
for all mechanical equipment, including replicating information from equipment VFDs. The BAS
shall web-based communication capability. The BAS shall also monitor room pressure monitors,
domestic hot water supply temp as well as misc equipment alarms (Jab and pharmacy refrigerator
temperatures, etc.).

Commissioning

The owner will direct the services of an independent Commissioning Agent. The CxA will develop
and establish a commissioning plan for all of the systems listed herein.

2995 Sidco Dr., Nashville, TN 37204
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Special Project Requirements
Isolation rcoms will have Phoenix air valves on the exhaust air system.

Room pressure monitors equal to Setra will be provided for each Isolation room, each OR, Central
sterile clean/dirty area boundaries, laboratory area boundaries and shall communicate to the BAS.
Isolation room exhaust fan systems shall be plume type with effective stack height of 25 ft. with
redundant fan equal to Strobic Alr.

The laboratory area will have Phoenix tracking air valves on supply and exhaust to maintain
negative pressure in the lab area. Lab hoods shall use sash monitors to control exhaust air valves.
The laboratory exhaust system shall be plume type with effective stack height of 25 ft. with
redundant fan equal to Strobic Air.

Stair pressurization fans shall be provided on the roof near each patient tower stairwell. Elevator
shafts shall have smoke dampered roof hoods. A fireman’s control panel shall be provided in
accordance with operational capability per state and local fire marshal requirements.

Materials of Construction

e Medium pressure ductwork: galvanized steel sheet metal, SMACNA pressure class 6"
Low pressure supply ductwork: galvanized steel sheet metal, SMACNA pressure class 1"
o All ductwork longitudinal and transverse seams and joints shall be sealed using water
based brush-on mastic UL 181 compliant (pressure sensitive tape not acceptable).
+ Ductwork insulation (all materials to have max flame spread/smoke developed rating of
25/50):
o Concealed supply: 2", % Ib density fiberglass batt, alum foil facing
c Exposed supply in mechanical rooms: 2", 1-1/2 Ib density rigid fiberglass, alum foil
facing
o Insulate return duct in top floor same as supply.
o Exposed insulation (supply, return, exhaust) on roof: 2” rigid fiberglass with
weather proof wrap. Use 1” on exhaust to hold the weatherproof covering.
¢ Return ductwork: galvanized steel sheet metal, SMACNA pressure class 2",
¢ Exhaust ductwork: galvanized steel sheet metal, SMACNA pressure class 2”
Fume hood and BioSafety Cabinet ductwork: match same material as hood or cabinet
connection.
Kitchen hood grease duct: welded black steel installed per NFPA 26
Dishwasher exhaust duct: welded aluminum or stainless steel
Sterilizer exhaust duct: welded aluminum or stainless steel to riser
HVAC water piping: black steel, schedule 40, threaded or welded joints or Type L copper
with soldered joints
« HVAC steam and condensate piping: black steel, seamless, threaded or welded joints;
use schedule 40 for steam and 80 piping for condensate
¢ Refrigerant piping: ACR copper, flared fittings
Piping insulation (all materials to have max flame spread/smoke developed rating 25/50
and thickness in accordance with IECC):
o Chilled water: rigid fiberglass

2995 Sidca Dr., Nashville, TN 37204
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Heating hot water: rigid fiberglass
Refrigerant piping: closed cell preformed, Armaflex
Steam and condensate: rigid fiberglass

s Valves: HVAC circulating water:

o]

0]
0]
0

e}

Isolation valves: 2" and below- full port, 600 psi, bronze ball valves; 2-1/2" and
above- lug type 200 psi, class 125, iron body butterfly valves. All isolation valves
shall be bi-directional and rated for dead end service.

Check valves at pumps: iron body, bronze seat, class 125 non-slam check valves.
Check valves at coils: iron body, bronze swing check valves, class 125

Balancing valves at terminal devices with water coils: Autoflow pressure
independent valves preset for terminal water flow.

Balancing valves at air handling units and fan coils: B & G circuit setter.

e Valves: Steam and Condensate:

o}

o}

Isolation valves:; 2" and below- class 150 bronze gate valves; 2-1/2" and above-
class 125 iron body gate valves.
Check valves: 2" and below- class 150 bronze swing check valve; 2-1/2' and

above- class 125 iron body swing check valve.

2995 Sideo Dr., Nashvitte, TN 37204
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ELECTRICAL SYSTEMS
Utility Service

Underground utility service will be provided by National Grid from the Terminal Substation. Two
independent 13.2kV utility feeders will be terminated in a hospital-owned 15kV metal-clad primary
switchgear assembly located in the hospital central plant. The normal power primary switchgear
assembly will use ANSI class construction and contain draw-out style vacuum breakers, and be
arranged in a main-tie-main configuration, with a closed-transition auto transfer scheme between
utility sources. It is 500 mVA rated and will feed 480Y277V secondary unit substations in the
Hospital.

Two means of egress per National Electrical Code (NEC) requirements will be provided from the
normal power service switchgear room.

Normal Power Distribution

The secondary unit substations will be radially fed from the 15KV normal service switchgear and
constructed as double-ended with main-tie-main secondary’s utilizing auto transfer to provide full
redundancy. Each will consist of primary vacuum breakers close-coupled to a cast coil
transformers connected to a secondary buses with electrically-operated low-voltage, draw-out,
power circuit breakers, all constructed to ANSI requirements. Transformer protection will be
provided via a transformer differential protective relay which will minimize the arc flash incident
energy level on the transformer secondary bus. All unit substations will be 13.2kV-480Y277V
switchgear and will be metal-enclosed, rear-connected, with secondary main buses braced for
100,000 AIC fauit duties. Available interrupting capacities will range from 65,000A to 100,000A.
Power for the hospital will originate from four (4) unit substations and power for the central plant
will originate from one (1) unit substation. Each unit substation transformer will be dual rated,
utilizing forced air cooling to achieve a power capacity rating that is 133% of the base power
rating. The secondary main and feeder distribution breakers in the substation switchgear will also
be provided with ground fault protection to provide the two levels required by the National
Electrical Code (NEC).

The secondary main overcurrent protective devices will be electrically-operated low voltage power
circuit breakers, draw-out type, 100%-rated with adjustable trip units with long time, short time
and ground fault (LSG) characteristics. Each main breaker will display, as a minimum, voltage,
current, real, reactive and apparent power, frequency, and power factor as well as perform
diagnostic functions in an integrated digital display.

The disfribution sections in the switchgear will serve the distribution switchboards, power
panelboards, and the normal feed to all automatic transfer switches. The overcurrent protective
devices in the distribution sections of the switchgear will be electrically-operated, 100% rated low-
voltage, draw-out power circuit breakers. Trip units on the breakers will have long time,
instantaneous and ground fault (LIG) tripping characteristics. The distribution circuit breakers will
have the same interrupting capacity as the secondary main breakers.

co Dr., Nashville, TN 37204 ;
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Distribution panelboards (1200A-rated and below) or switchboards (1200A-2000A rated) will
serve the remainder of the building loads, including mechanical equipment, branch circuit
panelboards, and elevators. This equipment will utilize molded case circuit breakers equipped
with solid state, electronic trip units. All panelboards and switchboards will be provided with 25%
spare capacity, for both available ampacity and circuit breaker spaces.

Two means of egress per NEC requirements will be provided from all electrical switchgear rooms,
including those of the Essential Electrical System (EES), which fall under NEC Article 110-26
requirements.

Grounding System

The facility electrical system will utilize a solid grounded system. Main switchgear grounds will
be bonded to the incoming main water line, the existing tri-pod ground rod system, any building
steel components as well as the existing two 500 kemil bare copper conductors in the footing
under one wall of the Main Electrical Room. 500 kemil bare copper conductors will be routed from
the main switchboard ground bus to each Electrical and Telecommunications equipment room
and extended vertically up through the building. The bare conductors will terminate at two 4" x
%" x 24" long copper ground bars with two 500 kcmil lugs. Additional holes will be provided in the
ground bars to terminate eight (8) #2 lugs. The eight lugs will be available to ground fransformer
secondaries and telephone backboard grounding conductors.

Surge Protection

A surge arrester will be installed at the 15kV main service switchgear. A minimum of three (3)
levels of surge protection equipment will be provided in the power distribution system downstream
of the unit substations. Surge protective devices will be installed at unit substation secondary
mains (load side) and at all downstream [ocations such as switchboards, distribution panelboards,
branch circuit panelboards, including the Essential Electrical System (EES). They will be installed
at the fire pump controller, all automatic transfer switches, and panelboards on secondary,
separately derived systems.

Motor Control

No motor control centers are projected for the Hospital, Equipment requiring starters will be
provided with individual combination starters. Variable Frequency Drives (VFD) will be provided
for fan and pump motors noted indicated. VFD's will serve as disconnecting means if within sight
of the motors. Harmonic mitigation measures will be required due to the significant number of
VFD-controlled motors.

Uninterruptible Power System (UPS)

UPS power will be provided by a central 750 kVA, 480Y/277V static system. Power will be
distributed to each telecommunications equipment room, the central hospital lab, and the central
pharmacy via a dedicated distribution system. The UPS system will be connected to both normal
power and the Essential Electrical System (EES) via automatic transfer switches. This system
will provide adequate “ride-through” time to allow the generator system to pick up these loads.

2995 Sideo Dr., Nashville, TN 37204
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Essential Electrical System (EES) Power Distribution

Emergency power will be provided by two (2) paralleled 1750kW diesel generators at 13.2kV.
Paralleling switchgear construction will match the normal power 15kV switchgear construction
with respect to style and type. The paralieling switchgear will feed the secondary unit substations
dedicated to essential systems in the hospital and central plant. These substations will match the
normal power secondary unit substations with respect to style and type.

The Essential Electrical System (EES) will be sized to supply generator power for the hospital
and centrai plant automatic transfer switches supplying loads from the Life Safety, Critical, and
Equipment Branches. It will also provide limited generator power for the chilled water system,
enabling some areas of the hospital to maintain cooling. Automatic transfer switches will be three
or four pole, closed transition, bypass isolation type.

Loads served from the Life Safety branch will include:
» Egress lighting
Exit signs
Fire Alarm Systems
Medical Gas Alarm Systems
Communications systems used for issuing instructions during emergency situations
Elevator cab lighting, control, communications, and signal systems
Generator set locations, accessories, and auxiliaries
Automatic doors used for building egress

« & & & & & »

Loads served from the Critical branch will include:

« Critical Care spaces utilizing anesthetizing gases, task illumination, selected receptacles

and fixed equipment

* |solated power systems

e Patient care spaces, task illumination and selected receptacles in Infant Nurseries,
Medication Prep areas, Pharmacy Dispensing areas, Acute Nursing areas, Psychiatric
bed areas, and Nurse Stations
Nurse Call System
Code Blue System
Blood, Bone and Tissue Banks
Telecommunications equipment rooms
Specimen and lab refrigeration equipment
Task lighting, selected receptacles, and power circuits for general care patient beds, Angio
labs, Cath labs, CCU, hemodialysis areas, Emergency room treatment areas, human
physiology labs, ICU, and postoperative recovery rooms
¢ Patient Information Network data servers
e Security Systems

Loads served from the Equipment branch will include:
¢ Medical air compressors (but will have power restored in 10 seconds or less)
¢ Medical vacuum pumps (but will have power restored in 10 seconds or less)
» Selected elevators
e Kitchen hoods, including the hood fire suppression system

2995 Sideco Dr., Nashvilte, TN 37204
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Stair pressurization fans

Smoke control fans and smoke control system auxiliaries

Sump pumps, sewage ejector pumps, and sanitary pumps

Domestic water booster pumps

Hospital boiler system, including controls and fuel oil pumps

Exhaust fans removing toxic, explosive or flammable fumes

Air handling equipment

Water treatment equipment

Building Automation Control System

Pneumatic tube system

Fire suppression jockey pump

Electrically-driven fire pump (but will have power restored in 10 seconds or less)
Selected Kitchen refrigeration

General purpose receptacles for Electrical Rooms, Elevator Equipment Rooms and
Telecommunications equipment rooms

Sterilizers

s Automatically operated doors

¢ & & & & & & ¢ & & & & ¢ »

Isolated Power System (IPS)

Isolated power panelboards will be provided in Operating Rooms, Cath Labs, and Trauma Rooms,
and any other locations which are deemed “wet location” and interruption of power due to ground
fault cannot be tolerated. The isolated power panelboards will be rated at 7.5kVA and include an
isolation transformer and line isolation monitor. Each isolation panelboard will include provisions
for twelve circuits. A separate 3-phase isolated power panel shall feed laser outlets in the
operating rooms.

Vertical Power Distribution

Separate vertical conduit and wire risers will be provided in the tower for normal, Life Safety,
Critical, and Equipment branch systems. These risers will be located in stacked electrical rooms
in order to minimize horizontal offsets. “Emergency” feeders as defined by the NEC will be
protected either by installation in fully sprinklered spaces or by the use of 2-hour rated
installations. (

Power Monitoring

All medium voltage switchgear, unit substation main breakers and automatic transfer switches will
be provided with multi-function meters with Modbus RTU (RS-485) and Ethernet connecivity.
These meters will be networked and include waveform capture as well as harmonics
measurement capability. All draw-out breaker trip units will be monitored for status and alarm
conditions, and will include basic metering of volts, amperes, frequency, and power functions.
All unit substation transformers will be provided with temperature monitor and fan controls with
Modbus RTU and/or Ethernet connectivity.
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Power Distribution System Coordination

Protective device selective coordination for all systems, including normal power, will meet the 0.1
msec threshold. This exceeds the requirement as listed in the NEC, Article 517.31, paragraph G.

Lighting System

An LED type lighting system will be provided for both interior and exterior lighting. The llluminating
Engineering Society's llluminance Selection Procedure will be used for establishing target
maintained illumination levels throughout all areas. Specific influences of glare, task complexity,
surface reflectance characteristics, veiling brightness and user age are addressed with this
procedure.

Local codes will take precedence when they dictate the use of alternative procedures or require
minimum lighting levels for specific areas. Lighting power density requirements indicated in the
energy code will be observed.

Lighting and Receptacle Controls

Control of lighting and selected receptacles will comply with IECC 2015 (as amended)} and/or
ASHRAE 90.1, 2013 edition (as amended).

Lightning Protection System

The building shall be provided with a lightning protection system, which shall conform to the
requirements of Underwriter's Laboratories for a Master Label. The lightning protection system
will include roof-mounted air terminals, down conductors and grounds. All metal items on roofs,
such as exhaust fans, pipes, gutters, downspouts, and ladders will be connected to the lightning
protection system. Conductors, terminals and fittings at the roof line will be aluminum.
Components below the roof line will be copper. Down conductors will be installed in PVC conduit.

Fire Alarm System

The building will be provided with automatic, multiplexed, addressable, microprocessor based fire
alarm system. The main fire alarm control will be located in the Fire Command Center.
Supplementary power supply and terminal cabinets will be required in different areas and floors
of the building.

Manual pull stations will be provided at egress stair entries, building exits and nurse stations.
Automatic, ceiling mounted smoke detectors will be located 30 feet on center in all corridors, in
all patient bedrooms, at all elevator lobbies, at the top of stairways and hoistways, in Electrical
Rooms, Telecommunications Rooms, Mechanical Rooms, Storage Rooms and Elevator
Equipment Rocoms. Duct-mounted smoke detectors will be provided in the supply and return
ducts of every air handling unit. The fire protection systems (wet pipe, dry pipe, and pre-action)
will be supervised via flow and tamper switches.
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Occupant natification of an alarm will be achieved with ADA-compliant audio/visual appliances in
the corridors, lobbies and general/common use areas, and visual only appliances in Restrooms.
Interlocks will be provided for smoke dampers, air handling unit controllers, and smoke evacuation
control as well as all smoke door hold open devices, with elevator control panels (for elevator
recall), with air handling unit controllers {for shutdown) and with smoke removal systems. The
fire alarm system will be capable of being connected, through a telephone line, to a remote
monitoring station utilizing a built-in modem.

The fire alarm system will comply with applicable high-rise codes. A fireman’s control panel shall
be provided in accordance with operational capability per local fire marshal requirements.

Medical Gas Wiring System

Power wiring will be provided to medical gas alarm panels, bulk gas supplies, and manifolds.
Signal wiring will be provided between alarm panels, manifolds, bulk gas supplies, sensors,
pressure and vacuum switches.

Commissioning

The owner will direct the services of an independent Commissioning Agent (CxA). The CxA will
develop and establish a commissioning plan for all of the systems lisied herein.
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PLUMBING, FIRE PROTECTION, MEDICAL GAS SYSTEMS
Design Criteria

System Descriptions

Domestic Water

The domestic water system will be supplied by a new domestic water service as shown on civil
drawings. Two separate water utility mains will serve the facility. The incoming service lines will
connect to reduced pressure backflow preventers located in the CEP. Separate backflow
preventer assemblies shall be provided for the following building services:
s Main building domestic water supply: 2 assemblies
Central Energy Plant boiler/cooling tower make up water supply: 2 assemblies
Central Sterile domestic water supply: 4 assemblies
Laboratory domestic water supply: 2 assemblies
Landscape irrigation water supply: 1 assembly
Medical equipment chiller backup domestic water: 2 assemblies
Each janitor closet mop sink: 2 DCV assemblies each sink or EVS faucet

A new domestic water booster pump will be provided to serve the upper levels as follows:
¢ Type: multiple centrifugal pumps, arranged in parailel, with factory control system
¢ Quantity: 3 pumps, each at 135 gpm, 165 ft. head, 10 hp with variable frequency drives
and sized to provide 100% demand with one pump down.

A copper-silver ionization system will be provided on the building's domestic water service.
Domestic Hot Water

New domestic hot water heaters will be provided for domestic hot water service to the building.
Two separate systems will serve lower levels and upper levels as follows:

Main building (lower levels):
+ Type: steam fired, semi-instantaneous, equal to Aerco SWDW 45
Quantity: 2 (N + 1)
Incoming water supply temp: 45 F
System delivery supply temp: 140 F
Outlet mixing valves: Armstrong (2)-DRV50 dual pre-piped digital temp control (N+1) set
at 120 F supply temp

Main building (upper levels):
s Type: steam fired, semi-instantaneous, equal to Aerco SWDW 45
Quantity: 2 (N + 1)
Incoming water supply temp: 45 F
System delivery supply temp: 140 F
Qutlet mixing valves: Armstrong (2)-DRV50 dual pre-piped digital temp control (N+1) set
at 120 F supply temp

deco Dr., Nashville, TN 37204
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Heaters will be sized so that, if one heater is out of service, remaining heater can supply 100% of
demand.

Each domestic hot water heating system will have a recirculation system:
* Flow balancing valves sized to maintain a maximum of 5 degree drop
« Recirculation pumps with variable frequency drives

In addition, there will be the following separate domestic hot water systems:
* Laboratory area:
o Type: electric
o Incoming water supply temp: 40 F
o System delivery supply temp: 120 F
» Dishwashing:
o A booster heater will be provided by the dishwashing equipment vendor

The main building domestic hot water heating system will connect to the mechanica!l chiller
condenser water system to preheat domestic hot water using chiller condenser water via a double
wall water/water plate frame heat exchanger,

Filtered/Reverse Osmosis Water System

A pure water system will supply water to the Central Sterile and lab areas with reduced pressure
backflow preventers at each system.

Fire Suppression Systems

Fire suppression systems will be supplied by a new fire water service as shown on civil drawings.
The service line will be provided with a free standing post indicator valve located on site. Service
line will be routed to connect to a reduced pressure backflow preventer located in a mechanical
room inside the building with free standing fire department Siamese connection (FDC) will be
located on site. A remote fire department connection will be provided. All valves will be
electronically supervised by fire alarm system.

The facility will utilize 68” standpipes and 3" standpipe drains in all egress stairwells.

Fire department valves shall be located at intermediate landing of all egress stairs and provided
within 200 ft. of any location, including adjacent to both sides of horizontal exits in compliance
with NFPA 14.

The facility will be fully sprinklered throughout in compliance with NFPA 13 and insuring agent
requirements. All sprinkler heads will be fully concealed, quick response type. Sprinkler heads
are to be located in center of ceiling tiles. Extended coverage heads will not be allowed. All major
components will be UL/FM rated. The system will be hydraulically calculated.

A dry pipe system will be used for coverage for the following areas:
e Loading dock
s Unheated soffits between interior spaces and outside
+« Emergency generator room

995 Sigeo Dr., Nashville, TN 37204
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A double interlocked pre-action system will be utilized for the following spaces:
e Backup for IT (telecom) rooms primary FM-200 systems -
+  MRI/medical equipment rooms

A new fire pump and associated emergency storage supply tank will be provided as follows:

. Type: electric centrifugal pump with jockey pump and U.L. factory control system

. Pump shall provide 1000 gpm, 560 ft. head, 250 hp

. 30,000 gallon above ground storage tank with heater, solenoid fill valves, ladder,
ultrasonic level controls, monitored by BAS, Tank will comply with NFPA 22.

. (2) 4" dry pipe valves will be provided in the loading dock and ED ambulance areas

Recessed wall mounted fire extinguisher cabinets (ABC type) will be located throughout the
facility in accordance with NFPA 10. In addition, surface wall mounted fire extinguishers will be
located in the following rooms:

Space type Extinguisher type

Electrical eguipment rooms C02

Fire pump room coz

information technology rooms CcO2

Kitchen Type K wet agent for grease fires
Mechanical equipment rooms ABC

Operating rooms Cco2

Fixtures

Plumbing fixtures will be hospital grade. Electronic sensor controls will be provided on water
closet flush valves and lavatory faucets in public restrooms.

Freeze proof wall hydrants will be installed every 100" around perimeter of building and two free
standing type hydrants on roof.

Compressed Air System (Non-Medical)

Compressed air will be supplied by a new medical grade air compressor system as follows:
* Type: scroll
e Quantity: multiple compressors, to provide 100% demand with one compressor down;
provide with factory packaged controls.

Non-Medical Vacuum Pump

Vacuum for non-medical use will be supplied by a new vacuum system as follows:
e Type: claw compressors with silencers and mufflers
e Quantity: minimum of two pumps

Medical Gas Systems
Oxygen will be supplied by a new oxygen park provided by others. Oxygen supply will be routed

underground from the oxygen park to the building. Oxygen Park will be located in accordance
with NFPA 55. Emergency oxygen connection will be provided.
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Medical air will be supplied by a new medical air compressor system as follows:
. Type: scroll compressors

. Quantity: multiple compressors manifolded together, sized to provide 100% demand
with one compressor down; provide with factory packaged controls. -
. System will be located in a conditioned space

Medical vacuum will be supplied by a new medical vacuum system as follows:
. Type: claw type pumps with VFDs

. Quantity: multiple pumps manifolded together, sized to provide 100% demand with
one pump down; provide with factory packaged controls.
. System will be located in a conditioned space

Nitrous oxide will be supplied by a new cylinder storage area with supply/distribution 14 x 14
primary/reserve high pressure cylinder manifold located in a conditioned space.

Nitrogen will be supplied by a new cylinder storage area with supply/distribution 14 x 14
primary/reserve high pressure cylinder manifold located in a conditioned space. Nitrogen control
panels for pressure regulation will be located near the point of use.

CO2 will be supplied by a new cylinder storage area with supply/distribution 14 x 14
primary/reserve high pressure cylinder manifold located in a conditioned space.

Each medical gas system shall be installed in accordance with NFPA 99 and will have the
following components:
. Qutlets per FGI space requirements
Area zone locking service valves
Zone pressure area alarm panels
Two master alarm panels
Communication of alarms to the Building Automation System

Natural Gas System

Natural gas will be supplied by a new service as shown on civil drawings. The gas line will enter
the mechanical room at 5 psig. Natural gas pressure will be reduced to 2 psig for distribution to
the boilers and kitchen requirements.

Softeners

New domestic water softener will be provided as follows
¢ Location: Central plant
» Service: boiler makeup water

Storm Water System

The primary storm water system will be roof drains that will be collected together and routed down
through the building to below slab to underground storm water mains, which will exit the building
and connect to the site storm water system. Drip pans will be provided beneath all drainage
piping above areas listed in FGI guidelines.
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The secondary storm water system will be overflow drains that will be collected and routed down
through the building, separately from the primary roof drain system, and will terminate to daylight
at the ground floor. Overflow drains and the daylight termination will be heat traced. Drip pans
will be provided beneath all drainage piping above areas listed in FGI guidelines.

Foundation drains will be routed along the underground structure to connect to the site storm
water system. All sub-surface drainage systems will be designed by Geotechnical Engineer.

Waste and Vent System

Waste piping will be routed through the building to below slab to underground waste mains, which
will exit the building and connect to the site sanitary sewer system. Vent piping will be routed to
the roof and terminated as required to maintain code clearances from outdoor intakes to the
building. Drip pans will be provided beneath all drainage piping above areas listed in FGI
guidelines.

Sewage ejection pumps/lift stations and/or sump pumps will be provided to route waste to the site
sanitary sewer system connection points from the following points:
o Elevator pits (pump to include oil filter/collection if the elevator is hydraulic type)

The emergency department will have a decontamination tank from the decontamination shower
drain(s) with high water alarm monitored by the BAS.

The laboratory area will have acid waste and vent piping with an acid neutralization basin located
on site.

The kitchen will have two grease interceptor traps located on site.
Metering and Building Control interface

The following services will be metered with interface to the Building Automation System:
Building main incoming water use— gal/day

Boiler water use — gal/day

Central sterile water use — gal/day

Cooling tower water use — gal/day

Domestic hot water use —gai/day

Domestic hot water delivery temperature — degrees F

Food service water use — gal/day

Food service hot water delivery temperature — degrees F

Irrigation system water use — gal/day

Laboratory water use — gal/day

Natural gas use — ccfiday (coordinate metering with gas company)

e & & ¢ & & 8 o & & »

All usages shall be totaled and trended per day, per month and for one, three and five year
periods.
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The Building Automation System shall receive and report the following alarms:

Domestic hot water temp above/below setpoint
Food service hot water temp above/below setpoint
Medical gas pressure alarms

Sewage lift station high level alarms

Holding tank high level alarms

Commissioning

The owner will direct the services of an independent Commissioning Agent. The CxA will develop
and establish a commissioning plan for all of the systems listed herein.

Materials of Construction

Domestic wafer and hot water: type L copper, soldered joints

Filtered/Reverse Osmosis water: schedule 80 CPVC meeting ASTM E-84 and UL 723

for flame and smoke spread/generation

Fire suppression: black steel, schedule 40 for piping through 2 %" and schedule 10 for

3" and up, threaded or grooved joints

Compressed air: type L copper, soldered joints

Insulation: rigid fiberglass; ASJ covering indoors, aluminum covering exposed to

weather; provide on cold water, 12" thickness, hot water, thickness sized per energy

cede, and on horizontal runs of storm water piping, 1" thickness.

Medical gases: type K copper, seamless, brazed joints per NFPA 99. Route

underground piping inside protective outer pipe of standard weight cast iron.

Natural gas: black steel, threaded or welded joints

Storm water:

o Below grade: cast iron, standard weight, gasket, bell/spigot or PVC

o Above ground: cast iron, standard weight, no-hub heavy duty 4-band ASTM
1540C couplings ‘ ‘

Waste and vent:

o Below grade: cast iron, standard weight, gasket, bell/spigot or PVC

o Above ground: cast iron, standard weight, no-hub heavy duty 4-band ASTM
1540C couplings

Valves:

o Isolation valves: full port, 600 psi, bronze ball valves. All isolation valves shall be
bi-directional and rated for dead end service.

o Check valves: hronze body, bronze seat, swing check valves.

%95 %idco Dr., Nashville, TN 37204
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TELECOMMUNICATIONS SYSTEMS
Telecommunications Entrance Facilities

Telecommunications Entrance Facilities shall consist of redundant and physical diverse data
communications entrances into the new hospital. Each path (Primary and Redundant) shall
consist of (3) 4" metallic conduits (total of 6} originating from the new hospital's property line into
two different Ground Level TER/EFfTR (Telecommunications Equipment Room/Entrance
Facility/Telecommunications Room). Connection to the health system’s network shall be through
data service from the Mohawk Valley Health System (MVHS) selected service provider as part of
the master MVHS network expansion and disaster recovery plan. The physical separation of the
two conduit paths shall be as great as practical, but no less than 20ft as per BICSI Standards.
Appropriate lightning protection shall be installed for copper services entering the Facility.

Telecommunications Room/Telecommunications Equipment Rooms (TR/TERs)

Each TRs/TER shall be located to meet the NFPA 99 2012 code which states that a TR/TER can
only serve 20,000 sq. ft. of usable space and where the longest distance to any Work Area Outlet
(WAQ) is less than 275’. TRs shall be stacked vertically to decrease the length of riser conduit
and riser cables. A minimum of two walls of the TR shall be expandable meaning two walls that
are not adjacent to non-movable building structure. Each TR shall be 12’ x 14’ in size. The TER
shall be 15" x 20°'. As a rule, horizontal WAO connections shall start and finish (TR to WAQ) on
the same fioor {no cross-floor connections). Columns in the middle of the room or curved walls
are not acceptable in any of the TRs/TER,

Each TR/TER shall contain both building and emergency power as well as separate UPS unit/s
{provided by MVHS IT) to manage any transition (loss of service) to emergency power. The
number, type and location of emergency power outlets shall be confirmed with MVHS IT before
installation. Two convenient building power quadruplex outlets, 20A, 110V shall be installed on
each wall at a height of 6" AFF.

HVAC design for the TRsS/TER shall be designed to maintain continuous and dedicated
environmental control (24 hours per day, 365 days per year). Remote monitoring by MVHS
Facilities of the room cooling will be provided. Cooling size requirements shall be designed by
the project's mechanical engineer (SSR) with help from SSR and MVHS IT to determine each
room’s BTU requirements. The room’s HVAC shall maintain positive pressure with a minimum of
one air change per hour. These rooms shall maintain a temperature and humidity level at 18 °C
to 24 °C (64 °F to 75 °F). The humidity range shall be 30% fo 55% relative humidity.

TRs shail have a monitored door with card reader access and an IP addressable camera system
located within the room with temperature and humidity trending capabilities. All walls within the
rooms including above the door shall be covered with four by eight foot 34 AC grade plywood,
mounted vertically from six inches above the finished floor, painted with fire retardant paint. The
plywood shall be installed with grade C surface facing the wall. No infrastructure of element shall
be mounted directly to any wall without plywood. Each room shall be equipped with a grounding
bar connected to the building ground system (provided and installed by the project's Electrical
Contractor). All low voltage equipment housed in the TR shall be grounded back to the room's
ground bar. Automatic, quick response sprinkler heads with head guard protection shall be
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provided to ensure 100% A/S coverage per local authority having jurisdiction. The rooms do not
require a drop ceiling and the floor shall be sealed concrete. Lighting shall be mounted at a
minimum of 9" AFF and shall be centered above the workspace not the racks. Doors shall be 36"
wide and 84" tall. Each TR/TER shall be equipped with a 1-port data outlet for a wall mounted
telephone.

TRs/TER shall be equipped with 18" wide ladder rack installed around the perimeter of the room
and over the floor mounted racks. Ladder rack shall be installed at a height of 8’ and a minimum
of 7' 4" to the bottom. Floor mounted racks shall be 7’ h x 19" w installed with front mounted 10"
w vertical cable management on each side of the rack. There shall be a minimum of 36" in front
and behind the row of racks.

Primary and Horizontal Cable Pathways

A cabie tray system shall be installed above ceiling as the primary horizontal pathway for all low
voltage cables. Cable tray size shall be 24" w x 6" h. Cross corridor sleeves, TR/TER entrance
sleeves and vertical conduit sleeves shall be a re-penetrable sleeve (Hilti Speed Sleeve or
equivalent). (2) 2" entrance sleeves shall be required for any patient care rcoms (patient rooms,
ED Exam, Prep/Recovery, PACU, efc.) and (1) 27 for all other locations. Conduit sleeves shall be
used for cables passing over a hard ceiling area. Conduit pathway is required for any cable when
passing through or being installed in an open ceiling area.

The following wall outlet conduit and back box sizes shall be required:

Data Qutlet: 1.00”, 4" X 4" X 2.125" with a single gang plaster ring

CATV Outlef: 1.00", single gang box with 1.875" minimum depth

Wall Telephone Qutlet: 1.00°, 4" X 4" X 2.125" with a single gang plaster ring
Nurse Call Devices: 1.00", determined as needed

Security Devices; 1.00", determined as needed

All conduits shall be installed with pull string.
Structured Cabling System

The new facility shall have backbone cables from the two entrance facility rooms to each TR in
the facility to provide main and redundant connections respectively. Each pathway shall be
installed to achieve the most physically diverse path as possible. TRs/TERs shall be connected
using 4" conduits for riser installation. Each 4" conduit shall be installed with one (3) 4” cell
Maxcel! innerduct or approved equal. There shall be a2 minimum of (4) 4" conduits connecting
TRs/TER. All conduits/innerducts shall be installed with pull strings.

Fiber riser shall be a combination of multi-mode optical fiber (850nm laser-optimized 50/125 um
OM3 bend insensitive) and single mode optical fiber. Fiber riser shall be terminated in rack
mounted fiber patch panels (LC or MTP/MPO type connectors). Fiber riser cables shall be placed
in flex duct in the ladder rack between the backbone pathway and the rack mounted fiber panel.
Copper riser shall consist of Category 3 multi-pair cable originating in the TER and extending into
each new TR room. Copper riser shall be terminated on 110 blocks equipped with 5-pair
connector blocks. Copper riser pairs shall be determined by SSR and MVHS IT.
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Voice, data and networked video requirements will be supported using Category 6 non-plenum
Unshielded Twisted Pair (UTF) cables extending from each TER/TR to each Work Area Outlet
(WAOQ). Each typical WAO will contain at least two (2) CAT 6 cables (more if equipment needs
require) terminated in a 4-port faceplate with 2 blanks. Each cable shall be considered Universal
(not dedicated to a specific technology). Certain exceptions to the Outlet Standard include single
CAT 6 non-plenum cables located for but not limited to employee timekeeping systems, wall
mounted telephone sets, and medicine distribution cabinets.

_In the TRs, all horizontal station cables will be terminated rack mounted 110 style patch panels
- with rear cable management bar.

PBX/VolP

This is the system over which all voice communications will travel and be routed. The system will
include wired and wireless Voice over P (VoIP) and a limited PBX presence to service those
functions that are not appropriate for the proposed IT network.

Wireless Local Area Network (WLAN) / Wireless Voice / Distributed Antenna System

A building wireless system will accommodate real-time point of care/activity information retrieval
(802.11) as well as radio frequency identification (staff locating, patient tracking, asset
management). WLAN access point coverage shall be designed to carry wireless traffic for voice
and data systems including but not limited to internal wireless device communication, wireless
patient charting, RTLS, Security, Nurse Call, Patient Monitoring, Alarm/Alert Notification and
Management, and Patient Registration capabilities. The locations of the wireless antennas
devices shall be dependent upon several factors including structural makeup of the new facility,
desired coverage areas, signal strength of accessing device, and frequencies required. Wireless
access points shall be connected to the hospital's network via horizontal data cabling and will be
powered via Power over Ethernet technology. Each wireless access point location shall be
installed with (2) Category 6A cables terminated on a surface mount box with 20’ of cable slack
for future adjustments. All horizontal cables installed for wireless access points shail terminate
on a separate, dedicated Category 6A patch panel.

Wireless data access shall be accessible in all elevator cars and stairwells for continuity of service.
There shall be two (2) Ethernet wires (Cat 6) included in the elevator travel cable served from the
TR to the elevator control rooms. Travel cable to be provided and installed by the Elevator
Contractor. Access points shall be mounted on the top of each elevator car. The data cable shall
be designed to be installed utilizing the same fravel cable as the Elevator Emergency Phone.

A separate Distributed Antenna System shall be installed to enhance cellular signal, repeat UHF
and 700/800mhz. Separate radio repeaters shall be installed for two-way radio systems.

Audio Visual Systems

Systems providing audio visual services and teleconferencing services external and internal. The
new hospital will contain several conference, ftraining and educations rooms, patient
entertainment spaces (clinical and non-clinical), and employee lounges that may be used for
presentations.
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Typical Conference Room Audio Visual Design: (2) large flat panel wall mounted monitors with
audio visual connections, data and quad power outlet mounted behind each. Ceiling speakers
and microphones, floor connections with data and audio visual connections. Floor connection
box requires a 1" conduit direct from the floor outlet to the wall mounted monitor back box and (2)
1.25" conduits stubbed up above ceiling installed with pull strings. Wall mounted touchscreen
control unit and wireless audio visual connection device. The project shall utilize electronic
scheduling screens for Conference Rooms.

Cable Antenna Television (CATV)

Systems providing patient information and entertainment information in patient rooms, waiting
areas, treatment areas, etc. Cable television shall feed the new facility via external connections
from the MVHS preferred service provider. Cable television service shall be distributed to each
TR over RG-11 coaxial cable. Homerun RG-6 coaxial cable and Category 6 cable will provide
connectivity from the TR to each individual television sef. At the television set, coax cables shall
be terminated with an “F" connector housed in a faceplate that shall contain data and nurse call
connections for televisions in patient rooms. In the TR, these cables shall be terminated on taps
and/or splitters which will provide connectivity to amplifiers and/or direct connection to the CATV
system equipment. In addition, via the Category 6 cable, live feeds from in-house seminars,
Chapel Services, telemedicine, and pre-recorded feeds to such services as patient and staff
education and training and movie stations shall be available to each television set. Television
sets shall be hospital-grade where required. The recommended minimum television display size
for patient rooms is 42”.

Public Address

One to one, one to group, one to all paging and two-way voice communications. System performs
in alarm and non-alarm conditions. Overhead paging shall be provided through a series of paging
amplifiers and overhead speakers, some of which may be controlled through individual volume
controls. This system shall provide a means of public broadcast for life-safety announcements or
any other desired public announcements. The system will provide “zoned” and “all call” paging as
required. Amplifiers shall be distributed throughout the TRs. The new hospital shall plan for 2’ x
2’ "drop-in” paging speakers.

Real Time Locating System (RTLS)

The new hospital shall be equipped with a Real Time Locating System. The system’s backbone
shall be carried over the hospital's wireless network with Power over Ethernet {PoE) devices
providing room level accuracy. Each patient care area shall require a PoE device to track staff
and integrate with the Electronic Medical Record. Wireless temperature monitoring shall be
required for medication, lab and pharmacy refrigerators. MVHS currently utilizes the Stanley
Aeroscout system.
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Nurse Call System

A new nurse call/code blue system will be required. The new system will be comprised of nurse
master stations, patient stations, staff stations, emergency call stations, dome lights and tracking
sensors. Individual systems will be required for each floor and will be networked together to
facilitate centralized management functions. The new system will provide a means of two-way
communication between patients and clinical staff. The new system shall interface with the Voice
over IP (VoIP) telephony system and shall offer such integration of nurse calls, lab results and
physiological monitoring to the wireless handset. The code blue feature shall provide the
capability of alerting the staff of life threatening code conditions that need immediate response.
The system shall be capable of interfacing with hard-wired or wireless telephone service and
overhead paging system. The system shall interface with other HL-7 compliant systems, i.e. ADT
and electronic medical record systems, providing patient information in a fashion that enhances
efficient delivery of patient care and improves patient satisfaction. With the exception of staff
toilets, all restrooms shall contain Emergency Full Cord elements.

The Nurse Call devices for the new Facility shall be planned per NFPA 99, FGI Guidelines for
design and construction of healthcare facilities requirements, and user’s requests. 37-pin bed
connector shall be required in all patient rooms with beds. The bed connector is not required for
room utilizing stretchers only.

Wireless Clock System

System consisting of clocks, transmitters, and receivers using global positioning system (GPS)
wireless technology to synchronize time without the need to re-set clocks for time changes or
power outages. System shall include additional roof transceiver and transceivers in IT rooms
where required by system manufacturer {o expand existing system signal coverage.

Analog Clocks shall be battery powered models located in staff areas and above elevators only.
Digital Clocks and Digital timers in procedure rooms shall be wired or wireless communication AC
powered (hardwired) models. The current MVHS wireless clock system is Primex.

Access Conftrol and CCTV System

Systems allowing authenticated access to restricted areas, and general public access control.
Various devices and methodologies exist to allow authenticated, monitored physical access. Card
readers/keypads are utilized for internal and external access control. Currently MVHS utilizes
proximity card technology. CCTV cameras and network video servers are used for security
surveillance. Both of these systems are “networkable” and allow system access as needed to
provide real time monitoring and archival and retrieval of stored data. |IP cameras are used and
30 days of storage are required. System components shall be installed as specified by the owner.
Parking lot gates for physician parking, site emergency phones and site cameras shall be
required. The project shall also include a Pediatric Abduction System interfaced with building
security (door and elevator control). Hugs is the current MVHS Pediatric Abduction System.
MVHS utilizes Special Care System as a staff duress system that notifies security through radios.
The panic devices are wireless, The EZ Lobby system is currently used for visitor management.
Visitors are issued a sticker badge at Front Entrance, ED and Matemity has a visitor badge
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station.

All door hardware is installed by a door hardware provider, the Access Control Contractor will
install a coil of wire in ceiling above locking mechanism long enough for the hardware installer to
wire to their lock.

Typical MVHS Areas of Control:

Pharmacy, Medication Supply Rooms, ICU, Surgery, Peds, LDR, Lab, Behavioral Health,
Maternity Elevators, Staff Lounge, Dr. Lounge, Retail Pharmacy, Emergency Department,
Imaging.

Radic Systems

The project shall require multiple radio systems. A two-way radio system with repeaters will be
installed for use by Security, Facilities, Incident Command, Surgery (a local, departmental
system). The Emergency Department will be equipped with an EMS radio system to
communicate with the incoming ambulance service. MVHS utilizes pagers for EVS and Bed
Tracking communication. Long-range signal shall be required for radio systems.
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- 7.2.1.232 Door apenings shall not be Iess han 327, except il a pair is prowde one needs to be 32" rooms less than T0sf and not accesslble the dnor can be 24" wsde doors to areas not req'd 1o he Y
accessible ¢can be 28%, autemalic pairs of doors can have leafs less than 327, If a single means of egress door from a stair is the only means of egress is req'd to be 56" the deer can be
reduced to 2/3 the req'd stair widih.
"""" -+ {7.2.4.2 Floer Lavel- R . . . T
. 7.21.34 the elevation of the loor on each side of an opening shall nol very by more than 1/2° Y
] Threshalds shall nof exceed 172" Y
) Threshokds greater than 1/4" must be beyeled to a slope not greaterthan 1to 2 Y
. NA,
- - 7.2.1.3.6 ba,
‘! 7.2.1.4 sMng and Forgete Qpen, - 1o U UL e TR e e S
. - 7.2 1 4 1 Swinging- Doors must be swing type. Where allowed herizonial slldlng or verlical rolling secuntygnlles shall be permmaﬂ miist be secured when building is nccupmd . $ign mdlcatlng the daor will Y
Type Door Assembly  |be open when oscupied, if more than 2 means of egress are raquired not mere than half can be herizonlal sliding or verlical grifles, Sliding doors where aliowed by Chaplers 1143
Rqmt.
. . 7.2.1.4.2 Docr Leaf Must swing in the direction of egress if therg are 50 occupanis or mere. Doors in Horizontal exits do not need 1o swing in {he means of egress {canfinm) Y
Swing Direction,
i R 72.1.4.:! Door Leal Encmchmlm. ) """ B ST N
. . 7.2. 431" During its swing 1ha door cark not encruach inlo the conidor more 1han 1.'2 oﬂhe mmdors widlh and nnt prnlrude more 1han 7" when fully apen ('hardware is nod included in the 7° Y

72155 KeyOparated

Eacks. -

7.21.55.4

IExtennr doors shal] be aRowed 1o have a Iock on the agress snde lhere isa sign and a key avallsble.

7.2.1.5.5 Elecirically

1) The hardware for occupant release is affixed to the door Jeal, 2) the hardware has an obvious method of peration in the direction of egress, 3)the hardware is capable of being

= Egress Door|of d with one hand, 4) the operation of the hardware interrupls the power in the efscivic Jock in the direclion of egress, 5) Loss of power raleases the hardware in the direction of
Assemblies egress,
- 7.2.1.5.8% In stairs greater than 4 foors. Reenly from stair shall be provided, ar there is an autematic release tied to the fire alarm to unlock the door for reentry, or 7.2.5.85.1
. 7.21.548.1 Not less than 2 floors where reentry is allowed, no mere than 4 floors where reeniry Is nol allowed, reentry doors ta be signed, reeniry required at top floor or next 1o fop, provide sign for
tocation of reentry.
. 7.2.1.5.8.2

NA
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. 7.2.1.59 A door to a roof from a stair shall either be locked or akow reenuy

7.2.1,6.1 Delayed-Egress Locking Systems; -~

721611

Delayed egress allowed an low or crdinary hazan‘rs spaoes n buﬂdmgs pmtected by sprinkler, Deur shal unluck in lhe maans of egress an activalion by sprinkler, heai detecior, 2 smoke
deteclors, Door shall release in the direction of egress. The release shall be 15 to 30 secands upon application of 15 ks of force. Release shall activale an alarm. The egress side of the
door shall have emergency lighting

{7-2:4.8.2" AccessControked Egress Door As:

bfies

A sensor shall release door from egress side, Ieaves shall aulomalx:ally unlock upan fass af pawer, dopss must have a manual release on egress slda wﬂhin Baln ollha door between 407

7.2.1.5.3.Elévator Lobby Exit-Access: Door Assemblies Latking.

and 48" AFF, shall indicale Push ta Exit, Lock shan remain unlocked for 30 seconds on release.

An elevator labby can be locked i the door eumplles wrth UL 294, burlulng is protecled by a spnnkler system, sprinkler walerﬂow mrhales (he Fre alarm, lhe lebby is prnleded by a smoke
detectian system, initiation of the fire alarm releases the daor facks, loss of power unlocks the doors, 2 way communicatian between the lobby and command center is continuous, |
delayed egress is not allowed

7,2.1.9":Powered Door

LeatOperation. -

7.2.1.814

a manual sfiding door in an exit dlSCl‘IBfﬂB wﬂh Iess than 50 occupants daes not need io svnng in lhe dlrectiun uf egress

727918

ARhough a singla power-operated door leaf located within a fwo-leafl opening might afone not provide mare than 30 in. (760 mm} of ctear widih in the ememency breakout mode, where
both leaves are broken cut to become
side hinged, the required egress width is permitied 1o be provided by the width of the entire opening.

. T.R19.4.8 In a bi-parling multi-lear opening a single leaf can be 36' — not 327
. 7.2.49.4.7 Harizantal sliding doors are acceplable if they met 7.2.1.14 {won-door}
. [EEET 1. readity operable from both sides, 2. ferce to operate the cperating device is less than 15[bs,, 3, force te operate door leaf is 30Ibs, 4...,, Door matehes required rating
» 18.2.2.29 Areas of refuge used as pant of a required accessibls means of egress shall comply with 7,212
. 18.2,2,2,10 Horizontal sliding doors are aceaplable if they met 7.2.1.14 {(won-doon)
5222181 Manual sliding doors are allowed if they do nol rebound to a partially opened position when forcible closed.
L] 18.2.2.2.10.2 Sliding doars are akowed for fewer than 10, na high hazard conlents, reagable operated from boih sides, force to open 30#, to close 15#, is rated and self closing were req'd, latched
where req'd
) : f ELEX " {Stalrs.. -Slaks voinplying with 7,.2.2. shall}e permitied: B
» -” 7.2241 Slalruseﬂ as a cempenent in @ means ul’ egrass must confonm te 71 and 7.2 2. -
. - 72242 The requirements of 7.2,2.1.1 shall not apply to aisle stairs
- {T:2.2.2. Dimensional Criteria, . . - - -

7.2.2.2.1 Standard Stai

TS,

Table 7.2.2.2.1.1(a)

Dimensianal Criteria New Stairs

7.2.2.21.2.

Risers 7 inches max, 4 inch min

Treads i1 inches

Width For floors with occupancy of less than 50, clear width of all obstructions
36" except projections not more than 4 172 at or below the handrail
height

Landings Width 7.2.1.3 and 7.2.1.4.3.1 7.2.1.3 - fioor shall be leve!, max 12" threshold. 7.2.1.4.3.1 During its
swing in a means of egress shall not leave less than ene half of a
larxling obstructed and shall not project mare than 7" into the req'd

means of egress when fully opened

Vaedtical Rise Maximum height between landings 12'
Headroom 68"
Handrails 34-38 inches above the leading edge of the tread

(Nole: Shatl also coordinate with TAS requirements {4.26.2}

Minimum circular not fess than 1 1/4" and nat more than 2"
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Maximum shapes , other than round with a parimater of not less than 4" and not
mare than 61/4" with largest cross section2 1/4", with grasping edge
radius not less than 1/8”
Height Maximum height between landings 12
Clear Spate to Wall 2 1/2" min
Intermediate Handrails 7.2,2.4,1.2 (1) Far new stairs, handraits shall be provided within 30 in, of al porlions of the
required egress width,
Guardraits Guardrails See 7.1.8, see 7.2.2.4 ~ 7,2,2.4,5.2 Guards shall be 42 inches high- provide
i iate rails or | infill such that a 4" sphere ¢an nol pass through
the rafls, The iriangle opening at the riser, tread and bottorn element of the guard
3 B” sphere,
i Dimensienal Criteria Existing Stairs . S T E
Maximum Height of Risers NA
Minimum tread depth NA
Minimum headroom NA
7.2.2.2,1(2) Table Maximum Heighl Between Landings Maximum helght between Jandings 12 NA
. [ 7.2221.2. Minimum New Siair Widih, With an occupant load of tess than 50 = minimum width is 36 [n., with prajections |NA
below the handrail o! more than 4 1/2*
S 203848 Detalls: S :
. . 7.2.2.2.1.2 IShaIl be not combustible construction Y
7.2.2.3.2:Landings. . . L
- . 7.2.2.2.241 Stairs shall have a landing at doar openings Y
. . 7.2,2,3,2,2 Stairs and intermediale landings shall continue with no degrease in width alang ihe direclion of egress travel, Y
. . 7.2.2.3.2.3 Every landing shall have a dimension, measured in the direction of iravel, 1hal Is not less than 1he width of the slair. Y
. . 7.2.2,3.2.4 Landings shall not be required to exceed 48 in.(1220 mm) in The direction of iravel, provided that ihe siair has a straight un Y
. - 7.2.2.3.2.5 NA
----- 4.2:2,3.3 YTread and Landing Surfaces, - IR N i PR :
. $lalr freads and landings shall be solid, wilhout p except for bustible stairs in . Ingustrial and storage occupancies
- Stair freads and landings shall be free of projections or lips that could top stair users.
- 72,2333 If nat vertical, risers on other than existing stairs shall be permiited 1o slope under the tread at an angle not to exceed 30 degrees from verlical, provided that the prajection of the nosing
does not exceed 1 1/2 in
T.2:2.4 Guards and Handrails.. -
-4--1;_2.2_._4;1_._H_qnd(alts_ L R k R E : L ; L | L L T L ;
. T.7.2.2.4.1.1 Stairs and ramps shall have handrails on both sides unless otherwise permitied by 7.2.2.4.1.5 or 7.2.2.4.1.6 Handrails not req'd a1 a single step or ramp of a curb that separates a sidewalk
from a vehicle way. Existing stafrs in dwelling units and wilhin guest reoms may have a rail on cne side
. 7.2.2.4.1.2 Pravide within 307 of all partions of an egress width
- 7.2.24.1.3 NA
. 7.2.2.4.2 Req'd guards and handrails shall continue the full length of each fight of $tairs. At turns of new stairs - inside handrails shall be continuous between flights at the landings
Continuity.
TTI7.2:2.4 4% Randeall Details, i
. T.2.2.464.1 not less than 34" and not more than 387
. T.2.24.4.2 1exisling slairs NA
» 72,2443 The height of the handrail that forms 1he guard rail shall be permitled of exceed 35" but not exceed 42"
- 722445 provide 2 1/4™ clear fram handrail to the wall
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. 722445 circular not less than 1 1/4” and not mare than 27
- T.224.48 Handrail brackets or balusiers atiached 1o the botiom surface of the handrail shall not be considered 1o be absiruclions to grasp ability, provided that They do no1 project harizontalty
beyond the sides of the
handrail within 1 12 in. (38 mm} of the boltom of the handrail and pravided {hat, for each additional /2 in. (13 mm) of handrall perimeter dimension greater than 4 in. {100 mmy}, ihe vertical
clearance dimension of 1 12
In. {38 mm) is reduced hy 18 in. (3.2 mm). They have edges wilh a adius of not less than 0.01 n.
L] 7.2.2.4.4.9 New handrail ends shall be reluraed to the wall or floor or shall lerminate at nawel posts
L} 7.1.8* Guards. Guards shall be provided at tha open sides pf means of egress exceeding 30" AFF
- 7.2.2.4.6.2 Guards shafl not be less than 42° Y
. 7.2.24.5.3" Intermediate rais required such that a 4" sphere is nol able 1o pass thru any epening. The triangular opening formed by the riser tread and bottom of ther gaurdrail shall not pass a 8™
sphese
:|7.2.2.5 Enclosure.and Profection of Stairs,
7.2.2.5.1.1 [All ln5|de stalrs servln as a means of egress shall ba enc]nsed pe[ 7 1. 3 2 '
”'--1‘3.".,, EE
- 7.2,3 P! Smokep es plying wﬂh 7.23 shall be permitted, ¥
Enel
. 7.2.3.1 l General. Where kep are reguired in other of this Cods, they shall comply with 7.2.3, unfess they are app| d exisling Sr p Y
- 7.2.3.2 Pedormance Design. Y
[EEXE 3-Enclosure. ’ . T T T O e
. 7.2.3.2.1 Smokepmof anclosures must comply to 7.2.3 Y
. 7.2.3,3.2 Where a vestibule is used it must be within a 2 hour enclosure NA
. 7.2.3.35.3 A X l  of an enclosed stalr and serving foors belew the fevel of ext discharge shall not be required to comply with 7,2,3,3,1 where the portion of the stairway | NA
helow is separaied from the slalnnay entlosure al the level of exit discharge by barviers with a 1-hour fire resisiance ratg,
. 7.2.34 Vestibule, Where a veslibule is provided, the door opening into the vestibule shall ke protected with an approved fire door having a 1 12-hour fire protection rating, and | NA
the fire door from the ta the praaf e shallhave a 20.minute fire prolection raling. Door leaves shall be designed to minimize air (eakage and
shall be self<closing or shall be attomatic-Closing by actuation of a smoke delector wilhin 10 fi (3050 mm) of the door op MNew door shall be installed in
accord wilh NFPA 105,
...... 7.2,3.8 Discharge, ] 0. oo
- 7.2.3.51 Every proof ] e shall di into a publlc way, inlo a8 )ﬂl’d or court hawng dlrecl accessfoa publlcway. or mlo an exit passageway. Y
. T1.2.3.5.2 The Smokep! shall be pemitted to di through inferior building areas, provided that all of the eriteriain 7.2.3.5.2 .1 to .3 are met 7.2.3.1 General. Where Smokeproct Y
are required in olher of this Cade, they shall comply with 7.2.3, unlass thay ar: approved exisling Smokeproof enclosures.
- 7.2.3.6 Access, rl-:or Smaokeproof enclesures other than those isting of a pr access to the keproof | shall be by way of a vestibule cr by way of an exterior balcony NA
. 7.2,3.7 Natural 18.2.2.4 Smokeproof 1 es. heproat complying with 7.2. shall be permitted, S¢e code NA
Ventilatlon,
. 7,238 Mechanical  [Must comply wilh 7.2.2.8.1-4 ¥
Ventifation
. 7.2.3.8.1 Vestibules shall have a dimension of not less than 44 in..in width and not less than B t in the direction of travel. .2) The vestibule shafl be pravided with net less than one air change per Y
minule, and the exhaust shall be 150 percent of the supply, 3) The vesfibule ceiling shall be not fess than 20 in. {510 mm) higher than the daor opening into the vestibule. 4) The stair shall
be provided with a dampered relfef cpening at the top and supplied mechanically
§ 1.2.3 9 En:losuru Pr:ssurmhon
. 7. 2 :! 9.2 Y
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{swinging dooars, amanged fo swing in apposite directions from each other, with each door having a clear width of not less 1han 32 in, (810 mm}, crbya h

Jicdin

g door thal

with 7.2.1.14 and provides a ¢lear widih of not less 1han 64 in. {1625 mm),
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u.u.u.S >n=c-zo_.. of !on_._-a_nu.._ Ea._t:o... and 1~ uu.in-n Enclosure Systems.’ .
» 7.2.3.10.% the activation of the systerns shall be =.==m.mn by a smoke deleclorinstalled in an muu_cﬁwn focation i“_:__._ 10 fi (3050 mm) of mmns {o the keproof I
[18:2.2.8 Horizantal Exhts. :o_.ﬁoas_ sa.m 933._3 s.w: 7.24 w_a the 38 tons .“_R.w.u..n.. .98&:.3.5.5 .uz._. w.m.uo:sa&.
. . 4 Horizontal Exits. Io:gz_m_ exits shall be v«::.:na io vm m_._vm.__:._.mn awgsmn axits E__m-m _rm SS_ muamw omumnh:. m:n =_n ,o_v_ :..__..52 of tha ather mxsm «m.m_a _.u_ﬁum. noo_. ovm_.___Em leading cutside the Y
building] is nat less than half that required for the entire area of the buildi
7.2.4.2 Fire Compartments.
- - 7.24.21 Every fire compartment far which credit is permitied in conneclion with a horizental exit(s) alsc shall have at leas ane additional exit, hut mot less than 50 percent of the required number Y
and capacity of exits, 1hal is not a herzontal exil,
. - 72422 Every horizantal exil for which credit is permitted shall be amanged soe 1hat here are continucusly available paths of travel leading from each side of the exit to stairways o7 other means of Y
egress leading 10 outside the building
. . 7.24.2.4 The floor area on eilher side of a horizontal exit shall be sufficient 1o hold the occupants of boih floar areas and shall provide at least 3 {1 2 (0.28 m 2) clear floar area per person, unless Y
Jolherwise permitted for the following: (1} Heallh care occupancies as provided iy Chapters 18 and 19
7.24.3-Fire Burriets ~ R .
- . 7.2.4.3.1 Fire baniers or areas b which there ara horizental exits shall have a minimum 2-hour fire resistance rating Y
. L] 2.4.3.3 Where a fire bamrier pravides a horizontal exil in any story of a building, such fire barrier shall nol be required on other stories Y
. . 2.4.3.4 Where fire barriers serving horizanial exiis, other than existing harizontal exits, terminate al outslde walls, and the outside walls are al an angle of tess than 180 degreas for a distance a_ Y
10 ft (3050 mm) on each side of the horizontal exil, ihe outside walls shall have a minimum 1-hour fire -mmﬁ_m_._nm rating, with opening protecii having a 3A8-hour fire p
raling, for a distance of 10 f{ (3050 mm) on each side of the harizontal exit.
- 72435 Fire barriers farming hosizontal exits shall not be penetrated byducts, unless protected by damper or the buiiding is protected throughout by an approved, supenvised aulamatic sprinkler
system
. 72438 swinging fire door assemblies shall be permitted in horizontal exits, 1. The door feaves shall swing in 1he direction of egress
. - 7.2.4.2.8.2 NA
. . 7.2.4.4 Bridges Serving Hori; Exits Buildil NA
. L] 7.2.4.4.8 NA
- » 18.2.2.5.1 Accumulation space shall be provided Y
. . 18.2.2.5,1.1 Not Jess than 30 nei f 2 (2.8 net m 2) per patient in a hospial, shall be provided within the aggregated area of camridors, patient rooms, ireaiment rooms, lounge or dining areas, and other Y
similar areas an each side of the horizontal ext.
. . 18.2.2.5.1 On stories nat housing bedridden or litter borme patients, not less than 6 net fl 2 (3.56 net m2) per accupant shall be provided on each side of the horizental £xit Y
. - 18.2.2.5.2 The 1otal egress capacily of the other exits {stairs, ramps, doors leading culside the building) shall not be reduced bejow one-third of that required for the entire area of the bullding Y
» * 18.2.2.5.3 A single door shafl be permitied in a hozizontal exit if all of the foliowing conditions apply (1) The exit serves one direction enly. {2) Such door is a swinging daor or a horizontaksliding door | ¥
complying with 7.2.1.14
. * 18.2.2.54 A horizontal exit involving a corridor 8 % (2440 mm) or more in width and serving as a means of egress from beth sides of the doorway shall have the opening peotected by a pair of Y
swinging doors arranged to swing in opposite directions from each other, with each door having a tlear width of not tess than 41 12 in. {1055 mm), or by a horizontak-sliding doar that
with 7.2.1.14 and provides a clear width of not less than 6 fl 11 in. (2110 mm).
- . 18.2.2.55 A horizental exit involving a corridor 6 & (1830 mm) or more in width and serving as a means of egress from belh sides of the doorway shall have the opening protected by a pair of Y
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. 18.2.2.5.6 An approved vision panel shall be required in each horizontal exit door,
. . 18.2.25.7 ‘Cenler mullions shalt be prohibiled in | exit cloor Y
{18228 Ramps: L . . .
- 18.2.2.61 |Ramps complying with 7.2.5 shall be permitied.
| TS RampE, ' RN TR R T R
. 7.2.5.1 General. |
. 7.2.5.2 Dimensional Criteria,
. . Table 7.2.5.2(a) New |Widih minimum 44 inches Y
Ramps Maximum slape in direction of travel. 1in12
Maximum rise for a singls ramp run, 50 inches
Maxirum Cross Slope 1in 48
Handrails Along boih sides for rise grealer than B inches
. - Takle 7.2.5.2(b} Minimum Wit NA
Existing Ramps Maximum slope NA
Maxl height b It NA
TZ53 Fawp et —_— — : T — — T
. - 7.2.5.3.1 Per ly fixed type lar ion, non: or limited combustible material er fira dreated wood, Fire reated wood, max rise 30", less {han 3,000sf and 50% of | NA
Canstruction. raom area, ramp and kanding solid wfo perforations
. - 7.2,5.1.2 Landings. Tap and at door openings, Landings — widih of ramp, not less than 60™. If not a ret'd means of egress — not req'd to be greater than 48", Landings and ramp 1o not decrease in widih. NA
- 7.2.5,1,3 Drop-Qifs Drop off's shall have curbs, rails or walls — minimum curb 4™
. 7:2.6.4 Guards and Handrails. R B N PINS S
. . 7.2.65.4.1 comply with 7.2.2.4 except as provided in 7.2.5.4.4— assembly Y
. . 7.2.5.4.2 provide for a rise grealer than 6 on both sides of the ramp ¥
. 7.2.5.4.3 height of handrall from walking surface to top of rail ¥
. 7.2.5.4.4 ot applicable to assembly NA,
» 7.2.5.5 Enclosure and [protest as stairs where required to be protected NA
Pratection of Ramps.
. T.2.5.65p i o Quiside Ramps, . LT
. 7.2,5,6,1* Visual Ramps higher than 36' outdoors shall have opaque visual obstauction not less 1hal 457 NA
Protection.
. 7.2.5.8.2* Water Quidpor ramps shall minimize water accumulation
Accumulation,
. A.T.2.5.6.2 parate where requi fire &ac bie In sprinkled bidgs.
. . 182AT Exit - [t passageways coimphing with 7.2.6:shak be permilled, s
Passageways. - S L E - B X S . R .
- . 7.2.6* Exit An exil passageway serves as a horizenial means of exit travel that is prolected from fire in 2 manner similar to an enclosed interior exit stair. Where it is desired to offset exit stalrs in a Y
P ¥ istory building, an exit passageway can be used o preserve the ofthe p exit by the bottom of one siak 10 the top of the stair that conlinues to the sireet
floor, Probably the mostimporiant use of an exit passageway is 1o satisfy the requirement that at least 50 parcent of the exit stairs discharge directly outsida from multistory buildings (see
7.7.2). Thus, if it Is impractical to Yocate the stalr on an exterior wall, an exil passageway ¢an be connected to the botiom of the stair to convey the occupanls safely to an outside ext door.
In buildings of extremely large area, such as shopping malls and some factories, the exit passageway can be used to advaniage where the travel distance te reach an ext would otherwise
ke excessive.
7.2.6.1* General. Comply with 7.1 and 7.2.6 Y
. - 7.2.6.2 Enclosure, 2 hour, fire windows allawed in sprinkled buildings Y
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. . 7.2.6.3 Stair Same enclosure as stafr Y
|Discharge.
72.6.4 Width, R ; - - R D T e A S I .
. T7.2.6.4.2 Sized to acc aggrepate ity of di through it. Y
Y I Areas of efuge usedas parfof: : s epress shall comphy wilh 7,212, - Ce e T A e
B ACCEsSible mEAns of £gress shall natbe.required:n neakh cars o0 protocted tiratighout by arl appiaved, supervised auioma Y ance with Section 9.7,
. - 7.2.12.2 Accessibility, | Where required as parl of a req'd accessible means of egress per 7.5.4 - not req'd in fully sprinkled healthcare occupancy NA
. 7.21224 o NA
. . 72,1222 — NA
- 7.2.12.2.3" — NA
. T.212.24 — NA
. . 7.2.12.24.1 - NA
. . 7.2.12.2.4.2 — NA
. 7.2.12.3 Afea of Refuge Details. E
. 7.2,12.3.1° — NA
. 7.2,12.3,2 —_ NA
. 7.2.12.3.3 —_ NA
- 721234 — NA
- 7.2123.5 — NA
. 7.212.3.5.1 — NA
. 7.212.3.5.2 — NA
. . 18.2,3 Capacity' of Means of £grese, L :
. . 18.2.3.1 The capacily of means of egress shall be in accordance with Section 7.3. Y
. . 7.3.1.1.2 I.oss of cne means of egress does not reduce capacily lo tess 530% Y
. . 7.3.1.5 Capacity from [Where means of egress from a slory above and below converge - the means of egress shall be the sum of the capacity of the 2 means of egress NA
a Paint of
Convergence.
. 1.3.1.6 Egress Where any required egress capacity from a balcory or mezzanine passes threugh the room below, that required capacity shall be added to the required eqress capacily of the room below | NA
Capacity from
Baleonies and
|Mazzanines.
) . 1132 M WD
2 P S & e : = o L R i
- . 7.3.2.2 The width of means of egress shall be measured In the ¢lear at the namowest point af the egress component. Projecls of not mere ihan 4 1727 shall be permitied at a b1 of 36° and below
- . 7.3.2.3 Projection is allowed in coni in Healthcare Y
- . [Table 7.3,3,1) ‘Capacily Factars -~ SRR
| Stainways: 0.4 Inches per person Y
Level Components & Ramps .2 per person Y
T Te T ET.34 Minknun Wickh. l ce o
7.3.4.1 lnnl fess than 36 where a minlmum is nol specified Y
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. 73441 The width of exil access fammed by fumiture and movable partitions that serves net more 6 people and not exceeding 50' — width not less than 18" below 38" and nol [ess than 28™ above
38%, Widlh nol less than 36" for new £xjl access
. - 7.3.4.1,2 The number of means of egress kom any balcony, mezzanine, stery, or pertion therect shalt be not less ihan two, except under one of the {oliowing condillens: (1) A single means of NA
egress shall be permilted where permitted in Chaplers 11 threugh 43, (2) A single means of egress shall be pesmitted for a mezzanine or balcony where the common path of travel
limitations of Chapters T1 through 43 are met.
. T.3.4.4.3 7.3.4,1 does nol apply to doors per 7.2.1.2, alsles in assembly, industrial equipment access
. 7.34.2 Where a single exit access [eads 1o an exil, its capacily in terms of width shall not be less than the required capacily of iha exil 1o which # leads.
- . 7.34.3 Where mara than one exit access leads 1o an exil, each shall have a width adequale for the number of pessons it accommodates. Y
T T TR N o WA o B, - = T T T T —_——_—_——_—_—_—
. . 18.2.4.1 IThe number of means af egress shall be in accordance with Section 7.4.
Hi|. 747 Niimber.of Means of Egress. oL : i N
. - 7.4.4.1 Minimum is 2 Y
. - 7.4.1.2 NA
» Ll 7.4,1.3 Accessible means of egress that do not ufiize elevators shall be permilted to serve as any or alf of the reefd minimum number of means of egress Y
- - 7414 The accupant load for each story shall be utdized in cornputing the number of means of egress al each story, provide the number of means of egress is not reduced Y
741,86 Elevator Landing. and Labby Exit Access. . .~ 7 T i
. . 7.4.1.6.1 TEach efevator landing/lobby shall have access te at least one exit Y
. . 7.4.1.6.2 The elevator lobby exil access shall nol require the use of a key, special knowledge or effort. Y
. . 74,163 Doors separating the gr lobby froni th g/ i1 hall be permittedto b giron ket -7 2163 hd
* o | 742 dpaces About Electrical Equipment.’ T N B S IR S Lo L )
. . 7.4.2.1 600 Volts, The minimum number of means of egress for working space aboul electrical equipment, other than existing efectr quip 1, shall be in with NFPATG, National Efectrical Y
Nominal, or Less. Code , Section 110.25(C).
. Table 110- Nominal Voltage to Ground Minimum Clear Distance in Feet
« j#6lalWorking Spaces Condition 1 Condiion 2 Condilion 3
. 0-150 3 3 3
b 151-600 3 35" T
. Conditicn 1 exposed live parts on one Side working space, no live or grounded parts on 1he other side of|
ihe working space
. Condition 2 exposed live parts on one side warking space, and grounded parts on the other side of the
warking space, Tile brick or CMU shall bz considered grounded
» Conditian 3 exposed live parls on narh sides of the working space
. . 7.4.2.2 Over 600 Volts, Nominal. Y
. . 110.33 (A} at [east 1 o enclosed i 10 unqualified persons shall be metal enclosed equipmeni — the entry shall be a minimum 24"x6.5" ¥
. . 18.2.4.2 net lass than 2 exits be provided for each story ¥
. . 18.2.4,3 Mot less than 2 separale exils be accessible from every pan of every story
. . 18.2.4.4% Not less than 2 exits shall be accessible frorn gach smoke compariment, egress shall be permiited 1hru a adjacent compariment, pravided the 2 req'd egress paths are arranged so thal Y

18.2.5.1 General,

Arrangement of means of egress shall comply wilh Section 7.5,
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. . 18.2.5.2 Dead-End Corridors, Dead-erxi cormidors shall not exceed 30 fl, [BC Indicates 201t ¥
- » 18.2.58.3 Commeon Path of Travel. Common path of travel shafl nol exceed 100 ft Y
. . 18.2.5.4 Intervening Rooms or $paces. Every comrider shall provide ascess Lo nol less than two approved exils in accordance with Sections 7.4 and 7.5 wilhoul passing through any intervening Y
rooms or spaces other than cemidors or lobbies.
. - 18,2,5,5,1 Two Means |Sleeplng reems of more than 1000 fi 2 shall have not less than two exil access doors remotely localed from each other, Y
of Egress
- - 18.2.5.5.2 |Non-sleeping rooms of more than 2500 ft 2 shalt have not less than iwo exit access doeors remotely lecated fram each ather. Y
. . 18.2.5.64 Fve:y hakitable room shall have an exit access door leading direclly to an exit access carmidor, unless olherwise provided in 18.2.5.6.2, 18.2.5.6.3, and 18.2.55.4. Y
. . 18.2.5,6,2 Exit access from a patient slegping raom with not more than elght pafient beds shail ba pasmitted to pass through ene inlervening room to reach an exit access coridor, provided that the Y
inlervening room is equipped wilh an approved aulomatic smoke delection system in accomance with Section 9.6.
. . 18.2.5.8.3 Raoms having an £xil daor opening direcily to the oulside from the room at the finished ground level shall not be required to have an exit access door leading directly to an exit access Y
canidor,
. . 18.2.5.6.4 Rooms within suiles complying with 18,2,5,7 shall not b réxquired ta have an exit access deor leading directly 10 an exit aceess cormidor Y
= -|7:E Altangement ol Means of Eg .
. 7.5.3.1 exits shall be readily accessible at all times Y
78111 Where exits are not immediately accessible from an apen Roor area, continuous passageways, aisles, or corridors leading directly fo every exit shall be maintained and shall be gedio] Y
provide access for each accupant te not less than twe exits by separate ways of travel, untess ciheywise provided in 7.5.1.1.3 and 7.5.1.1.4.
- Carvidors that are not required to be fire resistance rated shall be penmitied e discharge into open ftaor plan areas, Y
- . ihe reqmts of 7.5.1.1..1 and 7.5.1.1.2 shall nol apply where a single exit is pennitted per chirs 1143 Y
- - where a common path of fravel is permilted by 1143, the path shall nol exceed 1he limit specified Y
L] - 7.5.1.2 Carridors shall provide exil access wio passing thre and intervening frem olher 1han corridors, lobbies and olher space permitted to be open 1o the coordidor - 7.1.5.2.1 - 7.5.1.2.2 Y
- - 7.5.1.2.1 NA
. - 7.5.1.2.2 Corridors that are not required 1o be fire resistance rated shall be permitted to discharge into open floor ptan, Y
R shal be provided in with 7,5,1,3,1 through 7.5.1.2.7. Y
. . where more than one exit, exit access or exit discharge is req'd tram a bldg. ar portion of a bldg., the remoteness shall be aranged t¢ minimize that mere than one has the potentiat or be Y
blecked in an emergency conditlons
. - 7.5,1.3,2 ‘Where two exils, exit accesses, or exil discharges are required, they shall be located at a dislance from one another net lass than one-half the length of the maximum overall diaganal Y
dimension of the building or area to be served, measured in a straight line between 1he nearest edge of the exits, exit accesses, or exit discharges, unless other-wise provided in 7.5.1.3.3
1hrough 7.5.1.3.5.
- L] 7.5.1.0.3 In buildings protecied throughout by an approved, supervised automatic sprinkjer system in accerdance wilth Seetian 9.7, Y
. . 751,34 NA
* . 7.5.1.3.5 NA
- L] 7.5.1.2.6 NA
- . 15147 The batance of exils shall be localed so that if one becomes blacked {he olhers are available Y
- . 7514 Interfocking or scissor stairs shall comply with ,1and .2 NA
. . 7.5.1.4.1 new interlocking stair shall be idered one exit NA
. . 7.5.1.4.2¢ - NA
. . 7.5.1.5* |Exi| access shall be aranged so there is no dead ends in camidors unless permitted by and imied to ihe tengths specified in Chapters 11-42 Y
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7.5.1.8 Exit access from rooms of spaces shall be permitted through adjoining ar intesvening rooms or areas that are accessory lo lhe areas served, Foyers, lobbies, receplion rooms constructed Y
as yeq'd for comidors shall be construed as inlervening reems, Inlervening roems shall not include hazardous spaces.
. . 18.2.5.2 Dead-End Dead end conidors shall not exceed 30' Y
Corriders.
» . 18.2.5.3 Commen Cemmon palh of travel shall not exceed 100 Y
Path of Travel.
- . 18.2.5.4° Intervening |every comidor shall provide access to not less than 2 approved exls (7.4-7.5) wlo passing through any intervening rooms or spaces other than corridors and lohbies Y
Rooms or Spaces.
- “118.2.5:5 Two Means of Egress. :
. . 18.2.5.5.1 Sleeping raoms of more than 1000sf shall have no less than 2 exit access doors, remolely lecated from: each other, Y
. . 15.2.5.5.2 Non-sleeping roems of more than 2,5005sT shall have ot less than 2 remotely localed exil accass doors, Y
18.2.5.6 Cornigor Access, o } .
. » 13.2.5.6.1* Every habitable room shall have an exil access door Jeading directly to an exit ac¢ess comidor except unless provided by 18.2.3.4.2-.4 Y
. - 18.2.5.6.2 Exit access fram patient sleeping roam with not less than 8 patient beds shall be permitted to pass theough ane intervening room 1a reach a exit access comidor Y
. . 18.2.5.6.3 Roomns with doors 10 the outside on floor one shall not be req'd 1o have a door (0 an exit access cormidor Y
» . 18.2.5.6.4 Reems within suites complying with 18.2,5,7 shall net be req'd to have an exit access door leading directly to and exit access comidor Y
18.2:5.7 Suites, . . . .
. 18,2.5.7.1.1 Suite Suites complying with 18.2.5.7 shall be permitted to be used to meel the comrider access reqmt of 18,2,5.6
Permissi
. . 18.2.5.7.1.2* Sujte Suites shall be separated from the remainder of the bidg. and from other suiles with walls and doors meeting the rgmis of 18.3.6.210 6.5 Y
Separation.
. . 18.2.5.7.1.3 Suite Intervening reoms shall ne be hazardous area, Hazardous area within a suile shall be separated fram the remainder of the suite per 18.3.2.1 unless provided by 18.2.5.7.1.3c Y
Hazardous Contents
Areas,
18.2.5.7.2 Sleeping Suites.
. . 18.2.5.7.2,1 Sleeping Suite Arrangement. NA
. - A18.2.87.2.1(A) Qeeuy of habilable rooms within sleeping suites shall have an exit access fo a corridor (18.3.8) or to a horizontal exit, directly from the suite. MNA
. . 18,2,5,7,2,2 Sleeping |a. Sleeping reoms of mare than 1000sf shall have not less than 2 remotely lecated exits. B.One means of egress shall be direclly 1o 5 comidor complying with 18.3.6. ¢. floor suites NA
Suite Number of requiring 2 means of egress, ana means of egress from the suite shall be permitled to be inte another sulte.
Means of Egress.
. . 1 .7,2,3 Sleeping |b. steeping suites shall not exceed 75005f unless aliowed by c. Sleeping suites greaier than 7500s# and not exceeding 10,000sf shall be permitted if there is direct visual supervision and NA
Suite Maximum Size. |has total coverage by smoke deleclion system
. - 18.2.5.7.2.4 Sleeping |A. fravel distance between any poin in a sleeping suite an exit access doar from the sufle shall not exceed 100", B, travel distance between any point in a sleeping room and an exit shall NA
Suite Travel Distance.nol exceed 200,
R e TRES T Patient Cure Non-Sleeping Suites.. 7 L i o o i . I
L] - 13.2,5.7.3.1 Patient Oecupants of habilable rooms within non-habitable suites shall have exit access to a corridor or horizontal exit, directly from the suite, NA
Care Nan-Sleeping
Suite Arrangement.
» - 13.2.5,7,3.2 Patient non-sleeping suites of more than 2500sf shall not have less than 2 exils access doors remelely losated from each ather NA

Care Non-Sleeping
Suite Number of

Means of Egress.
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. . 18.2.5.7.3.3 Patient  [Non-sleeping suiles shall not exceed 10,000s¢ NA
Care Non-Sleeping
Suite Maximum Size,
. . 18.2.5.7.3.4 Patlent  [travel distance within a non-sleeping suite to an exit access door from the suile shall not exceedt00". Travel distance between any paint i a nan-sleeping suile and an exit shall not NA
Care Non-Sleeping exceed 200°
Suite Travel Distance.
» . 13.2.5.7.4 Non-Patient-Care Suites. - travel dist: shall be in with the primary o¢cupancy
| 1826 Triivl Distance:to Exits. . R JEEERERRI ; e
18.2.6.1 travel disiance shall be measured in accordance with 7.6 Y
7.6* M t:of Travel Dist: toExits. R e BT L R R

. - 7.6.1" Measure along the centerling of the natural path of traved, starling from the most remola point subject 1o occupancy. Curve areund cemers or obstructions with a 12 Inch clearance, Y
terminaia at ihe center of a doonway or the point al which 1he exil begins,

- - 7.6.2 Wheye an exierior stair is aflowed, the dimenslon is ta be the [eading edge of the noseing of the sialr Janding,

- [ 7.6,3* Where open stairs or tamps are permitied as a path of path of travel to a req'd ext the distance shall include 1he travel on the stair or ramp from the end of the stair or ramp 1o an oulside Y
door

. . 7.6.4 Exterior exit: Y

- L] 7.6.5 where ments § stairs the shall be taken in the plane of the iread nosing. Y

. . 18.2.6.2 iravel distance shal comply with 18.2.6.2.1to 4 Y

. . 18.2.6.2.1 The travel distance between any point in a room and the exit shall not exceed 200/ Y

. - 18.2.6.2.2 The travel di from any healthcare room and an exit access door in thal room should not exceed 50% Y

. . 18.2.6.2.4 The travel dislance within suites shall be in accordance with 18.2.5.7 Y

. . 18.2.7 Discharge from | Discharge from exits shall be aanged in accordance wilh Section 7.7 Y

Exits
T.7 Dacharge: lro'm{;_its. oo s e

. » 7.7.1. Exit Exits shall terminaie direcily al a public way or exterior exit discharge Y

termination.

N . 7.7.1.4 Yards, courls, open spaces or other portions of the exit discharge shall be of the required widlh and assembie te proviie afl occupanis wiih a safe access 1o a public way. Y

- . 7.7.2 Exit Discharge [ 1. not mere 1han 50% of the required number of exils and nol more than 50% of req'd egress capacity shall discharge 1hrough areas on any level of discharge excepl &t permitted a) NA—~| Y

Through Interior cormectional. B.) NA axisting
Building Areas
:HT.7.3 Arrangemet and:Marking of Exit Discharge,. - : s . : L B

- - T.7.3.4 Where more than one exit discharge is req'd exit discharge shall be aranged to meet renmoleness eriteria Y

L] . 7.5.1.3 must be provided in with 7.5,1,3.1 10 7.5.1.3.7 Y

. ] 7.5.13.1 ‘Where more than one exit, exit access, or &xil discharge is required from a buikding or portian thereof, such exils, exit accesses, or exit dischamges shall be remotely located from each Y
other and be arranged 1o minimize the possibiity thal more than ane has 1he polential 1o be blocked by any one fire or other emergency condition.

. - 7.5.1.3.2° ‘Where two exits, exit agcesses, or exit gischarges are requited, they shafl be lucated al a distance from ane another not less than one-hall ihe length of the maximum overalt diagonal Y
dimension of the building or area to be served, measured in a straight Sine between 1he nearest edge of the exils, exit accesses, or exit discharges. unless olher-wise provided in 7.5.1.3.3
ihrough 7.5.1.3.5.

- . 7.5.1.3.3 In buildings protecied throughoul by an approved, supervised inider sysiem in with Section 9.7, 1he i s ion di iwo exits, exit Y

or exil discharg d in accerdance with 7.5.1.3.2, shall be not fess than one-third the length of the maximum overall diagenal dimension of the building or area to be
served.

. - 7.5.1,3,4% In other than high-rise where exit | are provided as the required exils specified in 7.5.1.3.2 or 7.5.1.3,3 and are interconnecied by not less lhan a 1-hour fire NA
1esistance=rated camidor, exit separation shall be measured atong the shertest line of 1ravel within the corridor
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- - 7.5.1.2.5 In existing buildings, where more than one ext, exit access, ar exit discharge is required, such exits, exil accesses, or exit dischanges shall be exempt from 1he diagonal measurement NA
separation distance criteria of 7.5.1.3.2 and 7.5.1.3.3, provided that such exits, exit accesses, or exit discharges are remately lacated in accordance with 7.5.1,3,1
- . 71.5.1.3.6 In other than existing buildings, where more than two exits, exit accesses, or exil discharges are required, at [easi iwo of the req exits, axit or exil di shall be Y
arranged 1o comply with the minimum separaticn distance requirement.
- . 7.5.1.3.7 The balance of {he exits, exit accesses, or exit discharges specified in 7.5.1.3.6 shall be located se thal, if one becomes blocked, the clhers are avaijlable, NA
- . T.7.34 Stairs and ramps that continue mere than one-half story beyand $he tevel of disch shall be provided with an app means to prevenl or dissuade occupants fram traveling past the Na
level of discharge during emergency building evacuation.
-18.2:8 l‘lumirmlon of Msans of Egress. Means of egress shiak ba ilumd in ‘Section 1.8,
| 7.8 lumlnathn of. Meann of Egrass.: . B S N R TS RCREEEE T e
. 7.8.1.1* rlummallun pm\nded ou'l5|de lhe bullding should be alther a pubh: way or a dislance away from the bulldmg that is consldered saie whlchaver Is c]usest lo l]1e bu-ldmg being evacuated
. 7.8.1.2.2 Unkess prohibited automalic, motion sensor lype fighting switches shall be permitled within the means of egress provided that such conlrollers comply with all the foRowing: 1, The switch
controllers are listed, 2. The switch are equi for fail safe op and evaluatton, 3.1the illuminatian timers are set for a minimum of 15 minutes duration, 4.The metion
sensor is activaled by any accupant movement in the areas served by the lighting units, 5. the swilch controller is activaled by activation of the buiking fire alarm $¥slem, if permitted for
the stair shafl and vestibule emergency lighting power supply
18.2.9 Emerganr.y !.igm.mg. D
1l.2.!.1 Tmergen[:y lighting shall be pruwded in acua:dance wnh Secliun ‘I B
. 7.9.1.14* Emergency lighling faciklies for means of egress shall be provided in accerdante with Seclion 7.9 for the follawing: (1) Buildings or structures where required in Chaplers 11 through 43 (2)
Underground and fimited access structuras as addressed in Sectian 11.7 {3) High-rise buildings as required by other of this code (4) Doors equipped with delayed-egress locks, {8)
Stair shafis and vestibules of Smokeproof enclosures, for which 1he following also apply: {a) The stair shak and vestibule shall be pernitied 1o include a standby generator that is installed
fer the (b} The standby generalor shall be permitied o be used  for the stair shalt and veslibule emergency Bahting.
- 7.9.1.2 For the pumoses of 7.9.1.1, exit access shall include only designated stairs. aisles, famps, ) and p geways leading to an exit. For the purposes of 7,9,1,1, exit
discharge shall include only designated stairs, ramps, aisles, walkways, and estalators Jeading to a public way.
. . 18.2.9.2 Fuﬂdinﬂs equipped with or in patients require the use of, life support shall have fighting ecui pplied by the life safely branch of the electrical system as desciibed in Y
NFPA 99
i 1‘.2 10 MarldngofMeans of Egress,
15.2.10.1 lMeans of egress shall have signs in accordance with 7.10 unless olherwise permmed by 18.2.10.3 ar 15.2.104 Y
: 7.90.1.2 Exits. : . o : s - T
. . 7.10.1.2.1* Exdls, other than main exlerior exit doors that obviously and cleaﬂy are identiﬁed as exts shall be marked by an appreved sign that is readily visible from any direction of exit access. A d
- . FAL R Harizantal cempanents of egress path within an exit enclosure shall be marked by appraved exil ar directional exit signs where the continuation of egress path is not obvious. Y
- 7.10.1.3 Exit Door Tactile Slgnage.
o) TARAS Exit Access. . o ) L
. 710,151 Access to exits shall be marked by approved, readily visible signs in all cases where the exil or way (o reach the exit is nol readily apparent ta the occupants,
- 7.10.1.5.2 New sign placement shall be such that ne peint in an exit access corridor is in xcess of the rated viewing distance or 100/t whichever is less, from the nearest skans.
. 7.10,1.6* Floor Proximity Exit Signs,
- . 1B.2.10,3 Where the palhy of egress iravel Is obvious, signs shall noi be required a 1he gates in outside secured areas, Y
18.2.10.4 Access to exils within rooms or sleeping suites shall not be required 10 be marked where staff is responsible for releating or evacualing accupants.
18.2.10.5 luminating of d exit and signs in buik with, or in which palients use, life support systerns shall be provided as follows: lllumination shall be supplied by fife safety. 1.
lilumination shall be supplied by the lifa safety branch of the elecirical systems as described by NFPA 99, 2. Self-luminous exil signs complying with 7,10,4 shall be penmitied.
|18.3 Protection e

1B.2.1 Protection of
Vertical Openings.

Any vartical opening shall be enclosed or protected in accordance wilth Seclion 8.6 unless olherwise modified by 18.3.1.1 through $6.3.1.8 1.2 Unprotecied vertical openings in accordance
with 8.6.9.1 shall be permitted.. 1.2. Subparagraph 8,6,7,1.5, shail not apply to patient sleeping and ireatment reems, 1.4 Psych uniis {see cole), 1.5 Unprotected openings in accardance
with B.6.6 shall nol be permitted, 1.8 Reserved, 1,7, A door in stair enclosures shall be seli-closing and shall normally ket in the closed position, unless alher wise permitted by 18.3.1.8,
1.8 doors in stair enclosures shall be permitted to be held open under the condilions specified by 18.2.2.2.7 and 18,2,2.2.8

8,6 Vertical Opehings.
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. . I8.5.1 Floor Smoke Every floor that separates stories in a building shall meet 1he following criteria, 1. It shall be constructed as a smoke barrier in accordance with seclion 8.5, 2. it shall be permitted to hava Y
Bayriers, cpenings as described by 8,6,6, 8,6,7, 8.6.9, or chapter 1143
. . 8,6.2* Continuity. {©penings through flaors shall be enclosed with fire barrier walls, shall be cantinuous from floor to ffoor, or flear to roof, and shall be protected as appropriate for the resistance rating of the Y
barsier.
- . 8.6.4 Shalts. Shafts thal da not exdend to the bottom or the top of building or siruciure shall comply with 8,6.4,1 4.2, 4,3 Y
- - 8.6.4.1 Shatt shall be enclased at the [owest or highest level of the shaft, respeclively, with construction in accordance w 8,65 Y
- . 8,6,4,2 Shafts shall be pernitted 1o lerminate in a room or space having a use related fo the purpose of the shaft, provided Y
L] . 8.6.4.3 Shafis that do not extend o the boltom or top of the buflding or siructure shall be permitted to be protecied by appraved fire i led iy wilh there listing at the lowest | Y
ar highest flear bavel as applicable, within the shaft enclosure
. - ‘{8.8.5% Required Firs Resistance Rating. The minimiimi-fire:résislance raling for the enclosiice of floor openings shall be as foNows (ses 7.1.3.2.1 s enclostire of exifs): i
- . 8.6.5(1) Enclosures {connecting 4 or more staries) Enclosures conneciing 4 or more stories in new construction - 2 hour fire barrier. | ¥
8.6.5{2) Enclosures {connecting 3 or fewer stories) 1hour Y
L.G.S[:) IExisling enclosures in exisling buildings NA
7.1.3.2.1(2) Exit Stalr enclosuras (connecling 4 of more stories) The separaticn specified in 7.1.3.2.1(f), other than an existing separalion, shafl Y
be supported by consiruction having nol less than 1 haur firg resistance rating
T4.3.2100) Exi Stair enclosures {connecling 3 or fewer stories) The separation shall have a minimum 1-hour fire resistance rating where the exit | Y
connects three or fewer stories
71.2.6.2 Exil passageways [Ext passageways used as exit companents shall canform te the general Y
requirements of 7.1 and to the special requirements of 7.2.6
7.2,6.2 Horizontal exil wall An exil passageway shall be separated from otheg pasts of the buikling as Y
d in 7.1.3,2 and the following alematives shall be permitted: 1) fire
windows in accordance with 5,3.3 shafl be permitted to be inslalled in the
|separation in a bidg. protected throughout by and approved, supervised
K inkler system in rdange with 9.7, 2) existing (NA}
. |[Tabl d34Z . Wmmu_mﬁre Protection Ratings for Opening Protectives InFire Resisiance-Rated Assemblies & Fire Rated Glazing Markings i
Component Walls & Fire Doors Assemblies
Partitions
Etevaior Hoistway Zhrs. 1 172 hours Y
1.5 hrs, 1 hour Y
142 hr. 173 hour Y
Elevator Lobby 1tr, 1 hr.
Vertical shafts, including stairways, exits, and refuse chutes 2 hrs. 11/2 hours Y
Replacement panels in existing 142 he. 113 hy, NA
verlical shafls
LFire Barriers 3br. 3hr. NA
2hr. 112 hr. Y
1 344 hrs. Y
142 br, 172 b, Y
Horizontal exits F) 1172 hr. ¥
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Harizantal exils served by bridges 2 3i4 hrs, NA
Between buildings
Exit access comidors Fhr 173 hrs. Y
12 hrs. 173 hrs. Y
Smoke Bariers 1 173 hrs. Y
Smoke Partilions 1i2hr, 173 hrs, Y
. £.6.8 Communicating Space. An unenclosed floor opening forming a communicaling space between floors shall be permitied provided that the following are mel; 1)the communicating space does nol connect Y
mere 1han 3 continuous stories, 2) the lowest ¢r nexd 1o lowest level within the communicating space is at sireet level, 3) The entire flaor area of the communication space is open and uncbstructed, such that fire
in any part of the space will be readily obvious o the occupants of the space priar or the time # becames an accupant hazard. 4). ihe communicaling space is separated from {he remainder of the building by fire
barmiers not less than 1=hr fire unless the foll q are met a) in buildi p throughout by an approved automatic sprinkler system (9.7} a smoke barvier (8.5) shall be pemmitied 1o serve as the
by 8.6.6.(4)
. 3.6.7* Atriums. Unless prohibited by 11-43 an attum shall be permitied provided that the ing condifons are met: 1) the atrium is separaled from 1he adjacent spaces by fire barriers wilh not lass than| NA
a 1 - hour fire resistance, wilh opening protectives for conidor walls unless one off the (olfowing is met: a} existing NA, Any number of [evels shall be permitted to ¢pen directly 1o the alrium
without enclosure based on the results of the engineering analysls feq'd In §,6,7(5}. ¢}. gfass walls and inoperable wind shallbe p d in lNeu of ihe fire barrier whera all the
following are met:
i. Autornatic sprinklers are spaced along both sides of the glass wall and tha inoperable windows at an interval of Bf, i, The sprinklers are located at a distance form the glass wall not lo Y
12 in. and arranged so the entire surface of the glass is wetted upan activation of the sprinklers. iii. the glass wall is lempered wired or lam]naled glass hel in place by a gasket
system ihat allows 1he glass framing system to deflect without breaking the glass before ihe sprinklers are activaled. iv. are not required on the atrium side of a glass wall where
there is no walk-way or other floor surface on the atrium side absve the main floor level. v. doars in the glass are of glass or other material that resisis the passage of smoke. vi. Doors in
the glass wall are self closing on detection of smoke. vii. the glass s i wilhout h | mullions, window freaiments er other obstruction that would interfere with
wetling the glass surlace.
. - 8.6.8 Two-Story Openings with Partial Enclosure, A verlical opening serving as other than an exit enck e only two adj stories and piercing only ane floor, shall ba permitted to opento oneor| Y
twa stories. .
8.6.¢ Convenlence Opanings, B . :
. - 86591 L vertical not ted within the building construction shall be permitted (see 1-6} NA
. - 2.6.9.2 Unenclosed vertical apenings created by a convenience stair shall be permilted (see 1.3) NA
- . 4.6.%3 ‘Canvenjence stairs shall be pemmitted ta be unenclosed in large apen areas such as atriums and shopping malls. NA
. . 3.6.94 Elevator cars should e enclosed as follows: 1. Where there are three or fewer elevator cars in the building, they shall be allowed to be located in the same hoistway enclosure. 2. where Y
faur elevalor cars in the building, they shall be divided in such a manner that not fess than two separate hoistway enclosures area provided, 3, where there are more than four elevators
cars and dumhwaiters in the building, the number of elevator cars loeated within a single hoistway enclosure shall not exceed four.
. . 8,6.9.6 Escalators - ses code, NA
8.6.9.7 Escatators - see coda NA
' 8.6.10 Mezanines.- e
2.6.10.2 Arsa L-mim.nns. ) . : i f L .
. . 8.6.50.2.1 The apgregate araa of mezzanines lucaled wuhln a mum, uiher lhan lhuse lucated in speclal purpose Lndus(nal occupancxes shall not axceeﬂ nne—(hmj the open area uf the roem in which | NA
the mezzanine is localed. Enclosed space shall not be included in a delermination of the size of the rocm in which the mezzanine is located
. N 8,6,10,3 The cpenness shall comply with 8.6.10.3.1 and ,2 NA
Cpenness,
. . 8.6.1%.3.1 All poriions of a mezzanine, other than walls not more than 42" high, columns, and posts, shall be ¢pen to and unobstructed from 1he room in which the mezzanine is lacated, unless the NA
occupant load of the apgregate area of the enclosed space does not exceed 10.
» . £.6.10.3.2 A mezzaning having two or more means of egress shall noi be required to open into the room in which i is located if not fess than one of the means of egress provides direct access from | NA
the encfosed area to an exit at the mezzanine level,
- - 18.3.4.2 Unprotected verlical openings in accordance with 8.6.9.1 shall be permitted. Y
. - 18.3.4.3 8.8.7, 1b, shall not apply to patient steeping areas and treatment rooms,
- - 18314 Mutiileve| patient sleeping areas in psych facilities (see code) NA
. - 18318 L d openings in with 8.8.6 shall nol be permitted. NA
. - 18.3.1.7 A door in a stair enclosure shall be self closing and shall nommally be kept closed unless atherwise permtited by 18,3.1.8 Y




Code Reference Categary ©

S

Code Section

Cdm.pﬁnéhuRequirerhen.ls.

Comments

Phase H
= z
=2 5t £
m o a
g |BE g
o o e
£ L2
(a3 o
o z
[=]
. . 18.3.1.8 Doors in stair enclosures shall be permitted ie be hetd open under the conditions specified by 18,2,2,2.7 and 18.2.2.2.8 (.7) maybe open only by automatic release device that complies ¥
with 7.2.1.8.2. the automatic sprinkler and fire alarm system shall be arranged to initiate the clesing action of all such doors th hout ihe smoke partment or the entire
facitity, {.8) where deors in stair enclosures are held open by aulomatic release device as permitted by 18.2.2.2.7, initfated of a door tlosing action on any level shall cause all doors at all
levels in the stair enclosure to close,
133.2Pcoteckion from Hazards, . . . -
- L 18,3.2.1° Hazardous Areas. Y
. . Table 18,3,2,1 Hazardous Area Description [Frotection/Separatient Y
IPr P Area Boiler and fuel-fired heater roams 1hr. Y
Centralbulk taundries larger than 100 ft2 {9.3 m2) 1hr, Y
Laberatories employing flammable or cornbustible malerials in quanlities less than these that would be cansidered a severe hazard 1 hr, See 18.3.6.3.11 h g
Lab: that use ials that would be classified as a severe hazard In accordance wilh NFPPA 99, Standard for Heaith Care 1hr A 4
Faciiities
Painl shops employing hazardous substances and materials in quantities less than those thal would be classified as a severe hazard 1hr, b
Physical plant mamlenance shops ihr. Y
Rooms with soifed Fnen in volume excesding 64 gal {242 L) ihr Y
Storage raoms larger than 50 R2 (4.8 m2) but not exceeding 100 ft2 (9.3 m2) and storing combuslible material 1 hriSee 18.3.6.3.11 Y
Starage rooms larger than 100 2 (3.3 m2) and storing combustible material 1 hr, Y
Raoms wilh collected trash in volume exceeding B4 gal (242 L) 1he. Y
2.7 Spacial Hazard Protection N S T R : y
. . 8.7.1.1* Protection from any area having a degree of hazard geeater than that normal o general occupancy of the building structure shall be pravided by one of Y
the following. 1) enclosing the area wilh a fire barrier withcul windows 1hat has a 1-hour fire raling In with 3. {2.)p ting the
area wilh ic extinguishing syst in L] with 9.7. (3.) applying both 8,7.1.1 {1) and (2} where the hazerd is severe or where
otherwise specified by chapters 11-43.
» - 8.7.1.2 in new construclion where protection is provided with automatic extinguishing systems without fire resistive separation the space pretected shall be Y
enclosed with smoke paritions in accerdance with 8.4 unless otherwiss p d by one of the condiliens: {1) mercantile, (2) industrial, (3)
detentions
» - 3.7.3.2* No storage or handling of flammable liquils or gases shall be permitted in any location where such storage would jeoperdize egress from the Y
struciure, unless permitied by 8,7.3,1,
- 4.7.4 Laboratories. . 3 R U :
. 4742 Lalorateries in healthcare occupancies and medical dental offices shall comply wilh NFPA 99
. NFPA 99: NFPA 99 States - Laboratories using chemicals shall comply with NFPA 45 Standard on Fire Protection for L ies Using Cl uniess meodifigd by other provisionos
Laboratories in health |of the code
care occupancies
. £.7.5* Hyperbaric Facilities, Must comply with NFPA 99 chapter 20 NA
. 18.3.2.2* Laboralories employing quaniities of flammable, combustible or hazardous, er hazardsous materials that are considered as a severe hazant shall be protecied In accordance wilh NFPA 99
Labaorataries.
. 18.3.2.3 Anesth g1 : Anesth shatl be p d by NFPA 99
- 18.3.2.4 Medical Gas. Medical gas storage and 1 shalk be p d in ac with NFPA 99
""" -|18.3.2:5:Cooking Faciliies: LT T D e R
L] 18.3.2.54 Cooking facilities shall be profected in accordance with 9.2,3 unless otherwise permitied in 18,3,2,5.2, 3, and 4
. 18.2.2.5.2° Where rasidential cooking equipment is used for food warming or limited ¢ocking, the equipment shall not be required to be proetced in accordance with 9.2.3 and presense of equipment
shall not require the area to be protected as a hazardous area,
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18.3.25.3°

'Wilhin a smoke compariment, where reskiential cooking equipment is used lo prepare meals for 30 or fewer people, one cooking facllity shall be permitied 1o be open to the coridor,
provided that all of ihe fallowing are met {1) the portion of the healthcare facility served by the cooking Is limited to 30 beds, and is separated from other partions of the facility by smake
bartier constructed in accordance with 18.3.7.3, 18.3.7.6 and 18.7.3.8, (2) the cooktop or range is equiped a range hood of a widlh at least equat to the widih of thle cooking surface or
other grease coli and i ility. {3} The hood system has a minimum airflow of 500cfm,excepl as olherwise pravided in 18.3.2.6(6). (6) One dispenser complying wilh
18.3.2.6(2) or (3) per room ard located in that reom shall net be i inthe quantily add d in 16.3.2.8(5). (7) Storage of guantities greater than 5 gat (18.9 L) in a single
smoke compartment shad meel ihe requirements of NFPA 30, Dispensers shall net be installed in the + {a) Abave an iqnition source within a 1 in. horizontal distance from
each sida of {he ignition source () To the side of an ignitlon source wilhin a 1 in. (26 mm) horizental distance from the ignition source (c) Benealh an kgnition source within a 1 in, (25 mm)
vertical distance from the ignition source {9) Dispansers instafled directly over carpeied floars shall be pemmitted only In sprinklered smoke compartments. (10) The alcohok-based handrub
solution shall not exceed $5 perceni altehol conlent by volume.

18.3.2.5.4

The heod sysiems that are nol ducled 1o the exiesior additionally have ¢harcoal flters to mmeave smeke and oders,

18.3.2.5.%

The cookiop or range is either ay proeicted by a {ire suppression system in LIL 300, b) a manual release of the extinguishing system is provided in accardance with NFPA 96, &) an interlock
is provided 1o fum off all sources of fuel and electric power to the cooktop or range when the supression system is aclivated.

18.3.2.6* Alcohol-
Based Hand-Rub
Dispensers.

(1)Whese dispensers are installed i a comrider, the comidor shall have a minimum widih of & ft. (2) The maximum individval dispenser fluid capacily shall be as follows: (a) 0,32 gal (1.2 L)
for dispensers in rooms, comriders, and areas open to corrikiars (by 0.53 gal (2.0 L) for dispensers in suites of rooms, (3} Where aerosel containers are used, ihe maximum capacity of the
aerosnl dispenser shall be 18 oz. and shall be Emited to Level 1 Is. (4} Disp shall be from each other by harizontal spacing of not less than 48 in. {5)Not mare than
an aggregate 10 gal (37.8 L) of alcoho}based hand-rub solution or 1135 0z {32.2 kg) of Level 1 aerosels, or a combination of liquids and Leve| 1 aerosals not to exceed, in lotal, the
equivalent of 10 gal or 1135 oz, shall be in use outside of a starage cabinet in a single smoka comparimant,

18.2.2.7 Heliports,

18.3.3 Interier Finish. -

Roof top Helipads shall comply with NFPA 418

18334 General.

Iln(eriur floor finish shall comply with Section 10,2,

18,3,3.2* Interior Wall

and Ceiling Finish

. 18.3.3.2.1 Wals and ceilings shall be perrnilled ta be Class A or Class B inteyior finishes in individual raams having a capacity not exceeding 4 persons
. 18.3.3.2.2 Carriders wall finish not emceedmg 48" in heught that is restricted to the lower half of the wall shall be perrmtted fobe ClassAorB
........ B 18333 Interior Floof ! lnfsh. i e T
. 18.3.3.5.1 Inienorﬂourﬁmsh shall cumply wilh SEclnn 10.2.
. 18,3,3,3,2 Interiar fleor finish in exit enclosures and exit access eosridors and spaces not separated frem tham by walls complyirng with 18.3.6 shall be Class | or Class |I,
. 18.3,3.3.3

|FrEtsrwal fimish

Interior floar finish shalt comply with 10.2.7.1 or 10,2,7.2, as appFcable.

“TPermitied throughunl, if Class A o B and comphiant with 10.2,

Table A.10.2.2

Max¥imum smoke developed

Table A10.2.2

Maximum flame spread {for verlical exils; access corridors; other exits, rooms, and enclosed spaces; and textite wall coverings)

Texdiles (waR and ceiling finish)

& - 118,34 Detection, Alarm,and Communicativris Systeml, .
. 1£.2.4.1 General lHeaIlhnare occupancies shall be pro\nded w}lh a fira alarm 5ys1am n accurdanca with Section 9.6

“506,2 Signal Infliaticn. : L . o DR R MRS
. %.6.24 Initiaticn shall he hy manual means in .'-,ncordance with 9.6.2 and me.aﬁs of any required sprinkler sy.sl.a.m waterflow atarms, devices, ;:r ¥ unles.s h

permitied by 18.3.4.2.2,

Manual fire alarm boxes in palient sleeping areas shall not be requires at exits if localed at all nurses control stations or olher continausly atlended staff location, provided manuat fire alarm!
box are visible and i I ible, travel di: d by 8.6.2.5 ar¢ not exceecded

. 9.6.2,3 "TFor new alarm syslem installalions, the manual fire alarm box shall be located within 6D in. of exit doorways.

- 9.6.2.4 Manual fire alarm boxes shall be mounted on both sides of grouped openings over 40 i {12,2 m) in width, and within 60 in, (1525 mm) of sach side of the opening.

. 9.6.2.5* Additional manual fire alarm boxes sha¥l be located so that, on any given flsor in any part of the building, no horizoptal distance en that floor exceaeding 200 # shall need 1o be fraversed lo
reach a manual fire alanm box,

. 9.6.2.6* For fire alarm sysiems using awtomalic fire or d ion devices to initiate the fire alarm system in ac¢ordance wilth Chapiers 11 through 43, not less than one manual

fire atanm hox shall be provided to initiate a fire alarm signal. The manual fire alarm box shall be localed whese required by the having j
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. 3.6.2.10.1.1 ‘Where required by anolher section of this Code, single-slatian and multiple-station smoke alamms shall be in accordance wilh NFPA 72, Nalinnalﬁre Alarm and Signaling Code, unless
olherwise provided in 9.6.2.10..2, 9.6.2.90.1.3, or 9.6.2.10.1.4.
- 3.6.2.10,1.2 The installation of smoke alarms in sleeping tboms shafl be required where tequired by Chapters 11 through 43.
. $.6.2.10,1,3° The interconnection of smoke alarms shall apply only to new construclicn as provided in 9.6.2.10.3
- 9.6.2.10.1.4 Systern smoke detectors in accordance wilh NFPA 72, Nallona) Fire Alarm and Signaling Code, and ar-ranged ta function in the same manner as singfe-station or muktiple-statian smake
alarms shall be permitted in lieu of smoke alarms,
L] 9.6.2.10.2 ‘Smoke alarms, other than existing baltery- operated smoke alarms as parmitted by other sections of this Code, shall be powered in accordance with the req Al NFPA 72,
Fire Alarm and Skynaling Code,
2.6.3.4 Where permitted by Chaplers 11 threugh 43, a positivealarm sequence shall ba permitted, provided that it is in accorlance with NFPA 72, Nalienal Fire Alanmn and Signaling Code,
L) 3.6.3.5 Unless otherwise provided in 9.6.3.5.1 through 9,8,3,5.8, nofification signals for occupants 1o evacuate shall be audible, and visible signalf. In accordance wity NFPA 72, National Fire
Alam and Signaling Code, and ICC/ANS A117.1, American National Slandand jor Accessible and Usable
- 9.6.3.5.3 Exisiling Systems NA
--|8-8.5 Fire Satety Functions.” : . S o
. 9.6.5.1 Fire safety ions shall ba i in with the requil of NFPA 72, National Fire Alanm and Signaling Cote
. 9.6.5.2 Where required by another sectlon of this Code, the following funclions shall be actualed (1) Release of hold-opon davices for doops of other opening protectives (2) Stairwell or elevator
shaR ization {3) Smoke g ar smoke control systems (4} Unlocking of doors (5) Elevater recall and shuidown (6} HVAG shutdown
. 1£.1.4.2* Initiation. itis not the inient of ihis Cade lo require single-station smoke delectors 1hat might be required by local codes te be connested ta arfo iniliale the building fire alarm sysiem,
- 18.3,4.2,1 Initiallcm of 1he required fire alarm systems shall be by manual means in acconfance wilh 9.6.2 and by means of any requii system alarms, devices, or
Y unless otherwise pemmitted by 18.3.4.2.2.
. 18.3.4.2.2 Manual fire alarm boxes in patient slesping areas shal no! be required at exits if focated at all nurses control stalions er othes continuously attended stalf location, provided that both of the
folfowing criteria are met: (1) Such manual fire alam boxes are visible and contintously accessible. (2) Travel distances required by 8.6.2.5 are nol exceeded.
- 13,3.4.3 Notification, |Posilive alarm sequence in accordance wih 9.6.3.4 shall be permitted.
- 183,431 0 Occupant shall ba fished ! in accordance with 9.6.3, unless otherwise madified by the fellowing: (1) Paragraph 9.6.3.2.3 sha¥l not be permitied to be used.
Notification (2)" In lieu of audible alarrn slgnals \.-|5|ble al'am)- mdlcalmu apphannas shall be perrmtted to be used in crmcal care areas.
" 118:3:4:3.2 Emergency Forces Notiication. -
18.3.4.3.2.1
S{18.3.4.2.3- Ap tign: lnd Annunciati anng.
. 13.3.4.3.3.4 Annunclatmn ard annunciation zoning shal be provlded in accurdance wzlh 8.8, 7 unless mher\wse permitted by 16.3.4.3. 3.2 or 15.3.4.3.3.3.
- 18,3.4.3.3.2 The alarm zene shall be permilted 1o coincide with the pemmitied area for smoke compartments.
. 18.3.4.3.3.3 The provision of 8,6.7.4.3, which permits spriniler systam to be i asa slngra building zone, shall be prohibited.
- 18,3.4.4 Fire Safety  |Operation of any aclivating device in the required fire alarm syslem shall be dio P ically any cantrob icns 1o be p by that device.
Functions.
e i18.3.4.5 Detection, : ST . o
. 18.3.4.5.1 D i where required, shafl be in accordance with Section 9.6
. 18.3.4.5.2 Detectlon in[See 18.3.6.1. Comidor Sey icn. Comidors shall he from all olher areas by partitians complying with 18.3.6.2 through 18.3.6.5 (see also 18.2.5.4), unless ciher-wise permitted
Spaces Open to by ene of the fallowing: (1) Spaces shall be permilted 1o be untimied in area and ¢pen 1o the comidor, provided that all of the following criteria are met (a)* The spaces are net used for
‘Corridors.

patient sleeping rooms, treatment rooms, or hazardeus areas. (b} The comidors onto which the spaces open in the same smoke compartment are protecied by an electrically supervised

ic smoke system in aci with 18,3.4, or the smoke compariment in which the space is located Is prolected throughout by quick-response sprinklers. (c) The open
space is protecled by an electrically supervised automalic smoke detection sysiem in accoriance with 18.3.4, or the enlire space is arranged and localed 1o allow direci supervision by the
facilily staff feom a nurses ™ station or similar space. (d) The space does not obstrurct access to required exits. (2) Waiting areas shall be permilled 1o be open to the comidor. provided
that all of the following ciiteria are mel: (a) The aggregale wailing area in each smoke comparimeni does not exceed 600 It 2 2), (b) Each area is protecied by an electricaly supervised
aulemalic smoke etection sysiem in accordance with 18,3,4, or each area is aranged and located to aBow direct supervision by the facilly staff from a nursing staticn or similar space. (c)
The area does not obstruct access to required exits. (3)* This requirement shall not apply to spaces for nurses stations. (4) Gift shops not axceeding 500 ft 2 (46.4 m 2) shall be permitied
to be open 1o the corridor or lobby. (S)Not applicable (G) Cooking facililies In accardance wilh 18.3.2.5.3 shall be permitted to be open to the corridor
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- 18.,3.4,5,3* Nursing _ NA
Homes.
J1sas Ext ant Reyuirsment . . : .
. - 18.3.5.1* In areas where the i of water jes is not ir iately i from on-sile sources, aHemata provisions for the water-fili rate requh its of NFPA 13, for the b
of Sprinkl rooms, a fire and its Bfe-th ing b: can be reduced, thereby allowing the defend-in-place concept to continue, The difficutly in mainiaining tha
proper infegrity of life safety elements has been considered, and it has been judged that the prabatilily of a fer system op ing as ' 1 is equal to or greater than other life
safety features,
e A ic Sprinklers and other Extinguishing E : L . . :
- 9.7.1.14* Each i system required by an-other section of this Code shall be in accordance with one of the fellowing: (1) NFPA 13, Standard for the Installalion of Sprinkler Systems
. 9.7.1.2 prinkler piping serving nol more than six sprin-kers lor any isotated hazardous area shall be permitied to be connecied directly to a domestic water supply system having a capacily
sufﬁclent to pm\ﬂde D 15 gpmtit 2 (6.1 mmsmin) througheut the entire enclosed area, An indicaling shuloff valve, supervised in accordance with 8.7.2 or NFPA 13, Slandard for the
of Spri y , shall be installed in an accessible, visible location beiween 1he sprinklers and the connection to the domestic water supply.
. 9.7.1.3* In areas p 1 by ic sprinklers, automatic heat devices required by other of this Cede shall not be required.
. 9.7.1.4 Autlomalic sprinkler systerns installed te make use cf an alternative permnitted by this Code shall be considered required systems and shall meet the pravisions of this Code that apply to
raquired sysiems
9.7.3 Other A i ishing Equip
9.7.3.1 In any oceupancy whera the character of the fusl for fire is such that extinguishment or control of fire is ascomplished by a fype of adlomalic extinguishing syslem in lieu of an aulomalic
sprinkler system, such systern shall be installed in accardance with the appropriate dard, as d ined in ¢ with Table 9.7.3.
9.7.3.2 If the extinguishing system is i in lieu of a required, supervised automatic sprinkler system, the activation of the extinguishing system shall activate the building fire atarm system,
whera provided, The actuation of an exlinguishing system that is not installed in liew of a required, supervised automatic sprinkler system shall be indicated at ihe buikling fira alarm
system, where provided.
. 15.3.5.5 In Type | and Type Il conslruclion, allemative f i shall be p itted to be i d for sprinkler p ion wilhout causing a building to be classified as nonsgprinklered
. 15.3.5.6" Listed quick-resp or listed resk it i shall be used throughout smoke compariments conlaining patient sleeping roems.
. 18.3.5.10* shall not be required in clothes closets of palient sleeping rooms in hospilals where the area cf the closel does not exceed 6 H 2 (0.55 m 2}, provided that ihe distance irom the
i in ihe pattent sleeping room to the back wall of the closet does not exceed the maximum distance permitied by NFPA 13, far the fon of Sprinkl
. - 18.3.5.11* Sprinkiers in areas where cubicle curtains are instaied shall be in accardance with NFPA 13, for the ien of Spri ¥ 3 Y
- - 16.3.5.12 Panable fire extinguishers shall be prowded in all heatih care occupancxes in accordance with 9.7.4,1 Y
w5 9.4 Manual Exti gwslﬂnﬂ Equipmant. : . : X 3 X B 3 . I
. 9.7.4.1* Vwhere required by the provisions ur annlhe: secuun oflhls Code, punable fire e:dmgulshers shall be i insp d, and in acc wilh NFPA 10, Standard
for Portable Fire Extinguish
. . 9.7.4.2 Where required by 1he provisions af anaiher section of this Code, standplpe and hose systems shall be provided in accordance with NFPA 14, Standard for the Installation of Standpipa Y
and Hose Syslems. Where standplpe and hose sy are i in ination with ic sprinkler systems, installation shall be in accordance with the appropriate provisions
esiablished by NFPA 13, Standard far the Installation of Sprinkler Systems, and NFPA 14, Standard ferihe | lan of ipe and Hose
- - 18.3.6 Corridors. M
. - 18.3.6.1 Corridor Carridors shall be separaied from all other areas by partitions complying wilh 8.3.6.2 through 18.3.6.5. (1) Spaces shall be perrmilled to be unlimiled in area and cpen (o the corridar,
parati provided that all of the following criteria are met. a)* The spaces are not used for patient sleeping rooms, treatment rooms, or areas, (b) The comiders enle which the spaces
open in the same smoke compartment are PYOIEClEﬂ by an elecirically supervi it: smoke detection system in accoro: with 18.3.4, or the smoke compariment in which the
space is located is p 1 by quick: inkl: (c) The open space |s prolected by an efecirically supervised iz smoke delection system in d: with
18,34, or the enl-re space is arranged and located to alluw dlred supervision by the facility staff from a nurses™ station or similar space. (d) The space does rot obstauct access to
required exits, (2) Waiting areas shall be permitted to be open to the corridor, provided that all of the follawing criteria are met:(a)} The aggregate wailing area in each smoke compariment
does not exceed 604 ft 2. (b) Each area is protecied by an electrically supervised auternatic smoke detection syslem in accordance wilh 18.3.4, or each area is amanged and localed 1o
allow direct supervision by the facility s1aff from a nursing station or simifar space. (c) The area does not obstruct access to required exits. (3)* This requirement shall not apply ta spaces
for nurses stations. (4) Gifl shops nol exceeding 500 t 2 shall be permitted ta be open to the comidor or lobby,{§) Coaking facililies in accordanee with 18,3,2,5,3 shall be permitted to be
open 1o 1he comidor,
[18:3.8.2" ™[It e nter i he Gode thal there:hie o required:fire resistance of area:limtatlons for:visler panels i Gorkdor walls did dogis; - ¥

. 18.5.6.21

Corridor walis shall be permitted 1o lerminaia at tha ceiling where {he <eiling is construcied 1o limit the transfer of smoke.
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. 18.3.6.2.2 No fire resistance raling shall be required for corridor walls,
. 18.2.6.2.3* Caridor walls shall form a barrer ta limit the transfer of smoke.
. 18.3.6.0 Corrder Doors,. - - o © B . o L o Y
* 18.3.6.3.1* Deors p ing comidor ings shall be d to resisi the passage of smeke, and the foNawing also shall apply: (1) Compliance with NFPA 80, Standard for Fire Doors and
Other Opening Prelectives, shall not be requlred. (2) A clearance beiween the buﬁum of the door and the floor covenng not exceeding 1 in. {25 mm) shall be permitted for cormidor doors.
{3) Doors 1a oilet rooms, ba uired 10 be consiructed
- 18.3.6.3.5 Deers shall be self- !alr.hmg and provided with pusvtlve [atching hardware
18.3.6.3.6 Deors to toilst rooms, bathrooms, shower reams, sink closets, and similar auxiliary spaces that do nel conlain or shall not be required to meet 1he latching
requiremnents of 18.3.6.3.5.
. 18.3.6.3.7 Powered doors that comply with 1he require-ments of 7.2.1.9 shall not be required 1o meet the latching requirerents of 18,3,6,3.5, provided that both of the following criteria are mel: (1)
Tha doar is equipped wilh a means for keeping the door closed that is acceptable to the authority having jurisdiction. {2) The device used is capable of keeping 1he door [ully closed if a
force of 5 Ibf (22 N} is appliad at the lateh edge of a swirging door and applied in any direction to a sliding or folding doar, whether or not power is applied.
» 18.3.6.3.8 Corridor doors utilizing an inaclive leaf shall have autornatic flush bults on the inactive leaf 1o prowde posilive latching,
[|18.5:6.3.9 Rober Latches. o TRl D NA
» 18.3.6.3.9.1 rF-Qoler latches shall be prohibited, except as permitted by 18.3.6.3.9.2 NA
. 18.3,6,3,9.2 Roler [atches shall be permitted fer acule psychiatric settings where palient special clinical needs require specialized 0 far 1heir safely, providedihai the roller laiches are] NA
capabls of keeping the door fully closed if a force of 5 1bf (22 N) is applied at the lateh edge of he doar
] 18.3.6,3,10* Doors shall not ke hekd open by devices other Lhan those that release when the door is pushed or pulied NA
. 18.3.6.3.11 Door-closing devices shall net be required on doors in corridar wall openings other than thase serving required exits, smoke barriers, ar enclosures of verlical openings and hazamous NA
PYCTEY
. 18.3.6.3.12* Monealed, factory- or fiskd-applied proteciive plates, unlimited in height, shall be permitted NA
. 18.3.6.3.13 Dutch doors shall be permitied where they conform lo $8.3.6.3 and meel all of the following criteria: (1) Both the upper Jeaf and lower leaf are equipped with a laiching device. (2) The NA
|meeting edges of the upper and lower leaves are equipped with an astragal, a rabbel, or a bevel. {3) Where pi ing op in arourkd areas, the doors comply
with NFPA 80, Standard for Fire Doors and Qiher Opening Protectives,
WIS Tanstororbes. R R A
. 18,3.6.4.1 Transfer grilles, regardless of whether they are prolected by fusible link(Eoperated dampers, shall not be used in coridor walls or doors, unless otherwise permitied by 18.3.6.4.2. NA
. 18.3.6.4.2 Doors 1a 1oilet rooms, bathrooms, shower rooms, sink clesets, and similar auxiliary spaces that do not contain flammable or combustible materials shall be permitied 1o have ventilating NA
|touvers or to be undercut.
18,3.6.5 Openings. v : . . RS - . :
- 18.3.6.5.1° 1n other than smoke partments ining patient bed i 15 i such as mail sfols, pharmacy pass-lhraugh i pass-lhruugh i and Y
eashier pass-through windows, shall be permitied to be installed in visien panels er doors wilhout special proieciion, provided that bath of the fullnwmg cntena are mel: (1) The aggregate
area of openings per voem dees not exceed 80 0.2 _ (2) The epenings are installed a1 or below half the distance from the flaor to the reem ceiling.
""" | 7837 Subdivialon.of Bulding Spaces, .
. . 18.3.7.1 I'B'mldmgs containing health care facifities shall be subdivided by smoke baniers (see 18.2.4.3), unless otherwise permitted by 18.2.7.2, as follows: (1} To divide every story used hy ¥
for sleeping ort into net less than two smoke compartments (2) To divide every stary having an occupant load of 50 or more persons, regardless of use, into not less
than two smoke compariments (2) To limit the size of each smoke compartment required by 13.3.7.1(1) and (2} to an area not exceeding 22,500 ft 2, unless the area is an atrium
d in wilh 8.8.7, In which case no limitation in size is required {4) Ta limit the lrave] di from any point to yeach a deor in the reguired smoke barmier to a di
. . 18.3.7.2 The smoke barrier subdivision requirement of 18.3.7.1 shall not apply to any of the foRowing: (1) Siories thal do nol conlain a healih care eccupancy located directly above the heallh care Y
occupancy (2} Areas that do not contain a health care cecupancy and thal are separated from the heallh care occupancy by a fire bamier complying with 7.2.4.3 (3) Stories that do not
fain a health care pancy and that are mare than one story below the healih care occupancy {(4) Stories located direclly below a health care occupancy where such stories house
mechanical equipment anly and are separated [rom the Story above by 2-hour fire resistance raled construction (5) Open-air parking structures protecled througheut by ax approved.
suparvised pri system in d with Section 9.7
. 18.3.7.3 Any required smoke banier shall be consiructed in accordanca with Secticn 8.5 and shaf have a minimum 1-hour fire resistance raling, unless olherwise permitted by one of the following: Y
(1} This requirement shall not apply where an atrium is used, and both of the following criteria also shall apply: (a) Smoke barriers shall be pesmitied to terminate at an atrium wall
construcled in accordance with 8.6.7(1)(c). (b} Not less than two sep smoke shall be provided on each floor, (2)* Smoke dampers shall not be required in duct
penelrations of smoke barriers in fully ducted heating, ilating, and ai itioning sy .
. 18.3.75 Accumulation space shall be provided in accordance with 18.3.7.5.1 and 18.3.7.5.2. Y
- - 18.2.7.5.1 Not less than 30 net fi 2 per patient in 8 hospital or nursing home, or not less than 15 net iz per resident in a imiled care facility, shall be provided within the apgregale area of corridors, Y
patient reoms, treatment raoms, lounge or dining areas, and other low hazard areas on each side of the smoke barier.
» - 13.3.7.5.2 On staries not housing bedridden or litlerbome patients, net less than 6 net ft 2 {0.56 net m2) per occupant shall he provided on each side of the smoke bamier for the total number of Y

occupants in adjoining compartments.
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- 18.3.7.6* Daors in smeke barriers shall be subsiantial doors, such as 1 3/ 4 in. thick, solid-bonded wood-core doors, o7 shall be of constructicn thal resists fire for a minimurn of 20 minutes, and Y
shall meet 1he following requirements; (1) Nonraled factory- or field-applied profective pfates, unlimited in height, shall be permiied. (2) Cross-cormidor openings in smoke bariers shall be
p by a pair of doors ora | sliding door plying with 7.2.1.14, unless otherwise pemmitted by 18.3.7.7. (3) The swinging doors addressed by 18.2.7.6 (2) shall
he arranged so that each door swings in a direction opposile from the other. {4) The minimum clear widih for swinging daors shall be as follows: (a) Hospitals and nursing homes 41 172
in. () Psychialric hespitals and limiled care facilittes 32 in. (5) The minimum clear width opening far horizontal shiding doors shall be as follews: (a) Hospitals and nursing homnes 6 fl 11
in. (b} Psychialric hospitals and limiled care facilities 64 in. (8) The clearance under the battom of smoke barrier doors shall nol exceed 374 in.
» . 18.3.7.7 Cross-corridor openings in smoke barriers thal are not in required means of egress from a heatih care space shall be permitied te be protected by a single-leaf door, Y
. 18,3,7,8* Smake barriers might include walls having door apenings other than cross-corrider dooss, There is ne restriction in the Code regarding which doors or haw many doors form part of a hd
smoke bartier. For example, doors fram the corridor to individual reoms are permitted to form parl of a smoke barrier. Split astragals (i.e., astragals installed on bolh door Jeaves) are also
. 18.2.7.9* Vision panels consisting of fire-rated glazing in approved frames shall ba provided in each cross-corndor swinging door and at each cross-comidor horizonial-stiding door in a smoke bamier.| Y
. 18.3.7.10 Visian panels in doors in smoke barriers, Hprovlded shall be of fire-raled glazing in appmved frames Y
¥ | 184 Special Provisiens,. . :
L] 18.4.1 Limited Access |Limiled access bulldlngs or llmlted access portinns of bulldlngs shall nnl be used for patient sleeping rooms am:l shall cm'np!y wilh Section 11.7. NA
Buildings.
lehed Accass or undargrnund Burjdnngs. Ses Séclion 11 T o ’ i P
L] - 11.7.3.4.1 One-Story |One-story structures shall have finished gmund Ievel duurs or access openings in with 11.7.3.2 on two sides ¢f the building, spaced not more than 125 ft (38 m) NA
Structures. apart on the exterior walls,
. . 11.7.3.1.2 Multiple- | Mullipfe-story structures shall comply with 1he follawing: (1) The stary at the finished ground level shall comply with 11.7.3.1-1. {2) Oiher slories shall be pravided with emargency aceess NA
Stery Structures openings in accordance with 11.7.3.2 on wo sides of the building, spaced not more than 30 ft apart.
L] - 11.7.3.2* Emergency access apenings shall consist of a window, panel, or similar opening that complies with all of the g: (1) The apening shall have di i of not less than 22 in. (560 NA
mm) in width and 24 in, (610 rom) in height and shall be unabstiucted to allow for lation and rescue from ihe exterior, {2) The bottom of the opening shall be net more dhan
44 in, (1120 mm) above the floor. (3) The opening shall be readiy identifiable from both the exterior and interior. (4) The opening shalk be readily openable fram bolh the exierior and
interior.
. - 117.3.3 A struciure or porlion of a structure shall not be id an g irhe stery is provided, an not less than iwo sides, with not [ess than 20 i 2 of emergency access NA
apening located enticely above the adjoining finished graund lavel in each 50 lingal fl_of exieriar enclosing wall area.
. 11.7.3.4 ‘Underground and imiled ascess structures, and al areas and foor levels traversed In traveling to the exit discharge, shall be prolected by an approved, supervised autamatic sprinkler NA
system in accordance with Section9.7, unless such structures meat ane of the following criteria:(1) They have an occupant koad of 50 or fewer persons in new underground or limited
sccess portions of the struclure. {2) They have an ccoupant load of 100 oy fewer persans in existing underground or [imited access portions of the , The Isa tory
underground or limited aceess starcture that is permitted to have a single exit per Chaptess 12 {hrough 43, with a common path of {ravel net greater than 50
. 11.7.3.5 Underground or imited access parfians of structures and all areas iraversed in traveling to the exit discharge, other than in one- and two-family dwellings, shall be provided with emergancy | NA

lighiting in accordance wilh Seclion 7.9,

13.4.2 High-Risi: Buildings; High-fige bulk!mgs shall wmp!y\mth 54 :IO" 1%:8:

#1.8:2 Means of Egress Requirements,

high-1ise buidings, logks in

. 11. s.z 2 Elevator Lobby Exit Access Door Locking, In olherthan newly cor d -w. ;h;ﬂh 7.2.1.6.3 shall be permi.lle‘d..
11 'Extlnglﬂshing Requkummu. L . R R i R R R
. 11.! 3.1' FHigh-rise shall be ghoul by an approved, supe.nrl.s.eﬁ a;ulomalic sprinkler sy.sie.rn .|'n .ac:n.rdanca wil.l‘; Secllun 97. A.sprinkler conira) va.lve and .a.v;vaierﬂow devica
shall be provided for each floor.
. 11.83.2 High-rise buildings shall ba hraughout by a Class | standpipe syslem in accordance with Section §.7.

. 11.!.4.1' A, firer alarm sysiem using an appruved gency voicesal i system shall be installed in ac-cordance with Section 9.6,
- 11.8.4.2 Two-way telephone service shall be in accordance with 11,8.4.2.1 and 11.5.4.2.2
] 11.8.4.2.1 Two-waytelephone communication service shall be provided for fire department use. This system shall be in accordance with NFPA 72, National Fire Alarm and Signaling Code. The

system shall operaie belween lhe emergency command center and every efevator car, every efevalor lobby, and each flear level of exit stairs,

The requirernent of 11,8.4.2.1 shall not apply where ihe fire depariment radio system is approved as an equivalent system
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11.8:5 Eniergenty Lighting and Standby Power: . 7 77 7 T e T
. 11.8.5.1 Emergency lighting in accordanz:e with Section 7.9 shall l:e prnwded
. 11.4.5.2 Requirements for standby power shall be as specified In 11.8.5.2.1 through 11.8.5.2.4.
- 11.3.5.21 Type 60, Class 1, Level 1, standby pawer In accordance with Article 701 of NFPA 70, National Elecirical Code, and NFPA 110, for E; and dby Power Sy , shall
be provided,
» 11.8.5.2.2 The slandby power system shall have a capacity and raling to supply all equir it required to be cx by 11.8.5.2.4,
. 11.3.5.2.3 Selective load pickup and load shedding shall be permitted in accordance with NFPA 70, National Elecirical Cede.
. 11.8.5.2.4 The standby power sysiem shall be cohnected to the following: (1) Eleciric fire pump (2) Jockey pump, except a5 clherwise provided in 40,4,2 for special-purp
{3) Alr compressor serving dey-pipe and pre-action systems,excepl as Otherwise provided in 40.4.2 for speciakpurpose mdustnal pancies {4} E d cenler
and lighting (5} Not less than one elavator serving all floors, with standby power {ransferable te any elevator (6) M i guip for proof MM L
eguipment required to conform wilh the requirements of Section 9.3
| 1843 Nonsprinklered Existing $moke Compartment Retiablitation. : R o R X R o NA
18.4.3.1* General NA
- * 13.4.3.2 Minimum Canstruction Regui; inkiered $Smoke Compartment Rehabilitation}. NA
. - 18.4.3.3 Capacity of Means of Egress (Nonsprinklered Smoke Compartment Rehabilitation). NA
o1 {18.4,.4 Travel Distasice.(Nonsprinkiered Smoke Compartment Rehakilitation). - X L . s X
. - 18.4.2.4.1 NA
- . 18.4.3.4.2 NA
18.4.3.5 Hazardous Area | {Nenspri d Smoke Compartiment Rehabilitation), NA
. » Table 18.4.3.5 Hazardous Area Description Protectiont/Separation NA
Ha:ardous_ Area g giler and TuskTred healer ooms NA
(Nonsprinkiered  [Centralbulk laundrins larger than 100 #2 (9.3 m2) NA
Bualdings} Lab i ploying I le or cembuslible materials in quantities less than thase that would be considered a severe NA
hazard
Laborataries that use hazardous matenals thal would be classified as a severe hazard in accordance with NFPA 89, NA
Standard for Health Care Facilities
Paint shops emplaying hazardous subslances and matesials in quantities less than those that would be classiiied as a NA
severe hazard
Physical plant maintenance shops NA
Soiled linen rooms NA
Slorage roams farger than 50 &2 (4,6 m2) bul nol exceeding 100 2 {9,3 m2) and stoting combustible material NA
Slorage rooms larger than 100 ft2 {9.3 m2) and storing combustible materia) NA
Trash cellectisn rooms
: pios o nt Rehabiltation). - - TILT : o j
18.4.3.6.1 General, General, Inlenur finish wllhln the medification area shall be in acourdam:e m1h Seclion 10.2. NA
- 13.4.3.6.2 Interior Interior Wall and Ceiling Firish. Newly installed interior wall and ceiling finish materials complying with Seclion 10.2 shall be permitted th hi inkd smoke p it NA
Wall and Ceiling {he malerials are Class A, except as otherwise permitted in 18.4.3.6.2,1 or 18.4.3.6.2.2.
Finish
- 13.4.3.6.21 ‘Walls and ceilings shall be permitiad to have Class A or Class B interior finish in individual rooms having a capacity not exceeding four persons NA
. 18,4,2,6,2.2 Conidor wall finlsh not exceeding 48 in, in height and restricted 1o 1he lewer half of the wall shall be permmed ta be Class A or Class B NA
- {184.3:6.3 Intérlor Flcor Finlsh, R B R B § T o : . :
. 13.4.3.6.3.1 Namy mslalled inlerior naor rrnsh shall cumply wlth Sechon 10 2. ’ i Y :
. 13.4.0.6.3.2 The i for newly interior floor finish in exit enclosures and corridors not separated fram them by walls complying with 19.3.5.7 shali be as foliows: (1) Unrestricted in Y
smoke compariments protecied through-out by an app d, supervised i i system in with 19.3.5.7 {2) Net less than Class | in smake compartments not
protected throughaut by an approved, supervised automatic sprinkler system in accordance with 12.3.5.7
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13.4.3.7 Canil [y pri d Smoke C Rehabilitation). NA
134371 Construction of Corridor Walls, - T i R i R
. . 18.4.2.7.1.1 Whem the smoke mmpanment being modified is net p 1 hy an app supennsed i i systam in accnruance with 19,3.5.7, nomdarwalls shall numply Y
with all of the following, as modified by 18.4.3.7.1.2; (1) They shall have a minlmum 1 2-hour fire resistance rating. (2) They shall be continucus from the floor 1o the underside of the floor
or roof dei
- . 18.4.3.7.1.2 The requlremems of 18,4,3,7,1,1 shall be pennitied 1o be modified for conditions permitted by 19.3.6.1(3) and ) and 19.3.6.1(6) through (8). Y
R [TV E T AT SrDBors, —
. 18.4.3.7.21 18.4. 7.2 1 Where the smoke compartment being moedified Is not protected thrnughoul by an appruved supervised auinn‘latil: Spnnklersystem in accordance with 19,3, 5 7, al the Y
Tollowing shall apply: {1) Duors protecting comidor openings shall be canstrucled
- 18.4.3.7.2.2 Daor-closing devices shall e required on doors in corridor wall openings serving smcke bariers or enclosures of exils, hazardous conlents araas, of vertical apenings. Y
. . 18.4.3.8 Subdivision of Building Space (Nonsprinklered Smoke Compartment Rehabilitation). NA
725 BuRig Seraees, T — e rams -

. 18.5.1 Utilities.

. 18.5.1.1 Utllitias shall comply with the provisions of Section 9.1.

- 18,5,1,2 Power for alarms, gency cammunicali Y , and ifumi of g tor sel locations shall be In ac with the i ical system requi of NFPA 99,
Health Care Facilities Code.

. 18,5,1,3 Any heallh care occupancy, as indicated in 18,1.1,1.4, that nermally uses life-support devices shall have electrical sy designed and i in accord: wilth NFPA 99, Health
Care Facililies Code, unless the facili!y uses life-support equip for only.

18:6:2 Heatlng, Ventilating, and Alt-Conditioning, %7 R R ) .

. 18.5.21 Heating, ventilating, and air-conditioning shall uomplywﬂh the provisions of Section 9.2 and shell be installed in ancordance wdh the manufal:lurexs speclfcatluns. unless olhenmsa
modified by 18.5.2.2

. 16.5.2.2 Any heating device, cther than a central heating plant, shall be designed and installed so that bustibl and the ing i shall also apply: (1) If fuekfired, such
heating devices shall comply with 1ha fellowing: (a} They shall be chil Y cted or vent cted. (B) They shall take air for combustion direclly from outside. (<) They shall be
designed and installed to provide for complete separaticn of the combustion system from the aimosphere of the oceupied area. (2) Any healing device shafl have safety features lo
Immediately stop 1he flow of fuel and shut down the equipment in case of eithar excassiva temperatures or ignition failure.

. 18.5.2.3 The requirements of 18.5.2.2 shall not apply where clherwise penmitied by the folowing: (1) Ap d, unit heaters shall be permitied in locations other than means of egress

and patient skeeping areas, provikded 1hal both of the following criteria are met: (&) Such heaiers ane Iocated high encugh to be oul of the reach of persons using the area, (b) Such heatars
are equipped wilh the safety fealures required by 18.5.2.2.

i tl.s.l'RuhbisiiChtﬂus Incinerators, and L:undry Chutes.

. 18.5.4.1 Rubbish chutes, incinerators, and laundry chutes shall cnmply vmh the prnwsinns of Section 9. 5 unless ulherw:se speclfed in18.5.4.2.

- 18.5.4.2 The fire resisiance rating of chute charging reoms shall not be required ta exceed 1 hour,

. 185.5.4.3 Any rubbish chute o linen ¢hute, including pneumatic rubbish and linen sy . shall be provided wilh inguishi ien in d with Section 8.7 {See Section
9.5,

- 18.5.4.4 Any rubbish chute shall discharge into a irash collection roem used for no other puxose and shall be protected in accordance with Seclion 8.7.
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Floor Use Group/Department Area SF | Occupancy | Occupant | Provided |Number of| Number of| Number of
Load Load Exit Stairs | exit doors | Horizontal
Factor SF Capacity exits
1 Assembly - Auditorium/Conf ctr 5,019
1 Assembly - chapel 802
1 Assembly - ConfilLounge 1,400
1 Assembly - Dietary conf 283
1 Assembly - Dining and Servery 4,004
1 Assembly - ED [maging Lounge 948
1 Assembly - ED waiting 802
1 assembly - Imaging Lounge/Mulfipurpose 1,680
1 Assembly - Lab Conf 289
1 Kitchen - Kitchen 10,155
1 Locker - Lab 614
1 Lockers - Facilities Lockers 1,113
1 Lockers - Imaging 792
1 Lockers-Dietary 800
1 Office -- CAC 313
1 Office - Dielary 2,632
1 Office - ED 4,978
1 Qffice - Imaging 1,832
1 office - Lab 10,5581
1 Office - Lab/Morgue 1,215
1 Office - Security 458
1 QOffice - Warehouse 311
1 Qffice -Security/toilets 2,126
1 Retail -Gift Shop 716
1 Storage - Chute Collection 307
1 Storage - Dock 1,420
1 Storage - gift shop 262
1 Storage - Lab 904
1 Storage -Chairs 636
1 Storage EVS/Stat Stor. 2,441
1 Storage -- Linen -- Annex 2,516
1 Office - Maintenance Shops 3,573
1 Inpatient Treatment - Imaging/ED 91,889
ML Tota mas7ig7a BAE3as3an|
2 Assembly - Admin Gonf Room 244
2 Assembly - Boardroom 1,528
2 Assembly - Pharmacy 179
2 Assembly - Surg Lounge 677
2 Assembly -Conf Training Endo/Surg 341
2 Assembly - Family Lounge 3.428
2 Assembly -Surgery Recept and Entry 4,253
2 Lockers - Surg/cardio 2,127
2 Lockers -Pharmacy 173
2 Office - Endo, Surg, Educ 1,238
2 Office -- General 1,727
2 Office - Off. Hotel and kitchenette 542
2 Office -- Pharmacy 1,939
2 Office --Clinical eng and Transportation 3,197 100 32
2 Office- Quality Prof, Admin, GME 10,093 100 101
2 Storage -- Disaster Water Storage 522 300 2
2 Storage -Central Sterile 9414 300 N
2 Storage -Pharmacy 1,558 300 5
2 Storage -Temp. Beds 532 300 2
2 Treaiment - Surgery/Cardio/Endo 105,094 240 438
| Tot LA o )
3 Assembly - Conf 333 22
3 Assembly - East Staff Lounge 345 23
3 Assembly - Floor lobby 719 48
3 Assembly -East Family Lounge 719 48
3 Assembly -West Family Lounge 328 22
3 Assembly-- West Sfaff Lounge 452 30
3 Inpatient Treatment - Resp Therapy 1,968 16

JACOL554101946.00 Mohawk Valley Replacement Hospital\06 Milestones\2017 11 01 Certificate of Need\FINAL CON deliverables 171101\CON Occupancy Load
Cales 1701101 .xlsx
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Mohawk Occupancy Load Calculations

Certificate of Need Submittal

nbbj

Nowember 1, 2017

ot R

Floor Use Group/Department Area SF | Occupancy | Occupant | Provided Number of| Number of
Load Load Exit exit doors | Horizontal
Factor SF Capacity exits
3 Lockers - ICU 909 50 18
3 Office -- Nursing Support 3,308 100 33
3 Office Command Center 1,468 100 15
3 Office IC/CM - Case Mgmf. 1,325 100 13
3 Office -Mascnic Lab 1,560 100 16
3 ient Sleeping - Critic 45434
s S RaisaiseelE
4 Assembly - Family Lounge 293
4 Assembly - Floor lounge 444
4 Assembly - Labor lounge 293
4 Assembly - Multipurpese Nursery 288
4 Inpatient Sleeping - LOR 11,493
4 Inpatient Sleeping - NICU Infermed 5,827
4 Inpatient Treatment - Delivery 4,445
4 Lockers 295
4 Lockers 309
4 Storage - Switchgear rooms 6,000
4 Storage - Equip 215
4 Inpatient Sleeping - Post Partum/ 28,964
Antepartum/Nurse,
TATEE ot 58;866%
5 Assembly - family lounge 765
5 Assembly - conf 464
5 Assembly - Lounge 503
5 Inpatient Treatment - Dialysis
5 Locker - lockers
5 QOffice -Clinical
5 Office - Staff wrkstn
5 Office - wkstns
5 Storage - Eq. Storage
5 Storage - Eq. Storage
5 Inpatient Sleepin

B Assembly - Family Lounge

6 Assembly - Conf Rm

6 Assembly - Staff Lounge

8- |Inpatient Treatment - PT/OT 1,792 120 15
6 Locker - Lockers 542 50 11
B Storage - equip Stor. 322 300 1
6 Storage - aguip Stor. 305 300 i
6

7
7 Assembly - Family Lounge
7 Assembly - Staff Lounge 495
7 Inpatient treatment - PT 969
7 Lockers - Staff Lockers 548
7 Office - QA/QC 1,170
7 QOffice - Staff Wrkstns 296
7 Office - Wkstns 242
7 Storage - equip Stor. 326
7 Storage - equip Sfor. 318
7 Inpatien i 42,986
ez (motald 7

8 Assembly - Conf 485 15
8 Assembly - Family Lounge 412 15
8 Assembly - Staff Lounge 463 15
8 Locker -Lockers 548 50
8 Qffice - Cfin 233 100
8 Qffice - Qual, Control 1,170 100
8 Office — Staff Wrksin 282 100
8 Office — Staff Wrkstn 253 100

JACOL554101946.00 Mohawk Valley Replacement Hospital\06 Milestones\2017 11 01 Certificate of Need\FINAL CON deliverables 17£102\CON Cccupancy Load

Cales 1701101 .x[s5x

10/26/2017



Mohawk Occupancy Load Calculations
Certificate of Need Submittal

nbbj

November 1, 2017

Use Group/Department

Number of
Horizontal

exits

Storage - Equip Stor.

Storage - Equip Stor.

Storage - Equipment

Treatment — PT/OT

t sl

Jisl,

Assembly - Dining, Group, Activity

Assemnbly - Dining, Group, Activity

Agsembly - Staff & Family Lounge and Conf

Qffice —- Offices

Qutdoor Courtyard - East

Qutdoor Courtyard - West

inpatient Sleepin

| Total S

Mech/Elec - Elélvalor Penthouse/machine roorﬁ

and Electric Rooms

Normal Electric, Boilers Domestic Water, |
Lobby, fire pump, , med gas equip

Emergency Electric, Boilers, Domestic hot
water

Generators

J:ACOL55\101946.00 Mohawk Valley Replacement Hospital\06 Milestones\2017 11 01 Certificate of Need\FINAL CON deliverables 171101\CON QOccupancy Load
Cales 1701101.xlsx

10/26/2017



Mohawk Valley Health System nbbj
Behavioral Health Products and Systems

The following is the initial selection of materials, products and systems chosen for the
Behavioral Health Nursing Unit on the 9" floor of the patient tower and the BH portion of the
Emergency Department. The selections will continue to be refined during the Design
Development Phase and we will review those changes with NYS Office of Mental Health. Initial

selections are highlighted.

Seclusion Room Standards

e« Securetech
o Multi-Point Deadbolt Mortise Lock
» Select lock function from options:
¢ USL-K3-IHB2 (slam)
o Latches upon closure
o Key only projects/retracts bolfs and latch
o Exterior side of door has freely rotating lever/pull
o Interior cylinder optional
* UML-K3-IHB2:
o Does not latch upon closure
o Key only projectsiretracts bolts
o Exterior side of door has freely rotating lever/pull
o Interior cylinder optional
« Marathon Engineering Corporation
o Gold Medal Safety Padding — Resinous coating is scuff-resistant and long
lasting. Padding material is uniform and smooth with no cracks or open seams

Anti-Barricade Strategies

» Norva Plastics, Inc. Patient toilet/shower rooms
o Toilet Partitions, Sentinel Event Reduction (SER) Door with Sloped Top
» Use only in suite or gang bathrooms. Never use in bathrooms shared
hetween two bedrooms. Expanded PVC door can be painted with Lexan
paint to match desired color scheme. To be used with roller latch
hardware.
* Rixson
o 340 Center Hunt Top Pivot
= Center hung, non-handed walking beam type hinge. Fully concealed
when docr is closed
o 117-3/4 Center Hung Pivot Set
= Fully concealed, parallel arm, non-handed. Can be coordinated with a
concealed overhead closer.
¢ Accurate Lock & Hardware
o Keyed Emergency Stop ADL-CEK, ADL-OEK
= Double lip strikes with keyed emergency stop. Designed to restrict and
protect against unauthorized out swinging door. Key locks emergency
stop into projected position.



Mohawk Valley Health System nbbj
Behavioral Health Products and Systems

Division 07 Sealants

* Security Sealants, Tamper Resistant
« Master Builders Solutions
o MasterSeal CR 195 — one component, moisture curing, aliphatic, non-sag,
polyurethane sealant.
» Sika Corporation
o Sikaflex 11FC — one component, gun grade moisture cure polyurethane based
elastomeric sealant

Division 08 Openings

Door Hardware, Door Top Sensors
o Stanley Security Solutions/Grainger Industrial Supply
= SEDA (Stanley emergency Door Alarms) / Lisa (Ligature-Resistant Door
Alarm)
s A pressure activated switch, mounted on the face of a door,
provides notification when a foreign object passes over the door
and a downward pressure is applied. Notification is sentto a
console indicating where a response is required.
___Door Hardware, Continuous Hinges
o Architectural Builders Hardware MFG. Inc
=  AS00HT
+ Stainless steel pin and barrel, full mortise, full concealed edge
mount with hospital tips.
o MARKAR Architectural Products
»  FM300-HT
« Edge mount stainless steel
. Door Hardware, Locks & Handles
o Accurate Lock & Hardware
» Crescent handle (CH) & 9100 Mortise Lockset
o Sargent
*  BHW Trim (Mortise)
¢ The BHW style door trim is not a traditional lever design and can
-~ besafely used in a high risk environment.
.. Door Hardware, Lever Handles ‘ -
o Best Access systems/Grainger Industrial Supply
= Ligature Resistant Lever Set SPSL Series - LISL/LISE (Mortise)
e The ligature resistant lever handle “freewheels” in both directions
on both sides of the door whether the door is locked or uniocked.
Proprietary finish resists looping by earbuds,
o TownSteel Architectural Hardware Manufacturing
» ligature Resistant Lever Set TRXL Series (Cylindrical)
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o  Whether locked or unlocked, this lever set “free wheels” up and
down on both the keyed and non-keyed sides of the door. This
- “reewheeling” action is standard on double cylinder functions.
+ ..Door Hardware, Stops
o Kingsway Group
»  KG182 Wall Mounted Door Stop
» Solid stainless steel surround with high pressure rubber dome.
Security screws pass through the rubber part to ensure it can't be
removed,
» KG183 Large Rubber Wall Mounted Door Stop
e 8ol high pressure domed rubber stop
» Door Hardware, Closers
o Rixson
= 51 Series Offset Floor Closer
» Fully concealed, single acting, handed. For use with top pivot
hinge. Note: fully concealed closers have no readily visible or
accessible components. Note: floor closers require special
preparation,
» 700 Series Overhead Concealed Closer
s Double-acting, non-handed closer concealed in door frame head.
For use with bottom pivot hinge. Note: fully concealed closers
have no readily visible or accessible components.
o Sargent
= 268/289 Series Overhead Concealed Closer
+ Fully concealed closer body in frame head. Fully concealed track
e .. . Indoor. Track armis only visible when door is open.
o Glazing, Exterior Windows, Polycarbonate Glazing
o Sabic Innovative Plastics
o Sheffield Piastics Inc.
s Glazing, Exterior Windows, Laminated Safety Glazing
o Oldcastle Building Envelope
" For use as outermost surface of exterior windows.
» Glazing, Interior Windows, Non-Rated
o Sabic Innovative Plastics
» Lexan Si.-4855 Polycarbonate Glazing
o 3/8” or ¥4” thick with Marguard |I-UV coating. Specify MR15 with a
15 year warranty. Install in hollow metal frames with a 1”
continuous edge bite.
o Oldcastle Building Envelope
» ArmorProtect Plyus 161000 Laminated Security Glazing
e 3/8" thick. 3M film is scratchable and may be removed from the
laminated glass panel and new film installed by frained
maintenance staff. Curing time for the film installation is two
weeks minimum. Maintenance staff should be advised to keep
spare stock that is fully cured to eliminate down time. Install in
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hollow metal frames with a 1" continuous edge bite if dry glazed or
¥2" continuous edge bite if silicone glazed.
o Sheffield Plastics inc.
» Makrolon 15 Polycarbonate Glazing
o 15" thick. Use with NYS-OMH 15 year warranty. Install in hollow
metal frames with a 1” continuous edge bite.
o 3M

= Ultra S600 Film
» 3M film is scratchable, When damaged, it may be removed from
the glass panel and new film installed by trained maintenance
staff. Curing time for the film installation is two weeks minimum.
Exact curing time should be verified with the manufacturer.
Maintenance staff should be advised to keep spare stock that is
fully cured to eliminate down time.
o DuPont
v Spallshield CPET Film
o Hard coated PET film helps stop the showering of small glass
particles (called “spall”) that can occur when conventional glass

o... Technical Glass Products
= . FireLite PLUS
» 5/16” thick laminated, polished, fire rated, and impact safety rated
glazing. Listed for use in doors, sidelites, and fransoms with fire
rating requirements ranging from 20 minutes to 3 hours.
o SaftiFirst
» SuperLite Fire Rated Glazing
* 4" monolithic safety and positive pressure fire rated glazing. For
use in wood, hollow metal, aluminum or an equally fire rated
framing systems.
e Glazing, Observation Mirrors
o Plaskolite, Inc.
»  See-thru Mirror
e Two way observation polycarbonate mirror, 0.236” thick minimum.
Product is semi-transparent.

s Access Doors
o Cendrex
»  PF Series Fire Rated Access doors

Division 09 Finishes

s _Ceiling Assemblies, General
o OMH Ceiling Assembly 1: 1 layer 2" or 5/8" drywall with metal
framing/suspension system.
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o OMH Ceiling Assembly 2: 1 layer 5/8" very high impact (VH1) abuse resistant
drywall with metal framing/suspension system.
o OMH Ceiling Assembly 3: %" suspended acoustic tile on intermediate duty
. suspension system.
» _Wall Base
o Custom Wood Base
»  Custom Designed Wood Base
e Solid 34" hardwood with eased or bullnose top and corners.
Provide tamper resistant sealant at joint between floor and base,
base and wall surface.
o Johnsonite
= Millwork Contoured \Wall Base
¢ Thermoplastic solid rubber base. Various profiles range in height
from 2 1/2" to 6" high, %" to 3/8" thick
1 SCC-XX-A Cove Cap Moulding
* Vinyl cove cap moulding accessory for 1/8” cove base material.
o Flexco
» Health Design Wall Base
» Thermoplastic rubber base tapers from 1/8" thick to adjacent floor
thickness. All seams are heat welded.

Division 10 Specialties

» Shower & Privacy Curtains
o InPro Corporation
» Clickeze Ultra Cubicle Track
¢ Extruded aluminum frack provides heavy duty strength. For use
with Clickeze accessories.
s (Clickeze Whisper Cubicle track
e Extruded PVC track allows for noise reduction during curtain
movement. For use with Clickeze accessories.
» Clickeze Pop Out Carrier
+ Hook on carrier releases, allowing the curtain to fall, and
disengages at approximately 10 Ibs of pressure. For use with both
Clickeze Ultra and Whisper Curtain Tracks.
o Construction Specialties
= Breakaway Carrier #975P
* Hook on carrier is designed to pop out of the axle when
approximately 22 |bs of pressure is applied to the hook, and can
be reused.
o Architex
= Rx Privacy Curtain
Made with 100% Avora polyester, style #5/2019717-1000

o Arc/Com
= Options Curtain
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* Customizable textiles to increase durability and fire resistance.
Stain repellent.
o Standard Textile
= Perfect Pane! Curtains
* Note: ganging of muitiple snaps along the curtain track can create
a ligature point,
s Closet Rods, clothes & Towel Hooks
o Kingsway Group
= KG180 Coat Hook
» Stainless steel surround. Rubber hook releases under downward
applies load.
c Norva Plastics, Inc
= Polyethylene hook
o American Specialties, Inc.
x 123 Sguare Clothes Hook
o Qddball Industries
s SP-6 Clothes/Towel Hook
= SP-6! Clothes/Towel Hook with adjustable tension release
e Handrails & Grab Bars, General
s Handrails

»  HRB-20CMHLN Acrovyn 4000 Handrail
» Handrail/bumper guard with psychiatric continuous bracket
enclosure, to address safety issues for patients eliminating the
gap between the wall and handrail. Meets safety codes with ADA
and ANSI compliance.
o Pawling Corp.
= BR-400CS Series handrail
e 6-1/4” high vinyl handrail. Suicide resistant design to minimize
leverage and looping with radius corners. Aluminum tube with
laser cut 1/8” aluminum closure plates. Continuous secure
bracket.
* Toilet Accessories, Grab Bars
o Kingsway Group
= _Grab Rail KG250/KG251
e Horizontal and vertical mounting. Painted extruded aluminum, 600
mm long. Provide sealant at the full perimeter to prevent end to
end looping.
o Northwest Specialty Hardware
= NW Security Bar
o Cascade Specialty Hardware
= Safebar Grab Bar
o Willoughby Industries, Inc.
» AntiSuicide Grab Bar Modified with End Caps ASGB-X-ODD-MOD
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» Specialty self-draining end caps are available from manufacturers
and should be specified. Provide sealant at the full perimeter to
prevent end to end looping.

o Whitehall Manufacturing
= 1109-1 24" Ligature Resistant Grab Bar
o American Specialties, Inc.
= (165 Grab Bar with Drain Holes
e Toilet Accessories, Soap Dispensers
o Godo Industries
» LTX Behavioral Health Dispensing System

« Stainless steel soap dispensing unit specifically designed for
behavioral health environments with delayed time output, inhibited
access interior, and sloped and rounded exterior.

o Kingsway Group
=  KGO06 Liquid soap
+ Stainless steel surface mounted liquid soap dispenser. Soap
automatically dispenses from this battery operated unit.
»  Toilet Accessones Paper Towel Holders & Dlspensers
o American Specialties, Inc.
5 0412 Recessed Shelf

e 22 gauge type 304 stainless steel with a No. 4 satin finish install
with tamper resistant fasteners. Provide tamper resistant sealant
at flange perimeter.

o Whitehall Manufacturing
= Best-Care WH1820FA Recessed Shelf
* 16 gauge type 304 stainless steel with a satin in finish or powder
coated white finish. Install with tamper resistant fasters. Provide
_tamper resistant sealant at flange perimeter.
o Toilet Accessories, Toilet Tissue Holders & Dispensers
o__American Specialties, nc,
» 110-13 Recessed Toilet Paper Roll Holder (front mounted)
e 14 gauge type 304 stainless steel with satin finish
o Bradley corporation
» SA12 Recessed Toilet Tissue Roll Holder (front mounted)
« 16 gauge type 304 stainless steel with a satin finish
o Whitehall Manufacturing
] 1840~FNA Recessed Toilet Paper Roll Holder (front mounted)
» Toilet Accessories, Mirrors
o Sabic Innovative Plastics
o Royal Adhesives & Sealants
* Frameless Polycarbonate Wall to Wall Mirror
o Behavioral Safety Products
» Ligature Resistant Stainless Steel Framed Mirror FM 160

» Polished stainless steel mirror with #8 finish 18x24 hardwood

frame
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o American Specialties, Inc.
o ... 0800 Angle Frame Mirror
» _Window Treatments
o InPro Corp.
= Clickeze Ultra Cubicle Track
» Extruded aluminum track provides heavy duty strength. For use
with Clickeze accessories.
= Clickeze Whisper Cubicle Track
e Extruded PVC track allows for noise reduction during curtain
movement. For use with Clickeze accessories.
o Construction Specialties
» Breakaway Carrier #975P
* Hook on carrier is designed to pop out of the axle when
approximately 22 Ibs. of pressure is applied to the hook, and can
be reused.
o Imperial Fastener Company
» |FC-69 Break-a-way Track & IFC-79 Break-A-Way Track
o The IFC-69 ceiling mounted and IFC-79 wall mounted tracks are
used with “safety tabs” that attach to box pleated window
draperies or shower curtains.
o WebbShade
«  Webblok Shades
* The IFC-69 ceiling mounted and IFC-79 wall mounted tracks are
used with “safety tabs” that attach to box pleated window
draperies or shower curtains.
o Securing Hospitals
= 845-586 SafeSupport SR Window Shades
* The 845-S86 wall mounted tracks are used with “safety tabs” that
attach to box pleated window draperies or shower curtains.
¢ Artwork Frames
o Behavioral Safety Products
* Ligature Resistant Art Frame #AF550
¢ CabinetHardware
o Accurate Lock & Hardware
s CP-CAB Crescent Cabinet Pull
o Doug Mockett & Co.
=  DP74C Radiused Finger Grip Pull

s Signage L
o _2/90 Sign Systems
= Custom Patient Safe signage
» Thermoplastic frame, fully adhered to thermoplastic back panel.
Clear polycarbonate insert lens. Mechanically fasten to blocking
with tamper resistant screws.
o King Architecture Products
= KMS Series Signage
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¢ Tamper resistant locking: top, bottom, panel profiles and copy
covers are held in place by manufacturer's standard concealed
locking pin. Specify two locking pins per sign.
» _ Fire Extinguisher Cabinets
o Larsen's Manufacturing Co.,
= Architectural Series 2712 Fire Extinguisher Cabinet
s Stainless steel tub with a continuous hinge. Specify fully recessed
cabinet with flat trim, or semi-recessed cabinet with rolled edge
trim & door w/o handie. Specify mortise lock with keyed cylinder.
» DECS 2409-R4 Fire Extinguisher
c Activar Construction Products Group
= JL Industries Cosmopolitan Series Fire Extinguisher Cabinet

Division 21 Fire Suppression

s _Sprinklers »
o Tyco Fire Protection Products
= Raven Institutional Sprinklers
« Pendant and harizontal sidewall heads. Standard, quick response
& extended coverage. Stainless steel escutcheons available for
installation in wet or damp areas.
»  Viking Group
¢ VK410 Pendant & VK412 Sidewall Institutional Flush Sprinklers

Division 22 Plumbing

* Lavatory Assemblies
o NYS-OMH Standard Lavatory Assembly
»  Custom solid surface lavatory with integral sink bowl & pipe enclosure.

» Niche mounted solid surface vanity counter with integral solid
surface sink bowl and deck mounted behavioral safety products
ligature resistant sensor faucet #5F370. Removable integral solid
surface pipe enclosure below mounted with tamper resistant
fasteners.

o Whitehall Manufacturing
= WH3775 Solid Surface Wall-Hung Lavatory

» Shown with fully accessible powder-coated stainless steel pipe
enclosure, deck-mounted dual temp push button conical faucet.
Available without overflow hole.

» Lavatory Basins
o American Standard
=  Rondolyn Countertop Sink
e High gloss stain resistant vitreous china sink. Specify without
oveiflow.
*  Mezzo Countertop Sink
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»  Self-rimming fine fire clay semi-countertop sink. Specify without

overflow.
Lavatory Pipe Enclosures
o [PSCorp
= Truebro Lav Shield Model @2018

« Cautions: pipe enclosure will conceal exposed plumbing piping,
but is used with wall mounted lavatory that poses looping
opportunity. Careful scribing to underside of lavatory is required
for a proper fit and sealant joint.

Lavatory Faucets
o Behavioral Safety Products
» Ligature Resistant Sensor Faucet #35F370
» Deck mounted faucet is a single temperature faucet without
controls. It may be specified as hard-wired or with a 4 year
hattery.
» Ligature Resistant Metering Faucet #SF380
¢ Deck mounted faucet is a dual temperature faucet with push
button controis.
Lavatory Grid Strainers
o Oddball Industries
»  SP-11-GDK Grid Drain Kit
» Effective drainage is achieved with the included air vent. Air
introduction valve may not meet all local codes.
= Typical Grid Strainer & Drain
+ Note: typical grid strainers are rejected because ligature can be
created by threading a ligature item through the perforations and
be hung over the lavatory or vanity edge.

o.. Behavioral Safety Products
» Ligature Resistant Toilet #TN690
+ Floor mounted, back spud, 1.6 gpm siphon jet with integral seat.
» |ntersan
e CWC150-AST Toilet
o CWC156-AST Toilet
o Solid surface back to wall toilet with non-moving integral
seat
o Whitehall Manufacturing
= WH2142 Toilet
* Floor mounted, powder coated stainless steel toilet with ligature
resistant ABS foilet seat.

s Toilet Flushometers
o NYS-OMH Standard Concealed Flush Valve Assembly
= Concealed flush valve assembly with remote infrared sensor.

s ShowerHeads
o Chicago Faucets
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» 621-CP Institutional Shower Head
o Oddball Industries
»  SP-7 Shower Head
=  SP-7TF Tub Filler
o Moen
s M-Dura 8292
o Speakman Company
=  $-2460-AF Shower Head
o Behavioral Safety Products
» SH330 Shower Head
s Shower Controls & Activators
o Armstrong International
= Brainwave Water Temp Control
» Stainless steel face plate is to be specified for all NYS-OMH
facilities. Provide tamper resistant sealant at perimeter of plate
touchless on/off flow control. Touchless temp adjustment.
Cautions: control buttons are plastic and have the potential to be
damaged. Product can be specified with a plastic cover by
facilities other than NYS-OMH but should be used with caution
due to the increased potential to be damaged.
o Behavioral Safety Products
= |igature Resistant Shower Valve, Handle & Escutcheon Plate #5V230
o Interesan
s 50140 Ligature Resistant Shower Diverter

Division 23 HVAC

» Diffusers& Griles
o Be Safety Products

» Designed to replace existing grilles that are not ligature resistant.
11 gauge aluminum with 1/8” round holes.
o Carnes company
»  Model RSPAS1 Suicide Deterrent Security R&G
o Titus
= SG-8D Maximum Security Suicide Deterrent Grille
* Face and sleeve are 3/16” hot rolled steel. Hole pattern is 3/16"
round holes on staggered 9/32” centers. 2x2x3/16” steel angles
are provided as standard in four loose pieces for field welding.
Mounting sleeve is for installation in CMU walls only. Specify with
1" flange. Caution: perforated diffusers grilles and radiator covers
pose a particular risk as they can be easily looped by a think
shoelace or similar object.
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Division 26 Electrical

» Receptacles & GFCAFCI Circuit Breakers
o Leviton
7 v 8200-SG Series Tamper Resistant Receptacles
s Wall Plates
o Hubbell
= _Nylon Wall Plates
o Legrand
= Unbreakable Nylon Wall Plates
o Leviton
* Unbreakable Nylon Wall Plates
» Light Fixtures, Lenses
o Behavioral Safety Products
= Impact Resistant Prismatic Polycarbonate Light Lenses #PL840
@.m‘mLenses are to be installed in an existing fixture frame. If the
existing frame will not adequately secure the lens, it is
recommended to install the tamper resistant fasteners through the
_frame and lens.
‘General, Recessed

» . Light Fixtures, Interic
o Cooper lighting
» Fail Safe FRM LED Linear
= Fail Safe ENV LED 2x2
o Kenall Manufacturing
*»  MedMaster Behavioral Health MMAC 14, MMAC22 & MMAC24
* Mighty Mac RAC, RCB, RCC, RCD Series
¢ Light Fixtures, lntenor Task Lighting
o Cooper Lighting
» FFLD6A 6" Vandal Resistant LED Downlight — Flush Lens
o Kenall Manufacturing
v  Millenium HADL Series Downlight LED
» Stratalume UC Series, UCSL
» _ Light Fixtures, Interior, Night Lighting
o Cooper Lighting
» Fail-safe MCL, MLN & MSN Night nghts
o Kenall Manufacturing
oo MedMaster SoftStep Contour Steplight, MCSL

o Kenall manufacturing

= Millennium Metrex METSR Series Exit Light (Recessed)
o Philips Chloride

= 60 Series Max All Purpose Exit
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Division 28 Electronic Safety & Security

» Fire Alarm Components, Notification Devices
o Tyco SimplexGrinnell
= TruAlert Addressable Notification Appliances, Series 48AV
o  Wall and ceiling mounted. Mulli-electronic horn & strobe
combinations.
» 2099 Series Manual Fire Alarm Station
* Single action with institutional cover, key operated only
o Edwards Signaling
»  EGC-SVM Series Notification Appliances
» Caution: the curved return against the ceiling presents a potential
ligature opportunity
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CONSTRUCTION PROJECT CERTIFICATION LETTER FOR AER REVIEWS
ARCHITECTS & ENGINEERS
(For projects not meeting the perquisites for Self-Certification submission.)

Pate: November 1, 2017

CON Number: To be determined

Facility Name: Mohawk Valley Health System

Facility ID Number: PFI #0598 ,

Facility Address: Bounded by Oriskany and Columbia Streets, and Broadway and State Streets, Utica, NY 13501

NYS Department of Health/Office of Health Systems Management
Center for Health Care Facility Planning, Licensure, and Finance

" Bureau of Architectural and Engincering Review

ESP, Coming Tower, 18t Floor
Albany, New York 12237

To The New York State Department of Health:

I hereby certify that:

1.

I have been retained by the aforementioned facility, to provide professional architectural/engineering services related to the
design and preparation of construction documents, including drawings and specifications for the aforementioned project.
During the course of construction, periodic site observation visits will be performed, and the necessary standard of care,
noting progress, quality and ensuring conformance of the work with documents provided for all regulatory approvals
associated with the aforementioned project.

1 have ascertained that, to the best of my knowledge, information and belief, the completed structure will be designed and
constructed, in accordance with the functional program for the referenced construction project and in accordance with any
project definitions, waivers or revisions approved or required by the New York State Department of Health,

The above-referenced construction project will be designed and constructed in compliance with all applicable local codes,
statutes, and regulations, and the applicable provisions of the State Hospital Code -- 10 NYCRR Part 711 (General Standards

for Construction) and Parts (check all that apply):

_X_712 (Standards of Construction for General Hospital Facilities)

___713 (Standards of Construction for Nursing Home Facilities)

__ 714 (Standards of Construction for Adult Day Health Care Program Facilities)
__ 715 (Standards of Construction for Freestanding Ambulatory Care Facilities)
__ 716 (Standards of Construction for Rehabilitation Facilities)

___ 717 (Standards of Construction for New Hospice Facilities and Units)

mo e o

PLEASE NOTE ANY EXCEPTIONS HERE:

I understand that as the design of this project progresses, if a component of this project is inconsistent with the State Hospital
Code (10 NYCRR Parts 711, 712, 713, 714, 715, 716, or 717), I shall bring this to the attention of the Bureau of Architecture
and Engineering Review (BAER) of the New York State Department of Health prior to or upon submitting final drawings for
compliance resolution.

ARCHITECTURAL AND ENGINEERING LETTER OF CERTIFICATION

Effective 2016.05.01 Page 1 of2



5. 1 understand that upon completion of construction, the costs of any subsequent corrections necessary to achieve
compliance with applicable requirements of 10 NYCRR Parts 711, 712, 713, 714, 715, 716 and 717, when the prior work
was not completed properly as certified herein, may not be considered allowable costs for reimbursement under 10

NYCRR Part 86.

This certification is being submitted to facilitate the CON review and subsequent to formal plan approval by your office. It is
understood that an electronic copy of final Construction Documents on CD, meeting the requirements of DSG-05 must be
submitted to PMU for all projects, including limited, administrative, full review, self-certification and reviews performed and

completed by DASNY.

Project Name: Mohawk Valley Health System
Location: Bounded by Oriskany and Columbia Streets, and Broadway and State Streets, Utica, NY 13501

Description: Replacement Hospital

Architectural or Engineering m M M

73 e fStamy Signature of Archkgtt or Engineer

STEVEN M. ROPF

Name of Architect or Engineer (Print)

o> el

Professional New York State License Number

250 S. M1 - OLUMMS ot 45215

Business Address

The undersigned applicant understands and agrees that, notwithstanding this architectural/engineering certification the
Department of Health shall have continuing authority to (a) review the plans submitted herewith and/or inspect the work
with regard thereto, and (b) withdraw its approval thereto. The applicant shall have a continuing obligation to make any
changes required by the Division to comply with the above- mentioned codes and regulations, whether or not physical

plant construction or alterations have been completed. :

Authorized Signature for Applicant

lo-2s - 1M Shocon Padrmer, WP Fasilibies Saroies
Date Name (Print)  Title ' '

Notary signing required for the applicant

STATE OF NEW YORK )
= : ) 8S:
County of. @ }'LL(/Q [ )
4
On the @5 day of Dd’Oer 20171 , before me personally appeared (Smonf\)&\ el , to e known,
who being by me duly sworn, did depose and say that he/she resides at Whitecoor? R
that he/she is the AYP F&C-SQN'I wes ofthe A--W\ohauo\*\ Volley H{co‘k\'\ Nsten , the corporation

described herein which executed the foregoing instrument; and that he/she signed his/her name thereto by order of the board of
directors of said corporation. MARGARET A. KEBLISH

Commission Expires 08/09/20.24
ARCHITECTURAL AND ENGINEERING LETTER OF CERTIFICATION

Effective 2016.05.01 Page 2 of 2

ML [ ; W&A/\, N, GikEBsen
0. 01KEBQ292
(Notary) m Ay WA Qualified in-Oneida glur:t','



NEWYORK | Department
_oerorrontry. | of Health

ANDREWM.CUOMO HOWARD A.ZUCKER, M.D.,J.D. SALLY DRESLIN, M.S.,R.N.
Governor Commissioner Executive Deputy Commissicner

PHYSICIST LETTER OF CERTIFICATION

Date: 6/4/17

NYS Department of Health/Office of Health Systems Management
Center for Health Care Facility Planning, Licensure and Finance
Bureau of Architectural and Engmeerlng Review

ESP, Corning Tower, 18" Floor

Albany, New York 12237

Re:  CON Project #: TBD
Facility Name: MVHS (Mohawk Valley Health System)
Facility Location: Bounded by Oriskany and Columbia Streets and Broadway and State Streets, Utica, NY 13501.

Project Description: e Hospital Campus

To the New York State Department of Health:

I certify that, as an employee or contractor of the above-named facility, it is my duty to design and prepare
plans, sketches, and specifications relating to radiation protection for the facility. I further certify that I have
exercised due diligence and, to the best of my knowledge, information and belief, the radiation protection
designed and specified for the above-referenced project is in substantial compliance with the requirements of
the relevant technical standards listed inl1ONYCRR711.2, and that the radiation exposure to the public and staff
is designed to be as low as is reasonably achievable (ALARA), based on the workload provided to me by the
facility for the proposed equipment and sound radiation protection principles.

Further, 1 agree to ensure that a current report detailing the extent of the radiation protection by the facility and
the design of the protection systems will be made available to the Regional Office staff of the NYS Department
of Health during final inspection of the facility. I have informed the applicant that such report must be
maintained on site as a permanent record.

PHYSICIST LETTER OF CERT{FICATION
Revised May 8, 2015 Page 1 of 2
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e

-~ I attest that ] have been authorized by the above named facility to make this certification.

R Mot Jason Sherman
Signature of Physicist Name of Physicist(Print)
6/4/17 MS, DABR
Date Degree(s)Certification

Upstate Medical Physics, Diagnostic Radiology, Medical Nuclear
and Medical Heaith, P.C.
1290 Blossom Drive Victor, NY 14564

Business Address

The undersigned applicant understands and agrees that, notwithstanding this certification, the Department
of Health shall have continuing authority to: (a) review all plans, sketches, and specifications related to
radiation protection for the facility to ensure compliance with the above-mentioned technical standards
;and (b) withdraw its approval of the application for failure to comply with such standards. I understand
that I have a continuing obligation to make any changes required by the Department to comply with

existing and future codes and regulations.
%ﬂ_ m«._______—

Authorized Signature for Applicant

6-7-17 Sharon Palmer, Assistant Vice President, Facilities Services
Date Name (Print) Title

Notary signing required for the applicant

STATEOFNEWYORK )
N SC‘
}' W
County of __Oneida )
On the 7th _day of _June , 2017, before me personally appeared __Sharon Palmer . to me known,
who being by me duly sworn, did depose and say that he/she resides at, Whitesboro, NY that he/she is the

AVP, Facilities Services, of the Mohawk Valley Health System, the corporation described herein which executed
the foregoing instrument; and that he/she signed his/her name thereto by order of the board of directors of said

corporation.
MARGARET A. KEBLISH

Notary Public, State of New York
No. 01KE6029261

L A ' Qualified in Oneida County
Notary : m 7 {éﬁu./ Zﬂ: d /&‘, M% Commission Expires 08/09/20_/2

cc: Regional Office-OHSM

PHYSICIST LETTER OF CERTIFICATION
Revised May 8, 2015 Page 2 of 2
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New York State Department of Health Schedule 7
Certificate of Need Application

Environmental Assessment

Part I.

The following questions help determine whether the project is "significant" from an environmental standpoint.

1.1 | If this application involves establishment, will it involve more than a change of Y

: ; ; es No
name or ownership only, or a transfer of stock or partnership or membership 0O 0O
interests only, or the conversion of existing beds to the same or lesser number

of a different level of care beds? NA

This project does not involve establishment.
1.2 | Does this plan involve construction and change land use or density? X L]
1.3 | Does this plan involve construction and have a permanent effect on the X ]

environment if temporary land use is involved?
The plan involves the construction of a new hospital facility and attendant features in a
previously developed and disturbed urban area.

1.4 | Does this plan involve construction and require work related to the disposition X Ll
of asbestos?

Part Il.

If any question in Part | is answered “"yes” the project may be significant and Part || must be completed If all
questions in Part Il are answered “no" it is likely that the project is not significant.

2.1 Does the project involve physical alteration of ten acres or more? X O
22 |ifan expansion of an existing facility, is the area physically altered by the I
facility expanding by more than 50% and is the total existing and proposed
altered area ten acres or more? This is not an expansion project NA
2.3 | Will the project involve use of ground or surface water or discharge of O X
wastewater to ground or surface water in excess of 2,000,000 gallons per
day?
24 |ifan expansion of an existing facility, will use of ground or surface water or O X
discharge of wastewater by the facility increase by more than 50% and
exceed 2,000,000 gallons per day?
2.5 | Will the project involve parking for 1,000 vehicles or more? X O
2.6 | If an expansion of an existing facility, will the project involve a 50% or greater | [] [
increase in parking spaces and will total parking exceed 1000 vehicles?
This is not an expansion project NA
2.7 | In a city, town, or village of 150,000 population or fewer, will the project entail X 0O
more than 100,000 square feet of gross floor area?
2.8 | If an expansion of an existing facility in a city, town, or village of 150,000 1 O
population or fewer, will the project expand existing floor space by more than
50% so that gross foor area exceeds 100,000 square feet?
This is not an expansion project NA
29 | n a city, town or village of more than 150,000 population, will the project O O
entail more than 240,000 square feet of gross floor area?
Utica population 62,235 (2010 Census) NA
DOH-155 B Schedule 7

(Revised 12/2014)



New York State Department of Health
Certificate of Need Application

Schedule 7

2.10

If an expansion of an existing facility in a city, town, or village of more than
150,000 population, will the project expand existing floor space by more than
50% so that gross foor area exceeds 240,000 square feet?

This is not an expansion project

O O

ZM1

In a locality without any zoning regulation about height, will the project
contain any structure exceeding 100 feet above the original ground area?
There is no restriction in the Code. The Historic Canal Gateway District overlay has
guidelines of 7 stories and 70 feet. Approx. height of new facility is 165 feet.

X
O

2.12

Is the project wholly or partially within an agricultural district certified
pursuant to Agriculture and Markets Law Article 25, Section 3037

213

Will the project significantly affect drainage flow on adjacent sites?
Drainage will be directed to new/existing storm sewers or to new green infrastructure
constructed as part of the project

2.14

Will the project affect any threatened or endangered plants or animal
species?

N K XK

2.15

Will the project result in a major adverse effect on air quality?
This question will be examined as part of the Environmental Impact Statement (EIS).

O

O
[
Ol
[]
EIS p

ending

2.16

Will the project have a major effect on visual character of the community or
scenic views or vistas known to be important to the community?
This question will be examined as part of the EIS.

0o o

EIS pending

2.7

Will the project result in major traffic problems or have a major effect on
existing transportation systems?
This question will be examined as part of the EIS.

0 o

EIS pending

218

Will the project regularly cause objectionable odors, noise, glare, vibration,
or electrical disturbance as a result of the project's operation?
This question will be examined as part of the EIS.

|

EIS pending

219

Will the project have any adverse impact on health or safety?
This question will be examined as part of the EIS.

0O

EIS pending

2.20

Will the project affect the existing community by directly causing a growth in
permanent population of more than five percent over a one-year period or
have a major negative effect on the character of the community or
neighborhood?

This question will be examined as part of the EIS.

o O

EIS pending

2.21

Is the project wholly or partially within, or is it contiguous to any facility or site
listed on the National Register of Historic Places, or any historic building,
structure, or site, or prehistoric site, that has been proposed by the
Committee on the Registers for consideration by the New York State Board
on Historic Preservation for recommendation to the State Historic Officer for
nomination for inclusion in said National Register?

X O

2.22

Will the project cause a beneficial or adverse effect on property listed on the
National or State Register of Historic Places or on property which is
determined to be eligible for listing on the State Register of Historic Places
by the Commissioner of Parks, Recreation, and Historic Preservation?

This question will be examined as part of the EIS.

I

EIS pending

2.23

Is this project within the Coastal Zone as defined in Executive Law, Article
427 If Yes, please complete Part IV.

O X

DOH-155 B

Schedule 7

(Revised 12/2014)




New York State Department of Health

Certificate of Need Application

Part Ill.

Must be completed if any question on Part || was answered "Yes".

3.1 | Are there any other state or local agencies involved in approval of the
project? If so, fill in Contact Information to Question 3.1 below.

give name.

3.2 | Has any other agency made an environmental review of this project? If so,

3.3 | Is there a public controversy concerning environmental aspects of this
project? If yes, briefly describe the controversy in the space below.

X O

A group No Hospital Downtown was formed. Some of the concerns expressed by this group are related to
public costs for parking garage, fate of police and courthouse buildings, demolition of historical buildings,
loss of tax dollars, proximity to CSX rail lines, and consistency with Master Plan and Gateway Historic
Canal District planning.

Contact Information to Question 3.1

| Agency Name: City of Utica
Contact Name: Brian Thomas, Commissioner UED; J. Michael Mahoney, Deputy Eng
Address: 1 Kennedy Plaza, Utica

State and Zip Code:

NY, 13502

E-Mail Address:

bthomas@cityofutica.com; mmahoney@cityofutica.com

Phone Number:

315-792-0181 UED; 315-792-0152 Engineering

Agency Name:

NYSDEC

Contact Name:

Thomas M. Vigneault, P.E., Regional Water Engineer

Address:

207 Genesee Street, Utica

State and Zip Code:

NY, 13501

E-Mail Address:

thomas.vigneault@dec.ny.gov

Phone Number:

315-793-2796

| Agency Name:

NYSDOT

Contact Name:

Brian Hoffmann, Regional Design Engineer

Address:

207 Genesee Street, Utica

State and Zip Code:

NY, 13501

E-Mail Address:

brian.hoffmann@dot.ny.gov

Phone Number:

315-793-2429

| Agency Name: State Historic Preservation Office
Contact Name: Anthony Opalka, Historic Preservation Program Analyst
Address: Peebles Island State Park, P.O. Box 189, Waterford

State and Zip Code:

NY, 12188-0189

E-Mail Address:

Anthony.Opalka@parks.ny.gov

Phone Number:

518-268-2177

Agency Name:

Mohawk Valley Water Authority

Contact Name:

Dick Goodney P.E., Director of Engineering

Address:

1 Kennedy Plaza, Utica

State and Zip Code:

NY, 13502

E-Mail Address:

rgoodney@mvwa.us

Phone Number:

315-792-0336

DOH-155 B
(Revised 12/2014)
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New York State Department of Health Schedule 7
Certificate of Need Application

Agency Name: Oneida County Department of Health

Contact Name: Daniel W. Gilmore, Ph.D, Environmental Health Director
Address: 185 Genesee Street, 4" Floor

State and Zip Code: NY, 13501

E-Mail Address: environmentalhealth@ocgov.net

Part IV. Storm and Flood Mitigation

Please use the FEMA Flood Designations scale below as a guide to answering Part IV. Refer to Attachment A on page

5.
1. | Are you in a flood plain? If so, what classification? O X
a. Moderate to Low Risk Area
b. High Risk Area
c. High Risk Coastal Area
d. Undetermined Risk Area
2.
Are you in a designated evacuation zone? If so, which zone O X
3. | Does this project reflect the post Hurricane Lee, and or Irene, and O X
Superstorm Sandy mitigation standards?
100-Year Floodplain 500-Year Floodplain

The Elevation Certificate provides a way for a community to document compliance with the community’s floodplain
management ordinance.

http://www.fema.qgov/media-library-data/20130726-1437-20490-3457/f 053 elevationcertificate jan13.pdf

DOH-155 B Schedule 7
(Revised 12/2014)



New York State Department of Health

Schedule 7

Certificate of Need Application

Attachment A - FEMA Flood Designations

Definitions of FEMA Flood Zone Designations

Flood zones are geographic areas that the FEMA has defined according to varying levels of flood risk. These zones are
depicted on a community's Flood Insurance Rate Map (FIRM) or Flood Hazard Boundary Map. Each zone reflects the
severity or type of flooding in the area.

Moderate to Low Risk Areas

In communities that participate in the NFIP, flood insurance is available to all property owners and renters in these zones:

B and X

Area of moderate flood hazard, usually the area between the limits of the 100-year and 500-year floods. Are also used to
designate base floodplains of lesser hazards, such as areas protected by levees from 100-year flood, or shallow flooding areas
with average depths of less than one foot or drainage areas less than 1 square mile.

Cand X

Area of minimal flood hazard, usually depicted on FIRMs as above the 500-year flood level.

High Risk Areas

In communities that participate in the NFIP, mandatory flood insurance purchase requirements apply to all of these zones:

Areas with a 1% annual chance of flooding and a 26% chance of flooding over the life of a 30-year mortgage. Because detailed
analyses are not performed for such areas; no depths or base flood elevations are shown within these zones.

AE

The base floodplain where base flood elevations are provided. AE Zones are now used on new format FIRMs instead of Al-
A30.

A1-30

These are known as numbered A Zones (e.g., A7 or A14). This is the base floodplain where the FIRM shows a BFE (old format).

AH

Areas with a 1% annual chance of shallow flooding, usually in the form of a pond, with an average depth ranging from 1 to 3
feet. These areas have a 26% chance of flooding over the life of a 30-year mortgage. Base flood elevations derived from
detailed analyses are shown at selected intervals within these zones.

AO

River or stream flood hazard areas, and areas with a 1% or greater chance of shallow flooding each year, usually in the form of
sheet flow, with an average depth ranging from 1 to 3 feet. These areas have a 26% chance of flooding over the life of a 30-
year mortgage. Average flood depths derived from detailed analyses are shown within these zones.

AR

Areas with a temporarily increased flood risk due to the building or restoration of a flood control system (such as a levee or a
dam). Mandatory flood insurance purchase requirements will apply, but rates will not exceed the rates for unnumbered A
zones if the structure is built or restored in compliance with Zone AR floodplain management regulations.

A99

Areas with a 1% annual chance of flooding that will be protected by a Federal flood control system where construction has
reached specified legal requirements. No depths or base flood elevations are shown within these zones.

High Risk - Coastal Areas

In communities that particiiate in the NFIP, mandatory flood insurance purchase reiulrements apply to all of these zones:

Coastal areas with a 1% or greater chance of flooding and an additional hazard associated with storm waves. These areas have
\' a 26% chance of flooding over the life of a 30-year mortgage. No base flood elevations are shown within these zones.
Coastal areas with a 1% or greater chance of flooding and an additional hazard associated with storm waves. These areas have
a 26% chance of flooding over the life of a 30-year mortgage. Base flood elevations derived from detailed analyses are shown
VE, V1 - 30 at selected intervals within these zones.

DOH-155 B

Undetermined Risk Areas

Schedule 7

(Revised 12/2014)



New York State Department of Health

Certificate of Need Application
Schedule 8A Summarized Project Cost and Construction Dates

This schedule is required for all Establishment Applications and Full or Administrative Review Construction Applications.
1.) Project & Subject Cost Summary data:

Total Subproject 1 Subproject 2 Source
Non-Article 28 -
Article 28 - New Masonic Medical
Project/Subproject Descritption: Hospital Campus |Research Laboratory
’ Schedule 8b or 8¢, column C,
Project/Subproject Cost $478,744,035 $477 372,452 $1,371,583 ine 8
Schedule 8b or 8¢ column C,
Total Basic Cost of Construction $464,744,035 $463,372,452 $1,371,583 line &
Total Cost of Moveable Schedule 8b or 8¢, column C,
Equipment $29,275,000 $29,275,000 $0 line 5.1
Cost/Per Square Foot for New
Construction $291.44 $448.01 $477.09 Schedule 10
Cost/Per Square Foot for
Renovation Construction N/A N/A N/A Schedule10
Total Incremental Operating Cost $575,213,089 -— — Schedule 13¢, 17¢ or 19d
Amount Financed ($) $150,000,000 $150,000,000 30 Schedule 9
Percentage Financed as % of
Total Cost 31.2% 31.3% 0.0% Schedule 9
Depreciation Life {in years)
2) Construction Dates
Anticipated Start Date 1/1/2019 1/1/2019 1/1/2019 Schedule 8b
Anticipated Completion Date 5/1/2022 5112022 5172022 Schedule 8b
DOH 155-B Schedule 8A
{(10/27/2011) With Subprojects




Certificate of Need Application

Schedule 8B - Total Project Cost - For Projects with up to 8 Subprojects

For Article 28, 36, and 40 Establishment & Construction Requiring Full, Administrative or L|m|ted Review *

For Limited Review, complete column C only.

Subject of attachment:

Attachment Number

Constants; Value Comments:
-De3|gn Contlngency New Construction as % Normally 10%
Constructton Contmgency New Construction as % See Normally 10%
De5|gn Contlngency Renovation as % Information Normally 10%
Construction Contmgency - Renovation work as % for Various Normally 10%
Construction Start Date: Sub-Projects as mm/dd/yy
Midpoint of Construction Date as mm/dd/yy
Completion of Construction Date as mm/dd/yy
Year used to compute Current Dollars:

Filename of

attachment - PDF

For new construction and addition, at the schematic stage the

Professional Cost

the construction contingency 10%. If percentages are otherwise,

Estimator

please explain in an aitachment

design contingency will be normally be 10% and the construction
: " . . N/A
contingency will be 5%. If percentages are otherwise, please Estimator
explain in an attachment.
. . . , o
For renovation, the design contingency will normally be 10% and Professional Cost NIA

DOH 155-B Schedule 8B
(10/27/2011) with subprojec

ts




Certificate of Need Application

Schedule 8B - Total Project Cost - For Projects with up to 8 Subprojects

(10/27/2011)

with subprojects

A B (o]
[ Item Project Cost in Escalation amount to m
Source: Schedule 10 Col .7 Computed by applicant (A+B)
1.1 Land Acquisition $12,000,000 $12,000,000
muilding Acquisition 30 $0
2.1 New Construction $301,887,630 $18,113,258 $320,000,888
[2.2 Renovation & Demolition $1,603,774 $96,226 $1,700,000
2.3 Site Development $27,028,302 $1,621,698 $28,650,000
memporary Utilities $2,839,623 $170,377 $3,010,000
2.5 Asbestos Abatement or Removal $0 $0 $0
3.1 Design Contingency $9,732,214 $684,122 $10,416,336
3.2 Construction Contingency $9,680,283 $630,911 $10,311,194
4.1 Fixed Equipment (NIC) $0 $0 $0
4.2 Planning Consultant Fees $698,491 $41,909 $740,400
4.3 Architec-tlEngineering Fees $17,670,005 $1,060,200 $18,730,20J5
4.4 Construction Manageﬁaes $3,325,943 $199 557 $3,525,500
45 Other Fees (Consultant, etc.) $15,315,677 $018,935 $16,234,512 |
Subtotal (Total 1.1 thru 4.5) $401,781,842 $23,537,183 $425,319,035
5.1 Movable Equipment (Sched 11) $29,275,000 50 $29,275,000
5.2 Telecommunications $10,150,000 $0 $10,150,000
[6. Total Basic Cost of Construction(total
1.1 thru 5) $441,206,842 $23,537,193 $464,744,035
7.1 Einancing Costs (Points etc) $3,500,000 $3,500,000
7.2 Interim Interest Expense::
At
for months
$10,500,000 $10,500,000
8. Total Project Cost: wio CON fees -
Total 6 thru 7.2 $455,206,842 $23,537,193 $478,744,035
Application fees:
9.1 Application Fee $2,000. Only
applies to Article 28. $2,000 $2,000
9.2 Additional Processing Fee for
Article 28 projects involving
Construction. (.005 x line 8) Only
applies to Article 28 $2,625,548 $2,625,548
10 Total Project Cost with CON fees $457,834,390 $23,537,193 $481,371,583
DCH 155-B Schedule 8B




Schedule 8B - Sub Project Cost Subproject Number

Subproject title: Article 28 - New Hospital Campus

For Article 28, 36, and 40 Establishment & Construction Requiring_ﬁ:ll, Administrative or Limited Review *

For Limited Review, escalation values may be entered as "0

please explain in an attachment

Esimator

Constants: Value Comments:;
-D'esign Contingency - New Construction (%) 3.20% Normally 10%
f_('.‘.onstruction Contingency - New Construction (%) 3.20% Normally 5%
[ Design Contingency - Renovation Work (%) N/A Normally 10%
Contruction Contingency - Renovation (%) N/A Normally 10%
[ Subproject Construction Start Date: 17112019 (on or before) as mm/ddlyyyy
 Midpoint of Subproject Construction 9/1/2020 (on or before) as mm/ddiyyyy
Completion of Subproject Construction Date 5/1/2022 _(oh or before) as mm/ddlyyyy
Year used to compute Current Dollars; 2017
Filename of
Subject of attachment: Attachment Number | attachment - PDF
For new construction and addition, at the schematic stage the
design contingency will be normally be 10% and the construction Professional Cost N/A
contingency will be 5%. If percentages are otherwise, please Esimator
explain in an attachment
For renovation, the design contingency will normally be 10% and .
the construction continge?'lcy 10%.g If p:rcentages a!r{e otherwise, Professional Cost N/A

DOH 155-B Schedule 8B
(10/27/2011) With Subprojects




Subproject : 1

Article 28 - New Hospital Campus

A B C
Item Project Cost in Escalation amount to| _ Estimated Project
Source: Schedule 10 Col .7 Computed by applicant (A+B)
1.1 Land Acquisition $12,000,000 $12,000,000
1.2 Building Acquisition 30 $0
2.1 New Construction $300,885,743 $18,053,145 $318,935,888
2.2 Renovation & Demolition” $1,603,774 $06,226 $1,700,000 |
2.3 Site Development $§?,028,302 $1,621,698 $28,650,000
2.4 Temporary Utilities $2,839,623 $170,377 $3,010,000
2.5 Asbestos Abatement or Removal $0 30 $0
3.1 Design Contingency $9,632,02-5 $577,922 $10,209,947
3.2 Construction Contingency $9,630,189 $577.811 $10,208,000
4.1 Fixed Equipment (NIC) $0 0 $0
4.2 Planning Consultant Fees $698,491 $41,000 $740,400
4.3 ArchitectI-En_gineering Fees $17,670,005 $1,060,200 $18,730,205
4.4 Construction Managﬁees $3,325,943 $199, 557 $3,5625,500
4.5 Other Fees ((-Zonsul-ta_nt, etc.)** $15,315,577 $918,935 $16,234,512
Subtotal (Total 1.1 thru 4.§)Q $400,629,672 $23,317,780 $423,947,452
5.1 Movable Equipment (From Sched 11) $29,275,000 $0 $29,275,000
5.2 Telecommunications™> $10,150,000 $0 $10,150,000
6. Total Basic Cost of Construction(total
1.1 thru 5) $440,054,672 $23,317,780 $463,372,452
7.1 Financing Costs (Paints etc) $3,500,000 $3,500,000 |
7.2 Interim Interest Expense:
" $150,000,000 At" 5.25%
for months
$10,500,000 $10,500,000
8. Estimated SubProject Cost: Total 6 thru :
7.2 $454,054 672 $23,317,780 $477,372,452

* Represents demolition of the existing building structures on the new hospital campus.

** Please refer to the Schedule 8 Attachment for a detailed breakdown of these capital costs.
*** Dlease refer to the Schedule 11 Attachment for a New Telecommunications Equipment List.

DOH 155-B
(10/27/2011)

Schedule 8B
With Subprojects




Schedule 8B - Sub Project Cost

Subproject Number | 2

Subproject title:

Non-Article 28 - Masonic Medical Research Laboratory

For Article 28, 36, and 40 Establishment?ﬁonstructio?ﬁequiring Full, Administrative or Limited Review *

For Limited Review, escalation values may be entered as "0"

Constants: Value Comments:
De3|gn Contlngency New Construction (%) 10.00% Normally 10%
[ Construction Contlngency New Construction (%) 5.00% Normally 5%
DeSIQn Contlngency Renovation Work (%) N/A Normally 10%
Contructlon Contlngency Renovatlon (%) N/A Normally 10%

Subject of attachment;

Attachment Number

"~ Subproject Constructlon Start Date: 17372019 (on or before) as mm/ddlyyyy
M|dpomt of SubprOJect Construction 9/1/2020 (on or before) as mm/dd/yyyy
Comp[et;on of Subprolect Construction Date 5/1/2022 (on or before) as mm/dd/yyyy
Year used to compute Current Dollars; 2017

Filename of

attachment - PDF

For new construction and addition, at the schematic stage the

Professional Cost

and the consiruction contingency 10%. If percentages are

otherwise, please explain in an attachment

Esimator

design contingency will be normally be 10% and the N/A
construction contingency will be 5%. If percentages are Esimator
otherwise, please explain in an attachment
. . . . o
For renovation, the design contingency will normally be 10% Professional Cost A

DOH 155-B Schedule 8B

(10/27/2011)

With Subprojects




Subproject : 2

Non-Article 28 - Masonic Medical Research Laboratory

p—

A B Cc
item l-’roject Cost in Escalation amount to Hmateﬁ’roject
Source: Schedule 10 Col .7 Computed by applicant {A+B)
1.1 Land Acquisition $0 $0
[1.2_Building Acquisition $0 $0
2.1 New Construction $1,001 ,88'7_ $60,113 $1 ,0%'2000
2.2 Renovation & Demolition $0 $0 $0
2.3 Site Development $0 $0 $0
2.4 Temporary Utilities $0 $0 $0
2.5 Asbestos Abatement or Removal $0 $0 $0
3.1 Design Contingency $100,189 $106,200 $206,389
3.2 Construction C’)?ﬁ?ingency $50,094 $53,100 $103,194
4.1 Fixed Equipment (NIC) $0 $0 30
4.2 Planning Consultant Fees 30 30 $0
4.3 Architect/Engineering Fees $0 $0 30
4.4 Construction Manager Fees $0 $0 $0
4.5 Other Fees (Consultant, etc.) 30 50 $0
Subtotal (Total 1.1 thru 4.5) $1,152,170 $219,413 $1,371,683 |
5.1 Movable Equipment (From Sched
11) 30 $0 $0
5.2 Telecommunications $0 $0 30
6. Total Basic Cost of Construction(total
1.1 thru &) $1,162,170 $219,413 $1,371,583
7.1 Financing Costs (Points etc) ~ $0 $0
7.2 Interim Interest Expense:
% At 1%
for IZI months
, $0 $0
8. Estimated SubProject Cost: Total 6
thru 7.2 $1,152,170 $219,413 $1,371,583
DOH 155-B Schedule 8B
{10/27/2011) With Subprojects




SCHEDULE 8 ATTACHMENT

MOHAWK VALLEY HEALTH SYSTEM

BREAKDOWN OF “OTHER FEES”
(SUB-PROJECT #1)




MOHAWK VALLEY HEALTH SYSTEM

NEW HOSPITAL CAMPUS

BREAKDOWN OF "OTHER FEES" {SUB-PROJECT #1)

Unescalated . Escalated
Description Costs Escalation Costs
102 -- Other Qwner Construction
11000 Mockup Construction g 141,500 | § 84911 § 150,000
11020 Construction Dogument Printing $ 94,340 | § 5,680 | § 100,000
103 ~ Owner Background Information
11500 Site Surveys / ALTA Survey ] 84,340 5,660 100,000
11520 Environmental Reports 3 04,340 5,660 100,000
11540 Environmental Impact Stucy b ©4,340 5,660 100,000
11670 Traffic/Parking Studies 3 47,170 2,830 50,000
11580 Utility Assessment Study ] 188,678 11,321 200,000
1153) Other Studias ] 235849 | § 14,151 | § 250,000
107 - Other Consulting Services & Misc. Cost
13520 Signage Consultant § 77,830 4870 3 82,500
13580 Pesr Eval - Enclosure § 141,509 | § 84911 $ 150,000
13630 Bullding Commissioning § 613208 [ § 36,792 | & 650,000
13640 Test & Balance 523868 | & 1,432 555,300
13660 Radiation Shislding / Physlelst § 70,755 4,245 75,000
13670 Other Consultants {Dietary) § 165,094 9,806 175,000
13670 Other Consultants (Medical Equipment Planning) 424528 | § 254721 $ 450,000
13670 Cther Consultaats {IT /1S Planning) 400,943 1 § 24057 § 425,000
13670 Ciher Consultants {Signage / Graphics Planning) 127358 | § 7642 3 135,000
13680 Reimbursable Expenses [ 165,528 9,932 175,460
111 - Other Project Cost
15500 Construgtion Testing 523868 | § 1,432 ¢ 555,300
15710 Movers 235948 | § 14,1511 § 250,000
15740 Builder's Risk ] 471698 $ 28302] § 500,000
16780 Independent Financia! Audit ] 94,340 5,660 100,000
113 - Jurisdictional Cost
16500 Plarning & Zoning Fees 141509 | § 84911 % 150,000
16510 Plan Review Fees 94,340 5660 § 100,000
16520 Building Permit 103,774 | $ 6,226 | § 110,000
16690 Legal / Cansultant Assistance Fegs 249,483 | § 14,860 264,452
15700 Othar (FAA Fees) [ 28302 & 1,698 | ¢ 30,000
116- Fumiture, Flxtures and Equipment
18000 Planning & Zoning Fees $ 5,778,302 346,698 | § 6,125,000
18030 Plan Review Fees 330,189 19811 | § 350,000
18050 Bullding Permit 94,340 5660 8 100,000
18250 Legal/ Censultant Assistance Fess ] 1,676,843 100,557 | § 1,776,500
18310 Lega! / Cansultant Assistance Fees [ 943,396 56,604 | § 1,000,000
18320 Legal / Cansultant Assistance Fees ] 283019} § 16,8811 § 300,000
18330 Cther {FAA Foes) ] 566,088 | § 33862 % 600,000
Sub-Total - "Other Fees" 15,315,577 918935 $ 16,234,512




New York State Department of Health
Certificate of Need Application

Schedule 9 Proposed Plan for Project Financing:

l. Summary of Proposed Financial plan:
Check all that apply and fill in corresponding amounts.

Type Amount

. Lease

. Cash $331,371,583

. Land

. Other

X|IOOIX|O
olo|m|>»

E. Mortgage, Notes, or Bonds $150,000,000

Total Project Financing {Sum A to E)

(equals line 10, Column C of Sch. 8b) $481,371,583

If refinancing is used, please complete area below.

O Refinancing

] Total Mortgage/Notes/Bonds (Sum E)
plus Refinancing:

Il. Details
A.Leases N/A

Schedule 9

Not
Applicable

Title of attachment

1. List each lease with corresponding cost as if purchased each leased
item. Breakdown each lease by total project cost and subproject costs,
if applicable.

<

2. Attach a copy of the proposed lease(s).

3. Submit an affidavit indicating any business or family relationships
hetween principals of the landlord and tenant.

4. If applicable, provide a copy of the lease assignment agreement and
the Landlord's consent to the proposed lease assignment.

5. If applicable, identify separately the total square foctage to be
occupied by the Article 28 facility and the total square footage of the
building.

X XX X

6. Attach two letters from independent realtors verifying square footage
rate.

7. For all capital leases as defined by FASB Statement No. 13,
'Accounting for Leases”, provide the net present value of the monthly,
quarterly or annual lease payments.

DOH 155-B Schedule 9
(12/2014)




New York State Department of Health
Certificate of Need Application

B. Cash - Not required for limited review

Schedule 9

Type

Amount

Accumulated Funds

$31,371,583

Sale of Existing Assets

Gifts (fundraising program)

Government Grants — Oneida County
Transformation

$300,000,000

Other

TOTAL CASH

$331,371,583

Not
Applicable

Title of attachment

t. Provide a breakdown of the sources of cash. See sample table
above.

]

See Table Above

2. .Attach a copy of the latest certified financial statement and current
internal financial reports to cover the balance of time to date. If
applicable, address the reason(s) for any operational losses, negative
working capital and/or negative equity or net asset position and explain
in detail the steps implemented to improve operations.

2a. In establishment applications for Residential Health Care Facilities,
attach a copy of the latest certified financial statement and current
internal financial reports to cover the balance of time to date for
affiliated Residential Health Care Facilities. If applicable, address the
reason(s) for any operational losses, negative working capital and/or
negative equity or net asset position and explain in detail the steps
implemented to improve operations.

Please refer to the
Schedule 9 Attachment

3, If amounts are listed in "Accumulated Funds" provide cross-
reference to certified financial statement or Schedule 2b, if applicable.

Please refer to the
Schedule 9 Attachment

4. Attach a full and complete description of the assets to be sold, if
applicable.

5. If amounts are listed in "Gifts (fundraising program)";

+ Provide a breakdown of total amount expected, amount already
raised, and any terms and conditions affixed to pledges.

+ Ifa professional fundraiser has been engaged, submit fundraiser's
contract and fundraising plan.

s Provide a history of recent fund drives, including amount pledged
and amount collected

6. If amounts are listed in "Government Grants™

« List the grant programs which are to provide the funds with
corresponding amounts. Include the date the application was
submitted.

+ Provide documentation of eligibility for the funds.
Attach the name and telephone number of the contact person at
the awarding Agency(ies).

Please refer te the
Schedule 8 Attachment
(NYSDOH Grant Award Letter)

7. If amounts are listed in "Other" attach a description of the source of
financial support and documentation of its availability.

8. Current Department policy requires a minimum equity confribution of
10% of total project cost (Schedule 8b line 10), for all Article 28 facilities
with the exception of Residential Health Care Facilities that require 25%
of the total project cost (Schedule 8b, line 10).

10% Equity Met

DOH 155-B Schedule 8
(12/2014)



New York State Department of Health Schedule 9
Certificate of Need Application
C. Mortgage, Notes, or Bonds - Not required for limited review
1. Provide a breakdown of the terms of the mortgage. See sample table below.
Total Project Units
Interest 5.25% Y%
Term 25 Years
Payout Period 25 Years
Principal $150,000,000 3

Not
Applicable

Title of attachment

2. Attach a copy of a letter of interest from the intended source of
permanent financing that indicates principal, interest, term, and
payout period.

|

Please refer to the
Schedule 8 Attachment

3. If New York State Dormitory Authority (DASNY) financing, then
attach a copy of a letter from a mortgage banker.

<

4. If the financing of this project becomes part of a larger overall
financing, then a new business plan inclusive of a feasibility package
for the overall financing will be required for DOH review prior to
proceeding with the combined financing.

D. Land: Not required for limited review N/A

1. Provide details for the land including but not limited to; appraised value, historical cost, and purchase price.

See sample table below.

Total Project

Appraised Value

Historical Cost N/A

Purchase Price

Other
Not
Applicable Title of attachment

2. If amounts are listed in "Other", attach documentation and a <

description as applicable.
3. Attach a copy of the Appraisal. Supply the appraised date and the X N/A

name of the appraiser.

:

4. Submit a copy of the proposed purchasefoption agreement.
5. Provide an affidavit indicating any and all relationships between X

seller and the proposed operator/fowner.

DOH 155-B Schedule 9 3

(12/2014)




New York State Department of Health Schedule 9
Certificate of Need Application

E. Other - Not required for limited review NIA

1. Provide listing and breakdown of other financing mechanisms.

Total Project
Notes
Stock N/A
Other
Not
Applicahle Title of attachment
2. Aftach documentation and a description of the method of financing. K
F. Refinancing - Not required for limited Review NIA
Not
Applicable Title of attachment
1. Provide a breakdown of the terms of the refinancing, including <

principal, interest rate, and term remaining.

2. Attach a description of the mortgage to be refinanced. Provide full
details of the existing debt and refinancing plan inclusive of original
and current amount, term, assumption date, and refinancing fees.
The term of the debt to be refunded may not exceed the remaining X
average useful life of originally financed assets. If existing mortgage
debt will not be refinanced, provide documentation of consent from
existing lien holders of the proposed financing plan.

DOH 155-B Schedule 9 4
(12/2014)



SCHEDULE 9 ATTACHMENT

MOHAWK VALLEY HEALTH SYSTEM

FINANCIAL AND SPACE DOCUMENTS

Financial Narrative

2017 Internal Financial Statement — MVHS

2016 Audited Financial Statement — St. Luke’s
2016 Audited Financial Statement — St. Elizabeth
Oneida County Transformation Grant Award Letter
Memorandum of Agreement (Parking)

Financing Letter of Interest

N kW=



MOHAWK VALLEY HEALTH SYSTEM

FINANCIAL NARRATIVE

Proposal
Mohawk Valley Health Systemn (MVHS) is submitting this Full Review Certificate of Need (C.O.N.)

Application that seeks approval for the construction of a new hospital campus. MVHS is the active
parent and co-operator of St. Elizabeth Medical Center (SEMC) and of Faxton St. Luke’s Healthcare
St. Luke’s Division (St. Luke’s). St. Luke’s is currently located at 1656 Champlin Avenue, Utica
(Oneida County), New York 13502. St. Elizabeth Medical Center is currently located at 2209
Genesee Street, Utica (Oneida County), New York 13501. Cardiac PCI and cardiac surgery services
currently offered through the Mohawk Valley Heart Institute are also provided on the campus of St.
Elizabeth at 2209 Genesee Street, Utica (Oneida County), New York 13501. This C.O.N.
Application will be funded, in part, through the Health Care Facility Transformation Program:
Oneida County grant awarded to MVHS specifically for this purpose. This project is one (1) of at
least two (2) Applications being submitted to the New York State Department of Health (NYSDOH)

for the transformation of services within the Oneida County region, as described in detail below.

Through New York Public Health Law Section 2825-b, New York State created the “Oneida County
Health Care Transformation Program™ that set aside up to $300 million in capital grant funding for
the sole purpose of consolidating multiple licensed healthcare facilities into an integrated system of
care, within the largest population center in Oneida County (i.e., Utica). Through a response to a
Request for Applications (RFA #1505060325) from the New York State Department of Health
(NYSDOH) and Dormitory Authority of the State of New York (DASNY), MVHS was awarded
$300 million in grant funding for the project proposed in this C.O.N. Application (i.e., the creation of

a new hospital campus), which will result in the transformation of healthcare services in the region.



Current Situation

MVHS is currently the active parent and co-operator of St. Luke’s and St. Elizabeth. In addition,
cardiac PCI and cardiac surgery services currently offered through the Mohawk Valley Heart Institute
are provided on the campus of St. Elizabeth at 2209 Genesee Street, Utica (Oneida County), New
York 13501, The location and NYSDOH identifying information for these facilities are as follows:

» Faxton St. Luke’s Healthcare St. Luke’s Division ~ Operating Certificate #3202003H; PFI #0599
— 1656 Champlin Avenue, Utica (Oneida County), New York 13502,

» St. Elizabeth Medical Center — Operating Certificate #3202002H; PFI #0598 — 2209 Genesee
Street, Utica (Oneida County), New York 13501.

» Mohawk Valley Heart Instituie (MVHI) — Operating Certificate #3202004H; PFI #7528 ~ 2209
Genesee Street, Utica (Oneida County), New York 13501.

Future Situation

This C.O.N. Application is the first in a series of (at least two (2)) Applications that Mohawk Valley
Health System and its two (2) related facilities (St. Elizabeth and St. Luke’s) will be submitting that
will lead to the merger of St. Elizabeth and St. Luke’s, and the relocation and consolidation of the
majority of services comprising St. Elizabeth and St. Luke’s to the new hospital campus in Utica,
New York. A description of the expected Application submissions is as follows:

> Application #1 — Full Review C.O.N. Application (Subject of this Application) — Construction of

a new hospital campus. The new, consolidated hospital campus will be located on a 25-acre
parcel of land generally bordered by the following streets in Utica (Oneida County), New York
13501: State Street, Broadway, Oriskany Street West, and Columbia Street.! Please refer to

Appendix I for a map of the proposed campus. An address has not yet been assigned to the site,

' The proposed property is comprised of several land parcels, some of which have structures on them that will need to be
demolished. Mohawk Valley Health System is in the process of working with the property owners to attempt to purchase
the parcels of land for the proposed new hospital campus. Should an owner of a parcel of land elect not to negotiate with
MVHS, the Hospital may need to proceed through the eminent domain process to secure the parcel.

2



Through this C.O.N. Application, all inpatient and most outpatient services from the current St.
Elizabeth campus will be relocated to the new hospital campus, which will be known as the
“Mohawk Valley Health System Campus”. A separate “merger” C.O.N. Application will be

submitted, as described in the next bullet point.?

The following programs and services will remain on the St. Elizabeth site, with no construction or

relocation necessary:

o Article 28 Services — The St. Elizabeth site will be converted into an outpatient extension

clinic to be known as “St. Elizabeth Campus”. MVHS prefers that this site maintain its
current PFI number. In particular, sleep center services (Mohawk Valley Sleep Disorders
Center), cardiac and thoracic surgery-related services (all of which are medical-only services;
no surgical services will be provided at this site), primary care and laboratory patient services

center (PSC) services will continue to be provided at this site.

The Mohawk Valley Sleep Disorders Center and some primary care services are currently
located on the campus located at 2209 Genesee Street, Utica (Oneida County), New York
13501. The cardiac and thoracic surgery offices, other primary care services and the
laboratory patient service center (PSC) services are located within the Marian Medical
Building at 2209 Genesee Street, Utica (Oneida County), New York 13501. This site will

become an extension clinic, with no construction needed. > MVHS prefers that a new

2 Upon implementation of the merger project, which will result in MVHS having a single operating certificate number and
PFI number through which the two (2) hospital sites will operate as divisions, MVHS will relocate all inpatient and
outpatient services from the St. Elizabeth and the St. Luke’s sites to the new hospital campus (with the exception of 24
PM&R beds at the St. Luke’s Campus and some other outpatient services as described within this C.O.N. Application).

* For purposes of this C.O.N. Application, we are assuming that, although these services will be located in different
buildings, they will remain in their current locations and MVHS prefers that they share the same Operating Certificate and
PFI numbers. MVHS is willing to discuss this issue with the State Health Department, should the Department prefer to
certify the sleep center and outpatient cardiac/thoracic services, primary care practice and laboratory PSC as separate
extension clinics.
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operating certificate be created for the extension clinic while maintaining its current PFI
number and being certified for the services of “Medical Services — Primary Care” and

“Medical Services — Other Medical Specialties”.

o Non-Article 28 Services (St. Elizabeth College of Nursing) — This program is not an Article

28 service, but it will remain on the current site of St. Elizabeth.

» Application #2 — Full Review C.O.N. Application — This project will represent the “merger”

C.O.N. Application through which St. Elizabeth and St. Luke’s will be merged to become a single
hospital entity,. preferably with a single operating certificate number and new PFI number. St.
Luke’s will become a division of MVHS, In addition, through that C.O.N. Application, the
majority of services from the St. Luke’s and St. Elizabeth sites will be relocated to the new
hospital campus. The “merger” project is expected to be implemented while the new hospital

campus is being constructed.

The following programs and services will remain on the St. Luke’s campus, with no construction

or relocation necessary after the merger:

o Atrticle 28 Services — The St. Luke’s site, which will be a hospital “division”, will retain the

following services, with no construction needed: 24 certified, inpatient PM&R beds,
laboratory PSC service, outpatient primary care and obstetrics services, and outpatient

surgeon offices for medical visits/services.

This site will be known as the “St. Luke’s Campus”. As part of this C.O.N. Application, the
majority of the inpatient and outpatient services will relocate to the new hospital campus,
leaving behind the 24 PM&R beds and other outpatient servicesat 1656 Champlin Avenue,
Utica (Oneida County), New York 13502. The laboratory PSC, primary care, obstetrics, and

4
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outpatient surgeon offices will continue to be located within a Physician Office Building on
the St. Luke’s Campus,” This campus will be certified for 24 inpatient PM&R beds and the
certified services of “Medical Services — Primary Care” and “Medical Services — Other

Medical Specialties”.

Article 28 Services — The Operating Certificates of all extension clinics of MVHS (St.

Elizabeth and St. Luke’s) will be consolidated under the single operating certificate of the
operator. In addition, some of the extension clinic sites with different operating certificates
have the same addresses. These sites will need to be consolidated to a single operating

certificate for each extension clinic.

Article 28 Services — To maintain service continuity, PCI and Cardiac Surgery services

currently offered through Mohawk Valley Heart Institute will be provided on the new hospital
campus. MVHS will work with the NYSDOH to determine how to handle the services
offered though the Mohawk Valley Heart Institute, and if this entity can be eliminated.

Other Article 28 and Article 36 Services

» St Luke’s Home — A 202-bed residential health care facility (RHCF) with an Adult Day
Health Care Program (ADHCP) affiliated with MVHS.

» Mohawk Valley Home Care — A licensed home care services agency (LHCSA) affiliated
with MVHS.

=  Visiting Nursing Association of Utica and Oneida County — A certified home health
agency (CHHA) and a long-term home health care program (LTHHCP) affiliated with
MVHS.

% For purposes of this C.Q.N. Application, we are assuming that, although the inpatient PM&R beds and the outpatient
services will be located in different buildings, they will remain in their same locations and will continue to share the same
Operating Certificate and PFI numbers. MVHS is willing to discuss this issue with the State Health Department, should
the Department prefer to certify the outpatient services as a separate extension clinic from the PM&R bed hospital
division.
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The new hospital campus will have the following inpatient bed complement: coronary care (eight (8)
beds); intensive care (42 beds); maternity (23 beds); medical/surgical (232 beds); neonatal
intermediate care (eight (8) beds); pediatric (16 beds); and psychiatric (44 beds). In addition, the St.
Luke’s campus will retain 24 physical medicine and rehabilitation beds. In total, MVHS (inclusive of
its two (2) divisions) will reduce its overall inpatient bed complement by 174 beds, from 571 beds to
397 beds (including 373 beds at the new hospital campus and 24 PM&R beds at its St. Luke’s
Campus).

Project Funding

The Total Project Cost for this project is estimated to be $481,371,583, which is broken down into

the following two (2) sub-projects:

-~ Sub-Project No. 1 — Article 28 New Hospital Campus ($480,000,000, including C.O.N.
Application and Processing Fees). This amount will be funded through the Oneida County Heath
Care Transformation Program grant funds that MVHS was awarded (in the amount of
$300,000,000), as well as financing (in the amount of $150,000,000) and existing cash equity (in
the amount of $30,000,000).

- Sub-Project No. 2 — Non-Article 28 Masonic Medical Research Lab ($1,371,583) — This amount
will be funded through existing cash equity of MVHS. The Masonic Medical Research Lab will

lease certain space on the new hospital campus, within the new hospital building structure, from

MVHS.

Please refer to this Attachment for the Financial Narrative, a recent 2017 Internal Financial
Statement for MVHS, the 2016 Audited Financial Statement for St. Luke’s, the 2016 Audited
Financial Statement of St. Elizabeth, the Oneida County Transformation Grant Award Letter, the

Memorandum of Agreement (Parking) and the Financing Letter of Interest. For purposes of the
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financial analysis for this project, we have assumed a 30-year term and a fixed rate of 5.25%, which

is higher than the 4.00% tax-exempt interest rate noted in the Loan Letter of Interest.

Working capital needs will be funded through existing cash equity and ongoing operations. Please
refer to this Attachment for the Financial Narrative, a recent 2017 Internal Financial Statement for
MVHS, the 2016 Audited Financial Statement for St. Luke’s, the 2016 Audited Financial Statement
of St. Elizabeth.

Basis for Utilization, Revenues and Expenses

The operating budget for this project aligns with the operating budget approved within the Oneida
County Health Care Transformation Program grant application of MVHS. In particular, the
incremental utilization is based upon the expected growth of services upon the consolidation and
relocation of services to the new hospital campus, given the historical experience of the hospital.
Incremental expenses are related to capital depreciation and interest, as well as the incremental
utilization associated with the operating budget. Likewise, the incremental revenues are related to the
incremental utilization projected for this project, in line with the reimbursement experience of
Mohawk Valley Health System. Please refer to the backup Operating Budget documents under the

Schedule 13 Attachment for additional information.



MOHAWK VALLEY HEALTH SYSTEM
HOSPITAL STATEMENTS OF OPERATIONS

SEPTEMBER 2017
YTD YTD YTD
ACTUAL ACTUAL ACTUAL
Faxton-St. . Hospital
Luke's St Elizabeth Combined
Net Patient Service Revenue 213,912,443 160,137,998 374,050,441
Bad Debis (4,604,442) (5.260,156) (9,864,598)
Patient Service Revenue Net of Bad Debts 209,308,001 154,877,842 364,185,843
Other Operating Revenue 17,160,374 5,446,247 22,606,621
Total Operating Revenue 226,468,375 160,324,089 386,792,464
Operating Expenses:
Salaries & Wages 88,513,514 65,169,275 153,682,789
Provider Salaries 17,832,181 12,486,018 30,418,199
Employee benefits 25,188,576 19,268,642 44 457,218
Medical Supplies 19,039,499 27,979,006 47,018,505
Non-Medical Supplies 2,845,944 2,640,534 5,485,478
Purchased Services 23,131,457 12,605,006 35,736,463
Utilities 2,600,450 1,453,929 4,054,379
Drugs 17,887,892 4,659,779 22,547,671
Other Expenses 17,163,033 8,147,581 25,310,614
Depreciation & amortizafion 10,503,157 7,640,625 18,152,782
Taxes 1,001,202 495,019 1,496,221
Interest Expense 1,234,412 935,870 2,170,291
Total Operating Expenses 227,041,317 163,490,294 390,531,611
Income {loss) from Operations (572,942) (3,166,205) (3.739,147)
Operating Margin -0.25% -1.97% -0.97%
Realized Investment gain{loss) & interest income 1,367,453 405,825 1,773,278
Contributions for operations 934 27,165 28,089
Net excess (deficiency) 795,445 (2,733,215) (1,937,770)
Bottom Line Margin 0.35% -1.70%




CURRENT ASSETS:

Cash and cash equivalents

Unrestricted Investments

Patient accounts receivable, net

Insurances, related party, grants, & other receivables
Inventory

Prepaid & other assets

Total Current Assets

Investment in Foundations

investment in Paraffin

Investment in MVEC

Assets limited as to use

Investments

Property & equipment, net

Unamortized debt issuance

Insurances, direct financing lease, goodwill, & other

Total Assets

LIABILITIES AND NET ASSETS

Short term borrowings

Current long-term debt

Capital lease obligations- current
Seif-insured liabilities- current
Accounts payable

Accrued payroll, taxes

Due to (from) third party

Other current liabilities

Total Current Liabilities

Notes payable

Civic facility revenue bonds

Capital lease obligations

Insurances, accrued ESLB, interest rate swaps
Estimated self-insured liabilities, net

Deferred pension liability

Total Liabilities

Unrestricted
Restricted

Total Net Assets
Total Liabilities and Net Assets

++ Faxton-St. Luke's Healthcare and St. Elizabeth Medical Center combined. Does not include eliminations.

CHANGE YTD

(9,743,593)
8,798,350
5,255,477
6,007,478

388,797
1,145,313

11,851,821

(388)
4,842
(62,000)
1,607,998
392,713
(9,698,653)
(85,494)
154,022

4,164,860

1,184,000
(284,245)
(153,423)

1,377,811

1,176,420

(2,661,981)

2,912,038

676,050

4,226,670

(1,785,140)
(708,671)
(2,241,668)
155,606
(716,353)
(812,873)

(1,882,439)

6,026,270
21,029

6,047,299

SEP 2017 DEC 2016
4,616,180 14,359,772
101,629,213 92,830,863
60,857,634 55,602,157
18,656,938 12,649,460
12,461,624 12,072,827
6,059,962 4,914,649
204,281,550 192,429,729

(388) -
91,322 86,480
845,544 907,544
4,165,471 2,557,473
6,195,050 5,802,337
133,258,493 142,957,146
862,136 947,630
24,153,760 23,999,738
373,852,038 360,688,070

1,184,000 -
4,521,211 4,805,456
4,267,065 4,420,488
11,841,850 10,464,039
32,905,096 31,728,676
17,305,714 19,967,695
4,818,005 1,905,967
5,411,664 4,735,614
82,254,605 78,027,935
4,925,830 6,710,970
37,833,358 38,542,029
3,827,281 6,068,949
37,712,738 37,557,042
5,010,172 5,726,525
46,002,341 46,815,314
217,566,325 219,448,764
146,492,426 140,466,157
9,794,187 9,773,158
156,286,613 150,239,314
373,852,038 369,688,079

4,164,860




CURRENT ASSETS:

Cash and cash eguivalents

Unrestricted Investments

Patient accounts receivable, net

Insurances, related pariy, grants, & other receivables
Inventory

Prepaid & other assets

Total Current Assets

Investment in Foundations

Investment in Paraffin

Investment in MVEC

Assets [imited as to use

Investments

Property & equipment, net

Unamontized debt issuance

Insurances, direct financing lease, goodwill, % other

Total Assels

LIABILITIES AND NET ASSETS

Short term borrowings

Current long-term debt

Capital lease abligations- current
Self-insured liabilities- current
Accounts payable

Accrued payrofl, taxes

Due to {from) third party

Other current liabilities

Total Current Liabilities

Notes payable

Civic facility revenue bonds

Capital lease obligations

Insurances, accrued ESLB, interest rate swaps
Estimated self-insured liabilities, net

Deferred pension liability

Total Liabilities

Unrestricted
Restricted

Total Net Assets
Total Liabilities and Net Assets

SEP 2017

DEC 2016

Change YTD

Faxton-St. Luke's

Faxton-St. Luke's

Faxton-St. Luke's

{417,991) 5,706,867 {6.124,858)
91,399,706 83,176,139 8,223 567
36,978,688 31,329,584 5,640,104
17,191,609 12,043,722 5,147,887

6,237,925 6,280,788 {42,864)
4,132,102 3,335,551 796,551
155,522,039 141,872,653 13,649,366
91,322 86,480 4,842
422772 453,772 {31,000)
25,233 25,233 -
5,064,412 4,706,529 357,883
71,786,092 78,352,207 (6,566,115)
351,323 370,486 (18,1683)
24,153,760 23,999,738 154,022
757,416,953 240,867,100 7,549,854
1,184,000 - 1,184,000
2,895,208 3,186,208 {261,000)
3,161,470 4,076,663 {915,193)
5,951,052 4,623,655 1,327,397
16,627,445 14,960,206 1,667,239
10,965,989 12,098,897 (1,132,908)
347,890 (1,948 925) 2,296,815
4,464,634 4,485,150 (20,516)
45,597,688 41,481,854 4,115,834
3,829,184 5,218,068 (1,389,784)
13,800,000 14,520,000 {720,000)
3,313,062 5,483,061 (2,169,999)
37,034,240 36,878,544 155,698
4,341,339 5,057,692 (716,353)
107,915,513 108,640,119 (724,608)
141,144,147 132,860,688 8,274,459
8,357,203 8,357,203 -
149,501,440 141,226,981 8,274,459
757,416,953 245,867,100 7,549,854

SEP 2017 DEC 2018 Change YTD
St. Elizabeth St Elizabeth 5t. Elizabeth
5,034,171 8,652,905 (3,618,735)
10,229,507 9,654,724 574,783
23,878,946 24,272,573 (393,627)
1,465,329 605,738 859,591
6,223,699 5,792,038 431,661
1,927,860 1,579,098 348,762
48,758,511 50,557,076 {1,767,565)
(388) - (388)
422,772 453,772 {31,000)
4,140,238 2,532,240 1,607,998
1,130,638 1,085,808 34,830
61,472,401 64,604,939 {3,132,538)
510,813 577,144 (66,331)
115435585 119,620,979 (3.394,994)
1,626,003 1,615,248 6,756
1,105,595 343,825 761,770
5,890,798 5,840,384 50,414
16,277,851 16,768,470 {490,819)
6,339,725 7,868,798 (1.529,073)
4470,115 3,854,802 615,223
947,030 250,464 696,566
36,656,917 36,546,081 110,836
1,096,648 1,492,002 (395,356)
24,033,358 24,022,029 11,328
514,219 585,888 (71,669)
678,498 678,498 -
668,833 668,833 -
46,002,341 46,815,314 {812,673)
109,650,812 110,808,646 {1,157,834)
5,248,279 7,596,469 (2,248,190)
1,436,694 1,415,865 21,029
6,785,173 5,012,334 {2.227,161)
116,435,985 ______ 119820979 (3,364,994
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| Fyst Charles Chambers LLp

CERTIFIED PUBLIC AGCOUNTANTS

INDEPENDENT AUDITOR’S REPORT

The Board of Directors
Mohawk Valley Health System:

We have audited the accompanying consolidated financial statements of Faxton-St. Luke’s
Healthcare and Affiliate, which comprise the consolidated balance sheets as of December 31, 2016
and 2015, and the related consolidated statements of operations and changes in net assets and
consolidated 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 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 consolidated financial statements that are free from material
misstatement, whether due to fraud or error.

Auditor’s 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 audits 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 auditor’s 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 ofthe 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.

(Continued)
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st Charles Chambers LLp

CERVIFIED PUBLIC ACCOUNTANTS

The Board of Directors
Page 2 of 2

Opinion

In our opinion, the consolidated financial statements referred to above present fairly, in all material
respects, the financial position of Faxton-St. Luke’s Healthcare and Affiliate as of December 31,
2016 and 2015, and the results of its operations, changes in net assets and cash flows for the years
then ended in accordance with accounting principles generally accepted in the United States of
America.

Other Matters

Our audits were conducted for the purpose of forming an opinion on the consolidated financial
statements as a whole. The consolidating information in Schedules 1 and 2 is presented for purposes
of additional analysis of the consolidated financial statements rather than to present the financial
position, results of operations and changes in net assets of the individual organizations, 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 consolidating information has
been subjected to the auditing procedures applied in the audits 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 consolidating information is fairly stated in all material respects in relation to the

consolidated financial statements as a whole,
D O b 200

May 31, 2017



Current assets:

FAXTON-ST. LUKE’S HEALTHCARE AND AFFILIATE

Consolidated Balance Sheets

December 31, 2016 and 2015

Assets

Cash and cash equivalents

Investments and assets limited as to use

Patient accounts receivable, net of reserve for doubtful
accounts of approximately $7,711,000 in 2016
and $7,727,000 in 2015

Pledges receivable

Other current assets

Inventories

Prepaid expenses
Due from affiliates, net
Estimated third-party payor settlements, net

Total current assets

Investment in affiliates
Due from affiliates, net

Investments

Beneficial interest in charitable trusts
Property and equipment, net

Other assets

Total assets

016 2015
$ 5,802,574 1,458,858
83,284,031 78,379,823
31,516,572 38,999,629
335273 571,367
6,853,883 5,424,254
6,280,789 5,873,362
3,335,552 3,003,276
1,367,027 4,044,954
1,948,925 1,649,371
140,724,626 139,404,894
86,480 830,969
2,004,544 1,955,488
4,528,164 4,528,164
1,483,000 1,265,000
78,352,206 77,976,553
24,453,511 18,589,053
$ 251,632,531 244,550,121




Liabilities and Net Assets

Current liabilities:
Revolving note payable
Current portion of long-term debt
Current portion of capital lease obligations
Accounts payable and accrued expenses
Accrued payroll, payroll taxes and benefits
Current portion of estimated insurance liabilities
Other current liabilities

Total current liabilities
Long-term debt, net of current portion:
Notes payable
Civic facility revenue bonds
Capital lease obligations

Total long-term debt, net of current portion

Other liabilities
Estimated insurance liabilities, net of current portion

Total liabilities
Net assets:
Unrestricted
Temporarily restricted
Permanently restricted
Total net assets

Commitments and contingencies (notes 6 and 9)

Total liabilities and net assets

See accompanying notes to consolidated financial statements.
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016 015
- 5,623,000
3,186,209 3,752,367
4,076,665 3,825,676
15,150,872 15,134,168
12,095,220 10,392,132
4,623,654 5,798,357
4,650,197 3,032,187
43,782,817 47,557,887
5,218,968 4,463,569
14,149,514 14,723,963
5,483,062 6,284,814
24,851,544 25,472,346
36,713,497 30,846,580
5,057,692 3,994,434
110,405,550 107,871,247

132,869,688
3,829,129
4,528,164

127,892,575
4,258,135
4,528,164

141,226,981

136,678,874

§ 251,632,531

244,550,121




FAXTON-ST. LUKE’S HEALTHCARE AND AFFILIATE

Consolidated Statements of Operations and Changes in Net Assets

Years ended December 31, 2016 and 2015

Unrestricted revenues, gains and other support:
Patient service revenue {net of contractual allowances
and discounts)
Provision for bad debts

Net patient service revenue less provision
for bad debts

Other operating revenue
Net assets released from restrictions used for operations

Total unrestricted revenues, gains and other support

Expenses:
Salaries and wages
Employee benefits
Supplies and other
Depreciation and amortization
Interest
New York State gross receipts taxes

Total expenses
Net income (loss) from operations
Other revenue (expense):
Contributions and other unrestricted revenue (expense)
Investment income, net of fees

Total other revenue, net

Excess of revenues over expenses

016

273,563,013
(5,277,188)

015

267,603,957
(5,387.923)

268,285,825 262,216,034
16,830,683 13,985,931
741,271 900,853
285,857,779 277,102,818
138,026,697 129,371,185
24,984,148 26,411,289
105,957,486 101,516,920
14,272,748 16,078,436
1,743,087 1,998,101
1,102,309 1,069,659

286,086,475

276,445,590

(228,696) 657,228
(78,867) (1,465,539)
1,158,178 2,997,110
1,079,311 1,531,571
850,615 2,188,799

(Continued)



FAXTON-ST. LUKE’S HEALTHCARE AND AFFILIATE

Consolidated Statements of Operations and Changes in Net Assets, Continued

Years ended December 31, 2016 and 2015

2016 2015
Unrestricted net assets:
Excess of revenues over expenses $ 850,615 2,188,799
Change in fair value of interest rate swaps 633,388 241,570
Net assets released for capital acquisitions 1,342,078 780,004
Contributions used for capital acquisitions 41,750 85,094
Transfer to affiliate - (450,000)
Reserve for doubtful accounts due from affiliate (1,665,000) -
Change in net unrealized gains and losses on investments 3,773,782 (6,822,127)
Increase (decrease) in unrestricted net assets 4,977,113 (3,976,660)
Temporarily restricted net assets:
Contributions 1,436,343 1,998,338
Change in value of charitable trusts 218,000 (13,000)
Net assets released from restrictions (2,083,349) {(1,680,857)
Increase (decrease) in temporarily restricted net assets (429,006) 304,481
Total increase (decrease) in net assets 4,548,107 (3,672,179)
Net assets at beginning of year 136,678,874 140,351,053
Net assets at end of year $ 141,226,981 136,678,874

See accompanying notes to consolidated financial statements.
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FAXTON-ST. LUKE’S HEALTHCARE AND AFFILIATE

Consolidated Statements of Cash Flows

Years ended December 31, 2016 and 2015

Cash flows from operating activities:
Change in net assets
Adjustments to reconcile change in net assets to net cash
provided by operating activities:
Depreciation and amortization
Amortization of debt issuance costs
Provision for bad debts

Change in net unrealized gains and losses on investments

Change in fair value of interest rate swaps

Amortization of unearned lease income

Net realized gain on sale of investments

Change in value of charitable trusts

Loss on disposition of property and equipment

Gain in earnings of investees

Contributions for capital acquisitions

Changes in operating assets and liabilities:
Patient accounts receivable

Inventories, prepaid expenses and other current assets

Due from affiliates, net

Accounts payable, accrued expenses and other liabilities

Estimated insurance liabilities
Estimated third-party payor settlements

Net cash provided by operating activities

Cash flows from investing activities:
Purchases of property and equipment
Proceeds from sale of property and equipment
Purchases of investments, net
Change in other assets

Net cash used in investing activities

Cash flows from financing activities:
Payments on revolving note payable, net
Changes in advances to affiliates, net
Proceeds from long-term debt
Principal payments on long-term debt and capital
lease obligations
Minimum direct financing lease payments received
Contributions for capital acquisitions

Net cash used in financing activities

Increase (decrease) in cash and cash equivalents
Cash and cash equivalents at beginning of year

Cash and cash equivalents at end of year

See accompanying notes to consolidated financial statements.
4

2016 2015

4,548,107  (3,672,179)
14,272,748 16,078,436
25,551 25,551
5,277,188 5,387,923
(3,773,782) 6,822,127
(633,888) (241,570)
(177,826) (204,213)
(396,312)  (1,585,939)
(218,000) 13,000
201,655 47,309
(194,562) (54,459)
(41,750) (85,093)
2,205,869  (5,715,036)
(210,108) 1,909,981
(1,096,662) 116,913
1,124,505 150,864
(111,445) 3,303,802
(299,554) 4,470,266
20,501,734 26,767,683
(7,183,101)  (5,852,421)
11,438 49,401
(734,114)  (1,492,637)
177,441 2,085,086

(7,728,336)

(5,209,671)

(5,623,000) (10,377,000
3,750,000 (4,250,000)

- 1,397,636
(7,145,548)  (9,183,937)
547,116 547,116
41,750 85,003
(8,429.682)  (21,781,092)
4,343,716 (223,080)
1,458,858 1,681,938
5,802,574 1,458,858




FAXTON-ST. LUKE’S HEALTHCARE AND AFFILIATE
Notes to Consolidated Financial Statements

December 31, 2016 and 2015

(1) Description of Organization and Summary of Significant Accounting Policies

(a) Organization

Faxton-St. Luke’s Healthcare (Healthcare), located in Utica, New York, is a not-for-
profit healthcare delivery system providing inpatient, outpatient, emergency care, cancer
treatment, rehabilitation, dialysis, maternity, child care, long term care, surgical,
psychiatric and community services to residents of the Mohawk Valley Region.
Admitting physicians are primarily practitioners in the local area.

Faxton-St. Luke’s Healthcare Foundation (Foundation) is a not-for-profit, tax-exempt
corporation that carries out fund raising activities which benefit Healthcare and certain
affiliates. Healthcare is the sole member of the Foundation.

Mohawk Valley Health System (MVHS), a not-for-profit corporation, is the sole
corporate member of Healthcare and various other organizations involved in providing

health care services to the Mohawk Valley Region.

(b) Basis of Accounting

The accompanying consolidated financial statements include the consolidated accounts
of Healthcare and Foundation (the Corporation). Included on the equity method of
accounting are SLM Medical Office Building, Inc. (SLM), whose stock is owned by a
trust, of which Healthcare is the sole beneficiary, and Paraffin, LLC (Paraffin), of which
Healthcare is the sole member. All significant intercompany balances and transactions
have been eliminated in the consolidated financial statements.

SLM, is a for-profit corporation that promotes, encourages and aids in the acquisition
and construction of a medical office building to promote the operations of Healthcare.
During 2016, Healthcare assumed the assets and liabilities of SLM, which primarily
consisted of debt and fixed assets. Paraffin is a not-for-profit limited liability company
that provides laboratory services to a local hospital.

5 (Continued)



FAXTON-ST. LUKE’S HEALTHCARE AND AFFILIATE

Notes to Consolidated Financial Statements

(1) Description of Organization and Summary of Significant Accounting Policies. Continued

(b) Basis of Accounting. Continued

(©

As a member of MVHS, Healthcare is affiliated with and transacts business with other
healthcare providers in the MVHS network. St. Elizabeth Medical Center (SEMC), a
subsidiary of MVHS, provides acute care. Senior Network Health, LLC (SNH), a
wholly owned subsidiary of MVHS, provides Medicaid managed care to seniors.
Mohawk Valley Home Care, LLC (MVHC), a wholly owned subsidiary of MVHS,
provides nursing services. Visiting Nurse Association of Utica and Oneida County, Inc.
(VNA), a wholly owned subsidiary of MVHS, provides home health care services.

New Accounting Pronouncement

In April 2015, the FASB issued ASU 2015-03, “Interest -~ Imputation of Interest
(Subtopic 835-30): Simplifying the Presentation of Debt Issuance Costs,” which
simplifies the presentation of debt issuance costs to be presented as a deduction from the
corresponding debt liability. Amortization of debt issuance costs shall be reported as
interest expense. ASU 2015-03 is effective for consolidated financial statements issued
for fiscal years beginning after December 15, 2015 and is to be applied on a
retrospective basis for all previous periods presented. Healthcare adopted ASU 2015-03
as of and for the year ended December 31, 2016. The retrospective adoption of ASU
2015-03 resulted in a decrease to long-term assets, and long-term liabilities of
approximately $396,000 on the balance sheet for the year ended December 31, 2015, a
reclassification of approximately $26,000 of amortization of debt issuance costs from
depreciation and amortization to interest expense on the consolidated statement of
operations and changes in net assets and consolidated cash flows (cash flows from
operations) for the year ended December 31, 2015, but had no effect on excess of
revenues over expenses or net assets as of or for the year ended December 31, 2015.

(d) Use of Estimates

The preparation of consolidated 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 reported amounts of assets and liabilities
and 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.

6 (Continved)



FAXTON-ST. LUKE’S HEALTHCARE AND AFFILIATE

Notes to Consolidated Financial Statements

(1) Description of Organization and Summary of Significant Accounting Policies, Continued
(e) Collective Bargaining Agreements

At December 31, 2016, Healthcare has approximately 63% of its employees working
under collective bargaining agreements. The agreements will expire in June 2017.

(f) Cash and Cash Equivalents

Cash and cash equivalents include certain investments in highly liquid debt instruments
with original maturity of three months or less, excluding temporary investments
included in investments.

(g) Investments and Assets Limited as to Use

Investments in equity securities with readily determinable fair values and all investments
in debt securities are measured at fair value which is determined utilizing quoted market
prices. Investments in insurance group fixed annuity contracts (Guaranteed Investment
Contracts) are valued at contract value, which is considered the best representation of
fair value. Investment income or loss (including realized gains and losses on
investments, interest and dividends) is included in the excess of revenues over expenses
unless the income or loss is restricted by donor or law. Unrealized gains and losses on
investments are excluded from the excess of revenues over expenses since none of the
investments are classified as trading securities.

Certain investments that do not have readily determinable fair values are valued by using
the net asset value (NAV) per share (or its equivalent), as a practical expedient permitted
under the Fair Value Measurement Topic of the FASB Accounting Standards
Codification.

The Corporation invests in various investment securities. Investment securities are
exposed to various risks such as interest rate, market, and credit risks. Due to the level
of risk associated with certain investment securities, it is at least reasonably possible that
changes in the values of investment securities will occur in the near term and that such
changes could materially affect the Corporation’s net assets.

Assets limited as to use are comprised of cash held by a financial institution as required
for the Corporation’s malpractice insurance,

7 (Continued)



FAXTON-ST. LUKE’S HEALTHCARE AND AFFILIATE

Notes to Consolidated Financial Statements

(1) Description of Organization and Summary of Significant Accounting Policies. Continued

(h) Inventories

(i)

)

Inventories are stated at the lower of average cost or net realizable value.

Property and Egquipment

Property and equipment acquisitions are recorded at cost. Depreciation is calculated
over the estimated useful life of each class of depreciable asset ranging from 3 - 40 years
using the straight-line method. Property and equipment under capital leases and
leasehold improvements are amortized on the straight-line method over the lesser of the
lease term or the estimated useful life of the asset. Amortization of equipment under
capital leases and leasehold improvements is included in depreciation and amortization
expense.

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 asset 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.

Unamortized Debt Issuance Costs

Debt issuance costs are amortized using the straight-line method, which approximates
the effective interest method, over the terms of the related debt. Accumulated
amortization of approximately $269,000 and $243,000 was recorded at December 31,
2016 and 2015, respectively. Amortization expense amounted to approximately $26,000
in 2016 and 2015, and is included in interest expense within the consolidated statements
of operations and change in net assets.

(k) Insurance Claims and Related Recoveries

The Corporation recognizes liabilities associated with malpractice claims or similar
contingent liabilities when the incidents that give rise to the claims occur. Further, the
liability shall not be presented net of anticipated insurance recoveries. Any amounts
expected to be reimbursed from an insurance company are presented in other assets.

8 (Continued)



FAXTON-ST. LUKE’S HEALTHCARE AND AFFILIATE

Notes to Consolidated Financial Statements

(1) Description of Organization and Summary of Significant Accounting Policies, Continued

(I) Pledges Receivable

Pledges receivable are stated at the amount management expects to collect from
outstanding balances. Management provides for probable uncollectible amounts through
a provision for bad debts and an adjustment to a valuation allowance based on its
assessment of the current status of individual accounts. Balances that are still
outstanding after management has used reasonable collection efforts are written off
through a charge to the valuation allowance and a credit to pledges receivable. At
December 31, 2016 and 2015, no allowance was recorded. The original pledge amount
at December 31, 2016 was discounted approximately $8,000 using a discount rate of
1.91% to reflect the net present value. The original pledge amount at December 31,
2015 approximated the net present value. The pledges receivable, net of discount, due to
be collected during 2017 is approximately $171,000 and during 2018-2020 is
approximately $164,000.

(m) Beneficial Interest in Charitable Trusts

The Foundation has beneficial interests in various irrevocable split-interest agreements
that are administered by independent trustees which consist of charitable remainder
unitrusts. The Foundation’s interest in these trusts is recorded at the present value of the
estimated future cash flows from the trust’s assets using a discount rate that reflects
current market conditions and is included in temporarily restricted net assets for
renovations and equipment. At December 31, 2016, the value of the beneficial interest
in these agreements approximated net present value as a result of the death of one of the
unitrust holders. The Foundation used a discount rate of 2.0% at 2015. Changes in the
fair value of the beneficial interest are reflected as change in value of charitable trusts in
the consolidated statement of changes in net assets.

(n) Temporarily Restricted Net Assets

Temporarily restricted net assets are those whose use has been limited by donors to a
specific time period or purpose.

9 (Continued)



FAXTON-ST. LUKE’S HEALTHCARE AND AFFILIATE

Notes to Consolidated Financial Statements

(1) Description of Organization and Summary of Significant Accounting Policies, Continued
(o) Permanently Restricted Net Assets (Endowment Funds)

The Corporation maintains various donor-restricted and board-designated funds whose
purpose is to provide long-term support for its charitable programs. In classifying such
funds for consolidated financial statement purposes as either permanently restricted,
temporarily restricted or unrestricted net assets, the Board of Directors looks to the
explicit directions of the donor where applicable and the provisions of the laws of the
State of New York. To constitute an endowment under New York State law, the
restriction must arise from a clearly expressed donor limitation, not a limitation from
within the beneficiary organization. The Board of Directors has determined that, absent
donor stipulations to the contrary, the provisions of New York State law do not impose
either a permanent or temporary restriction on the income or capital appreciation derived
from the original gift. Therefore, all income and appreciation derived from the original
gift are transferred to unrestricted net assets absent any restrictions on the use made by
the donor. Permanently restricted net assets consist of endowment funds of $4,528,164
at December 31, 2016 and 2015, and are included in long-term investments in the
consolidated balance sheets.

The Corporation utilizes an investment strategy that emphasizes preservation of
principal and total return consistent with prudent levels of risk. Investments are
allocated over a diversified portfolio of multiple asset classes of domestic and
international equities and pooled investment funds.

Interpretation of Relevant Law

Prior to September 17, 2010, New York State law required the preservation of an
endowment fund’s historic dollar value. Historic dollar value is defined as the aggregate
fair value in dollars of an endowment fund at the time it becomes an endowment fund,
each subsequent donation to the fund at the time it is made and each accumulation made
pursuant to a direction in applicable gift instrument at the time an accumulation is added
to the fund. The law permitted an organization to spend the income earned by an
endowment fund (i.e. interest, dividends), as well as the net appreciation (realized with
respect to all assets and unrealized with respect to readily marketable assets) of such
" fund.

10 (Continued)



FAXTON-ST. LUKE’S HEALTHCARE AND AFFILIATE

Notes to Consolidated Financial Statements

(1) Description of Organization and Summary of Significant Accounting Policies. Continued
(o) Permanently Restricted Net Assets (Endowment Funds). Continued

Interpretation of Relevant Law, Continued

On September 17, 2010, the New York Prudent Management of Institutional Funds Act
(NYPMIFA) was signed into New York State law. The most prominent feature of
NYPMIFA is the elimination of the requirement to preserve an endowment fund’s
historic dollar value which allows an organization to spend from an endowment whose
market value has dropped below the historic dollar value, as long as it is deemed prudent
under the organization’s policies. In accordance with NYPMIFA, an organization must
consider the following factors in exercising a standard of prudence:

The duration and preservation of the endowment fund

The purposes of the organization and the donor-restricted endowment fund
General economic conditions

The possible effect of inflation and deflation

The expected total return from income and the appreciation of investments
Other resources of the organization

The investment policies of the organization

Where appropriate, alternatives to spending from the endowment fund and the
possible effects of those alternatives on the organization

e i

NYPMIFA requires compliance with donor intent when making investment or spending
decisions with respect to an endowment fund. In addition, NYPMIFA creates a
restriction on the portion of an endowment fund that is not classified as permanently
restricted net assets, even in the absence of a donor restriction. Such portion is classified
as temporarily restricted net assets until appropriated for expenditure by the
organization.

The Corporation has interpreted NYPMIFA as requiring the preservation of the
purchasing power of the donor restricted endowment funds absent explicit donor
stipulations to the contrary. As a result, Healthcare continues to classify permanently
restricted net assets at the historic dollar value of the fund in accordance with donor
instructions.

Funds with Deficiencies

From time to time, the fair value of assets associated with individual donor-restricted
endowment funds may fall below the level that the donor or NYPMIFA requires the
Corporation to retain as a fund of perpetual duration. If the situation were to occur, the
deficiency would be recorded in the Corporation’s unrestricted net assets. A deficiency
did not exist at December 31, 2016 or 2015.

11 (Continued)



FAXTON-ST. LUKE’S HEALTHCARE AND AFFILIATE

Notes to Consolidated Financial Statements

(1) Description of Organization and Summary of Significant Accounting Policies. Continued

(o) Permanently Restricted Net Assets (Endowment Funds), Continued

Return Objectives, Strategies, Spending Policy and Investment Objectives

The Corporation has adopted investment and spending policies for endowment assets
that attempt to provide a predictable stream of funding to programs supported by its
endowment. Under this policy, as approved by the Board of Directors, the endowment
assets are to be invested in a well-diversified asset mix that can be expected to generate
acceptable long-term returns at an acceptable level of risk. The Corporation targets a
diversified asset allocation that places a greater emphasis on equity-based investments
and bonds to achieve its long-term return objectives within prudent risk constraints.

Changes in Endowment Net Assets

2016
Permanently
Unrestricted restricted Total

Endowment net assets, January 1 $ 44,788 4,528,164 4,572,952
Investment return:

Investment income - 138,564 138,564

Disbursements - (295,005) (299,005)

Net gain (realized and unrealized) - 294,018 294,018
Transfer of earnings over historical

value 133,577 (133,577) -
Endowment net assets, December 31 $ 178,365 4,528,164 4,706,529

2015
Permanently
Unrestricted restricted Total

Endowment net assets, January 1 $ 328,656 4,528,164 4,856,820
Investment return;

Investment income - 111,478 111,478

Net loss (realized and unrealized) - (395,346) (395,346)
Transfer of earnings over historical

value (283,868) 283,868 -
Endowment net assets, December 31 $ 44,788 4,528,164 4,572,952

12
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FAXTON-ST. LUKE’S HEALTHCARE AND AFFILIATE

Notes to Consolidated Financial Statements

(1) Description of Organization and Summary of Significant Accounting Policies. Continued

(p) Net Patient Service Revenue and Patient Accounts Receivable

Healthcare has agreements with third-party payors that provide for payments to the
various organizations within its healthcare delivery system at amounts different from
their established rates. Payment arrangements include prospectively determined rates
per discharge or visit, cost-based reimbursement, discounted charges, per diem payments
and fee-for-service payments. Healthcare recognizes patient service revenue associated
with services provided to patients who have third-party coverage on the basis of
contractual rates for the services rendered, including estimated retroactive adjustments
due to future audits, reviews and investigations. Retroactive adjustments are included in
the recognition of revenue on an estimated basis in the period the related services are
rendered and adjusted in future periods as adjustments become known or as years are no
longer subject to such audits, reviews and investigations. Healthcare recognizes revenue
for uninsured patients who do not qualify for charity care at standard rates, less a 40%
self-pay discount. On the basis of historical experience, a significant portion of
Healthcare’s uninsured patients will be unable or unwilling to pay for the services
provided. Thus, Healthcare records a provision for bad debts related to uninsured
patients in the period the services are provided. Patient service revenue, net of
contractual allowances and discounts (but before the provision for bad debts) from these
major payor sources, is as follows for the years ended December 31:

2016
Commercial
Government insurance
payors and others Self-pay Total

Patient service revenue
(net of contractual
allowances and discounts) $ 163,075,720 108,638,348 1,848,945 273,563,013

2015
Commercial
Government insurance
pavors and others Self-pay Total

Patient service revenue
{net of contractual
allowances and discounts) $ 151,712,147 112,022,692 3,869,118 267,603,957

13 (Continued)



FAXTON-ST. LUKE’S HEALTHCARE AND AFFILIATE

Notes to Consolidated Financial Statements

(1) Description of Organization and Summary of Significant Accounting Policies. Continued

(p)

Net Patient Service Revenue and Patient Accounts Receivable, Continued

Revenue from the Medicare and Medicaid programs accounted for approximately 60%
and 57% of Healthcare’s patient service revenue, net of contractual allowances and
discounts (but before the provision for bad debts) for 2016 and 2015, respectively, Laws
and regulations governing the Medicare and Medicaid programs are extremely complex
and subject to interpretation. As a result, there is at least a reasonable possibility that
recorded estimates will change by a material amount in the near term. Patient service
revenue increased approximately $1,443,000 and $60,000 in 2016 and 2015,
respectively, related to either settlement of prior year issues or changes in estimates
associated with third-party issues. As of December 31, 2016, all cost reports through
2015 have been filed and Medicare cost reports through 2012 have been final settled.

Healthcare grants unsecured credit 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 December 31 was as follows:

2016 2015

Medicare 33% 37%
Medicaid 18% 19%
Private payors 4% 3%
Insurance and all others 45% 41%

100% 100%

Patient accounts receivable are reduced by a reserve for doubtful accounts. In
evaluating the collectability of patient accounts receivable, Healthcare analyzes past
payment history and identifies trends for each of its major payor sources of revenue to
estimate the appropriate reserve for doubtful accounts and provision for bad debts. For
receivables associated with patients who have third-party coverage, Healthcare analyzes
contractually due amounts and provides a reserve for doubtful accounts and a provision
for bad debts, if necessary (for example, for expected uncollectible deductibles and
copayments, or for payors who are known to be having financial difficulties that make
the realization of amounts due unlikely). For receivables associated with self-pay
patients (which includes both patients without insurance and patients with deductible
and copayment balances due for which third-party coverage exists for part of the bill),
Healthcare records a reserve for doubtful accounts and a provision for bad debts in the
period of service based on its past experience, which indicates that many patients are
unable or unwilling to pay the portion of their bill for which they are financially
responsible. The difference between the standard rates (or the discounted rates if
negotiated) and the amount actually collected after all reasonable collection efforts have
been exhausted is charged off against the allowance for doubtful accounts.

14 (Continued)



FAXTON-ST. LUKE’S HEALTHCARE AND AFFILIATE

Notes to Consolidated Financial Statements

(1) Description of Organization and Summary of Significant Accounting Policies, Continued

(p) Net Patient Service Revenue and Patient Accounts Receivable, Continued

Healthcare’s reserve for doubtful accounts was approximately 79% and 82% of self-pay
accounts receivable at December 31, 2016 and 2015, respectively. Healthcare has not
changed its charity care policy during 2016 or 2015. Healthcare does not maintain a
material allowance for doubtful accounts from third-party payors, nor did it have
significant write-offs from third-party payors.

(q) Charity Care

()

Healthcare provides care to patients who meet certain criteria under its charity care
policy without charge or at amounts less than established rates. Because Healthcare
does not pursue collection of such amounts, they are not reported as net patient service
revenue. During 2016 and 2015, costs incurred by Healthcare in the provision of charity
care were based on the ratio of Healthcare’s costs to gross charges and approximated
$490,000 and $350,000, respectively.

Contributions

Unconditional promises to give cash and other assets 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 the gift is received. Contributions 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 and changes in net assets as net assets released
from restrictions. Donor restricted contributions whose restrictions are met within the
same year as received are reported as unrestricted contributions in the consolidated
statements of operations and changes in net assets,

Conditional contributions or intents to give are recoded when donor-imposed
stipulations have been substantially met.
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FAXTON-ST. LUKE’S HEALTHCARE AND AFFILIATE

Notes to Consolidated Financial Statements

(1) Description of Organization and Summary of Significant Accounting Policies, Continued

(s) Excess of Revenues over Expenses

(®)

The consolidated statements of operations and changes in net assets include excess of
revenues over expenses. Changes in unrestricted net assets which are excluded from
excess of revenues over expenses, consistent with industry practice, include changes in
unrealized gains and losses on investments other than trading securities, the effective
portion of gains and losses on derivative instruments, permanent transfers of assets to
and from affiliates for other than goods and services and contributions of long-lived
assets (including assets acquired using contributions which by donor restriction were to
be used for the purpose of acquiring such assets).

Income Taxes

Healthcare and the Foundation are not-for-profit corporations and have been recognized
as tax-exempt pursuant to Section 501(c)(3) of the Internal Revenue Code. As of
December 31, 2016 and 2015, Healthcare and the Foundation did not have any
unrecognized tax benefits or any related accrued interest or penalties. The tax years
open to examination by federal and state taxing authorities are 2013 through 2016.
Healthcare and the Foundation do not anticipate the total unrecognized tax benefits will
change in the next twelve months.

(u) Concentration of Credit Risk

v

St

The Corporation invests cash and cash equivalents with financial institutions, and has
determined that the amount of credit exposure at any one financial institution is
immaterial to the Corporation’s financial position.

Subsequent Events

In April 2017, MVHS was notified by the New York State Department of Health of an
award of $300 million granted under the Statewide Health Care Facility Transformation
Program. This program provides funds to health care providers for the purpose of
strengthening and protecting continued access to health care services in communities
throughout New York State which are associated with a merger, consolidation or
significant corporate restructuring activity that is part of an overall transformation plan
intended to create a financially sustainable system of care. This award will be used by
MVHS to consolidate inpatient care from Healthcare and SEMC into one, new
integrated health campus. The cost projection for the new campus is estimated to be
$480 million for a 750,000 square-foot facility. The remaining $180 million wiil come
from MVHS capital, bonds and fundraising. The planning and construction for this
project is expected to take approximately 5 years.

Subsequent events have been evaluated through May 31, 2017, which is the date
consolidated financial statements were issued.
16 (Continued)



FAXTON-ST. LUKE’S HEALTHCARE AND AFFILIATE

Notes to Consolidated Financial Statements

(2) Investments and Assets Limited as to Use

At December 31, investments and assets limited as to use, at fair value, are comprised of the

following:

Investments:
Cash and cash equivalents $
Mutual funds
Common stock
Pooled investment funds

Accrued investment income
Total investments
Assets limited as to use - cash and cash equivalent

Total investments and assets limited as to
use $

016 015
377,336 812,716
49,664,271 44,593,424
2,516,036 2,227,704
35325259 35,360,634
87,882,902 82,094,478
- 353,578
87,882,902 83,348,056
250,000 250,000
88,132,902 83,598,056

The above amounts are included in the accompanying consolidated financial statements as

follows:

Investments and assets limited as to use - current

assets $
Cash and cash equivalents
Investments - long term

$

2016 015
83,284,031 78,379,823
320,707 690,069
4,528,164 4,528,164
88,132,902 83,598,056

Investment income (loss) and gains (losses) on investments are comprised of the following

for the years ended December 31:

Investment income:
Interest income and dividends, net of fees $
Realized gains

Change in net unrealized gains and losses on
investments

$

17

016 015
761,866 1,411,171
396,312 1,585,939

1,158,178 2,997,110

3,773,782 (6,822,127)

4,931,960 (3,825,017
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FAXTON-ST. LUKE’S HEALTHCARE AND AFFILIATE

Notes to Consolidated Financial Statements

(2) Investments and Assets Limited as to Use, Continued

The Corporation continually reviews investments for other-than-temporary impairment
whenever the fair value of an investment is less than amortized cost and evidence indicates
that an investment’s carrying amount is not recoverable within a reasonable pertod of time.
In the evaluation of whether an impairment is other-than-temporary, the Corporation
considers the reasons for the impairment, its ability and intent to hold the investment until
the market price recovers or the investment matures, compliance with its investment policy,
the severity and duration of the impairment, and expected future performance.

The Corporation’s investments in common stocks, mutual funds and pooled investment
funds consist of investments diversified in several different industries. The Corporation
evaluated the near-term prospects of the issuer in relation to the severity and duration of
impairment. Based upon the evaluation and the Corporation’s ability and intent to hold the
securities for a reasonable period of time sufficient for a forecasted recovery of fair value,
the Corporation does not consider the securities in an unrealized loss position to be other-
than-temporarily impaired at December 31, 2016 or 2015,

The following table presents the gross unrealized losses and fair value of the Corporation’s
investment portfolio with unrealized losses that are not deemed to be other-than-temporarily
impaired, aggregated by investment category and length of time that individual securities
have been in a continuous unrealized loss position at December 31, 2016 and 2015:

2016
Less than Twelve Months Twelve Months or Greater " Total
Fair Unrealized Fair Unrealized Fair Unrealized
Securities value losses value losses value losses
Mutual funds 3 - - 22,076,737  (1,623,864) 22,076,737 (1,623.864)
Common stocks 301,948 (19,785) 203,942 (55,044} 505,890 (74,829
Pooled
investment
funds - - 2,523,034 (1,355,619) 2,523,034 (1,355,619)
$ 301,948 (19,785) 24,803,713 (3,034,527) 25,105,661 (3,054,312)
2015
Less than Twelve Months Twelve Months or Greater Total
Fair Unrealized Fair Unrealized Fair Unrealized
Securities value losses value losses value losses
Mutual funds $ 13,733,281 (1,048,785) 8,716,906 (1,892,951) 22,453,187 (2,941,736)
Common stocks 720,636 (124,472) 220,999 (117,152) 941,635 (241,624)
Pooled
investment
funds 1,034,462 (65,538) 2,013,311 (1,515,042} 3,047,773 {1.580,580)

$ 15,488,379 (1,238,795) 10,954,216  (3,525,145) 26,442,595 {4,763,940)
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FAXTON-ST. LUKE’S HEALTHCARE AND AFFILIATE

Notes to Consolidated Financial Statements

(3) Property and Equipment

Property and equipment is comprised of the following at December 31:

2016 2015
Land and land improvements $ 7,661,125 7,496,286
Buildings 124,904,575 118,577,613
Fixed equipment 46,193,246 42,961,551
Movable equipment 118,574,318 123,654,847
Property and equipment under capitalized leases 21,877,952 20,118,609

319,211,216 312,808,906
Less accumulated depreciation and amortization (242,097,684)  (236,445,605)
' 77,113,532 76,363,301

Construction-in-progress 1,238,674 1,613,252

Property and equipment, net $ 78,352,206 77,976,553

Depreciation and amortization expense amounted to approximately $14,273,000 and
$16,078,000 for the years ended December 31, 2016 and 2015, respectively.

(4) Direct Financing I.ease

In 2001, Healthcare completed construction of a medical office building with a cost of
approximately $5 million on land owned by an affiliate of Slocum-Dickson Medical Group,
P.C. (SDMG). The building is leased to SDMG under a direct financing lease for minimum
lease payments of approximately $45,000 per month through November 2021.

The consolidated balance sheet presentation of the direct financing lease at December 31 is

as follows:
2016 015
Minimum lease payments receivable $ 2,671,015 3,218,131
Unearned lease income (436,342) (614,168)
Net investment in direct financing lease 2,234,673 2,603,963
Less current portion, included in other current
assets 547,116 547,116
Long-term net investment in direct
financing lease, included in other assets  § 1,687,557 2,056,847
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FAXTON-ST. LUKE’S HEALTHCARE AND AFFILIATE

Notes to Consolidated Financial Statements

Extended Sick Leave

The Corporation employees are permitted to accumulate unused extended sick leave time up
to specified maximum amounts. The Corporation accrues the estimated expense related to
extended sick leave based on pay rates currently in effect. Upon retirement, employees who
have met certain criteria shall have the option to receive payment or receive sick leave
credits to pay for post-employment health insurance payments based upon the formula in
place. The Corporation has accrued an estimated liability of approximately $11,405,000 and
$10,893,000 at December 31, 2016 and 2015, respectively, for these anticipated termination

payments.

Amounts are included in the accompanying consolidated financial statements as follows at
December 31:

016 015
Accrued payroll, payroll taxes and benefits $ 580,000 658,000
Other liabilities 10,825,000 10,235,000

$ 11,405,000 10,893,000

Long-Term Debt and Lease Obligations

Long-term debt consists of the following at December 31:

2016 015
Variable rate demand 2006 Civic Facility Revenue
Bonds (a) $ 15,120,000 15,740,000
Revolving note payable (b) - 5,623,000
Note payable in monthly principal installments of
$75,000, maturing April 2018 (c) 1,200,000 2,100,000
Note payable in monthly installments beginning July
2016 of $65,617 at a fixed rate of 2.6% maturing May
2021 (d) 3,338,027 1,174,189
Mortgage payable in monthly installments of $44,248
at a fixed rate of 4.5%, maturing January 2020 and
collateralized by the related building 1,413,214 1,830,328
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Notes to Consolidated Financial Statements

(6) Long-Term Debt and Lease Obligations. Continued

Note payable in monthly installments of $27,664 at a
fixed rate of 4.0%, maturing October 2018

Note payable in monthly installments of $15,249 at a
fixed rate of 5.5% through March 2017

Note payable in monthly installments of $9,223 at a
fixed rate of 4.0% maturing July 2020

Note payable in monthly installments beginning April
2016 of $9,137 at an adjustable fixed rate of 4.0%
(through March 2021) maturing March 2026

Qther

Capital lease obligations (interest rates ranging from
2.6% to 8.0%)

Less unamortized debt issuance costs

Less current portion:
Revolving note payable
Debt
Capital lease obligations

Long-term debt, net of current portion and
unamortized debt issuance costs

2016 2015
585,646 887,116
55,773 230,316
368,003 461,627
844,514 900,000
. 12,360
9,559,727 10,110,490
32,484,904 39,069,426
(370,486) (396,037)
32,114,418 38,673,389
(5,623,000)

(3,186,209)
(4,076,665)

(3,752,367)
(3,825,676)

$ 24,851,544

25,472,346

(a) Healthcare, through the Oneida County Industrial Development Agency (OCIDA),
has issued serial and term Civic Facility Revenue Bonds as follows:

Series Term
Faxton-St. Luke’s Healthcare:
2006E - tax-exempt 2031
2006F - taxable 2031
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$250,000 - $525,000
$350,000 - $955,000
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(6) Long-Term Debt and Lease Obligations. Continued

The bonds are insured and are collateralized by Healthcare’s gross receipts (as
defined), including all rights to receive such receipts whether in the form of accounts
receivable, contract rights or other rights. Healthcare entered into a lease agreement
with OCIDA, which also acts as security for payment of the revenue bonds.
Additional security is provided by a Master Trust Indenture under which the initial
Members of the Obligated Group (Healthcare and MVHS) are jointly and severally
responsible for payment of the bonds. Various agreements relating to the bonds
establish covenants with which Healthcare has agreed to comply, including
provisions regarding liquidity ratio, minimum debt service coverage ratio and
liquidity to funded debt. At December 31, 2016 and 2015, the Obligated Group was
in compliance with the covenants that are considered events of default.

The bonds bear interest based on one of three modes - the weekly rate, the term rate,
or the fixed rate - for periods selected by Healthcare. The interest rate for each mode
will be the current market interest rate as determined by the remarketing agent of the
bonds. Healthcare used the weekly rate during 2016 and 2015. At December 31,
2016, the bonds carried interest at rates of 0.83% (tax-exempt) and 0.88% (taxable).
At December 31, 2015, the bonds carried interest at rates of 0.03% (tax-exempt) and
0.40% (taxable).

The bonds are remarketed by a remarketing agent in accordance with the terms of a
remarketing agreement. The bonds will be remarketed whenever a new interest rate
is in effect. If the bonds cannot be remarketed, they would be due and payable under
the terms of the remarketing agreement; however, the bonds are credit-enhanced by
an irrevocable letter of credit, which is set to expire June 26, 2018. In the event that
the remarketing agent is unable to remarket the bonds, the bond trustee will make a
draw on the letter of credit and the tendered variable rate bonds will become bank
bonds.
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Notes to Consolidated Financial Statements

(6) Long-Term Debt and Lease Obligations, Continued

As a result of the aforementioned 2006 bond issuances, Healthcare has entered into
two interest rate swap contracts to reduce its risk of exposure to changes in interest
rates. The interest rate swaps effectively convert the variable rates of the 2006 bonds
to fixed rates of 5.938% and 4.216% through June 2031. The swaps have been
designated as cash flow hedges of the variable interest rates and are recorded at fair
value as a liability of $3,964,349 in other liabilities on the accompanying
consolidated balance sheet as of December 31, 2016. The amounts exchanged are
based on the notional amounts whereby Healthcare pays the swap counter-party
interest at a fixed rate (4.216% - tax-exempt, 5.938% - taxable) and the swap counter-
party pays Healthcare a variable rate (based on 70% of 1 month LIBOR tax-exempt,
BMA Rate - taxable). The notional amounts and fair values based on quoted market
prices, of Healthcare’s interest rate swaps are as follows at December 31, 2016:

Notional Liability

amount fair value
Healthcare - Series E $ 5,660,000 1,166,636
Healthcare - Series F 9,460,000 2,797,713

$ 15,120,000 3,964,349

The mark-to-market adjustments resulted in an increase of approximately $634,000 and
$239,000 in unrestricted net assets for the years ended December 31, 2016 and 2015,
respectively. Changes in value of the swaps determined to arise from ineffectiveness of
the instruments, as determined through the hypothetical derivative method, are recorded
as a component of interest expense in the consolidated statements of operations and
changes in net assets. For the years ended December 31, 2016 and 20135, there was no
significant ineffectiveness. Healthcare expects that the loss existing in unrestricted net
assets to be reclassified into net loss from operations within the next 12 months will not
be significant.
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(6) Long-Term Debt and Lease Obligations. Continued

(b) At December 31, 2016 and 2015, Healthcare had a $24,500,000 revolving note payable

(©)

with a bank, collateralized by certain investments. The revolving note payable on
short-term borrowings bears a daily interest rate at prime (3.75% at December 31,
2016). The revolving note payable on long-term borrowings bears a monthly interest
rate at 1 month LIBOR plus 95 basis points (1.72% at December 31, 2016). The
revolving note payable is available through July 2017. At December 31, 2016, a
portion of the revolving note payable was reserved for four letters of credit totalling
approximately $7,317,000 primarily related to self-insured liabilities. At December 31,
2015, Healthcare had $623,000 outstanding on the short-term borrowings. At
December 31, 2016 and 2015, Healthcare had $0 and $5,000,000 outstanding on the
long-term borrowings, respectively. The revolving note payable contains financial
covenants including a debt service coverage ratio requirement, a days cash on hand
requirement and a minimum unrestricted liquidity to funded debt ratio. At
December 31, 2016 and 20135, Healthcare was in compliance with the covenants that
are considered events of default.

The note payable bears interest at a rate of 1 month LIBOR plus 2.15% (2.92% at
December 31, 2016). In connection with the note payable, Healthcare has entered into
an interest rate swap contract to reduce its risk of exposure to changes in interest rates,
The interest rate swap effectively converts the variable rates of the note payable to a
fixed rate of 3.0% through April 2018. The swap has been designated as a cash flow
hedge of the variable interest rate and is recorded at fair value as a liability of $2,201 in
other liabilities on the accompanying consolidated balance sheet as of December 31,
2016. The amounts exchanged are based on the notional amounts whereby Healthcare
pays the swap counter-party interest at a fixed rate (3.0%) and the swap counter-party
pays Healthcare a variable rate. The notional amount and fair value based on quoted
market prices, of Healthcare’s interest rate swap is as follows at December 31, 2016:

Notional Liability
amount fair value

Healthcare - note payable $ 1,200,000 2,201

The mark-to-market adjustments resulted in an increase of $2,713 in unrestricted net
assets for the year ended December 31, 2015. Healthcare did not record mark-to-
market adjustments for the year ended December 31, 2016. Changes in value of the
swap determined to arise from ineffectiveness of the instrument, as determined through
the hypothetical derivative method, is recorded as a component of interest expense in
the consolidated statements of operations and changes in net assets. For the years
ended December 31, 2016 and 2015, there was no significant ineffectiveness.
Healthcare expects that the loss existing in unrestricted net assets to be reclassified into
net loss from operations within the next 12 months will not be significant.
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(6) Long-Term Debt and Lease Obligations. Continued

(d) In May 2016, SLM’s note payable, with principal balance of $3,683,334, of which
approximately $1,100,000 was already allocated and recorded by Healthcare, was
assigned to Healthcare. In conjunction with the assignment, the bank agreed to extend
the maturity date of [oan through May 2021. The note payable is collateralized by the
building constructed with the original funds. The note payable agreement contains
various covenants including provisions regarding minimum days cash on hand,
minimum debt service coverage ratio, and minimum unrestricted liquidity to funded
debt ratio. At December 31, 2016, Healthcare was in compliance with the financial

covenants that are considered events of default.

Healthcare leases certain equipment under capital leases. Healthcare also leases equipment
and facilities under noncancellable operating leases, including leases with affiliates, The net
book value of the equipment capitalized under lease agreements at December 31, 2016 and

2015 amounted to approximately $10,303,000 and $10,691,000, respectively,

The table below reflects principal payments and the present value of future minimum capital
lease payments over the next five years and beyond and assumes that the letter of credit
related to the 2006 Series E and F Bonds are renewed in 2018 and that Bank of New York
does not exercise its put option for the 2006 Series Bonds in 2018. If the letter of credit is
not renewed, the outstanding of the 2006 Series Bonds would be due on demand, as

described above, in 2018.

Years ended December 3 1:
2017
2018
2019
2020
2021
Thereafter

Total payments

Less amounts representing
interest

Present value of capital lease
obligations

Less current portion

Capital lease obligations, net of
current portion

Capital
Long-term lease Operating leases
debt obligations Affiliates Other
$ 3,186,209 4,354,004 624,413 2,530,891
2,675,447 2,844,022 624,413 1,627,291
2,184,324 1,337,161 624,413 475,312
1,670,431 937,621 624,413 428,956
1,301,287 446,030 624,413 262,623
11,907,479 266,084
$ 22,925,177 10,184,922
625,195
9,559,727
4,076,665
§ __5.483,062

Rent expense under operating leases amounted to approximately $5,619,000 and $5,767,000

in 2016 and 2015, respectively.
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(7) Temporarily and Permanently Restricted Net Assets

Temporarily restricted net assets are available for the following purposes at December 31:

Funds held in trust by others (for capital) $ 1,483,000

Children’s Miracle Network
Continuous Learning Center
Scholarship assistance
Programs

Renovations

$ 3,829,129

Permanently restricted net assets at December 31 are restricted to:

Investments to be held in perpetuity, the income from
which is to support charity care, health care services,

scholarships and facility maintenance $ 4,528,164

(8) Pension Plans

2015

1,265,000
636,974
115,827

31,199
709,973
1,499,162

4,258,135

=

2015

4,528,164

The Corporation sponsors a 401(k) plan that covers substantially all full-time non-union
employees. The Corporation contributes 4% of eligible compensation to the plan (5% for
employees hired before December 1, 2001). The Corporation also makes a matching
contribution up to 100% of the first 4% of employee contributions to the 401(k) plan. The
Corporation also sponsors a 403(b) plan that covers union and certain other employees. The
Corporation contributes 5% of eligible compensation to the plan and also makes a matching
contribution for employees with 5 years of service, up to 100% of the first 5% of employee

contributions to the 403(b) plan.

Pension expense under all plans aggregated approximately $6,486,000 in 2016 and

approximately $6,166,000 in 2015.
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(9) Contingencies

Professional Liability Insurance

Malpractice insurance coverage is provided under a claims-made based policy, which
provides for $1,000,000 coverage for each claim, not to exceed $3,000,000 in aggregate
annual coverage. Additionally, the insurance policy includes a per claim $50,000 uninsured
deductible, not to exceed $250,000 in aggregate annual coverage. A deposit for the
$250,000 has been established as required. In addition, the Corporation has purchased
excess insurance policies. Claims alleging malpractice have been asserted against the
Corporation and are currently in various stages of litigation. There are known claims and
incidents that may result in the assertion of additional claims, as well as claims from
unknown incidents that may be asserted relating to services provided to patients. Accrued
malpractice losses in management’s opinion provide an adequate reserve for loss
contingencies. The Corporation has accrued a liability included in other liabilities of
approximately $18,935,000 and $12,012,000 at December 31, 2016 and 2015, respectively,
A corresponding receivable included in other assets of approximately $16,575,000 and
$9,152,000, respectively, has been recorded to record anticipated recoveries from the
insurance company.

Self-Insured Risks

The Corporation and certain affiliates are self-insured for employee healthcare costs. The
group has obtained a stop loss coverage policy for healthcare costs to supplement its self-
insurance coverage. An accrual for healthcare claims, including those incurred but not
reported, is included in the current portion of estimated self-insured liabilities.

Workers’ Compensation Insurance

The Corporation is primarily self-insured for employee workers’ compensation and
disability claims along with certain of its affiliates for certain years 2007 and prior. During
2016 and 2015, the Corporation and certain of its affiliates were enrolled in a high
deductible plan with an insurance company with a deductible of $500,000 for each
employee and occurrence, and an aggregate deductible of $7,900,000. Self-insured and high
deductible liabilities are based on claims filed and estimates for claims incurred but not
reported. As required by the State of New York Workers’ Compensation Board, the
Corporation has purchased letters of credit to guarantee payment of workers® compensation
claims. Stop loss insurance for losses exceeding certain amounts has been purchased for
workers’ compensation. Each affiliate is jointly and severally liable for the satisfaction of
all obligations. These liabilities are recorded at discounted amounts using a 3% and 4%
interest rate in 2016 and 2015, respectively. From 2010 to 2014, the Corporation and
certain of its affiliates were insured in a retrospectively rated workers’ compensation and
disability policy and premiums are accrued based on the ultimate cost of the experience to
date of the Corporation and its affiliates. The Corporation has accrued a liability included in
other liabilities and a corresponding receivable in other receivables for anticipated
recoveries from the insurance company of approximately $7,353,000 and $6,642,000 as of
December 31, 2016 and 2015, respectively.
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(10) Affiliated Entities

The following represents summarized financial information from the consolidated financial
statements of the Corporation’s affiliates that are included in the accompanying consolidated
financial statements on the equity method of accounting.

2016 SLM Paraffin
Total assets $ - 244,868
Total liabilities - 158,388
Net assets $ - 86,480
Total revenues 1,231,651 1,936,962
Total expenses (1,140,472} (1,833,579)
Excess of revenues over expenses $ 91,179 103,383
2015 SLM Paraffin
Total assets § 4,648,163 146,745
Total liabilities 3,800,291 163,648
Net assets (deficit} $ 847,872 (16,903)
Total revenues 1,356,118 1,838,798
Total expenses (1,238,396) (1,902,061)
Excess (deficiency) of revenues over expenses $ 117,722 (63,263)

The following are approximate dollar amounts of significant transactions and balances with
affiliated entities.

St. Elizabeth Medical Center

During 2016 and 2015, Healthcare advanced funds to the Medical Center. As of December
31, 2015, there was $3,750,000 outstanding on this advance which is included within current
portion of due from affiliates. There were no amounts outstanding at December 31, 2016.
Total interest charged in 2016 and 2015 amounted to approximately $28,000 and $13,000,
respectively.
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(10) Affiliated Entities. Continued

St. Elizabeth Medical Center, Continued

Healthcare has contracted with the Medical Center to provide certain operational services,
including shared employment, provider coverage, patient care, rental of office space, and
other shared services as needed. In 2016 and 2015, Healthcare purchased services totalling
approximately $2.609,000 and $1,420,000 respectively, from the Medical Center and sold
services totalling approximately $3,968,000 and $2,115,000 respectively.

During 2015, Healthcare forgave a $450,000 liability payable from the Medical Center
which related to a joint venture prior to their affiliation. This was recorded as a transfer to
affiliate for the year ended December 31, 2015.

St. Luke’s Home

Healthcare has contracted with the Home to provide certain operational services. In 2016
and 2015, Healthcare purchased approximately $1,233,000 and $1,152,000, respectively for
services rendered and rental of space within the Home. Healthcare billed the Home for
services totalling approximately $495,000 and $469,000, respectively.

Visiting Nurses Association

Healthcare charges VNA for certain shared operating expenses paid on its behalf.
Additionally, during 2015, Healthcare advanced funds to VINA to pay down the outstanding
balance on their short-term borrowing arrangement. At December 31, 2016 and 2015, there
was $500,000 outstanding on this advance. Healthcare charged interest on a monthly basis
through May 2016 using a monthly LIBOR rate plus 70 basis points. Total interest charged
in 2016 and 2015 amounted to approximately $2,000. The net receivable, before reserve, as
of December 31, 2016 and 2015 was approximately $3,280,000 and $1,602,000,
respectively. In 2016, Healthcare recorded a reserve for $1,665,000 on the amounts due
from VNA based on management’s evaluation of VNA’s historical and expected future cash
flows. This reserve for doubtful accounts was recorded in the consolidated statements of
operations and consolidated changes in net assets as a reduction of unrestricted net assets.

Healthcare billed VNA for certain shared services totalling approximately $47,000 and
$109,000 in 2016 and 2015, respectively.
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Affiliated Entities, Continued

Senior Network Health

During 2016, Healthcare paid in full amounts previously loaned from SNH. The balance of
the loan was approximately $301,000 at December 31, 2015.

Healthcare billed SNH for certain shared services totalling approximately $169,000 and
$220,000 in 2016 and 2015, respectively.

New Hartford Scanner Associates

New Hartford Scanner Associates (NHSA) is a joint venture between Healthcare and several
radiologists to provide CT scan services. Healthcare receives income from NHSA, which
amounted to approximately $563,000 and $621,000 in 2016 and 2015, respectively.
Healthcare charges NHSA for equipment, which amounted to approximately $120,000 in
2016 and 2015.

Mohawk Valley EC, LLC

Faxton-St. Luke’s Healthcare, St. Elizabeth Medical Center and Mohawk Valley EC
Holdings, LLC entered into an agreement for the purpose of owning and operating a single-
specialty ambulatory surgery center, exclusively providing gastroenterology services in
Oneida County. As part of the agreement, the three members formed the Mohawk Valley
EC, LLC (MVEC), a New York limited liability company. Healthcare maintains a 20%
interest and sharing ratio in MVEC. The amount recognized as income based on
Healthcare’s share is approximately $219,000 and $210,000 for the years ended
December 31, 2016 and 2015, respectively.

Healthcare recognizes income from these joint ventures in other revenue.

30 (Continued)



FAXTON-ST. LUKE’S HEALTHCARE AND AFFILIATE

Notes to Consolidated Financial Statements
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Net receivables (payables) at December 31 from (to) affiliates for loans and advances,
services performed and billing of other pass-through expenses to and from the Corporation
were approximately as follows:

2016 2015
Home $  (1,209,000) (1,214,000)
MVHS 486,000 436,000
SEMC 1,939,000 5,119,000
New Hartford Scanner Associates 289,000 399,000
VNA 3,280,000 1,602,000
SLM - (64,000)
Paraffin (74,000) 19,000
SNH 311,000 (395,000)
MVHC 15,000 99,000
5,037,000 6,001,000

Reserve for doubtful accounts (1,665,000) -
$ 3,372,000 6,001,000

(11) Statements of Cash Flows - Supplemental Disclosures

The Corporation’s non-cash investing and financing activity and cash payments for interest
for the years ended December 31 were as follows:

016 2015
Capital lease obligations issued for property
and equipment $ 3,674,880 1,026,801
Cash paid for interest 1,720,080 1,972,500
SLM Transfer:
Debt obligations assumed, net 2,509,145 -
Net book value of fixed asset assumed 3,423,729 -

(12) Functional Expenses

The Corporation provides general health care services to residents of the Mohawk Valley
Region. Expenses related to providing these services are as follows:

2016 015
Health care services $ 247,801,023 238,200,885
General and administrative 37,490,599 37,269,742
Fundraising 794,853 074,963

$ 286,086,475 276,445,590
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(13) Fair Value of Financial Instruments

The Fair Value Measurement Topic of the FASB Accounting Standards Codification
requires disclosures that categorize assets and liabilities measured at fair value based on a
fair value hierarchy. The hierarchy prioritizes the inputs into three levels based on the
extent to which inputs used in measuring fair value are observable in the market. Each fair
value measurement is reported in one of the three levels which is determined by the lowest
level input that is significant to the fair value measurement in its entirety.

The following methods and assumptions were used by the Corporation in estimating the fair
value of its financial instruments:

Cash and Cash Equivalents: The amount reported on the balance sheet for cash and cash
equivalents approximates fair value.

Mutual Funds and Common Stock: The fair values, which are the amounts reported on the
consolidated balance sheets, are based on quoted market prices, if available, or estimated
using quoted market prices for similar securities.

Pooled Investment Funds: Fair values are based on NAV per share as determined by the
fund’s investment manager or general partner.

Estimated Third-Party Payor Settlements: The amount reported on the consolidated
balance sheet for estimated third-party payor settlements approximates its fair value.

Long-Term Debt: The fair value of fixed rate issues was determined by price quotes from
an investment banker or estimated using discounted cash flow analysis, based on the
current incremental borrowing rate of similar types of borrowing arrangements
(considered a Level 2 input). The fair value of variable rate debt approximates its
reported value on the consolidated balance sheet. Fixed rate long-term debt is the only
financial instrument with a difference between recorded and fair value. The recorded
value of fixed rate long-term debt on the consolidated balance sheet at December 31, 2016
approximates its fair value.

The following tables present information about assets and liabilities that are measured at fair
value on a recurring basis as of December 31 and indicate the fair value hierarchy of the
valuation techniques utilized to determine such fair value. In general, fair values determined
by Level 1 inputs utilize quoted prices in active markets for identical assets or liabilities.
The Corporation considers a security that trades at least weekly to have an active market.
Fair values determined by Level 2 inputs utilize data points that are observable, such as
quoted prices, interest rates and yield curves. Investments valued using NAV as a practical
expedient are classified as Level 2 if the investment is redeemable at NAV (as adjusted for
subsequent gains or losses through the effective date of redemption) in the near-term
{(generally within a 3-month period) without significant restrictions on redemption. Fair
values determined by Level 3 inputs are unobservable data points for the asset or liability,
and include situations where there is little, if any, market activity for the asset or liability.
Investments valued using NAV as a practical expedient are classified as Level 3 if the
investment is not redeemable in the near-term or has significant restrictions.
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Assets:
Cash and cash equivalents

Asset limited as to use - cash
and cash equivalents

Investiments:

Cash and cash equivalents

Mutual funds:
U.S. large cap
U.S. mid cap
Emerging markets
Fixed income funds
Other

Common stock:
Consumer
Energy
Financial
Healthcare
Industrial
Information technology
Materials
Utilities

Pooled investment funds:
Hedge funds
Real estate funds
Bond funds
Foreign equity funds

Beneficial interest in
charitable trust

Total assets at fair value

Cash and cash equivalents
Investments
Total
Liabilities:
Interest rate swaps

Fair value measurements at December 31, 2016

Total Level 1 Level 2 Level 3
$ 320,707 320,707 - -
250,000 250,000 - -
56,629 56,629 - -
29,383,132 209,383,132 - -
6,721,491 6,721,491 - -
2,346,271 2,346,271 - -
10,914,537 10,914,537 - -
298,840 208,840 - -
49,664,271 49,664,271 - -
319,857 319,857 - -
323,899 323,899 - -
557,014 557,014 - -
351,154 351,154 - -
336,418 336,418 - -
161,670 161,670 - -
213,108 213,108 - -
252,916 252,916 - -
2,516,036 2,516,036 - -
16,597,116 - 16,597,116 -
4,988,137 - 4,988,137 -
4,102,897 - 4,102,897 -
9,637,109 - 9,637,109 -
35,325,259 - 35,325,259 -
1,483,000 - 1,483,000 -
$ 89,615,902 52,807,643 36,808,259 -
320,707 320,707 - -
89,295,195 52,486,936 36,808,259 -
$ 89,615,902 52,807,643 36,808,259 -
$ 3,966,550 - 3,966,550 -
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Fair value measurements at December 31, 2015

Total Level 1 Level 2 Level 3
Assets:
Cash and cash equivalents $ 690,069 690,069 - -
Assets limited as o use -
cash and cash equivalents 250,000 250,000 - -
Investments:
Cash and cash equivalents 122,647 122,647 - -
Mutual funds:
U.S. large cap 24,838,160 24,838,160 - -
U.S. mid cap 5,174,798 5,174,798 - -
Emerging markets 3,285,255 3,285,255 - -
Fixed income funds 11,023,237 11,023,237 - -
Other 271,974 271,974 - -
44,593,424 44,593,424 - -
Common stock:
Consumer 380,963 380,963 - -
Energy 144,405 144,405 - -
Financial 532,409 532,409 - -
Healthcare 203,332 203,332 - -
Industrial 335,455 335,455 - -
Information technology 133,569 133,569 - -
Materials 202,514 202,514 - -
Utilities 295,057 295,057 - -
2,227,704 2,227,704 - -
Pooled investment funds:
Hedge funds 19,124,150 - 19,124,150 -
Real estate funds 4,806,977 - 4,806,977 -
Bond funds 3,956,277 - 3,956,277 -
Foreign equity funds 7,473,230 - 7,473,230 -
35,360,634 - 35,360,634 -
Beneficial interest in
charitable trust 1,265,000 - 1,265,000 -
Total assets at fair value $ 84,509,478 47,883,844 36,625,634 -
Cash and cash equivalents 690,069 690,069 - -
Investments 83,819,409 47,193,775 36,625,634 -
Total $ 84,509,478 47,883,844 36,625,634 -
Liabilities: -
Interest rate swaps $ 4,600,438 - 4,600,438 -
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The following is a summary of the investments whose NAV approximates fair value and the
related redemption restrictions associated with each major category at December 31:

2016
Total Redemption Redemption
Pooled investment funds fair value frequency notice periods
Hedge funds $ 16,597,116 Monthly 90 days
Real estate funds 4,988,137 Monthly None
Bond funds 4,102,897 Monthly 10 days
Foreign equity funds 9,637,109 Monthly 10 days
$ 35,325,259
2015
Total Redemption Redemption
Pooled investment funds fair value frequency notice periods
Hedge funds $ 19,124,150 Monthly 90 days
Real estate funds 4,806,977 Monthly None
Bond funds 3,956,277 Monthly 10 days
Foreign equity funds 7,473,230 Monthly 10 days

$_35360,634
Hedge Funds

Hedge fund strategies involve funds with investment managers who have the authority to
invest in various asset classes at their discretion and who have the ability to employ multiple
investments strategies within their respective portfolios. Investment strategies may include
the following categories: merger arbitrage, distressed, long/short credit, fixed income
arbitrage and convertible arbitrage. These funds attempt to reduce individual manager risk
by allocating capital among multiple investment managers. Funds with hedged strategies
generally hold securities or other financial instruments for which a ready market exists and
may include stocks, bonds, put or call options, swaps, currency hedges, and other
instruments, and are valued accordingly.
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FAXTON-ST. LUKE’S HEALTHCARE AND AFFILIATE

Notes to Consolidated Financial Statements

(13) Fair Value of Financial Instruments. Continued

Real Estate Funds

Real estate funds hold interests in publicly traded equity securities issued by real estate
investment trusts (“REIT”), private real estate partnerships, and privately held REIT’s.
Strategies of these funds often require the estimation of fair values by the fund managers in
the absence of readily determinable market values. Because of the inherent uncertainties of
valuation, these estimated fair values may differ significantly from values that would have
been used had a ready market existed, and the differences could be material. Such
valuations are determined by fund managers and generally consider variables such as
operating results, comparable earnings multiples, projected cash flows, recent sales prices,
and other pertinent information, and may reflect discounts for the illiquid nature of certain
investments held. Moreover, the fair values of the Corporation’s interests in shares or units
of these funds, because of the liquidity and capital commitment terms that vary depending
on the specific fund or partnership agreement, may differ from the fair value of the funds’
underlying net assets.

Bond Funds

Bond funds are invested in a globally diversified portfolio of primarily debt and debt-like
securities. The funds are controlled by an investment manager. The investment manager
generally will acquire positions in debt securities and currencies that are rated investment
grade by Standard & Poor’s Credit Market Services, or if unrated, an equivalent rating
determined by the investment manager at its sole discretion.

Foreign Equity Funds
Foreign equity funds are invested in a diversified portfolio of equity securities of companies

ordinarily located in any country other than the United States and Canada. The funds are
controlled by an investment manager.
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Schedule 1
FAXTON-ST. LUKE’S HEALTHCARE AND AFFILIATE
Consolidating Balance Sheet

December 31, 2016
with comparative consolidated amounts for 2015

Faxton-
Faxton- St. Luke's
St. Luke's Healthcare Consolidated
Assets Healtheare Foundation  Eliminations 2016 2015
Current assets:
Cash and cash equivalents $ 5,450,066 352,508 - 5,802,574 1,458,858
Investments and assets limited as to use 79,476,377 3,807,654 - 83,284,031 78,379,823
Patient accounts receivable, net of reserve for
deubtful accounts of approximately $7,711,000
in 2016 and $7,727,000 in 2015 31,516,572 - - 31,516,572 38,999,629
Pledges receivable - 335,273 - 335,273 571,367
Other current assets 6,853,883 - - 6,853,883 5,424,254
Inventories 6,280,789 - - 6,280,789 5,873,362
Prepaid expenses 3,283,008 52,544 - 3,335,552 3,003,276
Due to affiliates, net 1,531,083 - (164,056) 1,367,027 4,044,954
Estimated third-party payor settlements, net 1,948,925 - - 1,948.925 1,649,371
Total current assets 136,340,703 4,547,979 (164,056) 140,724,626 139,404,894
Interest in Faxton-St. Luke’s Healthcare Foundation 6,638,537 - (6,638,537) - -
Investment in affiliates 86,480 - - 86,480 830,969
Due from affiliates, net 2,004,544 - - 2,004,544 1,955,488
Investments 4,528,164 - - 4,528,164 4,528,164
Beneficial interest in charitable trusts - 1,483,000 - 1,483,000 1,265,000
Property and equipment, net 77,417,624 934,582 - 78,352,206 77,976,553
QOther assets 24,453,511 - - 24,453,511 18,589,053
Total assets $ 251,469,563 6,965,561 (6,802,393} 251,632,531 244,550,121
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FAXTON-ST. LUKE'S HEALTHCARE AND AFFILIATE

Consclidating Balance Sheets, Continued

Liabilities and Net Assets

Current liabilities:
Revolving note payable
Current portion of long-term debt
Current portion of capital lease obligations
Accounts payable and accrued expenses
Accrued payroll, payroll taxes and benefits
Current portion of estimated insurance liabilities
Due to affiliates, net
Other current liabilities

Total current liabilities

Long-term debt, net of current portion:
Notes payable
Civic facility revenue bonds
Capital lease obligations

Total long-term debt, net of current portion

QOther liabilities

Estimated insurance liabilities. net of current portion

Total liabilities
Net assets:
Unrestricted
Temporarily restricted
Permanently restricted
Total net assets

Commitments and contingencies (notes 6 and 9)

Total liabilities and net assets

See accompanying independent auditor's report.

December 31, 2016
with comparative consolidated amounts for 2015

Schedule 1

Faxton-
Faxton- St. Luke's
St. Luke's Healthcare Consolidated
Healthcare Foundation  Eliminations 016 2015
$ - - - - 5,623,000
3,186,209 - - 3,186,209 3,752,367
4,076,665 - - 4,076,665 3,825.676
15,119,400 31,472 - 15,150,872 15,134,168
12,095,220 - - 12,095,220 10,392,132
4,623,654 - - 4,623,654 5,798,357
- 164,056 (164,056) - -
4,518,701 131,496 - 4,650,197 3.032,187
43,619,849 327.024 {164,056) 43,782,817 47,557,887
5,218,968 - - 5,218,968 4,463,569
14,149,514 - - 14,149,514 14,723,963
5,483,062 - - 5.483.062 6.284.814
24,851,544 - - 24,851,544 25,472,346
36,713,497 - - 36,713,497 30,846,580
5,057.692 - - 5.057.692 3.994.434
110,242,582 327,024 (164,056) 110,405,550 107,871,247
132,869,688 2,840,607 (2,840,607) 132,869,688 127,892,575
3,829,129 3,797,930 {3,797,930) 3,829,129 4,258,135
4,528,164 - - 4.528.164 4,528,164
141,226,981 6.638.537 (6,638.537)  141,226.981 136.678.874
§ 251,469,563 6,965,561 (6,802,593) 251,632,531 244,550,121
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FAXTON-ST. LUKE’S HEALTHCARE AND AFFILIATE

Consolidating Statements of Operations and Changes in Net Assets

Year ended December 31, 2016
with comparative consolidated amounts for 2015

Schedule 2

Faxton-
Faxton- St. Luke’s
St. Luke's Healthcare Consolidated
Healthcare Foundation Eliminationg 2016 201
Unrestricted revenues, gains and other support:
Patient service revenue {net of contractual allowances
and discounts) $ 273,563,013 - - 273,563,013 267,603,957
Provision for bad debts {5,277,188) - - (5,277,138) (5,387,923}
Net patient service revenue less provision
for bad debts 268,285,825 - - 268,285,825 262,216,034
Other operating revenue 16,830,683 - - 16,830,683 13,985,931
Net assets released from restrictions
used for operations 293,032 2,083,349 (1,635,110) 741,271 900,853
Total unrestricted revenues, gains
and other support 285,409,540 2,083,349 (1,635,110) 285,857,779 277.102,818
Expenses;
Salaries and wages 137,717,892 308,805 - 138,026,697 129,371,185
Employee benefits 24,912,686 71,462 - 24,984,148 26,411,289
Supplies and other 105,543,613 2,048,983 (1,635,110) 105,957,486 101,516,920
Depreciation and amortization 14,272,035 713 - 14,272,748 16,078,436
Interest 1,743,087 - - 1,743,087 1,998,101
New York State gross receipts taxes 1,102,309 - - 1,102,309 1,069,659
Total expenses 285,291,622 2,429,963 (1,635,110) 286,086,475 276,445,590
Net income {loss) from operations 117,918 (346,614) - (228,696) 657,228
Other revenue (expense):
Contributions and other unrestricted revenue (expense) (191,716} 112,849 - (78,867 (1,465,539}
Investment income, net of fees 1,032,218 125,960 - 1,158,178 2,997,110
Total other revenue, net 840,502 238,809 - 1,079,311 1,531,571
Excess (deficiency) of revenues over expenses $ 958,420 (107,805) - 850,615 2,188,799
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FAXTON-ST. LUKE'S HEALTHCARE AND AFFILIATE

Consolidating Statements of Operations and Changes in Net Assets, Continued

Year ended December 31, 2016
with comparative consolidated amounts for 2015

Unrestricted net assets:
Excess (deficiency) of revenues over expenses
Change in fair value of interest rate swaps
Change in interest in unrestricted net assets
of Foundation
Net assets released for capital acquisitions
Contributions'used for capital acquisitions
Transfer to affiliate
Reserve for doubtful accounts due from affiliate
Change in net unrealized gains and losses
on investments

Increase (decrease) in unrestricted net assets
Temporarily restricted net assets:
Contributions
Change in value of charitable trusts
Net assets released from restrictions
Change in interest in temporarily restricted net
assets of Foundation

Increase (decrease) in temporarily restricted
net assets

Total increase (decrease) in net assets
Net assets at beginning of year

Net assets at end of year

See accompanying independent auditor's report.

Schedule 2

Faxton-
Faxton- St. Luke's
St. Luke's Healthcare Consglidated
Healthcare Foundation  Eliminations 2016 2015
958,420 (107,805) - 850,615 2,188,799
633,888 - - 633,888 241,570
61,219 - (61,219) - -
1,342,078 - - 1,342,078 780,004
41,750 - - 41,750 85,094
- - - - (450,000)
(1,665,000) - “ {1,665,000) -
3,604,758 169,024 - 3,773,782 (6,822,127)
4,977,113 61,219 (61,219) 4,977,113 (3,976,660)
- 1,436,343 - 1,436,343 1,998,338
- 218,000 - 218,000 (13,000)
- (2,083,349) - (2,083,349) (1,680,857)
(429,006) - 429,006 - -
(429,006) {429,006) 429.006 (429,006) 304,481
4,548,107 (367,787) 367,787 4,548,107 (3,672,179)
136,678,874 7,006,324 (7,006,524) 136,678,874 140,351,053
141,226,981 6,638,537 (6,038,537) 141,226,981 136,678,874
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I_Fust Charles Chambers LLP

CERTIFIED PUBLIC AGCOUNTANTS

INDEPENDENT AUDITOR’S REPORT

The Board of Directors
Mohawk Valley Health System:

We have audited the accompanying consolidated financial statements of St. Elizabeth Medical
Center and Affiliate, which comprise the consolidated balance sheets as of December 31, 2016
and 2015, and the related consolidated statements of operations and 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 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 consolidated financial statements that are free from
material misstatement, whether due to fraud or error.

Auditor’s Responsibility

Qur 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 audits 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
auditor’s 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.

I {Continued})
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st Charles Chambers LLP

CERTIFIED PUBLIC ACCOUNTARTS

The Board of Directors
Page 2 of 2

Opinion
In our opinion, the consolidated financial statements referred to above present fairly, in all material
respects, the financial position of St. Elizabeth Medical Center and Affiliate as of December 31,

2016 and 2015, and the results of its operations, changes in net assets and cash flows for the years
then ended in accordance with accounting principles generally accepted in the United States of

America.
QM;L— . &,LLWP

May 22, 2017



ST. ELIZABETH MEDICAL CENTER

AND AFFILIATE

Consolidated Balance Sheets

December 31, 2016 and 2015

Assets

Current assets:
Cash and cash equivalents
Assets limited as to use
Investments

Patient accounts receivable, net of allowance for doubtful
accounts of approximately $5,400,000 in 2016 and

$6,300,000 in 2015
Other current assets
Inventories
Prepaid expenses

Total current assets

Assets limited as to use
Property and equipment, net
Other assets

Total assets

Liabilities and Net Assets

Current liabilities:
Current portion of long-term debt
Current portion of capital lease obligations
Current portion of estimated insurance liabilities
Accounts payable and accrued expenses
Accrued payroll, payroll taxes and benefits
Estimated third-party payor settlements, net
Due to affiliates, net
Other current liabilities

Total current liabilities

Accrued pension liability
Long-term portion of debt
Capital lease obligations
Estimated insurance liabilities
Other long-term liabilities

Total liabilities
Net assets:
Unrestricted
Temporarily restricted
Permanently restricted
Total net assets
Commitments and contingencies (notes 5 and 8§)
Total liabilities and net assets

See accompanying notes to the consolidated financial statements.

3

2016 2015
$ 8200918 5,902,557
109,549 63,909
9,690,864 9,391,986
24,272,573 25,942,360
2,122,661 1,738,811
5,792,039 5,590,544
1,579,098 1,390,560
51,767,702 50,020,727
3,934,345 4,003,224
64,604,940 70,615,095
816,347 1,260,723

$ 121,123,334 125,899,769
1,619,248 1,550,550
343,825 404,670
2,843,746 1,236,428
16,768,469 18,864,923
7,868,797 7,724,790
3,854,892 3,545,389
1,879,496 5,181,453
250,466 316,380
35,428,939 38,824,583
46,815,314 50,183,961
24,936,889 26,452,589
585,888 929,713
3,665,471 4,381,699
678,498 536,284
112,110,999 121,308,829
7,596,468 3,250,882
469,561 421,769
946,306 918,289
9,012,335 4,590,940

$ 121,123334 125,899,769




ST. ELIZABETH MEDICAL CENTER

AND AFFILIATE

Consolidated Statements of Operations and Changes in Net Assets

Years ended December 31, 2016 and 2015

Unrestricted revenues, gains and other support:
Patient service revenue (net of contractual allowances
and discounts)
Provision for bad debts

Net patient service revenue less provision
for bad debts

Other operating revenue
Net assets released from restrictions used for operations

Total unrestricted revenues, gains and
other support

Expenses:
Salaries and wages
Employee benefits
Supplies and other
Depreciation and amortization
Interest -
New York State gross receipts taxes

Total expenses
Gain (loss) from operations
Other revenue:
Contributions and other unrestricted revenue
Investment income, net of fees
Total other income

Excess (deficiency) of revenues over expenses

Change in net unrealized gains and losses on investments

Pension related changes other than net periodic pension cost

Contribution from affiliate ‘
Investment income (loss) on board designated net assets

Net assets released from restrictions used for capital purposes

Increase (decrease) in unrestricted net assets

016

$ 217,633,469

015

205,681,545

(6,268,979)  (7,845,812)
211,364,490 197,835,733
6,225,037 6,701,146
21,250 40,469
217,610,777 204,577,348
103,019,932 101,720,950
22,809,678 21,560,839
78,642,213 73,080,786
10,454,515 10,605,624
1,427,239 1,554,662
674,428 614,897
217,028,005 209,137,758
582,772 (4,560,410)
73,237 96,477
355,557 342,288
428,794 438,765
1,011,566 (4,121,645)
205,781 (261,537)
2,672,766 270,191
; 450,000
261,472 (56,094)
194,001 519,162
4,345,586 (3,199,923)

(Continued)



ST. ELIZABETH MEDICAL CENTER
AND AFFILIATE

Consolidated Statements of Operations and Changes in Net Assets, Continued

2016 015
Temporarily restricted net assets:
Contributions 227,191 409,435
Change in net unrealized gains and losses on investments 22,510 42,548
Interest income on permanently restricted net assets 13,342 14,619
Net assets released from restrictions (215,251) (559,631)
Increase (decrease) in temporarily restricted net assets 47,792 (93,029)
Permanently restricted net assets:
Contributions 28,017 34,258
Increase in permanently restricted net assets 28,017 34,258
Total increase (decrease) in net assets 4,421,395 (3,258,694)
Net assets at beginning of year 4,590,940 7,849,634
Net assets at end of year b 9,012,335 4,590,940

See accompanying notes to the consolidated financial statements.

5



ST. ELIZABETH MEDICAL CENTER

AND AFFILIATE

Consolidated Statements of Cash Flows

Years ended December 31, 2016 and 2015

Cash flows from operating activities:
Change in net assets
Adjustments to reconcile change in net assets to net cash
provided by operating activities:
Depreciation and amortization
Provision for bad debts
Amortization of debt issnance costs
Contribution from affiliate
Decrease in pension related changes other
than net periodic pension cost
Change in net unrealized gains and losses on investments
Investment (loss) income on board designated net assets
(Gain) loss on sale of assets
Contributions received for long-term purposes
Changes in operating assets and liabilities:
Patient accounts receivable
Inventories
Due to affiliate, net
Prepaid expenses
Other assets
Accounts payable and accrued expenses
Estimated third-party payors settlements, net
Accrued pension liability
Other liabilities

Net cash provided by operating activities

Cash flows from investing activities:
Purchases of property and equipment
Proceeds from sale of property and equipment
Change in assets limited as to use
Change in investments, net

Net cash used in investing activities

Cash flows from financing activities:
Short-term borrowings paid off
Proceeds from (payments on) affiliate advances
Proceeds from long-term debt
Principal payments of long-term debt and capital
lease obligations
Contributions received for long-term purposes

Net cash used in financing activities
Net increase in cash and cash equivalents

Cash and cash equivalents at beginning of year
Cash and cash equivalents at end of year

See accompanying notes to the consolidated financial statements.
6

$

016 015
4,421,395 (3,258,694)
10,454,515 10,605,624
6,268,979 7,845,812
88,441 88,441
- (450,000)
(2,672,766) (270,191)
(205,781) 261,537
(261,472) 56,094
(15,388) 22,424
(194,001) (443,543)
(4,599,192) (5,726,271)
(201,495) (495.,408)
448,043 1,594,550
(188,538) (486,799)
60,526 (622,515)
(2,645,017) (1,180,713)
309,503 110,125
(695,881) (60,483)
967,390 (150,986)
11,339,261 7,439,004
(3,751,790) (5,968,754)

15,388 -
490,492 (314,742)
(298,878) 631,082
(3,544,788) (5,652,414)
- (4,000,000)
(3,750,000) 3,750,000
- 500,000
(1,940,113) (1,945,900)
194,001 443,543
(5,496,112) (1,252,357)
2,298,361 534,233
5,902,557 5,368,324
8,200,018 5,902,557




ST. ELIZABETH MEDICAL CENTER
AND AFFILIATE

Notes to Consolidated Financial Statements

December 31, 2016 and 2013

(1) Description of Organization and Summary of Significant Accounting Policies

(a)

(b)

Organization

St. Elizabeth Medical Center (the Medical Center) is a voluntary not-for-profit acute care
facility located in Utica, New York. The Medical Center provides medical, surgical, and
psychiatric inpatient services. In addition, the Medical Center offers outpatient general
diagnostic, ambulatory care, physical therapy, and emergency care services.

St. Elizabeth Medical Center Foundation, Inc. (the Foundation) is a not-for-profit
organization whose primary purpose is to solicit, collect, and invest funds on behalf of the
Medical Center. :

Mohawk Valley Health System (MVHS), a not-for-profit corporation, and Partners in
Ministries, Inc., which is sponsored by the Sisters of St. Francis of the Neumann
Communities, are co-members of the Medical Center. MVHS is also the sole corporate
member of various other organizations involved in providing healthcare services to the
Mohawk Valley Region.

New Accounting Pronouncement

In April 2015, the FASB issued ASU 2015-03, "Interest - Imputation of Interest (Subtopic
835-30): Simplifying the Presentation of Debt Issuance Costs", which simplifies the
presentation of debt issuance costs to be presented as a deduction from the corresponding
debt liability. Amortization of debt issuance costs shall be reported as interest expense.
ASU 2015-03 is effective for financial statements issued for fiscal years beginning after
December 15, 2015 and is to be applied on a retrospective basis for all previous periods
presented. The Medical Center adopted ASU 2015-03 as of and for the year ended
December 31, 2016. The retrospective adoption of ASU 2015-03 resulted in a decrease to
long-term assets, and long-term liabilities of $665,584 on the balance sheet for the year
ended December 31, 2015, a reclassification of $88,441 of amortization of debt issuance
costs from depreciation and amortization to interest expense on the consolidated
statements of operations and changes in net assets and cash flows (cash flows from
operations) for the year ended December 31, 2015, but had no effect on deficiency of
revenues over expenses or net assets as of or for the year ended December 31, 2015.

7 (Continued)



ST. ELIZABETH MEDICAL CENTER
AND AFFILIATE

Notes to Consolidated Financial Statements

(1) Description of Organization and Summary of Significant Accounting Policies, Continued

(c) Basis of Accounting

The accompanying consolidated financial statements include the accounts of the Medical
Center and the Foundation. The Medical Center is the sole corporate member of the
Foundation. For financial reporting purposes, the Medical Center is considered the
reporting entity. All significant intercompany balances and transactions have been
eliminated in the consolidated financial statements.

As a member of MVHS, the Medical Center is affiliated with and transacts business with
other healthcare providers in the MVHS network, Faxton-St. Luke’s Healthcare
(Healthcare), provides acute care. Senior Network Health, LLC (SNH), provides
Medicaid managed care to seniors. St. Luke’s Residential Healthcare Facility (SLH),
provides long-term healthcare. Mohawk Valley Home Care, LLC (MVHC), provides
nursing services. Visiting Nurse Association of Utica and Oneida County, Inc. (VNA),
provides home health care services.

(d) Use of Estimates

©

0

The preparation of consolidated 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 reported amounts of assets and liabilities
and 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.

Collective Bargaining Agreements

At December 31, 2016, the Medical Center had approximately 58% of its employees
working under collective bargaining agreements. Certain agreements expire in September
2017. One agreement expires in June 2019.

Cash and Cash Equivalents

Cash and cash equivalents include certain investments in highly liquid debt instruments
with original maturity of three months or less at date of purchase excluding amounts
classified as assets limited as to use.

8 (Continued)



ST. ELIZABETH MEDICAL CENTER
AND AFFILIATE

Notes to Consolidated Financial Statements

(1) Description of Organization and Summary of Significant Accounting Policies, Continued

() Investments and Assets Limited as to Use

Investments, assets limited as to use and pension plan assets are reported at fair value.
FASB ASC No. 820, Fair Value Measurement (ASC 820), defines fair value as the price
that would be received to sell an asset or paid to transfer a liability in an orderly transaction
between market participants at the measurement date, See note 12 for discussion on fair
value measurements.

Investment income or loss (including realized gains and losses on investments, interest
and dividends) is included in the excess (deficiency) of revenues over expenses unless the
income or loss is restricted by donor or law. Unrealized gains and losses on investments
are excluded from the excess (deficiency) of revenues over expenses since none of the
investments are classified as trading securities.

The Medical Center invests in various investment securities. Investment securities are
exposed to various risks, such as interest rate, market and credit risks. Due to the level of
risk associated with certain investment securities, it is at least reasonably possible that
changes in the values of investment securities will occur in the near term and that such
changes could materially affect the Medical Center’s net assets.

(h) Inventories

(i)

Inventories are stated at the lower of average cost or net realizable value,

Property and Equipment

Property and equipment acquisitions are recorded at cost, if purchased, or at fair value at
the date of acquisition when acquired by gift. Property and equipment which is purchased
under capital leases is stated at the lower of the present value of minimum lease payments
at the beginning of the lease term or the fair market value at the inception of the lease.

Depreciation of property and equipment is calculated over the estimated useful life of each
class of depreciable asset ranging from 2-40 years using the straight-line method. Property
and equipment held under capital leases is amortized on the straight-line method over the
lesser of the estimated useful life of the asset or the lease term. Amortization of equipment
under capital leases is included in depreciation and amortization expense.

9 {Continued)



ST. ELIZABETH MEDICAL CENTER
AND AFFILIATE

Notes to Consolidated Financial Statements

(1) Description of Organization and Summary of Significant Accounting Policies. Continued

()

)

k)

U

Property and Equipment, Continued

Gifts of long-lived assets, such as land, buildings or equipment are reported as unrestricted
support and are excluded from the excess (deficiency) of revenues over expenses, uniess
explicit donor stipulations specify how the donated asset 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,

Unamortized Debt Issuance Costs

Debt issuance costs are amortized using the straight-line method, which approximates the
effective interest method over the terms of the related debt obligations. At December 31,
2016 and 2015, the accumulated amortization on the debt issuance costs was
approximately $1,255,000 and $1,167,000, respectively. Amortization expense amounted
to approximately $88,000 in 2016 and 20135, respectively, and is included in interest
expense within the consolidated statements of operations and changes in net assets.

Temporarily Restricted Net Assets

Temporarily restricted net assets are those whose use has been limited by donors to a
specific time period or purpose.

Permanently Restricted Net Assets (Endowment Funds)

The Medical Center maintains various donor-restricted and board-designated funds whose
purpose is to provide long-term support for its charitable programs. In classifying such
funds for financial statement purposes as either permanently restricted, temporarily
restricted or unrestricted net assets, the Board of Directors looks to the explicit directions
of the donor where applicable and the provisions of the laws of the State of New York.
To constitute an endowment under New York State law, the restriction must arise from a
clearly expressed donor limitation, not a limitation from within the beneficiary
organization. The Board of Directors has determined that, absent donor stipulations to the
contrary, the provisions of New York State law do not impose either a permanent or
temporary restriction on the income or capital appreciation derived from the original gift.
Therefore, all income and appreciation derived from the original gift are transferred to
unrestricted net assets absent any restrictions on the use made by the donor. Permanently
restricted net assets consist of endowment funds of $528,864 and $512,105 at
December 31, 2016 and 2015, respectively, and are included in assets limited as to use in
the consolidated balance sheets.
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Notes to Consolidated Financial Statements

(1) Description of Organization and Summary of Significant Accounting Policies, Continued

(I) Permanently Restricted Net Assets (Endowment Funds)

The Medical Center utilizes an investment strategy that emphasizes preservation of
principal and total return consistent with prudent levels of risk. Investments are allocated
over a diversified portfolio of multiple asset classes.

Interpretation of Relevant Law

Prior to September 17, 2010, New York State law required the preservation of an
endowment fund’s historic dollar value. Historic dollar value is defined as the aggregate
fair value in dollars of an endowment fund at the time it becomes an endowment fund,
each subsequent donation to the fund at the time it is made and each accumulation made
pursuant to a direction in applicable gift instrument at the time an accumulation is added
to the fund. The law permitted an organization to spend the income earned by an
endowment fund (i.e. interest, dividends), as well as the net appreciation (realized with
respect to all assets and unrealized with respect to readily marketable assets) of such fund.

On September 17, 2010, the New York Prudent Management of Institutional Funds Act
(NYPMIFA) was signed into New York State law. The most prominent feature of
NYPMIFA is the elimination of the requirement to preserve an endowment fund’s historic
dollar value which allows an organization to spend from an endowment whose market
value has dropped below the historic dollar value, as long as it is deemed prudent under
the organization’s policies. In accordance with NYPMIFA, an organization must consider
the following factors in exercising a standard of prudence:

The duration and preservation of the endowment fund

The purposes of the organization and the donor-restricted endowment fund
General economic conditions

The possible effect of inflation and deflation

The expected total return from income and the appreciation of investments
Other resources of the organization

The investment policies of the organization

Where appropriate, alternatives to spending from the endowment fund and the
possible effects of those alternatives on the organization

NS L

NYPMIFA requires compliance with donor intent when making investment or spending
decisions with respect to an endowment fund. In addition, NYPMIFA creates a restriction
on the portion of an endowment fund that is not classified as permanently restricted net
assets, even in the absence of a donor restriction. Such portion is classified as temporarily
restricted net assets until appropriated for expenditure by the organization.
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Notes to Consolidated Financial Statements

(1) Description of Organization and Summary of Significant Accounting Policies. Continued
() Permanently Restricted Net Assets (Endowment Funds), Continued

Interpretation of Relevant Law, Continued

The Medical Center has interpreted NYPMIFA as requiring the preservation of the
purchasing power of the donor restricted endowment funds absent explicit donor
stipulations to the contrary. As a result, the Medical Center continues to classify
permanently restricted net assets at the historic dollar value of the fund in accordance with
donor instructions.

Funds with Deficiencies

From time to time, the fair value of assets associated with individual donor-restricted
endowment funds may fall below the level that the donor or NYPMIFA requires the
Medical Center to retain as a fund of perpetual duration. If the situation were to occur,
the deficiency would be recorded in the Medical Center’s unrestricted net assets. A
deficiency did not exist at December 31, 2016 or 2015.

Return Objectives, Strategies, Spending Policy and Investment Objectives

The Medical Center has adopted investment and spending policies for endowment assets
that attempt to provide a predictable stream of funding to programs supported by its
endowment. Under this policy, as approved by the Board of Directors, the endowment
assets are to be invested in a well-diversified asset mix that can be expected to generate
acceptable long-term returns at an acceptable level of risk. The Medical Center targets a
diversified asset allocation that places a greater emphasis on equity-based investments and
bonds to achieve its long-term return objectives within prudent risk constraints.

(m) Insurance Claims and Related Recoveries

The Medical Center recognizes liabilities associated with malpractice claims or similar
contingent liabilities when the incidents that give rise to the claims occur. Further, the
liability shall not be presented net of anticipated insurance recoveries. Any amounts
expected to be reimbursed from an insurance company are presented in other assets. For
the years ended December 31, 2016 and 2015, $375,000 and $708,000, respectively, has
been recognized in these statements as a liability and a corresponding asset has been
recorded to account for the anticipated recovery from the insurance company.
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Notes to Consolidated Financial Statements

(1) Description of Organization and Summary of Significant Accounting Policies, Continued

{n) Net Patient Service Revenue and Patient Accounts Receivable

The Medical Center has agreements with third-party payors that provide for payments at
amounts different from their established rates. Inpatient acute care services rendered are
paid at prospectively determined rates per discharge in accordance with the Federal
Prospective Payment System (PPS) for Medicare and generally at negotiated or otherwise
pre-determined amounts under the provisions of the New York Health Care Reform Act
(HCRA) and related legislation for all other payors. Reimbursement rates for Medicaid,
Workers’ Compensation, and No-Fault are determined on a prospective basis defined by
HCRA that is based on clinical, diagnostic, and other factors. Inpatient nonacute and
outpatient services are paid at various rates under different arrangements with third-party
payors, commercial insurance carriers and health maintenance organizations. The basis
for payment under these agreements includes prospectively determined per diem and per
visit rates, discounts from established charges, fee schedules, and reasonable cost.
Medicare outpatient services are paid under a prospective payment system whereby
services are reimbursed on a predetermined amount for each outpatient procedure, subject
to various mandated modifications.

Net patient service revenue is recognized in the period services are performed, is reported
at estimated net realizable amounts from patients, third-party payors, and others for
services rendered and includes estimated retroactive revenue adjustments due to future
audits, reviews and investigations. Retroactive adjustments are considered in the
recognition of revenue on an estimated basis in the period the related services are rendered,
and such amounts are adjusted in future periods as adjustments become known or as years
are no longer subject to such audits, reviews, and investigations.

In addition, under HCRA, all Non-Medicare payors are required to make surcharge
payments for the subsidization of indigent care and other health care initiatives. The
percentage amounts of the surcharge varies by payor and applies to a broader array of
health care services. Also, certain payors are required to make a covered lives payment
to further fund the indigent care pools and other health care initiatives for inpatient
services or through voluntary election to pay a covered lives assessment directly to the
New York State Department of Health (DOH). The funds are distributed to the hospitals
based on each hospital’s level of bad debt in relation to all other hospitals. The Medical
Center recorded distributions of approximately $1,165,000 and $1,260,000 for the years
ended December 31, 2016 and 2015, respectively, from the indigent care pool.
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Notes to Consolidated Financial Statements

(1) Description of Organization and Summary of Significant Accounting Policies, Continued

(n) Net Patient Service Revenue and Patient Accounts Receivable, Continued

Both federal and New York State regulations provide for certain adjustments to current
and prior years’ payment rates and indigent care pool distributions based on industry-wide
and hospital-specific data. The Medical Center has established estimates based on
information presently available of the amounts due to or from Medicare, Medicaid,
workers’ compensation and no-fault payors and amounts due from the indigent care pool
for such adjustments. Those adjustments which can be reasonably estimated have been
provided for in the accompanying consolidated financial statements. The Medical Center
has estimated the potential impact of such adjustments based on the most recent
information available.

The Medical Center is required to prepare and file various reports of actual and allowable
costs annually. Provisions have been made in the consolidated financial statements for
prior and current years’ estimated final settlements to the Medicare program and other
third-party payors. The difference between the amount provided and the actual final
settlement is recorded as an adjustment to net patient service revenue in the year the final
settlement is determined. The Medical Center recorded adjustments for estimated
settlements with third-party payors related to either settlement of prior year issues or
changes in estimates resulting in an increase of approximately $3,640,000 and $987,000
in net patient service revenue for the years ended December 31, 2016 and 2015,
respectively. The laws and regulations governing the reimbursement for healthcare
services are extremely complex and subject to interpretation. Third-party payors retain the
right to review and propose adjustments to amounts requested and recorded by the
Medical Center. As a result, there is at least a reasonable possibility that recorded
estimates will change by a material amount in the near future. As of December 31, 2016,
all cost reports through 2015 have been filed and Medicare cost reports through 2013 have
been final settled. In accordance with FASB ASC Topic 954 any amounts recognized as
bad debt reduces net patient service revenue in the period in which the bad debt is
recognized.
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Notes to Consolidated Financial Statements

(1) Description of Organization and Summary of Significant Accounting Policies, Continued

(n) Net Patient Service Revenue and Patient Accounts Receivable, Continued

For the years ended December 31, 2016 and 2015, revenue from the Medicare and
Medicaid programs accounted for approximately 61% and 63%, respectively, of the
Medical Center’s net patient service revenue. Patient service revenue, net of contractual
allowances and discounts (but before the provision for bad debts) from these major payor
sources, is as follows for the years ended December 31:

2016
Commercial
Government insurance
payors and others Self-pay Total
Patient service revenue
{net of contractual
allowances and
discounts) $ 133,032,718 76,830,529 7,770,222 217,633,469
2015
Commercial
Government insurance
payors and others Self-pay Total
Patient service revenue
(net of contractual
allowances and
discounts) $ 128,793,101 70,366,060 6,522,384 205,681,545

Additions to the allowance for doubtful accounts are made by means of the provision for
bad debts. Aecounts written off as uncollectible are deducted from the allowance and
subsequent recoveries are added. The amount of the provision for doubtful accounts is
based upon management’s assessment of historical expected net collections, business and
economic conditions, trends in federal and state governmental health care coverage and
other collection indicators. Services rendered to individuals when payment is expected
and ultimately not received are written off to the allowance for doubtful accounts.
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Notes to Consolidated Financial Statements

(1) Description of Organization and Summary of Significant Accounting Policies, Continued

(n) Net Patient Service Revenue and Patient Accounts Receivable. Continued

The Medical Center grants unsecured credit to its patients, most of whom are local
residents and are insured under third-party payor agreements. The mix of gross
receivables from patients and third-party payors at December 31 was as follows:

2016 2015
Medicare 49% 42%
Medicaid 14% 18%
Self-pay 12% 13%
Insurance and all others 25% 27%

100% 100%

The Medical Center’s reserve for doubtful accounts was approximately 78% of self-pay
accounts receivable at December 31, 2016 and 2015, The Medical Center has not changed
its charity care policy during 2016 or 2015, The Medical Center does maintain and
allowance for doubtful accounts of approximately 5% at December 31, 2016 and 2015
from third-party payors.

(o) Charity Care

The Medical Center provides care to patients who meet certain criteria under its charity
care policy without charge or at amounts less than its established rates. The Medical
Center’s policy is not to pursue collection of amounts determined to qualify as charity
care; therefore, these amounts are not reported in net patient service revenue. During 2016
and 2013, costs incurred by the Medical Center in the provision of charity care were based
on the ratio of the Medical Center’s costs to gross charges and approximated $340,000
and $225,000 for the years ended December 31, 2016 and 2015, respectively.

(p) Contributions

Unconditional promises to give cash and other assets are reported at fair value at the date
the promise is received, which then are treated as cost. Conditional promises to give and
indications of intentions to give are reported at fair value at the date the gift is received.
Contributions 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 and changes in net assets as net
assets released from restrictions.
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Notes to Consolidated Financial Statements

(1) Description of Organization and Summary of Significant Accounting Policies. Continued

{q) Medicare and Medicaid Electronic Health Record Incentive Program

(r)

The American Recovery and Reinvestment Act of 2009 included provisions for
implementing health information technology under the Health Information Technology
for Economic and Clinical Health Act (HITECH). The provisions were designed to
increase the use of electronic health record (EHR) technology and to establish the
requirements for a Medicare and Medicaid incentive payment program beginning in 2011
for eligible providers that adopt and meaningfully use certified EHR technology.
Eligibility for annval Medicare incentive payments is dependent on providers
demonstrating meaningful use of EHR technology in each period over a four-year period.
Initial Medicaid payments are available to providers that adopt, implement or upgrade
certifitd EHR technology. Providers must demonstrate meaningful use of such
technology in subsequent years to qualify for additional Medicaid incentive payments.

The Medical Center uses a grant accounting model to recognize revenue for the Medicare
and Medicaid EHR incentive payments. EHR incentive payments are recognized as
revenue when it is reasonably assured that the meaningful use criteria for the required
period of time have been achieved and the revenue will be received. The Medical Center
recognized Medicare incentive payments totalling approximately $1,131,000 for the year
ended December 31, 2015 as other operating revenue in the accompanying consolidated
statements of operations and changes in net assets. The Medical Center did not recognize
any incentive payments in 2016. Income from Medicare incentive payments will be
subject to retrospective adjustment upon final settlement of the applicable cost report from
which payments are calculated. Additionally, the Medical Center’s compliance with the
meaningful use criteria is subject to audit by the federal and New Y ork State governments.

Excess (Deficiency) of Revenues Over Expenses

The consolidated statements of operations and changes in net assets include ecxcess
(deficiency) of revenues over expenses. Changes in unrestricted net assets which are
excluded from excess (deficiency) of revenues over expenses, consistent with industry
practice, include unrealized gains and losses on investments other than trading securities,
permanent transfers of assets to and from affiliates for other than goods and services,
contributions of long-lived assets (including assets acquired using contributions which by
donor restriction were to be used for the purposes of acquiring such assets), and pension
liability adjustments in accordance with FASB ASC Subtopic 715-30, Compensation-
Retirement Benefits, Defined Benefit Plans - Pension.
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Notes to Consolidated Financial Statements

(1) Description of Organization and Summary of Significant Accounting Policies, Continued

(s) Income Taxes

®)

(W)

The Medical Center and the Foundation have been recognized as tax-exempt pursuant to
Section 501(c)(3) of the Internal Revenue Code. As of December 31, 2016 and 2015, the
Medical Center and the Foundation did not have any unrecognized tax benefits or any
related accrued interest or penalties. The tax years open to examination by federal and
state taxing authorities are 2013 through 2016. The Medical Center does not anticipate
the total unrecognized tax benefits will change in the next twelve months.

Concentration of Credit Risk

The Medical Center invests cash and cash equivalents with financial institutions, and has
determined that the amount of credit exposure at any one financial institution is immaterial
to the Medical Center’s financial position.

Reclassifications

Certain 2015 amounts have been reclassified to conform to the 2016 consolidated financial
statement presentation.

(v) Subsequent Events

Subsequent events have been evaluated through May 22, 2017, which is the date
consolidated financial statements were available to be issued.

In April 2017, MVHS was notified by the New York State Department of Health of an
award of $300 million granted under the Statewide Health Care Facility Transformation
Program. This program provides funds to health care providers for the purpose of
strengthening and protecting continued access to health care services in communities
throughout New York State which are associated with a merger, consolidation or
significant corporate restructuring activity that is part of an overall transformation plan
intended to create a financially sustainable system of care. This award will be used by
MVHS to consolidate inpatient care from Healthcare and the Medical Center into one,
new integrated health campus. The cost projection for the new campus is estimated to be
$480 million for a 750,000 square-foot facility. The remaining $180 million will come
from MVHS capital, bonds and fundraising. The planning and construction for this
project is expected to take approximately 5 years.
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(2) Assets Limited as to Use and Investments

The composition of assets limited as to use and investments, at fair value, at December 31,
2016 and 2015 is set forth in the tables below:

016 015
Under bond indenture agreements:
Cash and cash equivalents 3 - 62,320
Commercial paper 2,532,239 2,502,954
2,532,239 2,565,274
Less current portion for bond interest fund 109,549 63,909
Debt service reserve fund 2,422 690 2,501,365
Restricted by donors:
Cash and cash equivalents 565,744 585,191
Common stock 240,065 202,529
Domestic equity mutual funds 215,921 214,521
U.S. government and agency debt securities 37,938 48,670
Total restricted by donors 1,059,668 1,050,911
Held in escrow - cash and cash equivalents 451,987 450,948
Total assets limited as to use - long-term  § 3,934,345 4,003,224
Investments:
Cash and cash equivalents $ 89,811 122,128
Certificates of deposit 140,135 199,601
Common stock 3,641,024 3,415,134
Exchange traded funds 402,870 341,339
Mutual funds 2,152,960 1,758,290
U.S. government and agency debt securities 25,353 581,091
Domestic corporate bonds 2,830,340 2,420,615
Municipal bonds 408,371 553,788
Total investments $ 9,690,864 9,391,986
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(2) Assets Limited as to Use and Investments, Continued

Investment income, excluding temporarily restricted, is as follows for the years ended
December 31:

2016 015
Investment income:
Interest and dividends, net of fees $ 326,893 345,620
Realized gain (loss) on sale of investments 28,664 (3,332)
355,557 342,288
Change in net unrealized gains and losses and
investments 205,981 (261,537)
$ 561,538 80,751

The Medical Center continually reviews investments for other-than-temporary impairment
whenever the fair value of an investment is less than amortized cost and evidence indicates
that an investment’s carrying amount is not recoverable within a reasonable period of time.
In the evaluation of whether an impairment is other-than-temporary, the Medical Center
considers the reasons for the impairment, its ability and intent to hold the investment until the
market price recovers or the investment matures, compliance with its investment policy, the
severity and duration of the impairment, and expected future performance.

The Medical Center’s investments in common stocks, mutual funds, debt securities and
corporate bonds consist of investments diversified in several different industries. The Medical
Center evaluated the near-term prospects of the issuer in relation to the severity and duration
of impairment. Based upon the evaluation and the Medical Center’s ability and intent to hold
the securities for a reasonable period of time sufficient for a forecasted recovery of fair value,
the Medical Center does not consider the securities in an unrealized loss position to be other-
than-temporarily impaired at December 31, 2016 or 2015,
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(3) Property and Equipment

4)

Property and equipment at December 31 are as follows:

2016 2015

Land $ 768,605 768,605

Land improvements 6,014,329 5,964,923

Buildings 75,731,932 74,610,510

Fixed equipment 55,732,449 55,518,219

Moveable equipment 65,948,782 63,151,979
Property and equipment under capitalized

leases 3,717,904 3,717,904

207,914,001 203,732,140

Less accumulated depreciation and amortization 144,244,469 133,840,376

63,669,532 69,891,764

Construction-in-progress 035,408 723,331

Property and equipment, net $ 64,604,940 70,615,095

Depreciation and amortization expense for 2016 and 2015 was approximately $10,455,000

and $10,606,000, respectively.

Construction-in-progress at December 31, 2016 consists of various infrastructure and

information technology projects at the Medical Center.

Short-Term Borrowings

The Medical Center maintains a line of credit with a lender which provides for borrowings up
to $6,000,000 at December 31, 2016 secured by the Medical Center’s College of Nursing
building and up to $7,000,000 of eligible accounts receivable, as defined. Borrowings against
this line of credit are payable on demand and bear interest at the lender’s prime rate. There

were no borrowings on the line as of December 31, 2016 and 2015.

21

(Continued)



ST. ELIZABETH MEDICAL CENTER
AND AFFILIATE

Notes to Consolidated Financial Statements

(5) Long-Term Debt and Iease Obligations

Long-term debt at December 31 is as follows:

2016 2015
Series 1999-A Bonds ($11,540,000 and
$12,080,000 principal amount less unamortized
discount of $64,686 and $71,983 at
December 31, 2016 and 2015, respectively)(a) § 11,475,314 12,008,017
Series 1999-B Bonds ($5,720,000 and
$6,220,000 principal amount less unamortized
discount of $73,236 and $80,636 at
December 31, 2016 and 2015, respectively) (b) 5,646,764 6,139,364
Series 2006-A Bonds (c) 8,000,000 8,000,000
Term loan (d) 632,062 844,807
Loans payable to Sisters (e) 1,379,140 1,676,535
27,133,281 28,668,723

Less unamortized debt issuance costs 577,143 665,584
Less current portion 1,619,248 1,550,550

Long-term debt, net $ 24,936,889 26,452,589

(a) In April 1999, the Medical Center obtained financing of $15,000,000 through the
placement of Oneida County Industrial Development Agency Civic Facility
Revenue Bonds, Series 1999-A (the Series 1999-A Bonds). The Series 1999-A
Bonds mature as follows: $1,965,000 through December 2019 with interest payable -
semiannually at an annual rate of 5.750%; and an additional $9,575,000 through
December 2029 with interest payable semiannually at an annual rate of 5.875%. The
Medical Center is required to make annual sinking fund payments to be used for
mandatory redemption of the Series 1999-A Bonds ranging from $620,000 to
$1,220,000 through December 2029. The Medical Center is also required to
maintain certain covenants under the Bond agreement including minimum debt
service coverage. The Medical Center is in compliance with its covenants at
December 31, 2016 and 2015.
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(5) Long-Term Debt and Lease Obligations, Continued

(b) In June 1999, the Medical Center obtained additional financing of $15,000,000
through the placement of Oneida County Industrial Development Agency Civic
Facility Revenue Bonds, Series 1999-B (the Series 1999-B Bonds). The Series
1999-B Bonds mature as follows: $465,000 through December 2019 with interest
payable semiannually at an annual rate of 6.00%; and an additional $5,255,000
through December 2029 with interest payable semiannually at an annual rate of
6.00%. The Medical Center is required to make annual sinking fund payments to be
used for mandatory redemption of the Series 1999-B Bonds ranging from $190,000
to $770,000 through December 2029. The Medical Center is also required to
maintain certain covenants under the Bond agreement including minimum debt
service coverage. The Medical Center is in compliance with its covenants at
December 31, 2016 and 2015.

{c) In June 2006, the Medical Center obtained additional financing of $14,000,000
through the placement of Oneida County Industrial Development Agency Multi-
Mode Variable Rate Civic Facility Revenue Bonds Series 2006-A (the Series 2006-
A Bonds). The 2006-A Bonds were issued on a parity basis with the 1999-A and
1999-B bonds. The Series 2006-A bonds mature in June 2026. Interest is paid
monthly based on the Securities Industry and Financial Markets Association
Municipal Swap Index. The average rate was 0.77% and 0.09% at December 31,
2016 and 2015, respectively. The Medical Center is required to make sinking fund
payments to provide for the redemption of the Series 2006-A Bonds ranging from
$740,000 to $1,020,000 through 2026. Using both philanthropic funds raised
through the Foundation and proceeds from the sale of a building, the Medical Center
has made early sinking fund payments. As further security for the Bonds, the
Medical Center has entered into a Reimbursement Agreement with HSBC Bank
USA, pursuant to which the Bank has issued an irrevocable direct-pay letter of credit
aggregating the principal amount. The letter of credit will expire on June 21, 2018.
The Medical Center is also required to maintain certain covenants under the Bond
agreement including minimum debt service coverage and minimum day’s cash on
hand. The Medical Center is in compliance with its covenants at December 31, 2016
and 2015.

(d) In September 2014, the Medical Center obtained financing through a term note, for
equipment, with a bank in the amount of $1,100,000. The note is collateralized by
the related equipment. The term note is payable in monthly installments including
interest fixed at 3.95%. The term note matures in September 2019. The Medical
Center is also required to maintain certain covenants including minimum debt
service coverage. The Medical Center is in compliance with its covenants at
December 31, 2016 and 2015.
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(5) Long-Term Debt and Lease Obligations. Continued

(e) The Medical Center has loans outstanding with the Sisters of St. Francis of the
Neumann Communities. All loans are interest free through 2022. Expected principal
payments are approximately $297,000 for 2017, $350,000 for 2018 and $183,000 for
2019 through terms of agreements. In the event that timely principal payments are not
made, the Medical Center will be charged interest at 5%.

Under the indenture of Trust for the Series 1999-A, Series 1999-B, and Series 2006-A Bonds,
the Medical Center is required to maintain certain levels of reserve accounts with the trustee.
Amounts under this agreement have been classified as either current or noncurrent based upon
the anticipated release date of such funds or contractual obligation. The Series 1999-A Bonds,
Series 1999-B Bonds, and Series 2006-A Bonds, described in (a), (b) and (c), respectively,
are secured by a mortgage lien on the property and equipment of the Medical Center, as a
security interest in assets limited as to use.

Future annual principal payments on long-term debt are summarized as follows:

2017 $ 1,619,248
2018 2,365,591
2019 2,397,360
2020 2,323,016
2021 2,433,016
Thereafter 15,995,050

$ 27,133,281

The Medical Center leases various buildings and equipment from vendors with renewable
lease options. The leases were determined to be capital type leases, pursuant to generally
accepted accounting principles. The leases have expiration dates from 2017 through 2022 and
interest rates ranging from 1.63% - 10.72%.

The net book value of the equipment capitalized under lease agreements at December 31,
2016 and 2015 amounted to approximately $1,424,000 and $1,756,000, respectively. Total
future principal and interest payments on these obligations amount to approximately
$1,170,000 of which approximately $240,000 represents interest at December 31, 2016.
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(5) Long-Term Debt and Lease Obligations. Continued

Future minimum lease principal payments under noncancellable operating leases (with initial
or remaining lease terms in excess of one year) and future minimum capital lease payments
as of December 31, 2016 are:

Capital Operating
leases leases
2017 $ 343,825 748,850
2018 96,848 363,994
2019 107,633 273,504
2020 119,619 273,504
2021 132,940 273,504
Thereafter 128,848 660,968
Total minimum lease payments 929,713 § 2,594,324
Less current portion 343,825
$ 585,888

Total rental expense for the years ended December 31, 2016 and 2015 for all operating leases
was approximately $988,000 and $1,067,000, respectively.

(6) Temporarily and Permanently Restricted Net Assets

Temporarily restricted net assets, consisting of cash and cash equivalents and short-term
investments at December 31 are available for the following purposes:

2016 2015
Capital improvements and other $ 209,178 237,225
Scholarships 128,751 110,310
Donor-restricted endowments 131,632 74,234
$ 469,561 421,769

Permanently restricted net assets, consisting of cash and cash equivalents and long-term
investments at December 31 are available for the following purposes:

2016 2015
Endowments for scholarships $ 417,442 406,184
Foundation endowment funds 528,864 512,105
$ 946,306 018,289
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(7) Pension Plans

The Medical Center has a noncontributory defined benefit plan which covers substantially all
employees. Benefits are based on compensation and years of service. In 2003, the Medical
Center applied for and received a favorable determination that its defined benefit plan is that
of a nonelecting church plan under Section 410(d) of the Internal Revenue Code. Under status
as a church plan, the Medical Center has elected to contribute the minimum amounts
calculated as if the plan were subject to ERISA funding requirements.

Effective December 31, 2010, the Plan was amended to freeze benefit accruals for non-
bargaining unit members. Effective January 1, 2012, the Plan was amended to freeze benefit
accruals for the employees of one of the collective bargaining units. Effective April 1, 2013,
the Plan was amended to freeze benefit accruals for the final collective bargaining unit.

The following tables present the changes in the Medical Center’s benefit obligation and plan
assets and funded status as of December 31:

016 015
Change in benefit obligation:
Benefit obligation at beginning of year $ 106,440,336 108,603,253
Interest cost 5,556,747 5,314,583
Actuarial gain (672,053) (4,604,055)
Benefits paid (3,184,420) (2,873,445)
Benefit obligation at end of year $ 108,140,610 106,440,336
Change in plan assets:
Fair value of plan assets at beginning of year 55,999,375 58,088,618
Actual return on plan assets, net 5,271,936 (1,905,835)
Employer contributions 3,372,500 2,817,000
Benefits and administrative expenses paid (3,318,515 (3,000,408)
Fair value of plan assets at end of year 61,325,296 55,999,375

Funded status and accrued pension liability $ (46,815,314) (50,440,961)

The Medical Center made a contribution to the Plan in the amount of $257,000, which was
in-transit as of December 31, 2015 and has been recorded as a reduction of the accrued pension
liability.

26 (Continued)



ST. ELIZABETH MEDICAL CENTER
AND AFFILIATE

Notes to Consolidated Financial Statements

(7) Pension Plans. Continued

The Medical Center had $31,346,378 and $34,336,144 of actuarial net losses in unrestricted
net assets as of December 31, 2016 and 2015, respectively, which have not yet been
recognized as a component of net periodic pension cost. The estimated net loss expected to
be amortized from unrestricted net assets into net periodic pension cost over the next fiscal
year is $1,774,038.

The components of net periodic pension cost for the years ended December 31:

2016 2015
Administrative costs g 127,000 86,000
Interest cost 5,556,747 5,314,583
Expected return on plan assets (4,921,117) (4,718,516)
Amortization of unrecognized net loss 1,973,989 2,331,450
Net periodic pension cost $ 2,736,619 3,013,517

The weighted average assumptions used to determine projected benefit obligations at
December 31 are as follows:

2016 2015
Discount rate 5.24% 531%
Expected long-term return on plan assets 7.50% 8.00%

The weighted average assumptions used to determine net periodic benefit cost for the years
ended December 31 are as follows:

2016 015
Discount rate 531% 4.97%
Expected long-term return on plan assets 8.00% 8.00%
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(7) Pension Plans, Continued

The Medical Center’s defined benefit plan’s investment objectives are to emphasize total
return specifically through long-term growth of capital while avoiding excessive risk, and to
achieve a balanced return of current income and modest growth of principal. In order to
achieve these objectives, the Medical Center has established the following asset allocation

guidelines;

Asset Class Minimum Maximum Preferred
Large cap equity 30% 50% 41%
Small cap equity - 15% 5%
Mid cap equity - 15% 6%
International equity - 25% 16%
Fixed income 20% 80% 32%
Cash and cash equivalents - 5% -

The expected long-term rate of return on plan assets is reviewed annually, taking into
consideration the asset allocation, historical returns on the types of assets held, and the current
economic environment. Based on these factors, it is expected that the pension assets will earn
an average of 7.50% per annum.

Following is a description of the valuation methodologies used for assets measured at fair
value. There have been no changes in the methodologies used at December 31, 2016 or 2015,

Money market fund: Valued at amortized cost which approximates fair value.

Common stocks: Valued at the closing price reported on the active market on which
the individual securities are traded.

Mutual funds: Valued at the daily closing price as reported by the fund. Mutual funds
held by the Plan are open-end and closed-end mutual funds that are registered with the
U.S. Securities and Exchange Commission. These funds are required to publish their
daily net asset value (NAV) and to transact at that price. The mutual funds held by the
Plan are deemed to be actively traded.

Common trust: Valued based on the NAV per unit, without further adjustment. NAV
is based upon the fair value of the underlying investments.

Alternative investments: The investments consist of partnership and hedge funds.
These securities are estimated using current information obtained from the general
partner or investment manager for the respective funds. Investments in private equity
partnerships are generally estimated using partner’s capital balances, and their fair
value of investments are generally estimated using the NAV.
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(7) Pension Plans, Continued

The preceding methods described may produce a fair value calculation that may not be
indicative of net realizable value or reflective of future fair values. Furthermore, although the
plan believes its valuation methods are appropriate and consistent with other market
participants, the use of different methodologies or assumptions to determine the fair value of
certain financial instruments could result in a different fair value measurement at the reporting
date.

The following table presents by level, within the fair value hierarchy, the Plan’s assets as of
December 31:

Assets at fair value as of December 31, 2016

Level 1 Level 2 Level 3 Total
Money market fund - 943,520 - 943,520
Mutual funds 43,722,769 - - 43,722,769
Common trust - 4,886,311 - 4,886,311
Alternative investments - 7,612,313 4,160,383 11,772,696
43,722,769 13,442,144 4,160,383 61,325,296

Assets at fair value as of December 31, 2015

Level 1 Level 2 Level 3 Total

Cash and cash equivalents 2,000,000 - - 2,000,000
Money market fund - 478,559 - 478,559
Common stocks 893,767 - - 893,767
Mutual funds 33,063,571 - - 33,063,571
Comimon trust - 5,000,000 - 5,000,000
Alternative investments - 10,479,778 4,083,700 14,563,478
35,957,338 15,958,337 4,083,700  55,999375
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(7) Pension Plans. Continued

The following table sets forth a summary of changes in the fair value of the Plan’s level 3
assets for the years ended December 31:

Alternative investments

2016 2015
Fair value at January | $ 4,083,700 4,059,197
Unrealized gain, net 76,683 24,503
Fair value at December 31 $ 4,160,383 4,083,700

The Medical Center expects to contribute $3,948,000 to its defined benefit plan in 2017,

The following approximate benefit payments, which reflect expected future service, as
appropriate, are expected to be paid:

Benefit
payments
2017 $ 3,948,000
2018 4,275,000
2019 4,603,000
2020 4,899,000
2021 5,237,000
2022 - 2026 30,814,000
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Pension Plans. Continued

The Medical Center also offers a 401(k) defined contribution retirement plan to substantially
all of its non-union employees. Members of UFCW collective bargaining unit received
contributions equal to other participants, however their plan assets are administered by
representatives selected by UFCW. Effective March 3, 2013, members of the New York State
Nurses Association were admitted to the plan in conjunction with the freezing of the defined
benefit plan as discussed above. Each year participants may contribute up to 75% of eligible
pre-tax compensation, as defined in the Plan, subject to maximum annual additions allowed
by law. Employees that are not covered by UFCW collective bargaining unit are eligible to
receive a safe harbor contribution equal to 3% of compensation. Further, for 2016 and 2015
non-union employees are eligible for a discretionary match on their contributions based on
years of service as detailed below:

Years of service % of emplover contribution (up to 4%)
1-9 50% (or 2% in most cases)
10-19 75% (or 3% in most cases)
20+ 100% (or 4% in most cases)

Contributions to this plan approximated $4,141,000 and $4,196,000 for the years ended
December 31, 2016 and 2015, respectively.

The Medical Center also offers a 457(b) plan covering certain highly compensated employees.
Participants may contribute amounts up to statutory limits on an annual basis. Under the plan
the Medical Center contributes between 2% and 4% of earnings over the 401(k) annual
maximum amount depending on the employee’s years of service. The Medical Center’s
contributions to the plan approximated $27,000 for the year ended December 31, 2016. There
were no contributions made by the Medical Center for the year ended December 31, 2015.
An asset and liability representing the total amount invested in the 457(b) plan totalling
approximately $560,000 and $388,000 has been recorded as an other long-term asset and other
long-term liability at December 31, 2016 and 2015, respectively.

Contingencies

Professional Liability Insurance

Since 1986, the Medical Center’s exposure for medical malpractice risk has been insured
under a claims-made policy, which provides for $1,000,000 coverage for each claim, not to
exceed $3,000,000 in aggregate annual coverage. In addition, the Medical Center has
purchased excess insurance policies. If the claims-made policy is not renewed or replaced
with equivalent insurance, claims based on occurrences during the claims-made coverage
period but reported subsequent to such a change will be uninsured. The Medical Center has
a right under its present policy to acquire extended coverage if it decides to terminate its
claims-made coverage, nor does it expect any difficulty in renewing the policies as they
become due.
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(8) Contingencies, Continued

Professional Liability Insurance, Continued

In the ordinary course of operations, the Medical Center is named as a defendant in various
lawsuits, or events occur which could lead to litigation, claims, or assessments. Although the
outcome of such matters cannot be predicted with certainty, management believes that
insurance coverage is sufficient to cover current or potential claims, or that the final outcomes
of such matters will not have a material adverse effect on the financial position of the Medical
Center.

Workers’ Compensation Insurance

Prior to January 1, 2012, the Medical Center obtained coverage for workers compensation
insurance through the Healthcare Underwriters Mutual Risk Management Group (Group).
The Medical Center is one of four members of the Group. The Group is an unincorporated
association of healthcare providers in the upstate region of New York State and was organized
under a trust agreement for the purpose of establishing a workers’ compensation self-
insurance group. The Group is governed by a board of trustees consisting of one trustee for
each member. Members of the Trust are jointly and severally liable for Group activities and
liabilities. The Group is no longer active and has been in the process of settling outstanding
claims since December 31, 2011. At December 31, 2016 and 2015, the Medical Center has
not been notified of any assessments resulting from participation in the Trust however has
accrued approximately $1,083,000 and $587,000, respectively, in long-term portion of
estimated insurance liabilities to cover any future assessments.

Since January 1, 2012, the Medical Center has been self-insured for these liabilities. Losses
from asserted and unasserted workers compensation claims are accrued based on actuarial
estimates that incorporate the Medical Center’s past experience, the nature of each claim or
incident, relevant trend factors, and estimated recoveries, if any, on unsettled claims. The
Medical Center has accrued approximately $3,996,000 and $3,368,000 for the years ended
December 31, 2016 and 2015, respectively. These accruals are part of estimated insurance
liabilities on the consolidated balance sheet. In conjunction with the self-insurance program,
the Medical Center is required to post a letter of credit with the State of New York Workers
Compensation Board. This letter of credit totalled $1,542,515 as of December 31, 2016 and
2015.

Health Insurance

Effective January 1, 20135, the Medical Center is self-insured for medical benefits. Based on
claims experience, the Medical Center has accrued approximately $762,000 and $600,000,
respectively, in current portion of estimate insurance liabilities as December 31, 2016 and
2015, respectively, to cover non-domestic claims to be paid after year end.
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(9) Affiliated Entities

Faxton-St. Luke’s Healthcare

During 2016 and 2015, Healthcare advanced funds to the Medical Center to pay down the
outstanding balance on their short-term borrowing arrangement. As of December 31, 2015,
there was $3,750,000 outstanding on this advance which is included within current portion of
due to affiliates. There were no amounts outstanding at December 31, 2016. Total interest
charged in 2016 and 2015 amounted to approximately $28,000 and $13,000, respectively.

The Medical Center and Healthcare have contracted with each other to provide certain
operational services, including shared employment, provider coverage, patient care, rental of
office space, and other shared services. In 2016 and 2015, the Medical Center purchased
services totalling approximately $3,968,000 and $2,115,000, respectively, from Healthcare
and sold services totalling approximately $2,609,000 and $1,420,000, respectively.

During 2015, Healthcare forgave a $450,000 liability payable from the Medical Center which
related to a joint venture prior to their affiliation. This was recorded as a contribution from
affiliate for the year ended December 31, 2015,

Net receivables (payables) at December 31 from (to) affiliates for services performed and
billing of other pass through expenses to and from the Medical Center are as follows:

2016 2015
Due to affiliates:
Healthcare (advance) $ - (3,750,000)
Healthcare (9,023,436) (4,508,620)
Other (13,913) (64,457)

(9,037,349)  (8,323,077)

Due from affiliates:
Healthcare 7,085,001 3,139,916
Other 72,852 1,708

7,157,853 3,141,624

$  (1,879,496)  (5.181,453)
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Affiliated Entities. Continued

Mohawk Valley EC, LLC

The Medical Center, Healthcare and Mohawk Valley EC Holdings, LLC entered into an
agreement for the purpose of owning and operating a single-specialty ambulatory surgery
center, exclusively providing gastroenterology services in Oneida County. As part of the
agreement, the three members formed the Mohawk Valley EC, LLC (MVEC), a New York
limited liability company. The Medical Center will maintain a 20% interest and sharing ratio
in MVEC. The amount recognized as income based on the Medical Center’s share is
approximately $219,000 and $210,000 for the years ended December 31, 2016 and 2015,
respectively.

Statement of Cash Flow Supplemental Disclosures

The Medical Center’s cash payments for interest and noncash investing and financing
activities for the years ended December 31 were as follows:

2016 2015
Cash paid during the year for interest $ 1,327,756 1,444,941
Property and equipment acquisitions included in
accounts payable 692,570 656,967

Functional Expenses

The Medical Center provides general health care services to residents of Utica, New York.
Expenses related to providing these services are as follows:

2016 015
Healthcare services $ 195,587,790 188,272,676
General and administrative 21,440,215 20,865,082

$ 217,028,005 209,137,758
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(12) Fair Value of Financial Instruments

The Fair Value Measurement Topic of the FASB Accounting Standards Codification requires
disclosures that categorize assets and liabilities measured at fair value based on a fair value
hierarchy. The hierarchy prioritizes the inputs into three levels based on the extent to which
inputs used in measuring fair value are observable in the market. Each fair value measurement
is reported in one of the three levels which is determined by the lowest level input that is
significant to the fair value measurement in its entirety.

The following methods and assumptions were used by the Medical Center in estimating thé
fair value of its financial instruments:

Cash and cash equivalents: consists of money market funds that are valued at the net
asset value (NAV) reported by the financial institution.

Certificates of deposit: consists of fixed-maturity certificates of deposit that are
valued based on discounted future cash flows using the rates currently offered for
deposits of similar remaining maturities.

Common stock, exchange traded funds and mutual funds: consists of actively traded
equity securities and the Medical Center’s investment in publicly traded mutual funds.
Actively traded equity securities are valued on a continuous basis and mutual funds
are valued at the closing price reported on an active market on which the individual
securities are traded.

US. Govermment and agency debt securities, domestic corporate bonds, and
municipal bonds: Consists of the Medical Center’s directly owned securities and the
Medical Center’s investment in securities that are issued by the U.S. government or
publicly owned government-sponsored enterprises. Securities owned directly by the
Medical Center and securities issued by the U.S., government or publicly owned
government-sponsored enterprises are valued based on quoted market prices or dealer
quotes where available (Level 1 measurements). If quoted market prices are not
available, fair values are based on quoted market prices of comparable instruments or,
if necessary, matrix pricing from a third party pricing vendor to determine fair value
(Level 2 measurements). Matrix prices are based on quoted prices for securities with
similar coupons, ratings, and maturities, rather than on specific bids and offers for the
designated security.
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The following tables present information about assets and liabilities that are measured at fair
value on a recurring basis as of December 31 and indicate the fair value hierarchy of the
valuation techniques utilized to determine such fair value. In general, fair values determined
by Level 1 inputs utilize quoted prices in active markets for identical assets or liabilities. The
Medical Center considers a security that trades at least weekly to have an active market. Fair
values determined by Level 2 inputs utilize data points that are observable, such as quoted
prices, interest rates and yield curves. Investments valued using NAV as a practical expedient
are classified as Level 2 if the investment is redeemable at NAV (as adjusted for subsequent
gains or losses through the effective date of redemption) in the near-term (generally within a
3-month period) without significant restrictions on redemption. Fair values determined by
Level 3 inputs are unobservable data points for the asset or liability, and include situations
where there is little, if any, market activity for the asset or liability. Investments valued using
NAYV as a practical expedient are classified as Level 3 if the investment is not redeemable in
the near-term or has significant restrictions.

The Medical Center’s financial assets recognized at fair value in the consolidated financial
statements on a recurring basis consist of investments and assets limited as to use. The
Medical Center’s consolidated financial statements do not contain financial liabilities or
nonfinancial assets and liabilities that are recognized at fair value on a recurring basis. In
general, and where applicable, management used quoted prices in active markets for identical
assets to determine fair value.
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Fair value measurements at December 31, 2016

Total Level 1 Level 2 Level 3
Assets:
Assets limited as to use:
Under bond indenture agreements:
Commercial paper $ 2,532,239 2,532,239 - -
Restricted by donors:
Cash and cash equivalents 565,744 565,744 - -
Exchange traded funds 240,065 240,065 - -
Domestic equity mutual funds 215,921 215,921 - -
U.S. government and agency
debt securities 37.938 - 37,938 -
Total assets limited as to use 3,591,907 3,553,969 37,938 -
Investments:
Cash and cash equivalents 89,811 89,811 - -
Certificates of deposit 140,135 - 140,135 -
Common stock 3,641,024 3,641,024 - -
Exchange traded funds 402,870 402,870 - -
Mutual funds:
Domestic equity 1,445,508 1,445,508 - -
Internationally developed equity 474,082 474,082 - -
Emerging markets equity 223,528 223,528 - -
Real estate fund 9,842 9,842 - -
Total mutual funds 2,152,960 2,152,960 - -
U.S. government and agency debt
securities 25,353 - 25,353 -
Domestic corporate bonds 2,830,340 - 2,830,340 -
Municipal bonds 408,371 - 408,371 -
Total investments 9,690,864 6,286,665 3,404,199 -
Total assets $ 13,282,771 9,840,634 3,442,137 -
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Fair value measurements at December 31, 2015

Total Level | Level 2 Level 3
Assets:
Assets whose use is limited:
Under bond indenture agreements:
Cash and cash equivalents 3 62,320 62,320 - -
Exchange traded funds 2,502,954 2,502,954 - -
Restricted by donors:
Cash and cash equivalents 585,191 585,191 - -
Commeon stock 202,529 202,529 - -
Domestic equity mutual funds 214,521 214,521 - -
U.S. government and agency
debt securities 48,670 - 48,670 -
Total assets limited as to use 3,616,185 3,567,515 48,670 -
Investments:
Cash and cash equivalents 122,128 122,128 - -
Certificates of deposit 199,601 - 199,601 -
Common stock 3,415,134 3,415,134 - -
Exchange traded funds 341,339 341,339 - -
Mutual funds:
Domestic equity 1,241,380 1,241,380 - -
Internationally developed equity 350,611 350,611 - -
Emerging markets equity 137,509 137,509 - -
Real estate fund 28,790 28,790 - -
Total mutual funds 1,758,290 1,758,290 - -
U.S. government and agency debt
securities 581,091 - 581,091 -
Domestic corporate bonds 2,420,615 - 2,420,615 -
Municipal bonds 553,788 - 553,788 -
Total investments 9,391,986 5,636,891 3,755,095 -
Total assets $ 13,008,171 9,204,406 3,803,765 -

The Medical Center’s accounting policy is to recognize transfers between levels of the fair
value hierarchy on the date of the event or change in circumstances that caused the transfer.
There were no significant transfers into or out of Level 1 or Level 2 for the year ended
December 31, 2016.
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Various assets and liabilities are not required to be measured at fair value on a recurring basis.
The fair value of the Medical Center’s long-term debt approximates carrying value at
December 31, 2016 and 2015. These fair values are estimated using discounted cash flow
analysis, based on the Medical Center’s current incremental borrowing rate for similar types
of borrowing arrangements. The carrying value of all remaining financial assets and liabilities
not required to be measured at fair value on a recurring basis approximate fair value at
December 31, 2016 and 2015.
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NEWYORK | Dgpartment Ewmk DASNY
orrarinty. | of Health
HOWARR A ZUCKER M.D., J.D. ‘! ANDREW M. CUDMOD GERRARD P, BUSHELL,
Commissiotar — DOH Governor President - DASNY
SALLY DRESLIN, 8.3, R.N, ALFONSO L. CARNEY, JR.
Execulive Deputy Cotnmissioner - DOH Chalr- DASNY
April 3, 2017 '
VIA EMAIL & REGULAR MAIL

Ms, Sharon Palmer

Assistant Vice President
Mohawk Valley Health System
P.O. Box 4308

Utica, NY 13504

Re: RFA# 1505060325, Health Care Facllity Transformation Program (HCETP): Oneida County ‘

.

Dear Ms. Palmer;

We are plaased to inform you that, based on the application Mohawk Valley Health System
submitted under the above referenced RFA that was released in Novembar 2018, you have been
awarded a grant amount up to $300,000,000,

Please nota that this letter Is not a final commitment to provide funds, hut rather Is
evidence of the Intention on the part of the Department of Heaith (DOHj) to enter Into a
Mastar Grant Contract (MGC) with Mohawk Valley Health System subject to compilance
with the condltions set forth In the RFA and the attached Addendum. The flnal aniount to
be awarded Is subject to compliance with these conditions, and may be Jess than the
grant amount set forth above. Master Grant Cdntracts are also contingent upon approval
of the Attorney General and the Office of the State Comptroller.

Conditions to this award are listed In the Addendum and must be completed prior to the
exacution of your MGC with DOH and distribution of grant proceeds.

Should you have any questions concerning HCFTP: Oneida County or this Award Letter,
please address your Inquiry to pneidacounty@health.nv.gov. In order to properly address your
questions, pleasa also include a coritact person, contact e—mall and contact phone numl:er in
the body of your-e-mall- - m—

Sinceraly,
Rowanl. %wl:«. us. 7 - C,uﬁ

Howard A, Zudker, MD., J.D. “Gerrard P. Bushall
Commnilssioner President
New York State Department of Health Dormitory Autharity of the State of New York

Empie Blals Plaia, Coming Tower, Albany, NY $2237 | hewith.ny.gov




Addendum

The follow!ng conditions must be satisfied before the Master Grant Contract Is finalized
and executed:

» The sole source of funds for the HCFTP: Oneida County capital grant program will be bond
proceads, which by Jaw may only be used for certaln eligible capital works or purposes,
Therefore, tax and bond counse! fo the Dormitory Autharily of the State of New York
(DASNY) must confirm that the grant expenditures identified In your application areé capital
costs that are eligible to be funded from proceeds of State-supported bonds as described in
the Request for Applications Sectlon lil. C. This award is subject to review of detailed project
budgets to ascertain that bond proceeds will only be used for capital costs for federal income
tax purposes. and that comprise capital works or purposes under the State Finance Law. In
addition, it Is subject to review of the use of matching funds proposed by MVHS to determine
whether all non-quallfying costs can he paid with the match. If the Project Includes IT or
other technalogy equipment, the estimate, quote or bid must clearly distinguish armong the
hardware, softivare, licenszes, training, mtellectua[ property, and other Project components,
All components should be ciearly identified and described. In addition, the amount of grant
funds to be spent on each component must be stated.

if the above condition Is not satisfied within 60 days of this notification, this award
letter will expire. Upon written request from the applicant and an explanation
acceptable to the Department of Health (DOH) as to why the required information
cannot be provided to allow DASNY tax and bond counsel to conclude Its review
within 60 days, the DOH may, in its sole discretion, grant an extension ta allow more
time to provide the information necessary to make a final determination of the grant
award.

« DOH shall have determined that the applicant and/or the Project have obtained, or are
aligible to obtaln, all necessary regulatory approvals and/or waivers such as DOH Certificate
of Need (CON) approval if required. In order to expedite the CON process, CON/DOH
requirements should ba considered as soon as possible.

= Professlongl estimates, quotes, bids, or other indicia from a design professional or
equipment vendor setting forth the total Project cost. If the Project includes [T or other
technology equipment, the estimate, quote or bid must clearly distinguish among the
hardware, software, licenses, training, inteflectual property, and other Project components.
All components shauld be clearly identified and described. In addition, the amount of grant
funds to be spent on each componant must be stated.

» Evidance of the completion of a review pursuant to the State Environmental Quality Review
Act ("SEQRA"). A DASNY representative will contact you In order o determine the
appropriate leve! of raview to be conducted.

* if the Project is comprised of multiple and/or phased components, DOH may, after
consultation with DASNY, enter into a MGC for those components of a Project that are Type
it and may be properly segmented, Including but not limited to planning, design or
engineering costs, of for which a SEQRA review has been completed, so long as all other
conditions of the Award Lettar have been satisfied.

Emiplrm Blale Plaza, Coming Tower, Abany, NY 12237 [hashiny.gov



= [f the Project consists of the purchase of real property, an appraisal meeting the Unlform
Standards of Professional Appralsel Practice ("USPAP"} standards for the real property to
be acquired with grant funds must be provided, along with a completed Real Properly and
Fixed Asset Certification from the applicant In the form attached hereto.

« Financial Commiiments in an amount sufficient to finance the fuli project cost lass HCFTP:
Oneida County grant proceeds must be provided. Examples of acceptable commiiments
include:

» Bank account and Invesiment account stalements; -

v Contractual agreements for the pravision of such funds;

= Board Resolution authorizing institutional funds to be utilized for purposes of the project;

= Signed, notarized lettar from a Senior Authorized Officer of the organization autharizing
institufional funds to be utilized for purposes of the projact;

»  Donor pledges, agreements and recelpts;
Grant award lelters, agreements and conlracts;

» Updated Letter of Interest including terms and conditions from a recognized lending
Institution, consistent with what was provided in your RFA submission;

= Bond documents; or

«  Other cilocumentaﬂon démonstrating that sufficient funds for project completion have been
secured, :

Piease note that pledges, award letters with unsatisfied contingencies, grant applications,
pending loan applicaticns, and other non-final commitments do not constitute secured
sources of funding. You may utilize this Award Letter to assaist you in obtaining other
sources of financing for the project value less the final grant award.

» The Project shall have besn approved by the Public Authorities Control Board,

» Pursuant ta the Request for Applications Sectlon IV, G., the New York State Depariment of
Health established a Minerity and Women Owned Business pasticipation goal of 30% on
any subcontracted labor or services, equipment, materials, or any combined purchase of
the foregoing greater than $25,000 under a contract awarded from this solicifation,  All
grantees must submit an acceptable MWBE Utilization plan reflective of this goal, In
addition, successful awardees are required to cerlify they have an accepiable Equal
Employment Oppartunity policy statement.

= Mastaer Grant Contracts are also contingent upon approval of the Attorney General
and the Office of the State Comptraller.

Empire Stxia Plaze, Coming Towsr, Albany, NY 12247 | hesith.ny.gov




APPLICANT LETTERHEAD

REAL PROPERTY AND FIXED ASSET
CERTIFICATION OF MOHAWK VALLEY HEALTH SYSTEM

In connection with the receipt by Mohawk Valley Health System (the "Grantea) of a
Health Care Facility Transformation Program (HCFTP): Oneida County grant In tha amount of
$300,000,000 (the "Grant) to fund Mohawk Valley Health System Oneida County (the
"Project"). which includes the acquisition of real properly located at | J(the
"Property"), the undersigned, an authorized officer of the Grantee, does hereby certify under
penalty of perjury, that the following statements are true and correct:

1. Grantee has engaged an Independent third party appraiser to conduct an appraisal
of the Property to be acquired with the proceads of the Grant (the "Appralsal™), The
Appraisal was preparad in accordance with the Uniform Standards of Professional
Appraisal Practice ("USPAP"). A copy ofthe Appraisal is attached hereto.

2, The Grantee's acquisition of the Property and the seller's sala of the Property
constitutes an arms-length transaction. The Grantee covenants that it wiil not utilize Grant
proceeds to pay more than the appraised value of the Property as setforth inthe Appraisal.

3. The Grantee and ils affiliates, and the seller of the Properly and its affiliates, have
no relationshig fo each other and have each acted independently of the other in connection
with the Grantes's acquisition of the Property. During the negotiation for the acquisition
of the Property by the Grantee, neither the Grantee nor the selfer was subject fo any
pressure or duress from the other parly, norfrom any third party.

4, Proceeds of the Grant will not be used to make payments o apy firm, company,
assoclation, corporation or organization owning the Property, if any member of the Grantee's

Board of Directors or other governing body, or any officer or employee of the Grantee, or
a member of the immediate family of any member of the Grantee's Board of Directors or
other governing body. officer, or employee of the Grantee has any ownership, cantral or
financial interest in the Property, including but not limited {o an officer or employee directly
ar indirectly responsible for the preparation or the determination of the terms of the
purchase and sale contract betwesn the Grantee and the seller or other arrangement
pursuant to which the Property is to be acquired, For purposes of this paragraph,

"swnarship” means ownership, directly or indirecfly, of more than five percent {§%) of
the asgets, stock, bonds or other dividend or interest bearing securities; and "controf*
means serving as a member of the board of directors or other governing bady, or as an officer
in any of the above,

By: Autherized Officer

Name of Grantee:

Eempkw Stals Phazy, Coming Towsr, Albany, NY 12237 jhwalthny pav



ONEIDA COUNTY DEPARTMENT OF LAW
Oneida County Office Building
800 Park Avenue * Utica, New York 13501-2975
(315) 798-5910 + Fax (315) 798-5603

ANTHONY J. PICENTE JR. PETER M, RAYHILL
COUNTY EXECUTIVE COUNTY ATTORNEY

September 21, 2017

Scott H. Perra

President and CEO

Mohawk Valley Health Sysatem
1656 Champlin Ave.

New Hartford, New York 13502

Re:  Memorandum of Agreement between
Mohawk Valley Health System,
City of Utica and County of Oneida

Dear Mr. Perra:

Enclosed for your records is one fully executed copy of the Memorandum of Agreement relative
to parking for the consolidated hospital campus facility.

Sincerely,

e

Laura E, Clive

Executive Secretary to the County Attorney
Oneida County Department of Law

800 Pazk Avenue

Utica, New York 13501



MEMORANDUM OF AGREEMENT

This ?z\emorandum of Agreement (hereafter “MOA”"} is signed this _Z2Zday of

, 2017 by and between Mohawk Valley Health System, (hereafter
“MVHS"f a New York Not For Profit Corporation with offices at 1656 Champlin Avenue,
New Hartford, New York 13502, the City of Utica, New York, (hereafter “City") a
municipal corporation under the laws of the State of New York with offices at 1 Kennedy
Plaza, Utica, New York 13502, and the County of Oneida, (hereafter “County”) a
municipal corporation under the laws of the State of New York with offices at 800 Park
Avenue, Utica, New York 13501 -

RECITALS

1. Purpose: MVHS is a not for profit corporation and legal affiliation of Faxton-St.
L.uke Healthcare and St. Elizabeth Medical Center engaged in providing hospital and
related medical services to residents in both Oneida County and throughout the general
region. MVHS presently operates and provides medical services at St. Elizabeth
Medical Center located in the City of Utica, and Faxton-St. Luke’s Healthcare composed
of the former Faxton Hospital campus in Utica, New York and the St. Luke’s Hospital
Campus in New Hartford, New York. The 2016-2017 New York State Budget has made
available to MVHS funding in the amount of three hundred million dollars
($300,000,000) for the purpose of developing and constructing a consolidated, up to
date hospital facility in downtown Utica to replace existing structures which have
become cutmoded. (“the new hospital project”). The estimated cost for the project is five
hundred twenty three million five hundred seventeen thousand eight hundred seventy
five and no/100ths dollars ($523,517,875), which includes the refurbishment of Kennedy
Garage and the development of the proposed parking faciiity discussed herein, with
funding above and in addition to the state grant to be from additional public and private
funding to be secured by MVHS with the assistance of City, County, and Mohawk Valley
EDGE.

The development of such a consolidated hospital campus will achieve operational
efficiencies and create opportunities for greater development of clinical research and
medical education programs. Further, it has been determined that locating the new,
consolidated hospital campus in downtown Utica would present opportunities for
enhanced medical care for the community as well as economic revitalization of the
downtown area. The proposed hospital site has generally been identified as the area
bounded by Oriskany, Columbia and State Streets, and Broadway. The signatories to
this MOA seek fo identify and commit to ways in whlch they can cooperate to fulfill these
purposes.
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2. Intent of this MOA: This MOA is to be signed by Scott H. Perra in his capacity as
Chief Executive Officer of MVHS, Robert M. Palmieri in his capacity as Mayor ofthe
City of Utica, and Anthony J. Picente, Jr. in his capacity as County Executive of Oneida
County. It is the intent of this MOA to identify, delineate, and agree to a plan for
cooperation by and among MVHS, City, and County to further the purpose of a
consolidated and new hospital campus in downtown Utica, to work cooperatively toward
that purpose, and to contribute financially, through in kind and monetary contributions,
and otherwise toward that purpose. All of the signatories to this MOA acknowledge and
agree that the primary purpose of this MOA is 1o specify, give definition, and agree fo
ways and means by which the parties may cooperate and contribute to achieve the
purpose of a new hospital campus. It is understood and agreed that at this time various
elements of funding the proposed parking garage hereafter mentioned are dependent
upon completion of a process of application, award, and release of funding. Once this
information becomes known, the parties will enter into an agreement or agreements (the
“Definitive Agreement(s)”) maore specifically identifying funding scurces and amounts,
together with further schedules and details with regard to mutual obligations of the
parties with regard to contributions towards, and payment of, debt service.

3. Cooperative Parking Agreement:

General Description: The parties to this MOA recognize that the effective and
convenient utilization of 2 downtown Utica site for the new haspital project will require
additional parking. Further, the parties recognize and acknowledge that in addition to
the needs of hospital staff, related medical personnel that locate within the medical
office facility, patients, visitors, and others conducting business within the hospital, that
additional parking in downtown Utica would confer significant public benefits upon City
and County to meet the needs of the general public availing themselves of professional,
commercial, entertainment, recreational and government services concentrated in the
downtown Utica area. Accordingly, the parties recognize that the new hospital project
together with existing and projected increased parking needs for the generai public
would create a need for a municipal parking facility providing approximately 1550 new
parking stalls, which would be approximately apportioned between 1150 parking stalls
for hospital use and public use for other outpatient services that would be part of the
MVHS project, and 400 parking stalls for general public use inciuding persons visiting or
doing business with physicians in the facility used for private medical practices.

This is in addition to another 2,000 + surface parking spaces that will be incorporated
into the overall site plan for the MVHS downtown campus and the refurbishment of
Kennedy Garage that would support supplemental parking needs for cne or more
Medical Office Buildings that would be developed by MVHS or by private developers
working collaboratively with MVHS and provide additional parking that is proximal to the
new MVHS healthcare facility.

The location for the proposed parking facility will be determined by mutual agreement of

MVHS, City and County with the primary objective being to situate the parking facility so
that it optimizes, in order of priority, the parking needs for MVHS and then the
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downtown Utica general public. The location for the parking faciiity will be lncorporated
into the Definitive Agreement(s)

4. Estimated Cost: The parties understand and agree that the current estimated
cost of such a parking facility is forty million five hundred and seventeen thousand eight
hundred seventy five dollars ($40,517,875.00). Additionally, the parties also agree to
work cooperatively to repair and restore the Kennedy Parking Garage at an estimated
cost of three million dollars ($3,000,000.00).

5. Sources of Funding:

(a.) The parties agree that there will be a debt financing component estimated at
thirty seven million five hundred seventeen thousand eight hundred seventy five dollars
($37,517,875.00), consisting of twenty seven million four hundred five thousand eight
hundred fifty three dollars ($27,405,853.00) in general obligation bonds to be issued by
County and ten million one hundred twelve thousand twenty two dollars
($10,112,022.00) in funding generated from the allocation of New Market Tax Credits
{NMTC) or other funds obtained for the project.

County and City will in the Definitive Agreement apportion the annual debt service on
the project between them with County paying sixty (60%) per cent and City (40%) forty
per cent. The Definitive Agreement(s) shall set forth the time and manner of City's
payments to County.

(b.) City shall reprogram an existing one million five hundred thousand dollars
($1,500,000.00) grant through Empire State Development Program to City to be used
for the parking facility project. Additionally, a New York State Assembly sponsored one
million doliar ($1,000,000.00) grant from the State Assistance Municipal Program (SAM)
and five hundred thousand dollars ($500,000.00) from an expecied Upstate
Revitalization initiative Grant (URI) shall be used for the parking facility project.

(c.) An additional three million dollars ($3,000,000.00) will be allocated from the
expected URI grant for repair and restoration of Kennedy Parking Garage.

6. Cooperative Municipal Parking Program: The parties to this agreement agree
to support a cooperative parking program, the designated roles of each party being
contemplated as follows:

(a.) County will act as the primary developer to arrange necessary financing for the
parking facility and to oversee its construction. County will hold the fee title to the
parking facility. Under a lease agreement with County or other suitable arrangement,
MVHS will operate the parking facility for its needs and the needs of members of the
general public conducting business, recreational or personal pursuits in the downtown
Utica area. The facility will be open and available for use on a 3685 day per year/ftwenty
four hour per day basis.
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(b.) MVHS shall, in consultation with County and City establish a general
municipal parking agreement and plan which may include a parking fee structure.
MVHS shall receive all revenue generated by the operation of the garage and be
responsibie for the costs for maintenance and operation of the garage as well as
establishing a reasonable repair and capital reserve fund

(c.) MVHS, City, and County agree to negotiate in good faith a plan for the
disposition and sharing between City and County of any parking facility generated
revenues over and above costs of operation, maintenance and reasonable contributions
to a capital reserve fund (“the excess revenues.”). Such excess revenues shall be
allocated in the same proportion as City and County’s respective contributions to debt
service for the parking facility (60/40 as discussed in section 5a. above). The parties
agree that the method of calculating such revenue and its allocation, the method and
. frequency of payment, the term of the agreement and any renewal and/or extension
provisions and remedies of the parties in the event of any breach of the agreement to
share the excess revenues shall be incorporated in the Definitive Agreement(s).

(d) City is the owner of Kennedy Garage and will act as the developer and
oversee the improvements to Kennedy Garage. The parties hereto agree to work
together to include Kennedy Garage in the general municipal parking plan mentioned
above.,

(d.) Itis understood that the utilization of New Market Tax Credits and other
funding mechanisms may require the establishment of one or more Community
Development Corporations or the creation of collaborations between new and existing
Community Development Corporations. The parties to this MOA agree to work
cooperatively to establish this framework.

7. Dedication of Existing City-Owned Properties: City is the owner of certain
properties which have been acquired by the foreclosure of tax liens and by other means
which are within the potential footprint of the proposed new hospital project.. In
recognition of the general public benefit which will be conferred by the establishment of
the new facility, City agrees to transfer all of its right title and interest in such properties
to MVHS or any designated appropriate entity to be used for the sole purpose of
establishing the new hospital facility and ancillary improvements related thereto. A list
of these properties is attached hereto as Exhibit A. It is understood and agreed that
this list (Exhibit A) may need to be modified according to the needs of the new hospital
project and the parties agree to negotiate in good faith toward such end.

8. Cooperation With Regard to Additional Funding: The parties agree to work
cooperatively to identify other public and/or private sources of funding which are or may
become available for the new hospital facility project and related ancillary
improvements. When such a funding source is or may be identified, the parties to this
agreement, to the extent one or more of them may be a qualified applicant, shall agree
to serve as such applicant and the parties shall cooperatively work to complete the
appropriate application process.
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9. Additional items of Assistance o be Provided by County: In addition to the
other items set forth more specifically above, County shall provide the following
assistance to the new hospital project at County's expense:

(a.) Provide a Planner in the Oneida County Planning Department assigned to the
new hospital project and tasked with coordinating planning activities among City,
County, the State of New York and other government entities; co-support and work with
City on Planning of area Master Planning.

(b.) Coordinate and work with New York State Department of Transportation to
provide full access at the intersection of Oriskany and Cornelia Sireets.

(c.) Waive all applicable County fees or charges associated with construction and
installation of improvements including but not limited to plan review, permits, |mpact
fees, mitigation charges and the like.

10. Additional Items of Assistance to be Provided by City: In addition to the

items set forth more specifically above, City shall provide the following assistance to the
new hospital project at Clty s expense:

(a.) Contribute Ctty-owne_d land within the boundaries of the new hospital campus
as set forth above.,

{b.} Provide appraisals for all City-owned land within the new hospital campus
boundaries.

(c.) Relocate current parking west of Pine Street which is utilized for police parking
and relocate to land to be contributed by MVHS (current Brandeles Property 50+/-
spaces and reminder in the new parking garage facility (57+/- parking stalls).

(d) Discontinue portions of Lafayette, Lee and Cornelia Streets within the new
hospital boundaries and transfer to MVHS.

(e.) Enter into discussions to include in the Definitive Agreement plans to reroute
existing City-owned utilities within the new hospital project boundaries, remove utilities
and terminate use of existing easements and rights of way.

(f)  Consider in the development of the parking plén mentioned above, the
dedication of at least 200 of the 450 parklng stails in Kennedy Parking Garage for
Hospital use.

(g.) Assist displaced and affected businesses in relocating to other suitable
locations within the City of Utica.
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(h.} Inview of the requirement of the New York State Department of Health and
the Dormitory Authority of the State of New York to provide building and construction
inspection, review and permitting, waive all fees for any building or zoning permits or
any other such fee, at least to the extent such fees do not reflect actual costs
necessarily incurred by City.

(i.) To the extent necessary, cooperate to secure necessary approvals for
rezoning of MVHS property acquired for the new hospital project and adjacent strategic
parcels to a PD-E classification which will meet the needs for current and future
development.

(i) Enterinto discussions to provide in the Definitive Agreement(s) necessary
improvements to Broadway, State Street, and Columbia Street such as new pavement,
curbs, sidewalks, lighting and utilities.

(k.) Engage in conducting Strategic Master Planning study of downtown area
adjacent to and surrounding the MVHS site in cooperation and coordination with the
assigned County Planner.

()  Provide a Planner assigned to the new hospital project and coordinate
activities with County, State of New York and other governmental entities.

11. Definitive Agreement(s): The terms and provisions of this MOA are for the
purpose of demonstrating the commitment and agreement of the parties with regard to
supporting the proposed hospital project, and most particularly, the financing of the
parking garage and the development and implementation of the general municipal
parking plan. As available funding, costs, location of the proposed parking facility, and
other factors related to the hospital project and the overall parking pian clarify and
become known, the parties will enter into one or more Definitive Agreements setting
forth those specifics. _ .- :

12. Publication and Publicity: Releases to the news and media and any publicity
or other communications shall be coordinated through MVHS and mutually agreed
upon. ‘

13. Confidentiality: The parties acknowledge and agree that City and County are
public entities subject to the New York State Freedom of Information Law (FOIL). The
parties agree to work cooperatively to keep as confidential information which may be
subject to exceptions under FOIL including but not limited to proprietary information
belonging to MVHS, discussions or negotiations concerning the value and acquisition of
real property for the new hospital project and the like. The parties each agree to give
each other prompt notice of any request for information related to the subject matters
contained in this MOA or subsequent definitive agreements and to give all other parties
a reasonable opportunity to make any objection which they may have to disclosure of
such information.
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14. Governing Law: This MOA shall be governed an"d interpreted under the laws
of the State of New York.

15. Notices and Communications: All communications, nofices and disclosures
under this MOA shall be mailed or hand delivered as follows:

To MVHS:

Scott H. Perra

President and CEO

Mohawk Valley Health System
1656 Champlin Avenue

New Hartford, New York 13502

With a copy (not constituting notice) to: General Counsel

To County of Oneida:

Anthony J. Picente, Jr.
County Executive
County of Oneida
800 Park Avenue
Utica, New York 13501

With a copy (not constituting notice) to: Office of the County Attorney
To City of Utica:

Robert M. Palmieri

Mayor

City of Utica

One Kennedy Plaza

Utica, New York 135602

With a copy (not constituting notice): Office of the Corporation Counsel.

SIGNATURE PAGE FOLLOWS:

8.08.2H7



In Witness Whereof, each party has caused this Memorandum of Agreement to be
executed on the dates hereafter set forth:

MVHS Mohawk Vallgy Health System

By:
Scott H. Perra
President and CEO

Date: Z/ }2’/ /7

County of Oneida County of Oneida

By: «429 |
Antho - Picenge? Jr.

County Executive

pater____ G ?// :7 |

City of Utica

Mayor

Date: gZ/Z. l I/ 17
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Exhibit A

Tax Parcel ID No. Address

318.034-1-37 401 State Street
318.034-1-24 414-416 Lafayette Street
318.041-2-34 5089 State Street
318.042-1-30 336 Columbia Street
318.042-1-29 326 334 Columbia Street
318.042-1-2 324 Lafayette Street
318.042-1-13 322 Lafayette Street
318.042-1-14 326 330 Lafayette Street
318.42-1-10 318 Lafayette Street
318.42-1-2./2 417 Oriskany Street West
318.34-1-37 401 State Street




GAVIN AND LAVIGNE INCORPORATED

HUD HEALTHCARE CAPITAL FINANCING SPECIALISTS
87 RAILROAD PLACE, UNIT 603, SARATOGA SPRINGS, NEwW YORK 12866

JAMES C. LAVIGNE MARY C, GAVIN JAROD LAVIGNE
(518) 5872472 {518) 587-2070 (518) 587-9062
JCLAVIGNE@AOL.COM MCGAVIN@NYCAP.RR,COM JARODLAVIGNE@GMAIL, COM

October 24, 2017

Louis Aiello

Senior Vice President and Chief Financial Officer
Mohawk Valley Health System

1656 Champlin Avenue

Utica, NY 13502

Re: Mortgage Financing — Hospital Replacement Project
Dear Mr. Aiello:

By this letter, Gavin and LaVigne, Inc. expresses its interest in arranging an FHA-insured mortgage for the
proposed replacement hospital project for Mohawk Valley Health System.

We understand you need a mortgage loan in the approximate amount of $150 million or such other amount
as may be approved by the Department of Health and HUD. If placed today, interest on that loan, would
approximate 4.25% during the construction term and 4.25% during the amortization period, with a twenty-
five-year amortization commencing after the construction term. However, to protect against market
fluctuations, we recommend that you include 5.00% in your Certificate of Need Application.

In today’s market, we would use taxable GNMA securities for the loan’s placement. It is possible that
changes in market conditions could make tax-exempt bond financing a more cost effective means of loan
placement. We will evaluate both methods of placement as the deal progresses and select the option that
provides the greatest benefit to the Hospital.

Very truly yours,

ety quun_

Mary C. Gavin
President



New York State Department of Health
Certificate of Need Application
Schedule 10 - Space & Construction Cost Distribution with Subprojects

For Article 28, 36, and 40 Construction Projects Requiring Full, Administrative or Limited Review *
Codes for completing this table are found in Schedule 10 lookups sheet.(see tab below)

Indicate If this project is: New Construction: Renovation: ]
A [ B[ C]| D E F G H 1
Location
;:f J |Pescription of Functional Code Aleratio
° E @ a (enter Functicnal code in Constructio Total ns,
L. g, 1L 9 g . Column D, description Functional | ncostper | construction | Scope
ol a € | § |& & | appears here automatically} | Gross SF SF cost of work
New Hospital
1 Campus 5 — | 101 Acute Renal Dialysis 3,800 sf| $356.10/sf $1,388,778| -
New Hospital
1 Campus 1 -~ | 108 Emergency Deparfment 39,079 sf| $508.97/sf $19,928,963 -
New Hospital
1 Campus 3 === | 107 Critical Care 34,475 sf| $492.38/sf $16,974,836| -
New Hospital
1 Campus 4 -~ | 110 | Neonatal Intermediate Care 6,098 sf| $507.77/sf $3,096,369| --
New Hospital
1 Campus 2 - | 203 |Cardiac Catheterization - Adult 17,946 sf| $637.46/sf $11,439,813 o
New Hospital
1 Campus 1 — | 210 Diagnostic Radiolo_gy 22,762 sfl  $580.31/sf $13,208,930 -
New Hospital
1 Campus 4 - | 214 Maternity 39,552 sf| $430.83/sf $17,040,322] -
New Hospital
1 Campus 6 — 1 218 Pediatric 402 sf| $461.61/sf $185,566) -
New Hospital
1 Campus 9 - | 221 Psychiatric 30,151 sf| $417.64/sf $12,592,403| -
New Hospital
1 Campus 3 -— | 226 Respiratory Care 1,981 sf| $487.96/sf $966,698] -
New Hospital
1 Campus 67 — | 302 Medical Rehabilitation 2,838 sf| $360.49/sf $1,023,080 -—
New Hospital Baseline Clinical Laboratory
1 Campus 1 — { 733 Service 15,520 sf| $593.49/sf $9,211,042| -
DOH 155-B

(09/08/2004) Schedule 10 Page 1



New York State Department of Health
Certificate of Need Application
Schedule 10 - Space & Construction Cost Distribution with Subprojects

A [BEJC] D E F G H
Location
g 2 |Description of Functional Code Alteratio
T Z @ 3 | (enter Functional code in Constructio Total ns,
.r_C;. g ;_"' 8 9 g' Column D, description Functional | ncostper | construction | Scope
1 a S | § |& & | appears here automatically) | Gross SF SF cost of work
New Hospital '
1 Campus 1 - | 734 Baseline Dietetic 15,192 sf|] $655.04/sf $8,851,407 —
New Hospital
1 Campus 58] — | 736 Baseline Medical/Surgical 166,524 sf| $439.63/sf]  $73,208,265| ---
New Hospital ‘
1 Campus 2 | — | 741 Baseline Operating Room 40,970 sf| $637.46/sf|  $26,116,636) —
New Hospital Baseline Pharmaceutical
1 Campus 2 — | 742 Service 8,041 sf| $448.42/sf $3,605,733 --
New Hospital
1 Campus 2 -- [ 744 Baseline Recovery Room 34,323 sf! $479.19/sf $16,447,315 —
New Hospital
1 Campus 2 - | 901 Administration {(Routine) 20,269 sf| $316.53/sf $6,415,760] ---
New Hospital
1 Campus 1 | — | 903 Admitting 1.212 sf] $329.72/sf $398,620] ---
New Hospital
1 Campus 1 -~ | 920 Public Areas 16,675 sf| $373.68/sf $6,231,148] -
New Hospital
1 Campus 1 - | 922 Chapel/Meditation 1,091 sf| $329.72/sf $359,724] -
New Hospital
1 Campus 1 — | 930 Education/Research 6,593 sf] $290.15/sf $1,912,879| -
New Hospital
1 Campus 1-10] --- | 840 | Industrial/Service Functions 41,729 sf| $312.13/sf $13,025,056| ---
New Hospital
1 Campus 2 -~ | 941 Central Sterile and Supply 9,425 sf| $633.06/sf $5,966,603] -
New Hospital
1 Campus 1-2 | — | 943 | Maintenance/Housekeeping 5,765 sf| $329.72/sf $1,800,833] -
New Hospital
1 Campus 1-9 | — | 843 | Maintenance/Housekeeping 12,457 sf] $307.74/sf $3,833,494 -
DOH 155-B

{09/09/2004) Schedule 10 Page 2



New York State Department of Health
Certificate of Need Application
Schedule 10 - Space & Construction Cost Distribution with Subprojects

A [ BT CJ D E F G B ]
Location
g I {Description of Functional Code Alteratio
T g @ 3 {enter Functional code in Constructio Total ns,
.TOD. o "o-ﬂ a |9 E Column D, description Functional | ncostper | constfruction | Scope
a a g S |&8 appears here automatically) | Gross SF SF cost of work
EqUipment Manenance
New Hospital {includes Biomedical
1 Campus 12 | - | 948 Engineering Service) 3,287 sf| $316,53/sf $1.040,436] ---
New Hospital
1 Campus 1-10| --- | 860 Building System 51,258 sf| $312.13/sf $15,999,385|  ---
New Hospital
1 Campus 3,101 - | 967 Electrical System 12,000 sf| $351.70/sf $4,220,409
Vertical & HofZontal
New Hospital Mechanized Movement
1 Campus 1-10| --- | 968 (elevators, cart systemn) 1,650 sf| $312.13/sf $517,831] -
New Hospital
1 Campus 9 -~ [ 980 Other Functions 5,612 sf] $312.13/sf $1,751,698) -
New Hospital Housing on Call (Interns,
1 Campus 3 -- | 982 residents, physicians} 806 sf| $364.89/sf $204,101 —
New Hospital
1 Campus 2 — | 802 General Administration 2,020 sf| $312.13/sf $630,511 -m
SUB-TOTAL
(Sub-Project #1) 671,612 sf| $448.01/sf] $300,885,743
Masonic Medical
Research
2 Laboratory W3 | - | 930 Education/Research 2,100 sf| $477.09/sf $1,001,887 —
SUB-TOTAL
(Sub-Project #2) 2,100 sf| $477.09/sf $1,001,887
—_Raw totals for whole project: 673,712 sf sua.10isf" $301,867,630
DOH 155-B

{09/09/2004) Schedule 10 Page 3



New York State Department of Health
Certificate of Need Application
Schedule 10 - Space & Construction Cost Distribution with Subprojects

Subtotals for Sub Project 1

671,612 sf

B448.01/sf] $300.885,743

Subtotals for Sub Project 2

2,100 sf

q
$477.09/sf] $1.001,887

Subtotals for Sub Project 3

Subiotals for Sub Project 4

Subtotals for Sub Project 5

Subtotals for Sub Project §

Subtotals for Sub Praiect 7

Subtotals for Sub Project 8

Totals for Whole Project:

673,712 sf

$448.10/sf]  $301,887,630

1. If New Consiruction is Invelved, is it "freestanding?

YES

4
<

Sub Project 1

Sub Project 2

X
X

Sub Project 3

Sub Project 4

Sub Project 5

Sub Project 6

Sub Projact 7

Sub Project 8

L

Totals for Whole Project:

2, Check the box that best describels the location of the
facllities affected by this project:

Dense Urban

Other metropolitan or

suburban Rural

Sub Project 1§

X

Sub Project 2

X

Sub Project 3

Sub Project 4

Sub Project 5

Sub Project 6

Sub Project 7

Sub Project 8

Totals for Whole Project:

The secfion below must be filled out and signed by the applicant, applicant’s representative, project archlitect, project engineer or

project estimator.engineer,

// SIGNATURE” ) DATE
. J y; /2// //// 7
PRINT NAME TITLE
Scott Perra President and CEQ
NAME OF FIRM
Mohawk Valley Health System
STREET & NUMBER
1656 Champlin Avenue
CITY STATE FE PHONE NUMBER
Utica New York 13502 {315) 624-6001
DOH 155-8{09/09/2004} Schedule 10 Page 4



New York State Department of Health

Certificate of Need Application
Schedule 10 - Space & Construction Cost Distribution with Subprojects

For Aricle 28, 36, and 40 Construction Projects Requiring Full, Administrative or Limited Review *
Codes for completing this table are found in Schedule 10 lookups sheet.(see tab below)

Indicate f this project is: New Construction: ] Renovation:
A TBJC] D E F G H |
Location
‘cén &' |Description of Functional Code Alteratio
T z @ 3 (enter Functional code in Constructio Total ns,
% =) '0—"' 25 9 g‘ Column D, description Functional | ncostper | construction | Scope
=1 a S | 8 [8® | appears here automatically) | Gross SF SF cost of work
Demontion of exising
structures on new hospital
1 —- e - -—- campus N/A N/A $1,603,774 N/A
SUB-TOTAL
{Sub-Project #1) N/A N/A $1,603,774 NI/A
Raw fotals for whole project: {(NOTE: EXCLUDES DEMOLITION) NIA N/A $1,603,774 N/A
DOH 155-B

{08/09/2004) Schedule 10 Page 1



New York State Department of Health
Certificate of Nead Application
Schedule 10 - Space & Construction Cost Distribution with Subprojects

Subtotals for Sub Project 1

NiA

NIA $1,603,774

Subtotals for Sub Project 2

NIA

NIA N/A

Subtotals for Sub Project 3

Subtotals for Sub Project 4

Subtotals for Sub Project 5

Subtotals for Sub Project 6

Subiotals for Sub Piolect 7

Subtotals for Sub Project 8

Totals for Whole Project: gNOTETEXCLUDES DEMOLITION)

N/A

NIA

$1,603,774

1. If New Construction is Involved, is it "freestanding?

YES

=
o

NIA

Sub Project 1

Sub Project 2

Sub Project 3

Sub Project 4

Sub Project §

Sub Project 6

Sub Project 7

Sub Project 8

Totals for Whole Project:

HEEREEE

2. Check the box that best describe\s the logation of the
facilities affected by this project:

Densa Urban

Othar metropolitan or

guburban Rural

Sub Project 1

X

Sub Project 2

X

Sub Project 3

Sub Project 4

Sub Project 5

Sub Project 6

Sub Project 7

Sub Project 8

Totals for Whole Project:

The section below must be fillled out and slgned by the applicant, applicant's representative, project architect, project engineer or

project estimator.engineer,

/

s ———

¥ sieyfrie ) DATE
//,Zé/l 7
PRINT NAME TITLE
Scott Perra President and CEO
NAME OF FIRM
Mohawk Valley Healih System
STREET & NUMBER
1856 Champlin Avenue
CITY STATE 2P PHONE NUMBER
Utica New York 13502 {315) 624-6001
DOH 155-B{09/09/2004) Schedule 10

Page 2



New York State Department of Health
Certificate of Need Application

Schedule 11 - Moveable Equipment
For Article 28, 36, and 40 Construction Projects Requiring Full or Administrative Review

Table I: New Equipment Description

Lease
Sub _ o . [Date of the end Amount or
project |Functional  |Description, including model, manufacturer, year of manufactor where  |number [Leaseor  |ofthetease  |Purchase
Number |Code applicable. ofunits |purchase? |period Price
Please refer to the Schedule 11 Attachment for the New Moveable
1 — Equipment List. — —— — $29,275,000
2 — N/A — — — $0
Total lease and purchase costs: Subproject 1 $29,275,000
Total lease and purchase costs: Subproject 2 $0
Total lease and purchase costs: Subproject 3
Total lease and purchase costs: Subproject 4
Total lease and purchase costs: Subproject 5
Total lease and purchase costs: Subproject 6
Total lease and purchase costs: Subproject 7
Total lease and purchase costs: Subproject 8
Total lease and purchase costs: Whole Project: $28,275,000]

DOH-155-B
(09/0912004) Schedule 11



New York State Department of Health
Certificate of Need Application
Schedule 11 - Moveable Equipment

Table 2 - Equipment being replaced: NI/A

Sub N -
project  |Functonar | Description, including model, manufacturer year of manufactor where

Number |Code applicable.

Number
of units

Disposition:

Estimated

Current Value

Total estimated value of equipment being replaced: Subpro)

ect 1

Total estimated value of equipment being replaced:; Subprgj

ect 2

Total estimated value of equipment being replaced: Subproj

ect3

Total estimated value of equipment being replaced: Subproj

ect4

Total estimated value of equipment being replaced: Subproj

ect5

Total estimated value of equipment being replaced: Subpro]

ect6

Total estimated value of equipment being replaced: Subproj

ect?

Total estimated value of equipment being replaced: Subproj

ect8

Total estimated value of equipment being replaced: Whole Project:

$0

DOH-155-B
(09/09/2004) Schedule

11




SCHEDULE 11 ATTACHMENT

MOHAWK VALLEY HEALTH SYSTEM

NEW MOVEABLE EQUIPMENT LIST
(SUB-PROJECT #1)

AND

NEW TELECOMMUNICATIONS EQUIPMENT LIST
(SUB-PROJECT #1)




MVHS
Integrated Healthcare Campus
Medical Equipment Budget

Description Qty Unit Cost Total Cost
Inpatient Bed - M/S 192 $13,500 $2,592,000
Inpatient Bed - ICU/CCU 42 $18,000 $756,000
Intermediate 64 $16,000 $1,024,000
Family Birthing
Labor / Delivery 8 $75,000 $600,000
Post Partum/ante Partum 42 $40,000 $1,680,000
C-Section 2 $100,000 $200,000
NICU 8 $15,000 $120,000
Behavioral Health 44 54,000 $176,000
Emergency
Emergent Care 42 $18,000 $756,000
Trauma 2 $65,000 $130,000
Behavioral 6 $20,000 $120,000
Fast Track 4 $15,000 560,000
Surgery )
General 10 $600,000 $6,000,000
Cardiology 2 $750,000 $1,500,000
Orthopedic 2 $975,000 51,950,000
PACU 18 $389,964 $719,353
Pre/Recovery 48 $12,000 5576,000
Central Sterile Process 1 $800,000 $800,000
Endoscopy 5 $250,000 41,250,000
interventional Cardiac Cath 3 $1,700,000 $5,100,000
IP/ER/Special Procedures 4 $1,800,000 57,200,000
Imaging
MR| * 1 $0 50
CT 2 $850,000 $1,700,000
Radiography/ Fluor 4 $400,000 $1,600,000
Nuclear Medicine 2 $600,000 51,200,000
Ultrasound 4 $206,000 $824,000
PFT 1
Laboratory 1 $1,200,000 51,200,000
Pharmacy 1 $800,000 $800,000
Respiratory Care 1 $200,000 $200,000
Physiological Monitoring 1 $1,500,000 $1,500,000
Materials Management 1 $170,000 $170,000
Environmental Services 1 $200,000 $200,000
Subtotal $42,703,353
Discount -19.00% {$14,730,805)
Freight 1.55% $661,902
Receiving/Storage/Installation 1.50% 5640,550
Inflation included
Grand Total $29,275,000

* Consistent with its current experience, MVHS is expected to have an agreement with a 3rd party entity
for agsistance in the operation of an MRI unit. The cost of the MRI unit wili be borne by the 3rd party
entity, although the construction will be the responsibility of the Hospital,



MVHS
Integrated Healthcare Campus
Information Systems & Low Voltage

Description Units Unit Cost Total Cost
Security Systems S0
Camera 200 51,200 $240,000
Head-end Equipment 200 $150 $30,000
Access Control Systems 0
Controlled Doors 325 $1,500 5487,500
Head-end Equipment 1/$250,000 $250,000
Duress / Emergency Lockdown 1/$50,000 $50,000
Infant abduction 1/$50,000 550,000
0
Network & Communications 0
Telephone System 1,600 $300 $480,000
Head-end Equipment 1,150 5300 $345,000
Handsets (staff) 450 $100 $45,000
Wireless Access Points 990 $775 $767,250
Distributed Antenna System (DAS) 600,000 $2]51,200,000
0]
Structure Cabling System 0
Horizontal Cabling 8,900 $250 $ 2,225,000
Telecom Room Build-out i 153,500 53,500
HC/# Build-out 5,040 |$25 $126,000
Network Electronics S0
Edge Switches 180 57,500 $1,350,000
Core Switches 2 |5225,000 $450,000
Servers S0
Storage S0
Office Equipment 400 |82,200 $880,000
PC's 1,500 |5650 $975,000
PC's Charting Station Mounts 880 5450 $396,000
Nurse Call 50
Patient Rooms 370 |$3,000 $1,110,000
Other Rooms 300 |$ 1,500 |$450,000
Custom Integration 4 390,000 $360,000
Mobile Handsets 500 |$600 $300,000
Audio/Video Systems S0
Small Conference 17153,000 551,000
Medium Conference 4157,000 $28,000
Large Conference 0|$15,000 $2,250
AV Systems - Portable $0.
Televisions 500|5500 $250,000
Patient Education / Entertainment 1{100,000 $100,000
Video/Web Conferencing 0
Building & Miscellaneous Systems S0
Wireless Clocks 1/$300,000 $300,000
Time & Attendance 20{52,000 540,000
Overhead Paging | 50




Asset Tags 7,500[530 $225,000
Head-end Software 1]$100,000 $100,000
Intercom (Point to Point) S0
Licensing 10 $1,050.00 $10,500.00
EMS Radio 1/$75,000 575,000

Subtotal $13,752,000
Discount -18% ($4,127,498)
Freight 0 $0|$325,498
Receiving/Storage/Installation 0 $200,000
Inflation/escalation included $0

Grand Total

$10,150,000




New York State Department of Health Schedule 13A
Certificate of Need Application

Schedule 13 A. Assurances From Article 28 Applicants

Article 28 applicants seeking combined establishment and construction or construction approval only
must complete this schedule.

The undersigned, as a duly authorized representative of the applicant, hereby gives the following
assurances;

a) The applicant has or will have a fee simple or such other estate or interest in the site, including
necassary easements and rights-of-way, sufficient to assure use and possession for the purpose of the
construction and operation of the facility.

b) The applicant will obtain the approval of the Commissioner of Health of all required submissions,
which shall conform to the standards of construction and equipment in Subchapter C of Title 10

{Health) of the Official Compilation of Codes, Rules and Regulations of the State of New York (Title
10).

c) The applicant will submit to the Commissioner of Health final working drawings and specifications,
which shall conform to the standards of construction and equipment of Subchapter C of Title 10, prior
to contracting for construction, unless otherwise provided for in Title 10.

d} The applicant will cause the project to be completed In accordance with the application and
approved plans and specifications.

@) The applicant will provide and maintain competent and adequate architectural and/or engineering
inspection at the construction site to insure that the completed work conforms fe the approved plans
and specifications,

f) Ifthe project is an addifion to a facility already In existence, upon completion of construction all
patients shall be removed from areas of the facility that are not in compliance with pertinent provisions
of Title 10, unless a waiver is granted by the Commissioner of Health, under Title 10.

g} The facility will be operated and maintained in accordance with the standards prescribed by law.

h) The appiicant wili comply with the provisions of the Public Health Law and the applicable
provisions of Title 10 with respect to the operation of all established, existing medical facilitles in which
the applicant has a controlling inferest.

i} The applicant understands and recognizes that any approval of this application is not to be
construed as an approval of, nor does it provide assurance of, reimbursement for any costs identified
in the application. Reimbursement for ali cost shall be in accordance with and subject to the provisions

of Part 86 of Title 10.
/ TN

o ///é//? J/%M

Signature:

| Scott Perra

Name (Please Type)

President and Chief Executive Officer
Mohawk Valley Health System

Title (Please type)

DOH 155-D Schedule 13A
(10/26/2011)



New York State Department of Health
Certificate of Need Application

Schedule 13 B. Staffing

Schedule 13B

Table 13B - 1: See “Schedules Required for Each Type of CON™ to determine when this form is required. Use the “Other” categories for
providers, such as dentists, that are not mentioned in the staff categories. If a project involves multiple sites please create a staffing table for each
site.

Total Project

|:| Subproject number

A B | C [ D
| Number of FTEs to the Nearest Tenth
Staffing Categories FSLH SEMC | Current Years | FlrstYear Third Year
incremental incremental

1. |Management & Supervision 144.8 134.8 134.8
2. |Technician & Specialist 252.6 220.0 2200
3. |Registered Nurses 1,120.1 1,068.8 1,068.8
4. |Licensed Practical Nurses 73.9 70.1 70.1
5. |Aides, Orderlies & Attendants 303.2 285.6 285.6
6. |Physicians 74.0 74.0 74.0
7. |PGY Physicians 34.1 34.1 341
8. [Physicians' Assistants 24,1 24.1 24.1
9, {Nurse Practitioners 51.5 51.5 51.5
10. |Nurse Midwife - - -

11.|Social Workers and Psychologist** 40.4 40.4 40.4
12.|Physical Therapists and PT Assistants 45.0 43.2 43.2
13.|Occupational Therapists and OT Assistants 36.4 34.9 34.9
14, {Speech Therapists and Speech Assistants 10.8 7.9 7.9
15.|Other Therapists and Assistants 51.0 46.6 46.6
16.|Infection Control, Environment and Food Service 205.1 181.3 181.3
17.[Clerical & Other Administrative 565.0 543.77 543.7
18,|Other: Pharmacists 63.4 57.4 574
19.|Other: Dieticians 3.0 3.0 3.0
20.|Other: Other 720.8 717.7 717.7
21.|Total Number of Employees 3,823.2 3,639.1 3,639.1

* Last complete year prior to submitting application
** Use only for RHCF and D and T Center proposals

Describe how the number and mix of staff were determined:

The number and mix of staff were based on the projected utilization, given comparable facilities with similar volumes for FTEs that would be

needed afier the two (2) hospitals are physically combined.

DOH 155-D
(5/2014)

Schedule 13B




New York State Department of Health Schedule 13B
Certificate of Need Application

1.) All diaghostic and treatment centers should complefe the following section: NIA

Name of medical director:

License number of the Medical
Director

Filename of
Not Applicable: Title of Attachment attachment

Attach a copy of the medical director's
curriculum vitae. [

Acute care facility with which an
affiliation agreement is being
negotiated:

In the space below, Indicate the status of those negotiations:

Distance in miles from the proposed facility to the acute
care affiliate.

|Distance in minutes of travel time from the proposed
facility to the acute care affiliate.

Name of the acute care facility, nearest the proposed
facility:

Distance in miles from the proposed facility to the nearest
acute care facility:

Distance in minutes of travel time from the proposed
facility to the nearest acute care facility.

Not Applicable:  Title of Attachment ';‘t't‘;';i’:;::
Attach a copy of a letter of intent or the n
affiliation agreement, if appropriate.
DOH 155-D Schedule 13B 2

(12/2014)



New York State Department of Health
Certificate of Need Application

Schedule 13B

Table 13B - 2. Ambulatory surgery centers should complete the following Table: N/A

List all practitioners -- including surgeons, Dentists and Podiatrists, who have expressed an inferest in practicing at the Center.
NOTE: Aftach copies of letters from each giving the number and type of procedures he or she expects to perform per year.

Practitioner's Name

License No. Specialty (s)

Board
Certified or
Eligible

Expected |List hospitals where ITitle and File Name of
Number of |Physician has Admitting lattachment
Procedures |Privileges:

YES [
NOo [

YES []
NO[]

YES []
NC [

YES []
NO L[]

YES [
NO[]

YES []
NO []

YES []

NO []

DOH 155-D
(12/2014)

Schedule 13B




New York State Department of Health Schedule 13C

Certificate of Need Application

Schedule 13 C. Annual Operating Costs

See "Schedules Required for Each Type of CON" to determine when this form is required.

Use this schedule to summarize the first full year's incremental cost for the categories, which are

affected by this project. The first fisll year is defined as the first 12 months of full operation after

project completion. Project the first and third full year's total incremental costs in current year dollars.

Current year costs added to first year incremental cost impact should equal total first year budget.

Current year costs added to third year incremental budget should equal total third year budget.

Show cost reductions in parentheses.
|I| Total Project
|:| Subproject Number 1

Table 13C - 1

a b ¢
Year 1 Year3
Categories FSLH* SEMC* Current Year Incremental Incremental
Cost Impact** | Cost Impact™*

Start date of year in question: (m/d/yyyy) L2016 ) 1172016 0 | 1/1/2016 1/1/2022 1/1/2024

1 Salaries and Wages - $138.026,697] ' $103,019,932) $241,046,629]  $263,219,105]  $273,933,708

la._FTEs : 2812820 | 7 1:695.00 3.823.20 3,63%.09 3,639.09

2, Employee Benefits $24,984.148] - -$22.809,678 $47.793,826 $58,221,865 $60,591,846
3. Professional Fees $9,088.221 -$4,334,603 $13,422.824 518,488,500 $19,141,260
{4 Medical & Surgical Supplies 524,294,916 $41 477 220 565,772,136 $75,182,755 $77.455,153
5. Non-med., non-surg. Supplies $3,790,582[ - - 27 f 7,361,409 $7,802,358 $7,959,186
6. Utilities 835 314 606] 35,063,098 §5,604,339 35,924,391
7. Purchased Services EZO 590 401 $30,394,593 $30,953,776 $32,046,638
8. Other Direct Expenses i) 0; 7,781 $55,788,154 372,681,383 $77.850,573
9. Subtotal (total 1-8) $ 263 349 94 :'$ 203 292 725| § 466,642,669( $ 532,244,081 | § 554,902,755
10. Interest - $1,427239 $3,170,326 $5,172,114 $8,520,695
11. Depreciation and Rent 1,633,613 $31,524,748 $33,796,894 $35,593,402

12 Total Incremental Operating Costs

$ ‘284 984 I66

3 216,353,577

§ 501,337,743

$ 575,213,089

3 599,016,852

* Information taken directly from the 2016 Audited Financial Statement. Please note that the New York State gross tax receipts are
classified as an offset to revenue in order to be consistent with the cost report classification.
** Represents the combined facilities upon the implementation of the new hospital campus. Both Year 1 and Year 3 expenses align with the
expenses proposed in the Oneida County Transformation Grant Application of MVHS.

DOH 155-D
(5/2014)

Schedule 13C



New York State Department of Health
Certificate of Necd A pplication

Schedule 13C

Table 13C -2
a b C
Year 1 Year 3
Inpatient Categories FSLH* SEMC* Current Year Incremental Incremental
Cost Impact** | Cost Impact**
Start date of year in question: (m/d/yyyy) 1/1/2016 1/ 1!2016 17172016 1/22/2016 1/24/2016
1. Salaries and Wages 1$67 633, 082 . $50 $118,112,849 $125,292,294 $130,392,445
la. FTEs 1,873.37 1,732.00 1,732.00
2. Employee Benefits $23,418,975 $27,713,608]  $28,841,719
3. Professicnal Fees $6,577,183 $8,800,526 $9,111 240
4. Medical & Surgical Supplies $32,228,347 $35,786,991 $36,868,653
5. Non-med., non-surg. Supplies $3,607,090 $3,713,922 $3,788,573
6. Utilities ) R $2,480.918 $2,710,505 $2,820,010
7. Purchased Services $5.942.096 - 5 $14.893350]  $14,733,997]  $15,254,200
§. Other Direct Expenses 519,384,583 ‘ $27,336,196 $34,596,338 $37,056,873
9. Subtotal (total 1-8) $129,041,473 $99 613 435 $228,654,908 $253,348,181 $264,133,713
10. Interest CUURRsA N3] . 869,347 31,553,460 $4,365,026 $4,055,851
11. Depreciation and Rent $o.746:056] - $5.700.470 $15,447,126 $16,087,322 $16,942,459
12. Total Incremental Inpatient Operating Costs $139,642,242| $106,013,252 $245,655,494]  $273,801,429]  $285,132,023
Table 13C-3
a b c
Year 1 Year 3
WOutpatient Categories FSLH* SEMC* Current Year Incremental Incremental
Cost Impact** | Cost Impact**
Start date of year in question: (m/d/yyyy) /122016 1/1/2016 1/1/2016 1/22/2016 1/24/2016
1. Salaries and Wages : $70 393 615 852,540,165 $122,933,780 $137,926,811 $143,541,263
la, FTEs 1,085, T R4S - - $1,950 1,907.09 1,907.09
2. Employee Benefits i $11,632 936 $24,374,851 $30,508,257 $31,750,127
3. Professional Fees g $6,845,641 $9,687,974 $10,030,020
4. Medical & Surgical Supplies $33,543,789 $39,395,764 $40,586,500
5. Non-med., non-surg. Supplies $3,754,319 $4,088,436 $4,170.613
6. Utilities $2,582,180 $2,983,834 $3,104,381
7. Purchased Services N 315,501,243 $16,219,779 $16,792,438
I8. Other Direct Expenses 7790) 0 88,276, 168 $28,451,958 $38,085,045 $40,793,700
9. Subitotal (total 1-8) $134 308 471 $103 679 290 $237,987,761 $278,895,900 $290,769,042
10, Interest : - $888,974] $1,616,866 $4,806,188 $4.464,844
11, Depreciation and Rent B ..$l0.,144 A79] $'5,933,1_43_ $16,077,622 $17,709,572 $18,650,943
12. Total Incremental Outpatient Operating Costs $145,341,924| $110,340,325 $255,682,249 $301,411,660 $313,884,829

* Information taken directly from the 2016 Audited Financial Staternent. Please note that the New York State gross tax receipts are classified as
an offset to revenue in order to be consistent with the cost report classification.

** Represents the combined facilities upon the implementation of the new hospital campus, Both Year 1 and Year 3 expenses align with the
expenses proposed in the Oneida County Transformation Grant Application of MVHS.

DOH 155-D
(5/2014)

Schedule 13C




New York State Department of Health
Certificate of Need Application

Schedule 13C

Title of Attachment

Title of Attachment

1. In an attachment, provide the basis and
supporting calculations for depreciation
and rent expense

Please refer to the
Schedule 13 Attachment

N/A

2. In an attachment, provide the basis for
interest cost. Separately identify, with
supporting calculations, interest
attributed to mortgages and working
capital

Please refer to the
Schedule 13 Attachment

N/A

Any approval of this application is not to be construed as an approval of any of the above indicated
current or projected operating costs. Reimbursement of any such costs shall be in accordance with
and subject to the provisions of Part 86 of 10 NYCRR. Approval of this application does not assure
reimbursement of any of the costs indicated therein by payers under Title XIX of the Federal Social
Security Act (Medicaid) or Article 43 of The State Insurance Law or by any other payers.

DOH 155-D
(12/2014)

Schedule 13C



New York State Department of Health Schedule 13D
Certificate of Need Application
Table 13D -1
a b c
Year 1 Year 3
Categories FSLH* SEMC* Current Year Incremental Incremental
Revenue Revenue
Impact** Impaci**
Start date of year in question: (m/d/yyyy) 12016 | 112016 1/1/2016 1/1/2022 1/1/2024
1. Daily Hospital Services $145,141,809] $108,537.434] $253,679.243|  $347,585,051]  $390,546,563
2. Ambulatory Services $121,080,555] $117,659,573] 238,740,128  5256,121,845|  $287,778,505
3. Ancillary Services $547.240,668| $407,283.100] $954,523,768| $1,367,221,407] $1,336,20,972
4. Total Gross Patient Care Services Rendered $813,463.032] -$633.:480,107] $1,446,943,139] $1,970,928,303| $2,214,535,040
5, Deductions from Revenue 5 1 $422.790,045]  $969,069,561| $1,420,349,514] $1,641,544378
6. Net Patient Care Services Revenue - $210,690,062] $477,873,578]  $550,578,789]  $572,990,662
7. Other Operating Revenue (Identify sources) St $23,818,241 $28,359,485 $28,350,485
340B Drug Program $6,801,537 $8,008,335 £8,098,335
Retail Pharmacy $4,069,343 $4,845214 $4.845,214
Bad Debt Charity Pool | TR $3,136,047 $3,733,973 $3,733,973
Jother 56,246,287 $9,811,314 $11,681,963 $11,681,963
8. Total Operating Revenue (Total 1-7) $216936:349] $501,691,813]  $578,938,274]  $601,350,147
9. Non-Operating Revenue SEET0T9 $42%.794 $1,508,105 $1,194,425 $1,242 680
10. Total Project Revenue "$285.834,781 | $217.365,143| §503,195,924]  §580,132,699]  $602,502,827

* Information taken directly from the facility's 2016 Audiled Financlal Statement. Please note that the New York State gross tax receipts are classified as an offset to revenue in order to

be consistent with the cost report classification,

* Represents the cambined facilities upen the implementation of the new hospital campus. Both Year 1 and Year 3 revenues align with the revenues proposed in the Onelda Ceunty

Transformation Grant Application of MVHS.

DOH 155-D
(5/2014)

Schedule 13D




New York State Department of Health
Certificate of Need Application

Table 13D - 3

St. Luke's

Schedule 13D

* Various inpatient services may be reimbursed as discharges or days. Applicant should indicate which method applies to this table by
choosing the appropriate checkbox.

Patient Days I:l Patient Discharges
Inpatient Services Total Current Year** First Year Incremental*** Third Year Inciemental***
Source of Revenue Net Revenue Net Revenue Net Revenue
tient D ti i
Fa leI;tr s ;2;:21 % based on Patle:;trDays % based
o ol -
discharges* % Dollars ($) discharges* _dnys or Dollars-($) discharges* on daysor| Dollars-($)
discharges discharges

Commercial |Fee for

Service 350 2.7%) $4,097,475 563 2.5% $12,489,594 563 25%| $12,997.995

Managed

Care 2,454 18.9%| 328,682,328 4,144 18.1% $87,427,165 4,144 18.1%|  $90,985,977
Medicare Fee for

Service 4,264 32.8% 38,048,096 8,347 36.5% $83,938,495 8,347 36.5% $87,355,298

Mansged

Care 1,928 14.8%] $18,045,607 3,728 16.3% $40,394,368 3,728 16.3% $42,038,662
Medicaid Fee for

Service 622 4.8% $5,280,453 989 4.3% $5,127,513 989 4.3% $5,336,233

Managed

Care 2,893 22.2%|  $21,114,053 4,023 17.6% $29,843.804 4,023 17.6% $31,058,627
Private Pay 72 0.6% $898,332 133 0.6% $808,913 133 0.6% $841,841
DASAS
OMH
Charity Care 223 1.7% (3$532,391) 329 1.4% (51,344,274) 329 1.4% ($1,398,994)
Bad Debt
All Other 208 1.6% 1,706,634 584 2.6% $10,598,846 584 2.6% $11,030,283
Total 13,014 | 100.0%| $117,340,587 22,840 100.0%] $269,284,424 22,840 100.0%| $280,245,922

** Information taken directly from the facility's 2016 Cost Report.

*¥* Pepresents the combined facilities upon the implementation of the new hospital campus. Both Year 1 and Year 3 revenues and utilization align with the revenues
and utilization proposed in the Oneida County Transformation Grant Application of MVHS,
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Table 13D - 3 St. Elizabeth

* Various inpatient services may be reimbursed as discharges or days. Applicant should indicate which method applies to this table
by choosing the appropriate checkbox.

Patient Days [:] Patient Discharges
Inpatient Services Total Current Year** First Year Incremental*** Third Year Incremental***
Source of Revenue Net Revenue Net Revenue Net Revenue
Patlex(n)tr Days o DP:;::I:;- % based on Patler:)tr Days 9% based
discharges* % Dollars (5) discharges* .days or | Dollars-(§) discharges* o days or | Dollars-($)
discharges discharges
Commercial |Fee for
Service 204 1.9% 6,640,411
Managed
Care 1,431 13.3%| 46,482,875
Medicare Fee for
Service 42091 39.0%| 32,962,430 See See
Managed
Care 2,151 19.9%| 16,595,076 Note Note
Medicaid Fee for
Service 484 4.5% 2,062,566 Below Below
Managed
Care 1,493 13.8% 8,881,345 Rk ok
Private Pay 163 1.5% 365,991
OASAS
OMH 0.0%
Charity Care 393 3.6%) (669.619)
Bad Debt
All Other 265 2.5% 3,346,764
Total 10,793 100.0%] $116,667,839

** Information taken directly from the facility's 2016 Cost Report.

*k Please refer to the Table 13D-3 for St. Luke's, which represents the combined facilities upon the implementation of the new hospital campus.
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Table 13D - 4 St. Luke's + St. Elizabeth
Oupatient Services** Total Current Year* First Year Incremental Third Year Incremental
Source of Revenue Visits Net Revenue Visits Net Revenue Visits Net Revenue
% Dollars (%) % Dollars () % Dollars (§)
Commercial
Fee for Service 27,393 4.0% 516,272,167 28,426 4.0% $18,769,672 28,426 4.0% 819,533,711
Managed Care 155,224 22.6% $92,208,949 | 161,076 22.6% $106,361.477 | 161,076 22.6% $110,691,030
Medicare
Fee for Service 180,020 26,2% 350,645,409 | 186,807 26.2% $58,418,630 | 186,807 26.2% 60,796,620
Managed Care 97,049 14.1% $33,480,757 | 100,708 14.1% $38,619,492 | 100,708 14.1% 340,191,538
Medicaid
Fee for Service 25,778 3. 7% $758,533 26,750 3.7% $874,955 26,750 3.7% $910,571
Managed Care 158,825 23.1% 837,051,409 | 164,813 23.1% $42,738,179 | 164,813 23.1% $44,477,880
Private Pay 20,808 3.0% 59,490,695 21552 3.0% $10,947,358 21592 3.0% $11,392,981
OASAS
OMH
Cha:ity Care 1,996 0.3% ($42,154) 2,071 0.3% ($48.624) 2,071 0.3% ($50,603)
Bad Debt
All Other 20,538 3.0% $3,999,387 21,312 3.0%, $4,613,226 21,312 3.0% $4,801,012
Total 687,631 100.0% §243,865,152] 713,555 100.0% $281,294,365 | 713,555 100.0% $292,744,740
* Information taken directly from the facility's 2016 Cost Report.
Total of Inpatient and
Outpatient Services $477,873,578 $550,578,789 $572,990,662
Title of Attachment Filename of Attachment

1. In an attachment,
provide the basis and

Based upon the experience of St.

charity care.

Elizabeth and 5t. Luke's

supporting Elizabeth and St. Luke N/A
calculations for all 1zabeth and St Lukes

revenues by payor.

2, In an attachment, .

provide the basis for Based upon the experience of St. N/A

DOH 155-D
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SCHEDULE 13 ATTACHMENT

MOHAWK VALLEY HEALTH SYSTEM

FINANCIAL DOCUMENTATION

1. Calculation of Depreciation and Rent (Total)
2. Long Term Debt Projections
3. Calculation of Interest (Project-Specific)



Mohawk Valley Health System
Calculation of Depreciation and Rent (Total)

FSLH Runout
SEMC Runout

17 Additions depreciation not in FAR

Total

Addilions
2018

201e

2020

2021

2022

2023

2024

2025

2026

Normal repfacement
MNormal replacement
Normal replacement
Normal replacement
Normal replacement
New hospital

Loss on impairment
Captalized interest
Bond Issue Cost
Normat replacement
Normal replacement

Normal replacement

Normal replacement

Total Depreciation

Rent Equipment
Rent Buildings

Final Budget PROJECTED
20156 2017 2018 2018 2020 2021 2023
11,260,432 8,229,561 6,157,578 4,852 385 4,220 654 3,624,337 3,154,555
7,502,761 8,384,088 5,202,248 3,960,233 3,156,708 2,678,538 2,494,763
2,333,333 2,333,333 2,333,333 2,333,333 2,333,333 2,333,333 2,333,333
26,762,289 24,727,263 24,843,755 21,126,527 16,946,983 18,783,160 11,145,851 9,719,696 8,636,208 7,082,651
14,000,000 1,076,923 2,153,846 2,153,846 2,153,846 2,153,846 2,153,846 2,153,846
12,000,000 923,077 1,846,154 1,846,154 1,646,154 1,846,154 1,846,154
10,000,000 769,234 1,538,462 1,638,462 1,538,462 1,538,462
8,000,000 615,385 1,230,769 1,230,769 1,230,760
6,000,000 461,538 923,077 923,077
450,000,000 $480 minus $30 for land 15,000,000 15,000,000 15,000,000
{50,000,000) (5,539,772) (4,727,156) (4,236,988)
13,810,897 460,363 460,363 480,363
3,750,000 125,000 125,000 125,000
7,000,000 538,462 1,076,923
9,000,000 692,308
11,000,000
11,000,000
24,727,263 24,943,755 22,203,450 20,023,906 18,552,391 17,299,797 26,996,056 27,725,185 28,792,564
3,754,779 3,756,631 3,756,631 3,756,631 3,756,631 3,756,631 3,756,631 3,756,631 3,756,631
3,042,706 3,044,206 3,044,206 3,044,206 3,044,206 3,044,205 3,044,206 3,044,206 3,044,208
1 31,5 31,744,592 29,004,287 26,824,743 25,353,228 24,100,634 : ;796,893 34,526,022 i




MVHS

2000004-112260/201460
2000004-212261/201461
F000004-111262/201462
2000004 2122647201464
2000004:212024/HI024
HO0004-212263/201463

2000004-201458/212268
2000004- 214551212263

2T70-51032/2450-15005
2170-11032/248C-15007
2170-11032/244G-55008

2170-110032/2460-15000
2170-1103Z7Z480-150G1
2170-1B3272480-1 5005
217014 (321248015014

BONDS!

2012700000221 1270-0000
201260-0000/21 1 280HXK0
2170-1102212480-15002
2170-11032/2480-15003
Z170-1103212480-15004

Long Term Debt Projections

Accourt Degeription

F3LH CC-Gen
FSIH MET LEASE NO.B
FSIH METLEASE NO.7
FSLH MET LEASEND.6
F5LH BOFALFASE 814 2012
FSLH BOFA SALE 1FASEAACK 2012
FSLH BOFA LEASE #15 2013
FStH BOFA LEASE 817 2013
(4] BOFA LEASE W18 2013
FStH BOFA LEASE #202013
FsLH MAT LEASE K9 2013
FSIH BOFA LEASE ¥19 2014
#5LH BOFA LEASE £21 2014
FSLH BOFA LEASE ¥12 2014
F5LH BOFA LEASE ¥23 2015
ESLH HP LEASE 2015
FSLH BafA Lexxe K24 2016
F5LH EOFA LEASE 2016 ARTIS ZEE
FS1H LEASE 2017 PAHNTHEQN ARTS ZEE
SEMC SIEMENS STREAMLAB EQUIP
SEMC SIEMENS ADVIA CENTAUR
SEMC SIEMENS VISTA 1500
SEMC HRLEUILDING 2212 GER

IT System
FSLH Mortgage Payabla - Herkmer
FSLH NBT Hole Payabla 2012 - 72580
F3LH NBT NOTE 2013
FSLH HBT 1.5M NOTE 2013
NET Equip Holu 2015 MvO
NET Coned Nota 2015 MvO
FSIH BOFA SLW 2018
SEMC SISTERS SCHOOL OF NURSING
SEMC SISTERS LOCAN PARKING GARAGE
SEMC ADIRONDACK ARTIS 7EE
SEMC CONVENT

Total

FSLH 2006 Texable Bonds:
FSLH 2008 Tax Exarmt Bonds:
SEMC 10994 SERIES
SEMC 18608 SERIES
SEMC 2006A SERIES

New Boad Issue

Tolal
Total Debt Service

Tetal wi Dadk Cutstanding

Gallng/Floor {45%'52)
550%

ERI
4.00%
4,00%
4.00%
2 60%

T 21 21y 220 N 2022 wnn 2024 Thereatter
11 Adfed  Prncigd  ltetest  Principsl  lofetet  Principsl  pleest  Prncipal  lmtewsi  Prncipsl  lewst  Principsl  imerest  Principsl  Imisrest  Priocigdl  lmisest  Principal
583,692 2213 a 63,125 39875 65381 3461 MO 885 8020 2257 86924 16,076 w162 [T 8508 1575
170989 170,585 3221 - - - -
2140 241 m - -
23885 2885 20 - -
ITR055 278,056 1,826 - -
156,863 159,853 1379 - - -
550,758 M5922 10,698 113836 569 -
434,367 304,473 9,885 129,895 1088 -
652,195 387,614 13,492 264581 2213 -
349,635 1BE, 066 8,188 161,569 2,476 -
2667 207,857 2,065 2,785 e -
4558 220,409 645 204050 5636 - -
637,190 156,330 M58 266,628 10,280 1142312 1,189
807,162 324,706 26,017 337,752 12971 144,704 1,430
426,837 111,554 15,647 126,626 10,565 131,963 5211 46,658 582
-\3175 101,561 BaT4 106,053 4482 45,561 495
2003942 460,786 46,627 472,653 34,159 4B Z26 2536 47313 10,699 as364 536
175,165 mas smEn 201 31182 29434 nsm w8376 1358 59,129 432
239055 242 6541 1584M BAR 163,652 1,260 168,999 wau 4580 7392 =M= 1202
117,302 117,30 1037
313 21813 153
urse 117,567 1039
ER3031 87,142 GTEST D648 5B152 107,833 4787 119618 25281 132,840 22,080 128,848
0406437 BRDS5  A&7SM | &BATT | 2eNQIs 28008 1504 1Eme  ,amoe A i S0 B 17,668 EX =] 508 1575
144 432,807 85405 458,385 43,103 482,45 16,862 41428 14707
55773 55,772 817 - - 1
1.200,000 800,000 300,000 -
585,847 314,002 17944 271,825 497 -
366,002 Frhr. ] 12841 101,710 6,060 105,854 4816 82700 029
B44514 70,814 e 78,988 20,664 83293 26358 B8,675 z2gT 80,266 19,388 04.008 15,648 87,901 080 1,857 7004 133818
3308020 WX TN mEmA 60581 a1 4t we4E 73D ;1021 207
450179 50,868 0452 8452 a2 1A 454
1881 7% 102,564 109,504 103,564 103,584 10582
632,107 221,855 21,37 230,908 12,275 179301 3007
333333 166,667 188 8T
8815428 EALTE -] 200403 2537347 159,503 1,78013 92362 113,874 50,868 664,303 22,085 277,025 15,646 7,901 1062 101,857 7.084 1naie
9,460,000 350,000 675,281 450,000 B40,006 440,000 5538 450,000 563,657 500,000 548,584 525000 S10.774 545,000 4,525 530,000 4287387 5,550,000
5,680,000 250,000 7370 200,000 292,366 285,000 DTHACL 265,000 260297 220,000 243215 330,000 225,186 340,000 206,500 a75.000 188,700 3175000
11,004,688 £20,000 67/3,518 55,000 630,600 830,000 802208 730000 SE281 IS 000 519,844 260,000 47413 BE5,000 425,538 20000 ars1e 5,52, 686
5,720,000 480,000 36,15 510,000 438 540,000 2071 575,000 25131 805,000 21845 645 000 180,533 885,000 141 813 720000 10073 DE0,000
8,000,000 240000 MDD 22440 B5000 200250 &0 175200 g70000 14100 205000 1280 BAS000 SIS0 BROGK0  B4200 2140000
153,750,000 1,000,783 4024295 2,205 481 7,962,667 2345162 T42878 2471311 7.716848 2,804221 7.563938 142,034010
404456 1SH7E0000 17D0DO0  ZzaXn  2A5000 2120000 2760000 197B131  GEeATEd  SEO15 G461 BOA0043 5500752 SIBAN SANA0 D612 62823 670 160309660
5262346 20203 AR 2SIBSE GOSN 21517 62966 GDUSR  GeMsL  o719iet  conce: [FEMW]  60eaM  9omsm samew [Ermsa] esnan
60750549 1SESIOMNS 51488203 43,604,172 7,543,565 185013865 178323598 216276 166,072,503 15,003,215 (a25,007)



A-sch_13 BCD - Calc of Dep and Int

Amortization Table

The amortization table at the end of this warksheet calculates the principal and interest payments, ending balance,
and cumulative interest for any 48 consecutive payment periods of a loan,
4 To use the fable, change the values in the Inital Data section of the worksheef,
4 To print the table, choose Print from the File menu. The print area is set to A1:G77.
+ [f you increase the term of the loan or the number of payments, you will need to add more payment periods

to the table. Select cells A75:G77, then drag the Fill handle (+) into the cells below the table.
+ Most formulas on this worksheet are contained in defined names, To see the names and formulas,

choose Name from the Insert menu, and then choose Define. Select a name from the list

("Amortization Table"lInterest, for example).

TABLE DATA

Table starts at date:|7/1/2020
or at payment number:|1

Loan amount:|  $150,000,000.00
Annual inferest rate: |5.25000%
Term in years: |30
Payments per year:|12
First payment due: }7/1/2020

PERIODIC PAYMENT

Entered payment: 20.00 The table uses the calculated periodic payment amount,
Calculated payment: $8_28,305,55  unless you enter a value for "Entered payment.”
CALCULATIONS

Beginning balance at payment 1:;  $156,000,000.00

Use payment of:|
Cumulative interest prior to payment 1:: sq_o_u‘

$828,305.55

1stpaymentintable:'1

Pagel

Payment Beginning Ending Cumulative

No. Date Balance Interest Princlpal Balance Interest

1 7/1/2020 150,000,000.00 656,250.00 172,055.55 149,827,944.45 656,250.00
2 8/1/2020 149,827,044.45 655,497.26 172,808.30 149,655,136.15 1,311,747.26
3 9/1/2020 149.655,136.15 654,741.22 173,564.33 149,481.571.82 1,966,488.48
4 10/1/2020 149,481,571.82 653,981.88 174,323.68 149,307,248.14 2,620,470.35
5 111112020 148,307,248.14 653,219.21 175,086.34 149,132,161.80 3,273,689.56
5 12/1/2020 148,132,161.80 6562,453.21 175,852.35 148,956,309.45 3,926,142.77
7 1/1/2021 148,956,309.45 651,683.85 176,621.70 148,779,687.75 4,577,826.63
8 2112021 148,779,687.75 650,991.13 177,394.42 148,602,293.33 5,228,737.76
9 3172021 148,602,293.33 650,135.03 178,170.52 148,424,122.82 5,878,872.79
10 4112021 148,424,122.82 649,355.54 178,950.02 148,245,172.80 6,528,228.33
11 5/1/2021 148,245,172,80 648,572.63 179,732.92 148,065,439.88 7,176,800.96
12 6/1/2021 148,065,439.88 647,786.30 180,519.25 147,884,920.62 7.824,587.26
13 7112021 147,884,920.62 646,996.53 181,309.03 147,703,611.60 8,471,583.79
14 an/2021 147,703,611.60 646,203.30 182,102.25 147,521,509.35 9,117,787.08
15 9/1/2021 147,521,509.35 645,406.60 182,898.95 147,338,610.40 9,763,193.69
16 101172021 147,338,610.40 644,606.42 183,699.13 147,154,911.26 10,407,800.11
17 11/1/2021 147,154,911.26 643,802.74 184,502.82 146,970,408.45 11,051,602.85
18 12172021 146,970,408.45 642,695.54 185,310.02 146,785,008.43 11,684,508.39
19 1M/2022 146,785,098.43 642,184.81 186,120.75 146,598,977.68 12,336,783.19
20 212022 146,598,977.68 641,370.53 186,935.03 146,412,042.66 12,978,153.72
21 3M1/2022 146,412,042.66 640,552.69 187,752.87 146,224,289.79 13,618,706.41
22 4/1/2022 146,224,289.79 639,731,27 188,574.29 146,035,715.50 14,258,437.68
23 5/1/2022 146,035,715.50 638,906.26 189,399.30 145,846,316.21 14,897,343.93
24 6/1/2022 145,846,316.21 638,077.63 190,227.92 145,656,088.29 15,535,421.56
25 7142022 145,656,088.29 637,245.39 191,060.17 145,465,028.12 16,172,666.95
26 B8M/2022 145,465,028.12 636,409.50 191,896.06 145,273,132.06 16,809,076.45
27 91/2022 145,273,132.08 635,669.95 192,735.60 145.080,396.46 17.444,646.40
28 10/1/2022 145,080,396.46 634,726.73 193,578.82 144,886,817.65 18,079,373.14
29 11/1/2022 144,886,817.65 633,879.83 194,426.73 144,692,391.92 $8,713,252.96
30 12/1/2022 144,692,391.92 633.029.21 195,276.34 144,497,115.58 19,346,282.18
kK| 1172023 144,497,115.58 632,174.88 196,130.67 144,300,984,91 19,978,457.06
32 21112023 144,300,384.91 631,316.81 196,988.74 144,103,996,16 20,609,773.87
33 3/1/2023 144,103,996.16 630,454.98 197,850.57 143,8086,145.59 21,240,228.85
34 4/1/2023 143,906,145.59 629,589,329 198,716.17 143,707,429.43 21,869,818.24
35 5/1/2023 143,707,429.43 628,720.00 1989,685.55 143,507,843.88 22,498,5638.24
36 6/1/2023 143,507,843.88 627,846.82 200,458.74 143,307,385.14 23,126,385.06
ar 7/1/2023 143,307,385.14 626,969.81 201,335.74 143,106,049,40 23,753,354.87
38 8172023 143,106,048.40 626,088.97 202,216.59 142,903,832.81 24,379,443,83




A-sch_13 BCD - Calc of Dep and Int

39 9/1/2023 142,903.832.81 625,204.27 203,101.28 142,700,731.53 25,004,648.10
40 10/1/2023 142,700,731.53 524,315.70 203,980.85 142,496,741.67 25,628,963.80
41 1111/2023 142,496,741,67 623,423.24 204,882.31 142,291,850.37 26,252,387.05
42 12/1/2023 142,291,859.37 622,526.88 205,778.67 142,088,080.70 26,874,913.93
43 17112024 142,086,080.70 621,626.60 206,678.95 141,879,401.75 27,496,540.54
44 21142024 141,879,401.75 620,722,38 207,583.17 141,671,818.58 28,117,262.92
45 ai1/2024 141,671,818.58 619,814.21 208,491.35 141,463,327.23 28,737,077.12
48 4/1/2024 141,463,327.23 618,902.06 209,403.50 141,253,923.73 29,355,979.18
47 5/1/2024 141,253,923.73 617.985.92 210,319.64 141,043,604.10 29,973,065.10
48 6/1/2024 141,043,604.10 617,065.77 211,239.79 140,832,364.31 30,591,030.87
49 71i2024 140,832,364.31 616,141.59 212,163.96 140,620,200.35 31,207,172.46
50 8/1/2024 140,620,200.35 615,213.38 213,092.18 140,407,108.18 31,822,385.84
51 9/1/2024 140,407,108.18 £§14,281.10 214,024.45 140,193,083.72 32,436,666.93
52 10/1/2024 140,193,083.72 613,344.74 214,960.81 139,978,122.91 33,050,011.68
53 1171/2024 139,078,122.91 612,404.29 215,901.27 139,762,221.64 33,662,415.96
54 12/1/2024 139,762,221.64 611,450.72 216,845.83 139,545,375.81 34,273.875.68
55 11172025 139,545,375.81 610,511.02 217,794.53 139,327,581.28 34,884,386.70
56 2/1§2025 139,327,5681.28 609,558.17 218,747.39 139,108,833.89 35,493,044.87
57 3//2025 139,108,833.89 608.601.15 219,704.40 138,889,129.49 36,102,546.02
58 4/1/2025 138,889,129.49 607,639.94 220,665.61 138,668,463.87 36,710,185.95
59 5/1/2025 138,668,463.87 606,674.53 221,631.02 138.446,832.85 37,316,860.49
60 6/1/2025 138,446,832.85 605,704.89 222,600.66 138,224,232.19 37,922,565.38
1 7/1/2025 138,204,232.19 604,731.02 223,574.54 138,000,657 .65 38,527,296.40
82 8/1/2025 138,000,657.65 603,752.88 224,552.68 137,776,104.98 39,131,049.28
63 9/1/2025 137,776,104.98 602,770.46 295,535.09 137.550,569.88 30.733,810.74
B4 107172025 137,550,569.88 B01,783.74 276,521.81 137,324,048.07 40,335,603.48
85 111112025 137,324,048.07 600,792.74 297,512.84 137.096,535.23 40,936,396.19
66 12/1/2025 137,096,535.23 500,797.34 228,508.21 136,868,027.02 41,536,193.53
67 11172026 136,868,027.02 598,797.62 229,507.94 135,638,519.08 42,134,991.15
68 21/2026 136,638,519.08 597,793.52 230,512.03 136,408,007.05 42,732,784.67
69 3/1/2026 136,408,007.05 596,785.03 231,520.52 136,176.486.53 43,329,560.70
70 4172026 136,176,486.58 595,772.13 232,533.42 135,043,053.10 43,925,341.83
71 5/1/2026 135,043,953.10 594,754.79 233,550.76 135,710,402.35 44,520,096.62
72 8/1/2026 135,710,402.35 593,733.01 234,572.54 135.475,829.80 45,113,829.63
73 7172026 135,475,829.80 592,706.76 235,508.80 135,240,231.01 45,706,536.39
74 8/1/2026 135,240,231.01 591,676.01 236,629.54 135,003,601.46 46,298,212.40
75 9/1/2026 135,003,601.46 590,640.76 237,664.80 184.765,936.67 46,888,853.16
76 10/1/2026 134,765,036.67 589,600.97 238,704.58 134,527,232.09 47,478,454.13
77 11/1/2026 134,527,232.09 588,556.64 239,748.91 134,287,483.17 48,067,010.77
78 12/1/2026 134,287,483.17 587,507.74 240,797.81 134,046,685.36 48,654,518.51
79 17172027 134,046,685.36 586,454.25 241,851.30 133,804,834.05 49,240,972.76
80 2/1/2027 133,804,834.05 585,396.15 242,909.40 133,561,924.65 49,826,368.91
81 3027 138,561.924.65 584,333.42 243,972,138 133,317,952.52 50,410,702.33
82 4/1/2027 133,317,852.52 583,266.04 245,039.51 133,072,913.01 50,093,968.57
83 5/1/2027 133,072,913.01 582,193.99 246,111.56 132,826,801.45 51,576,162.38
84 6/1/2027 132,826.801.45 581,117.26 247,188.30 132,579,613.15 52,157,270.62
85 7112027 132,579,613.15 580,035.81 248,269.75 132,331,343.40 52,737,315.43
86 8/1/2027 132,331,343.40 578,949.63 249,355.93 132,081,987.48 53,316,265.05
87 9r1/2027 132,081,087.48 577.858.70 250,445.86 131.831,540.62 53.894,125.75
88 10/172027 131,831,540.62 576,762.99 251,542.56 131,579,998.06 54,470,886.74
89 11H12027 131,579,998.06 575,662.49 252,643.06 131,327,355.00 55,046,549.23
90 1212027 131,327,355.00 574,557.18 253,748.38 131,073.606.62 55,621,106.41
91 11172028 131,073,606.62 573,447 03 254,858.52 130,818,748.10 56,194,563.44
92 2/1/2028 130,818,748.10 572,332.02 255,973.53 130,562,774.57 56,766,855.45
93 3/1/2028 130,562,774.57 571,212.14 257,093.41 120,305,681,15 57,338,097.60
o4 4/1/2028 130,305,681.15 570,087.36 258,218.20 130,047,462.95 57,808,184.96
95 5/1/2028 130,047,462.95 568,957.65 259,347.90 129,788,115.05 58,477,142.61
96 8/1/2028 129,788,115.05 567,823.00 260,482.55 129,527,632.50 50,044,965.51
97 7/1/2028 129,627 632.50 566,663.30 261,622.16 129,266,010.34 59,611,649.00
98 8/1/2028 120,266,010.34 565,538.80 262,766.76  |° 120,003,243.58 60,177,167.80
99 9/1/2028 129,003,243.58 564,389.19 263,916.36 128.739,307.22 80,741,576.99
100 10/172028 126,739,327.22 563,234.56 265,071.00 128,474,256.22 61,304,811.54
101 11/1/2028 128,474,256.22 562,074.87 266,230.68 128,208,025.54 61,866,886.41
102 127412028 128,208,025.54 560.910.11 267,305.44 127.940,630.10 §2,427,796.53
103 /172029 127,840,630.10 559,740.26 268,565.30 127,672,064.80 £2,087,536.78
104 2/1/2029 127,672,064.80 558,565.28 269,740.27 127,402,324.53 63,548,102.07
105 3/1/2029 127,402,324.53 557,385.17 270,920.38 127,131,404.15 64,103,487.24
106 4/1/2029 127,131,404.15 556,199.89 272,105.66 126,850,208.49 64,659,687.13
107 5/1/2029 126,850,208.48 555,000.43 273,206.12 126,586,002.37 65,214,696.56
108 6/1/2029 126,586,002.37 553,813.76 274,491.79 126,311,510.57 65,768,510.32
109 7/1/2029 126,311,510.57 552,612.86 275,692.69 126,035,817.88 66.321,123.18
10 B1/2029 128,035,817.88, |  551,408.70 276,898.85 125,758,819.03 66,872,520.88
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111 9172028 126,758,919.03 550,195.27 278,110.28 125,480,808.75 67,422,725.15
112 10/4/2029 125,480,808.75 548,978.54 279,327.01 125,201,481.73 67,971,703.69
113 11/1/2029 125,201,481.73 547,756.48 280,548.07 124,820,932.66 68,519,460.17
114 12/1/2029 124,920,932.66 546,528.08 281,776.47 124,639,156.19 69,065,989.25
15 1M/2030 124,639,156.19 546,296.31 283,000.24 124,356,146.94 69,611,285.56
118 2(1/2030 124,356,146.94 544,058.14 284,247.41 124,071,899.53 70,155,343.71
117 3/142030 124,071,898.53 542,814.56 285.490.99 123,786,408.54 70,698,158.27
118 4/1/2030 123,786,408.54 541,565.54 286,740.02 123,499,668.52 71,239,723.80
118 5/1/2030 123,499,668.52 540,311.05 287,994.50 123,211,674.02 71,780,034.85
i20 6/1/2030 123,211.674.02 539,051.07 280,254.48 122,922,419.54 72,319,085.93
121 7/1/2030 122,922,419.54 537,785.59 290,519.97 122,631,898.57 72,856,871.51
122 812030 122,631,888.57 536,514.56 291,790.99 122,340,108.58 73,383,386.07
123 91/2030 122,340,108.58 535,237.98 293,067.58 122,047,041.00 73,928,624.05
124 10/1/2030 122,047,041.00 533,955.80 294,349.75 121,752,691.25 74,462,579.85
126 11/1/2030 121,752,691.25 532,668.02 295,637.53 121,457,053.73 74,985,247 ,88
126 121172030 121,457,063.73 531,374.61 206,930.94 121,160,122.78 75,526,622.49
127 1/1/2031 121,160,122.78 530,075.54 298,230.02 120,861,892.77 76,056,698.02
128 2142031 120,861,892.77 528,770.78 299,534.77 120,562,357.99 76,585,468.81
129 31142031 120,562,357.99 527,460.32 300,845.24 120,261,512.76 77,112,820.12
130 4/142031 120,261,612.76 526,144.12 302,161.43 119,959,351.32 77,639,073.24
131 5/1/2031 119,859,351.32 524,822,116 303,483.39 119,655,867.93 78,163,895.40
132 6172031 119,655,867.93 523,494.42 304.811.13 119,351,056.80 78,687,389.82
133 7H1/2031 118,351,056.80 522,160.87 306,144.68 119,044,912.12 79,209,550.70
134 8/1/2031 119,044,912.12 520,821.49 307,484.06 118,737,428.06 79,730,372.19
135 9/1/2031 118,737,428.06 510,476,25 308,820.31 118.428,508.75 80.248,848.44
136 10/1/2031 118,428,588.75 518,125.12 310,180.43 118,118,418.32 80,767,973.56
137 11/1/2031 118,118,418.32 516,768.08 311,537.47 117,806,880.85 81,284,741.64
138 12172031 117,806,880.85 515,405.10 312,900.45 117,483,980.40 81,800,146.74
139 1172032 117,483,980.40 514,036.16 314,269.39 117,179,711.01 82,314,182.90
140 2/1/2032 117,179,711.01 512,661.24 315,644.32 116,864,066.69 82,826,844.14
141 3M1/2032 116,864,066.69 511,280.28 317.025.26 116,547.041.43 83,338,124.43
142 41112032 116,547,041.43 509,893.31 318,412.25 116,228,629.18 83,848,017.74
143 5/1/2032 116,228,629.18 508,500.25 319,805.30 115,908,823.88 84,356,517.99
144 §/1/2032 115,808,823.88 507,101,110 321,204.45 115,587,619.43 84,863,619.09
145 71/2032 115,687,619.43 505,695.84 322,609.72 115,265,009.71 85,369,314.93
146 8/1/2032 115,265,009.71 504,284.42 324,021.14 114,940,988.58 85,873,599.35
147 9/1/2032 114,940,988.58 502,866.83 325,438.73 114,615,549.85 86,376,466.17
148 10/1/2032 114,615,549.85 501,443.03 326,862.52 114,288,687.33 86,877,909.20
149 117172032 114,288,687.33 500,013.01 328,202.55 113,960,394.78 87,377,822.21
150 12/1/2032 113,960,394.78 498,576.73 329,728.83 113,630,665.95 87,876,498.94
151 1/1/2033 113,630,665.95 497,134.16 3314,171.39 113,208,494.56 88,373,633.10
152 211/2033 113,299,494.56 495,685.20 332,620.26 142,966,874.30 88,869,318.39
153 3/1/2033 112,966,874.30 494,230.08 334,075.48 112,632,798.82 80,363,648.46
154 41172033 112,632,708,82 492,768.49 336,637.06 112,297,261.76 89,856,316.96
155 5172033 112,297,261.76 491,300.52 337.005.03 111,960,256.73 90,347,617.48
156 6/1/2033 111,960,256.73 489,826.12 338,479.43 111,621,777.30 90,837,443.60
157 7M/2033 111,621,777.30 488,345.28 339,060.28 111.,281,817.02 91,325,788.88
158 8172033 111,281,817.02 486,857.95 341,447.60 110,840,368.42 91,812,646.83
1589 9/1/2033 110,940,369.42 485,364.12 342,841.44 110,597,427.98 92,208,010.94
160 0112033 110,697,427.98 483,863.75 344,441.81 110,252,986.18 92,781,874.69
161 117112033 110,252,986.18 482,356.81 345,948.74 109,907,037.44 93,264,231.51
162 12/1/2033 108,907,037.44 480,843.29 347,462.26 108,559,575.17 93,745,074.79
163 1/1/2034 109,559,575.17 479,323.14 348,082.41 109,210,592.76 94,224,397.94
164 21112034 109,210,692,76 477,796.24 350,508.21 108,860,083.55 94,702,194.28
165 3/112034 108,860,083.55 476,262.87 352,042.69 108,508,040.86 95,178,457.14
166 41112034 108,508,040.86 474,722.68 353,582.87 108,154,457.99 95,653,179.82
167 5/1/2034 108,154,457.99 473,175.75 355,129.80 107,789,328.19 96,126,355.58
168 6/1/2034 107,799,328.19 471,622.06 356,683.49 107.442,644.70 96,597.977.64
169 7112034 107,442,644.70 470,061.57 3568,243,98 107,084,400.72 97,068,039.21
170 8/1/2034 107,084,400.72 468,494.25 352,811.30 106,724,589.42 97,536,533.46
171 9/1/2034 106,724,688.42 466,920.08 361,385.47 106,363,203.94 98,003,453.54
172 1041/2034 106,363,203.94 465,330.02 362,966.54 106,000,237.40 98,468,792.56
173 11/1/2034 106,000,237.40 463,751.04 364,554.51 105,635,682.89 98,832,543.60
174 12/1/2034 105,635,682.89 462,156.11 366,149.44 105,269,533.45 99,394,698.71
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175 11172035 105,269,533.45 460,554.21 367,751.34 i04,901,782.11 99,855,253.92
176 2112035 104,961,782.11 458,945.30 369,360.26 104,532,421.85 100,314,199.21
177 3/1/2035 104,532,421.85 457,328.35 370,976.21 104,161,445.64 100,771,528.56
178 4/1/2035 104,161,445.64 455,706.32 372,599.23 103,788,846.41 101,227,234.88
179 5/1/2035 103,788,846.41 454,076.20 374,229.35 103,414,617.08 101,681,311.09
180 6/1/2035 103,414,617.06 452,438.95 375,866.60 103,038,750.46 102,133,750.04
181 7/1/2035 103,038,750.46 450,794.53 377,611.02 102,661,239.44 102,584,544.57
182 8/1/2035 102,661,239.44 449,142.92 379,162.63 102,282,076.81 103,033,687.49
183 9/1/2035 102,282,076.81 447,484.09 380,821.47 101,901,255.34 103,481,171.58
184 10/1/2035 101,901,255.34 445,817.99 382,487.56 101,518,767.78 103,926,989.57
185 111112035 101,518,767.78 444,144.61 384,160.94 101,134,606.84 104,371,134.18
186 12/1/2035 101,134,606.84 442,463.20 385,841.85 100,748,765.18 104,813,508.09
187 1/1/2036 100,748,765.19 440,775.85 387,629.71 100,361,235.48 105,254,373.93
188 2/1/2036 100,361,235.48 439,080.41 389,225.15 99,972,010,33 105,693,454.34
189 3/M1/2036 99,972,010.33 437,377.55 390,928.01 99,581,082.33 106,130,831.88
190 4/1/2036 99,581,082.33 435,667.24 392,638.32 90,188,444.01 106,566,499.12
i1 5/1/2036 99,188,444.01 433,949.44 394,356.11 98,794,087.90 107,000,448.56
192 6/1/2036 98,794,087.90 432,224,13 396,081.42 98,398,006.48 107.432,672.70
193 7172036 98,398,006.48 430,491.28 397,814.27 98,000,792.20 107,863,163.97
194 8/1/2036 98,000,192.20 428,750.84 399,654.71 97,600,637.42 108,291,914.81
195 9M/2036 97,600,637.49 427,002.79 401,302.76 97,199,334.73 108,718,917.60
196 10/1/2036 97,199,334.73 425,247.09 403,058.46 96,796,276.26 109,144,164.69
197 11/1/2036 96,796,276.26 423,483.71 404,821.84 96,391,454.42 100,567 ,648.40
198 12/1/2036 96,391,454.42 421,712.61 406,592.94 95,884,861.48 109,989,361.02
199 11172037 95,984,861.48 419,833.77 408,371.78 95,576,488.69 110,409,204.78
200 2112037 95,576,489.69 418,147.14 410,158.41 95,166,331.28 110,827,441.93
201 3/1/2037 95,166,331.28 416,352.70 411,952.85 94,754,378.43 111,243,784.63
202 4/1/2037 94,754,378.43 414,550.41 413,755.15 94,340,623.28 141,658,345.03
203 5{1/2037 94,340,623.28 412,740.23 415,5665.33 . 93,925,057.96 112,071,085.26
204 6/1/2037 93,925,057.96 410,8922.13 417,383.42 93,507,674.53 112,482,007.39
205 TMI2037 93,507,674.53 409,096.08 419,209.48 93,088,465.05 112,891,103.46
206 BM/2037 93,088,465.05 407,262.03 421,043.52 92,667,421.54 113,298,365.50
207 9/1/2037 92,667,421.54 405,419.97 422,885.58 92,244,535.85 113,703,785.47
208 10/1/2037 92,244,535.95 403,569.84 424,735.71 91,819,800.24 114,107,355.31
209 11/4/2037 91,819,800.24 401,711.63 426,593.93 91,393,206.32 114,509,066.94
210 12/1/2037 91,393,2086.32 399,845.28 428,460.28 90,964,746.04 114,908,912.22
211 11/2038 90,964,746.04 397,070.76 430,334.79 90,534,411.25 115,306,882.98
212 2/1/2038 90,534,411.26 396,088.05 432,217.50 90,102,193.75 1156,702,971.03
213 3/1/2038 90,102,193.75 394,197.10 434,108.46 80,668,085.29 116,087,168.13
214 411/2038 89,668,085.29 392,297.87 436,007.68 89,232,077.61 116,489,466.00
215 5/1/2038 89,232,077.61 390,380.34 437,915,221 88,794,162.40 116,879,856.34
216 6/1/2038 88,794,162.40 388,474.46 439,831.09 88,354,331.31 117,268,330.80
217 7H/2038 88,354,331.31 386,550.20 441,755.35 87,912,575.95 117,654,881.00
218 8/1/2038 87,912,575.95 384,617.52 443,688.03 87,468,887.92 118,038,488.52
219 9/1/2038 §7,468,887.92 362,676.38 445,629.17 87,023,258.76 118,422,174.90
220 10/1/2038 87,023,258.75 380,726.76 447,578.80 86,575,679.95 118,802,901.66
221 11/1/2038 86,575,679.95 378,768.60 449,536.95 86,126,143.00 119,181,670.26
222 12/1/2038 86,126,143.00 376,801.88 451,503.68 85,674,639.32 119,558 472.14
223 1/1/2039 85,674,639,32 374,826.55 453,479.01 85,221,160.32 119,933,208.68
224 2/11/2039 85,221,160.32 372,842.58 455,462.98 84,765,697.34 120,306,141.2¢
225 3/1/2038 84,765,697.34 370,849.93 457,455.63 84,308,241.71 120,676,991.18
228 4/1/2039 84,308,241.71 368,848.56 459,457.00 §3,848,784.72 121,045,839.74
227 5M/2039 83,848,784.72 366,838.43 461,467.12 83,387,317.60 121,412,678.18
228 6M1/2038 83,387,317.60 364,819.51 463,486.04 82,923,831.56 121,777,497.69
229 7172038 82,923,831.56 362,791.76 465,513.79 82,458,317.77 122,140,282.45
230 8/1/2039 B2,458,317.77 360,755.14 467,550.41 81,990,767.35 122,501,044.59
231 9/1/2039 81,980,767.35 358,709.61 469,595.95 81,521,171.41 122,859,754.20
232 10/1/2039 81,521,171.41 356,655.12 471,650.43 81,049,520.98 123,216,409.33
233 11/1/2039 81,049,520.98 354,591.65 473,713.90 80,575,807.08 123,671,000.98
234 12/i/2039 80,575,807.08 352,512.16 475,786.40 80,100,020.68 123,923,620.14
235 11142040 80,100,020.68 350,437.59 477,867.96 79,622,152.72 124,273,957.73
236 2/1/2040 79,622,152.72 348,346.92 479,958.64 79,142,194.00 124,622,304.64
237 3M1/2040 79,142,124.08 346,247.10 482,058.45 78,660,135.63 124,968,551.74
238 41112040 78,660,135.63 344,138.09 484,167.46 78,175,968.17 125,312,689.84
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51172040 78,175,868.17 342,019.86 486,285.69 77,689,682.48 125,654,709.70
6/1/2040 77,689,682.48 339,892.36 488,413.19 77,201,269.29 125,994,602.06
71112040 77,201,269.29 337,755.55 490,550.00 76,710,719.29 126,332,357.61
8/1/2040 76,710,719.29 335,600.40 492,696.16 76,218,023.13 128,667,967.01
9/1/2040 76,218,023.13 333,453.85 494,851.70 75,723,171.43 127,001,420.86
10/1/2040 75,723,171.43 331,288.88 497,016.68 75,226,154.75 127,332,708.73
11/1/2040 75,226,154.75 329,114.43 499,191.13 74,726,963.62 127,661,824.16
12/1/2040 74,726,263.62 326,930.47 501,375.09 74,225,588.54 127,988,754.63
1/1/2041 74,225,588.54 324,736.95 503,568.60 73,722,019.93 128,313,491.58
2{1/2041 73,722,019.93 322,533.84 505,771.72 - 73,216,248.22 128,636,025.41
3/1/2041 73,216,248.22 320,321.09 507,984.47 72,708,263.75 128,956,346.50
4172041 72,708,263.76 318,098.65 510,206.90 72,198,056.85 129,274,445.15
51172041 72,198,056.85 315,866.50 512,439.056 71,685,617.80 129,590,311.65
6/1/2041 71,685,617.80 313,624.58 514,680.98 71,170,036.82 129,903,936.23
7i/2041 71,170,936.82 311,372.85 516,932.70 70,654,004.12 130,215,300.08
8/1/2041 70,654,004.12 309,111.27 5189,194.29 70,134,809.83 130,524,420.35
912041 70,134,809.83 306,839.79 521,465.76 69,613,344.07 130,831,260.14
10/1/2041 69,613,344.07 304,558.38 523,747.17 69,089,596.90 131,135,818.52
11/1/2041 69,089,596.90 302,266.99 526,038.57 68,563,558.33 131.438,085.51
12/1/2041 68,563,558.33 298,965.57 528,339.99 68,035,218.35 131,738,051.08
1/1/2042 68,035,218.35 297,654.08 530,651.47 67,504,566.87 132,035,705.16
21112042 67,504,566.87 295,332.48 532,973.07 66,971,593.80 132,331,037.64
31/2042 66,971,593.80 293,000.72 535,304.83 66,436,288.97 132,624,038.36
4/1/2042 66,436,288.97 290,658.76 537,646.79 65,898,642.18 132,914,697.12
5/1/2042 65,898,642.18 268,306.56 530,998.99 £5,358,643.19 133,203,003.68
6/1/2042 65,358,643.19 285,844.06 542,361.49 64,816,281.7¢ 133,488,947.75
7112042 64,816,281.70 283,571.23 544,734.32 64,271,647.38 133,772,518.98
8/1/2042 64,271,547.38 281,188.02 547,117.53 63,724,429.84 134,063,707.00
9/1/2042 63,724,429.84 278,794.38 549.511.17 63,174,918.67 134,332,501.38
10/1/2042 63,174,918.67 276,390.27 551,915.28 62,623,003.39 134,608,891.65
1112042 62,623,003.39 273,975.64 554,329.91 62,068,673.47 134,882,867.29
12172042 62,068,673.47 271,550.45 556,755.11 61,511,918.37 135,154,417.73
11172043 61,511,918.37 269,114.64 558,190.91 60,852,727.46 135,423,532.38
2/1/2043 60,952,727.46 266,668.18 561,637.37 60,391,090.08 135,690,200.56
3/1/2043 60,391,090.00 264,211.02 564,094.53 59,826,995.55 135.854,411.58
41172043 §9,826,995.55 261,743.11 566,562.45 59,260,433.10 136,216,154.68
5/1/2043 59,260,433.10 259,264.39 5690,041.16 58,691,391.95 136,475,419.08
6/1/2043 58,691,391.95 256,774.84 571,630.71 58,119,861.23 136,732,193.92
7/1/2043 58,119,861.23 264,274,338 574,031.16 57,545,830.07 136,986,468.31
8/1/2043 57,545,830.07 251,763.01 576,542.55 56,960,287,53 137,238,231.32
9/1/2043 56,969,287.53 249,240.63 §79,064.92 £6.390,222.60 137,487,471.95
101172043 56,380,222.60 246,707.22 581,598.33 55,808,624.28 137,734,179.18
i1/1/2043 §5,808,624.28 244,162.73 584,142.82 56,224,481.45 137,878,341.91
12/1/2043 55,224,481.45 241,607.11 586,698.45 54,637,783.01 138,219,948.01
11/2044 54,637,783.01 239,040.30 589,265.25 54,048,517.756 138,458,989.31
2/1/2044 54,048,617.75 236,462.27 501,843.29 53,456,674.47 138,695,451.58
3/1/2044 53,456,674.47 233,872.95 594,432.60 52,862,241.86 138,929,324.53
41172044 §2,862,241.86 231,272.31 597,033.25 52,265,208.62 139,160,596.84
5/1/2044 52,265,208.62 228,660.29 599,645.27 51,665,563.35 139,389,257.13
6/1/2044 51,665,563.35 226,036.84 602,268.71 51,063,294.64 139.615,293.96
7172044 §1,063,294.64 223,401.91 604,903.64 50,458,391.00 139,838,695.88
B/1/2044 50,458,321.00 220,755.46 607,550.09 40,850,840.91 140,059,451.34
9/1/2044 48,850,840.91 218,097.43 610,208.12 49,240,632.78 140,277,548.77
10/1/2044 49,240,632.78 215,427.77 612,877.78 48,627,755.00 140,492,976.54
111172044 48,627,755.00 212,746.43 615,559.13 48,012,195.87 140,705,722.97
12/1/2044 48,012,195.87 210,053.36 618,252.20 47,393,943.68 140,915,776.32
1/112045 47,393,943.68 207,348.50 620,957.05 46,772,686.63 141,123,124.83
2/1/2045 46,772,986.63 204,631.82 623,673.74 46,149,312.89 141,327,756.64
3/1/2045 46,149,312.89 201,803.24 626,402.31 45,522,910.58 141,529,6569.88
4/1/2045 45,522,010.58 199,162.73 629,142.82 44,893,767.76 141,728,822.62
5/1/2045 44,893,767.76 196,410.23 631,895.32 44,261,872.44 141,925,232.85
8/1/2045 44,261,872.44 193,645.69 634,659.86 43,627,212.58 142,118,878.55
71112045 43,627,212.58 190,869.06 637,436.50 42,989,776.08 142,308,747.60
8/1/2045 42,989,776.08 188,080.27 640,225.28 42,349,550.80 142,497 827.87
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303
304
305
306
307
308
309
310
311
312
313
314
315
316
317
318
319
320
321
322
323
324
325
326
327
328
329
330
331
332
333
334
336
336
337
338
339

A -sch_13 BCD - Calc of Dep and Int

9/1/2045 42,349,550.80 185,279.28 643,026.27 41,706,524.53 142,683,107.16
10/1/2045 41,706,524.53 182,466.04 645,839.51 41,060,685.02 142,865,573.20
11/1/2045 41,060,685.02 179,640.50 648,665.06 40,412,019.97 143,045,213.70
12/1/2045 40,412,019.97 176,802.59 651,502.97 39,760,517.00 143,222,016.29
11172046 39,760,517.00 173,952.26 654,353.209 39,106,163.71 143,395,968.55
2/1/2046 39,106,163.71 171,089.47 657,216.09 38,448,947.62 143,567,058.01
3/1/2046 38,448,947.62 168,214,15 660,091.41 37.788,856.22 143,735,272.16
4112048 37,788,856.22 165,326.25 £62,979.31 37,125,876.91 143,800,598.40
bM/2046 37,125,876.91 162,425.71 665,879.84 36,459,997.07 144,063,024.12
6/1/2046 36,459,997.07 159,512.49 668,793.07 35,791,204.00 144,222,536.60
7/1/2046 36,791,204.00 156,586.52 671,718.04 35,119,484.97 144,378,123.12
8/1/2046 356,119,484.97 1563,647.75 674,657.81 34,444,827.16 144,632,770.87
9/1/2046 34,444,827.16 150,686.12 677,609.43 33,767,217.72 144,683,466.99
10/4/2046 33,767,.217.72 147,731.58 680.573.98 33,086,643.75 144,831,198.56
11/1/2046 33,086,643.75 144,754.07 683,551.49 32,403,092.26 144,975,952.63
12/1/2046 32,403,092.26 141,763.53 686,542.02 31,716,550.24 145,117,716.16
1/1/2047 31,716,550.24 138,759.91 £89,545.65 31,027,004.59 145,256,476.07
2112047 31,027,004.59 135,743.15 692,562.41 30,334,442.18 145,392,219.21
31/2047 30,334,442.18 132,713.18 §95,592.37 29,638,849.81 145,524,932.40
4/1/2047 29,638,849.81 129,669.97 698,635.59 28,940,214.23 145,654,602.36
5172047 28,940,214.23 126,613.44 701,692.12 28,238,522.11 145,781,215.80
6172047 28,238,522.11 123,543.53 704,762,02 27,533,760.09 145,904.,759.34
71/2047 27,533,760.09 120,460.20 707,845.35 26,825,914.74 146,025,219.54
8/1/2047 26,825,914.74 117,363.38 710,942.18 26,114,972.57 146,142,582.21
9/1/2047 26,114,972.57 114,253.00 714,052.55 25,400,920.02 146,256,835.92
10/1/2047 25,400,920.02 111,128.03 717,176.53 24,683,743.49 146,367,964.94
111112047 24,683,743.49 107,991.38 720,314.18 23,963,429.31 146,475,956.32
12/1/2047 23,963,429.31 104,840.00 723,465.55 23,239,963.76 146,580,796.32
1172048 23,238,963.76 101,674.84 726,630.71 22,513,333.06 146,682,471.17
2/11/2048 22,513,333.05 98,495.83 729,800.72 21,783,523.33 i46,780,967.00
3/M1/2048 21,783,523.33 95,302.91 733,002.64 21,050,520.69 1486,876,269.91
41172048 21,050,520.69 92,096.03 736,209.53 20.314,311.17 146,968,365.94
5172048 20,314,311.17 88,875.11 739,430.44 19,574,880.73 147,057,241.05
6/1/2048 19,574,880.73 85,640.10 742,665.45 18,832,215.28 147,142,881.15
7/1/2048 18,832,215.28 82,390.94 745,914.61 18,086,300.66 147,225,272.10
8/1/2048 18,086,300.66 79,127.57 749,177.99 17,337,122.68 147,304,399.66
9/1/2048 17,337,122.68 75,849.¢1 752,455.64 16,584,667.03 147,380,249.57
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New York State Department of Health . Schedule 16A
Certificate of Need Application

Schedule 16 A. Hospital Program Information

See “Schedules Required for Each Type of CON” to determine when this form is required.

Instructions: Briefly indicate how the facility intends to comply with state and federal regulations specific to the services
requested, such as cardiac surgery, bone marrow transplants. For clinic services, please include the hours of service for
each day of operation, name of the hospital providing back-up services (indicating the travel time and distance from the
clinic) and how the facility intends to provide quality oversight including credentialing, utilization and quality assurance
monitoring.

The proposed project will be designed and operated in compliance with Federal and State
regulations.

All administrative aspects of the services included as part of this project will continue to be directed by
an individual who is qualified for such duties by education and experience. The Quality Assurance
(QA) Program for these services will be administered by the Chief Quality Officer, and it will be
consistent with, and an integral part of, Mohawk Valley Heaith System’s (MVHS’s) existing QA
Program.

To ensure that care and services are appropriate to an individual's needs, MVHS will continue to use
a comprehensive utilization review and monitoring program for services included as part of this
project. The appropriate utilization of services will continue to be monitored through the QA Program,
under the supervision of the Medical Director.

MVHS will utilize the same credentialing process for the services included as part of this project that
is currently in place at its constituent hospitals. Only those physicians who are qualified by virtue of
their training and experience will be considered for staff privileges, and only those who demonstrate a
high level of competence will be appointed to the staff of MVHS. A similar process will be followed for
nursing, technical and support staff members who seek employment at MVHS.

In accordance with current policy at MVHS, the ability to pay will not be a factor in the process of
accepting patients. Every effort will be made to ensure that appropriate payment is made, but in no
circumstance will a patient be refused treatment based on ability to pay. MVHS currently has a
sliding fee scale for its patients. All services will continue to be offered to those in need of care who
satisfy admission requirements, regardless of age, sex, sexual orientation, race, creed, religion,
disability, source of payment or any other personal characteristic.

PLEASE REFER TO THE SCHEDULE 1 ATTACHMENT FOR THE PROJECT NARRATIVE.

DOH 155-D Schedule 16A 1
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New York State Department of Health
Certificate of Need Application
For Hospital-Based-Ambulatory Surgery Projects:

Please provide a list of ambulatory surgery categories you intend te provide,

Schedule 16B

List of Proposed Ambulatory Surgery Category

Ambulatory Surgery — Multi-Specialty

For Hospital-Based -Ambulatery Surgery Projects: See Table Below
Please provide the following information:

Number and Type of Operating Rooms:
« Current:
o To be added:
s Total ORs upon Completion of the Project:

Number and Type of Procedure Rooms;
e Current:
¢« To be added:
e Total Procedure Rooms upon Completion of the Project:

St. Elizabeth Medical Center Existing Proposed
{Hospital Campus)
Number of Operating Rooms Total OR rooms = 10 0
Total CTOR rooms = 2
Hybrid room = 1
Cath Lab=2
EP Lab=1
Electrophysiology Tilt Room = 1
{used for tilt studies)
Number of Procedure Rooms 0 0
St. Luke’s Division Existing Proposed
{Hospital Campus)
Number of Operating Rooms 8 0
Number of Procedure Rooms 3IR 0
4 Endo
1 Adv. Endo Room

St. Elizabeth Campus Existing Proposed
{(Future Extension Clinic)
Number of Operating Rooms N/A 0
Number of Procedure Rooms N/A 0
New Hospital Campus Existing Proposed
Number of Operating Rooms N/A 14
Number of Procedure Rooms N/A 4 IR rooms

2 EP, 2 Caths

1 Advanced GI

4 Endo rooms

1 Endo/TEE/TILT room
DOH 155-D Schedule 16B 2
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New York State Department of Health Schedule 16B
Certificate of Need Application

Schedule 16 B. Community Need

See "Schedules Required for Each Type of CON” to determine when this form is required.

Public Need Summary:

Briefly summarize on this schedule why the project is needed. Use additional paper, as necessary. If
the following items have been addressed in the project narrative, please cite the relevant section and
pages.

1. ldentify the relevant service area (e.g., Minor Civil Division(s), Census Tract(s), street boundaries,
Zip Code(s), Health Professional Shortage Area (HPSA) etc.)

The primary service area (PSA) for this project is comprised of Oneida County. This county contains the
two (2) main hospitals (St. Elizabeth’s and St. Luke’s), as well as many of their extension clinics. Please
refer to the Project Narrative (under the Schedule 1 Attachment) for additional information.

2. Provide a quantitative and qualitative description of the population to be served. Data may include
median income, ethnicity, payor mix, etc.

Oneida County is located in_Central New York and had a population of 231,190 in 2016. The two (2)
largest cities in Oneida County are Utica (with a 2015 population of 61,628 (most recent data available))
and Rome (with a 2015 population of about 32,916 (most recent data available)). MVHS’s patients
generally come from 45 towns and villages covering 1,257 square miles surrounding the facilities.
Approximately two-thirds (67%) of the County’s population resides in urban/suburban areas, while the
remaining one-third (33%) resides in rural areas. Please refer to the Project Narrative (under_the
Schedule 1 Attachment) for additional information.

3. Document the current and projected demand for the proposed service in the population you plan
to serve. If the proposed setrvice is covered by a DOH need methodology, demonstrate how the
proposed service is consistent with it.

The services included as part of this project are not covered by a DOH need methodology. Through New
York Public Health Law_ Section 2825-b, New York State created the “Oneida County Health Care
Transformation Program” that set aside up to $300 million in capital grant funding for the sole purpose
of consolidating multiple licensed healthcare facilities into an integrated system of care, within the largest
population center in Oneida County (i.e., Utica). Through a response to a Request for Applications (RFA
#1505060325) from the New York State Department of Health (NYSDOH) and Dormitory Authority of
the State of New York (DASNY), MVHS was awarded $300 million in grant funding for the project
proposed in _this C.O.N. Application, which will result in the transformation of healthcare services in the
region through the consolidation of services from MVHS’s two (2) hospital campuses to a new hospital
site in Utica, New York. Please refer to the Project Narrative (under the Schedule 1 Attachment) for
additional information.

DOH 155-D Schedule 16B 3
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New York State Department of Health Schedule 16B
Certificate of Need Application

4. (a) Describe how this project responds to and reflects the needs of the residents in the community
you propose to serve.

The new hospital campus will consolidate two (2) existing acute care hospitals into one (1) integrated
location, will provide greater access to residents of the City of Utica, Oneida County and the region, and
it will improve operational efficiency, patient satisfaction and safety for both patients and caregivers. In
particular, this project will create a structured delivery system, end the current service fragmentation,
increase service integration and coordinate the work of the hospitals and other community-based
organizations. Furthermore, the implementation of this project will reduce gaps/inefficiencies in care
coordination, aligns with payment reform and rebalances healthcare delivery through the reduction in
the number of hospital beds as care is shifted from an inpatient care model to an_outpatient care model
focused on population health. Please refer to the Project Narrative (under the Schedule 1 Attachment)
for additional information.

(b) Describe how this project is consistent with your facility’s Community Service Implementation
Plan (voluntary not-for-profit hospitals) or strategic plan (other providers).

This project is consistent with the Community Service Implementation Plan of Mohawk Valley Health
System (MVHS). First, MVHS is dedicated to ensuring access to high-quality healthcare to the region’s

residents; this projeet will promote access to services to all patients in need of such services by making a
number of its services more efficient and generally consolidated at a single site. Second, this project will
help to_improve public health outcomes for residents of the region through proper access to needed
services. Please refer to the Project Narrative (under the Schedule 1 Attachment) for additional
information.

(c) Will the proposed project serve all patients needing care regardless of their ability to pay
or the source of payment? If so, please provide such a statement.

This project will serve all patients needing care, regardless of their ability to pay or source of payment.
Please refer to the Project Narrative (under the Schedule 1 Attachment) for additional information.

5. Describe where and how the population to be served currently receives the proposed services.

The individuals are currently being served at either the Faxton St. Luke’s Healthcare St. Luke’s Division
(St. Luke’s) or St. Elizabeth Medical Center (St. Elizabeth). This project consolidates and integrates a
number of services into a single location in_order to better serve the patient base. Please refer to_the
Project Narrative (under the Schedule 1 Attachment) for additional information.

6. Describe how the proposed services will be address specific health problems prevalent in the
service area, including any special experience, programs or methods that will be implemented to
address these health issues.

Both campuses of MVHS are major care centers for residents of the region. This project seeks approval
for the construction of a new hospital campus in Utica, New York, consistent with New York Public
Health Law Section 2825-b. In terms of specific health issues, residents of Oneida County also experience
poor health outcomes for a number of conditions, including cardiovascular disease, diseases of the heart,
coronary heart discase, acute myocardial infarction (heart attack), congestive heart failure,
DOH 155-D Schedule 16B 4
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New York State Department of Health Schedule 16B

Certificate of Need Application

cerebrovascular disease (stroke), hypertension, chronic kidney disease, diabetes, chronic lower
respiratory disease, asthma and cancer. Please refer to the Project Narrative (under_the Schedule 1

Attachment) for additional information.

DOH 165-D Schedule 16B 5
(12/2015)



New York State Department of Health Schedule 16B
Certificate of Need Application

ONLY For Applicants Seeking Permanent Life Not Applicable

Diagnostic and Treatment Centers seeking approval for indefinite Life MUST provide the
following information:

Iinstructions: In the space below, please provide detailed information on the most recent CON
application that was approved for the limited life.

i.  CON number:
i. Date of approval:
ii. Number of years of limited life approved for:
iv.  OpCert number and dates:
v. Please provide a table with information on projections by payor for year 1 and year 3 as
reported on the approved CON. (Please identify the projections in terms of visits or

procedures).

vi. Please provide a table with information on actual utilization by payor for each year since the
implementation of the approved CON.

Note: Please use the same category of payors for actual utilization as those used for
projections in item ‘v’ above. Also, use the same category (i.e., visits or procedures) for
actual utilization as those used for projections in item ‘v’ above.

vii.  Did you achieve those projections reported in item 'v' above?
If not, please give reasons for not meeting those projections.

DOH 155-D Schedule 16B 6
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New York State Department of Health Schedule 16C
Certificate of Need Application

Impact of CON Application on Hospital Operating Certificate

Name of Active Parent:(if applicable). N/A
Name of Facility: = Mohawk Valley Health System Integrated Hospital Campus
Address of Facility. Address To Be Determined {See Note Below)

Utica (Oneida Coun New York 13502

~ NOTE: THIS OPERATING CERTIFICATE REFLECTS THE BEDS AND SERVICES
OF THE NEW HOSPITAL CAMPUS. PLEASE REFER TO THE PROJECT NARRA TIVE (UNDER

THE SCHDULE 1 ATTACHMENT) AND ITS APPENDICES FOR ADDITIONAL INFORMATION.

e L T T e E L T T s e e’ = = — R

Note: If the application involves an extension cl[nlc indicate which services should be added or removed from the
certificate of the extension clinic alone, rather than for the hospital system as a whole. If multiple sites are involved,
complete a separate 16C for each site_

TABLE 16C-1 AUTHORIZED BEDS

Current Proposed

Category Code |Capacity] Add |Remove Capacity
AIDS 30
BONE MARROW TRANSPLANT 21
BURNS CARE 09
CHEMICAL DEPENDENCE-DETOX * 12
CHEMICAL DEPENDENCE-REHAB * 13
COMA RECOVERY 26
CORONARY CARE 03 8 8
INTENSIVE CARE 02 42 42
MATERNITY 05 22 22
IMEDICAL/SURGICAL 01 240 240
NEQONATAL CONTINUING CARE 27
NEONATAL INTENSIVE CARE 28
NEONATAL INTERMEDIATE CARE 29 8 8
PEDIATRIC 04 16 16
PEDIATRIC ICU 10
PHYSICAL MEDICINE & REHABILITATION 07
PRISONER
PSYCHIATRIC** 08 44 44
RESPIRATORY
SPECIAL USE
SWING BED PROGRAM
TRANSITIONAL CARE 33
[TRAUMATIC BRAIN INJURY 11

TOTAL 380 380

*CHEMICAL DEPENDENCE: Requires additional approval by the Office of Alcohal and Substance Abuse Services (OASAS)
*PSYCHIATRIC: Requires additional approval by the Qffice of Mental Health {OMH)

Does the applicant have previously submitted Certificate of Need (CON) applications that have
not been completed involving addition or decerification of beds?

No
(] Yes (enter CON numbers to the righty | | | | L

DOH 155-D Schedule 16C 1
(12/2015)




New York State Department of Health Schedule 16C
Certificate of Need Application

TABLE 16C-2 LICENSED SERVICES FOR HOSPITAL CAMPUSES

LOCATION:
Address To Be Determined

Utica (Oneida County), New York 13502
{Ghtesioetaodress obbseiliyl

Current Add Remove |Proposed

MEDICAL SERVICES — PRIMARY CARE °
MEDICAL SERVICES — OTHER MEDICAL SPECIALTIES

AMBULATORY SURGERY
MULTI-SPECIALTY
SINGLE SPECIALTY — GASTROENTEROLOGY
SINGLE SPECIALTY — OPHTHALMOLOGY
SINGLE SPECIALTY — ORTHOPEDICS
SINGLE SPECIALTY — PAIN MANAGEMENT
SINGLE SPECIALTY — QTHER (speciFy)
CARDIAC CATHETERIZATION e
ADULT DIAGNOSTIC
ELECTROPHYSIOLOGY (EP)
PEDIATRIC DIAGNOSTIC
PEDIATRIC INTERVENTION ELECTIVE
PERCUTANEOUS CORONARY INTERVENTION (PCI)
CARDIAC SURGERY ADULT
CARDIAC SURGERY PEDIATRIC
CERTIFIED MENTAL HEALTH O/P '
CHEMICAL DEPENDENCE - REHAB 2
CHEMICAL DEPENDENCE - WITHDRAWAL O/P 2
CLINIC PART-TIME SERVICES
COMPREHENSIVE PSYCH EMERGENCY PROGRAM
DENTAL
EMERGENCY DEPARTMENT
EPILEPSY COMPREHENSIVE SERVICES
HOME PERITONEAL DIALYSIS TRAINING & SUPPORT?
HOME HEMODIALYSIS TRAINING & SUPPORT*
INTEGRATED SERVICES — MENTAL HEALTH
INTEGRATED SERVICES — SUBSTANCE USE DISORDER
LITHOTRIPSY
METHADONE MAINTENANGE O/P 2
RADIOLOGY-THERAPEUTIC °
RENAL DIALYSIS, ACUTE

RENAL DIALYSIS,CHRONIC [Complete the ESRD section 16C-3(a)&(b) below]

1A separate licensure application must be filed with the NYS Office of Mental Health in addition to this CON.

2A separate licensure application must be filed with the NYS Office of Alcohalism and Substance Abuse Services in addition to this CON.
4 DIALYSIS SERVICES require additional approval by Medicara

$RADIOLOGY - THERAPEUTIC includes Linear Accelerators

§PRIMARY CARE includes one or more of the following: Family Practice, Internal Medicine, Ob/Gyn or Pediatric
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New York State Department of Health Schedule 16C

Certificate of Need Application

ABLE 16C-2 LICENSED SERVICES (cont.)

[TRANSPLANT

HEART - ADULT
HEART - PEDIATRIC
KIDNEY

LIVER

TRAUMATIC BRAIN INJURY

DOH 155-D Schedule 16C 3
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New York State Department of Health Schedule 16C
Certificate of Need Application

Impact of CON Application on Hospital Operating Certificate

Name of Active Parent:(if applicable): N/A
Name of Facility:  St. Luke’s Campus [PFI #0599]
Address of Facility: 1656 Champlin Avenue

Utlca QOnelda Coungl, New York 13502

. OF THE ST. LUKE’S CAMPUS. PLEASE REFER TO THE PROJECT NARRATIVE (UNDER THE

SCHDULE 1 ATTACHMENT) AND ITS APPENDICES FOR ADDITIONAL INFORMATION.

Note: If the application involves an extensicon clinic, indicate which services should be added or removed from the
certificate of the extension clinic alone, rather than for the hospital system as a whole. If multiple sites are involved,
complete a separate 16C for each site.

TABLE 16C-1 AUTHORIZED BEDS

Current roposed

Category Code |Capacity| Add |Remove [Capacity
AIDS 30
BONE MARROW TRANSPLANT 21
BURNS CARE 09
CHEMICAL DEPENDENCE-DETOX * 12
CHEMICAL DEPENDENCE-REHAB * 13
COMA RECOVERY 26
CORONARY CARE 03
INTENSIVE CARE 02
MATERNITY 05
MEDICAL/SURGICAL 01
NEONATAL CONTINUING CARE 27
NEONATAL INTENSIVE CARE 28
NEONATAL INTERMEDIATE CARE 29
PEDIATRIC 04
PEDIATRIC ICU 10
PHYSICAL MEDICINE & REHABILITATION 07 24 24
PRISONER
PSYCHIATRIC** 08
RESPIRATORY
SPECIAL USE
SWING BED PROGRAM
TRANSITIONAL CARE 33
TRAUMATIC BRAIN INJURY 11

TOTAL 24 24

*CHEMICAL DEPENDENCE; Requires additional approval by the Office of Alcohol and Substance Abuse Services (OASAS)
**PSYCHIATRIC: Requires additicnal approval by the Office of Mental Health (OMH)

Does the applicant have previously submitted Certificate of Need {CON) applications that have
not been completed involving addition or deceriification of beds?

No
[ Yes (Enter CON numbers to the right) | 1| | | |
DOH 155-D Schedule 16C 4
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New York State Department of Health Schedule 16C
Certificate of Need Application

TABLE 16C-2 LICENSED SERVICES FOR HOSPITAL CAMPUSES

LOCATION:

1656 Champlin Avenue
Utica (Oneida County). New York 13502

Current Add Remove |Proposed
IMEDICAL SERVICES — PRIMARY CARE ® X b
IMEDICAL SERVICES — OTHER MEDICAL SPECIALTIES X X

AMBULATORY SURGERY

MULTI-SPECIALTY

SINGLE SPECIALTY — GASTROENTEROLOGY
SINGLE SPECIALTY — OPHTHALMOLOGY
SINGLE SPECIALTY — ORTHOPEDICS

SINGLE SPECIALTY — PAIN MANAGEMENT
SINGLE SPECIALTY — OTHER (speciFY)

CARDIAC CATHETERIZATION

ADULT DIAGNOSTIC

ELECTROPHYSIOLOGY (EP)

PEDIATRIC DIAGNOSTIC

PEDIATRIC INTERVENTION ELECTIVE
PERCUTANEOUS CORONARY INTERVENTION (PCI)
CARDIAC SURGERY ADULT

ICARDIAC SURGERY PEDIATRIC

CERTIFIED MENTAL HEALTH O/P '

CHEMICAL DEPENDENCE - REHAB ?

CHEMICAL DEPENDENCE - WITHDRAWAL O/P *
CLINIC PART-TIME SERVICES

COMPREHENSIVE PSYCH EMERGENCY PROGRAM
DENTAL

EMERGENCY DEPARTMENT

EPILEPSY COMPREHENSIVE SERVICES

HOME PERITONEAL DIALYSIS TRAINING & SUPPORT*
HOME HEMODIALYSIS TRAINING & SUPPORT*
INTEGRATED SERVICES — MENTAL HEALTH
INTEGRATED SERVICES — SUBSTANCE USE DISORDER
LITHOTRIPSY

METHADONE MAINTENANCE O/P *
RADIOLOGY-THERAPEUTIC °

RENAL DIALYSIS, ACUTE

RENAL DIALYSIS, CHRONIC [Complete the ESRD section 16C-3(a)&{b) belmv]4

1A separate licensure application must be filed with the NYS Office of Mental Health in addition to this CON.

2 A separate licensure application must be filed with the NYS Office of Alcoholism and Substance Abuse Serviges in addition to this CON.
4 DIALYSIS SERVICES require additional approval by Medicare

SRADIOLOGY - THERAPEUTIC includes Linear Accelerators

8 PRIMARY CARE includes one or more of the following: Family Practice, Internal Medicine, Ob/Gyn or Pediatric
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Schedule 16C

Remove | Proposed

l!ABLE 16C-2 LICENSED SERVICES (cont.)

[TRANSPLANT

HEART - ADULT

HEART - PEDIATRIC

KIDNEY

LIVER

TRAUMATIC BRAIN INJURY

DOH 155-D
(12/2015)
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TABLE 16C-3 LICENSED SERVICES FOR HOSPITAL EXTENSION CLINICS and OFF-CAMPUS EMERGENCY
DEPARTMENTS

LOCATION:

-St. Elizabeth Campus (Extension Clinic) e SEE NOTE BELOW
[PFI #0598] Z
2209 Genesee Street

Utica {Oneida County), New York 13501
| {Enfer stresf address offacr'f@

MEDICAL SERVICES — PRIMARY CARE °
MEDICAL SERVICES — OTHER MEDICAL SPECIALTIES
MBULATORY SURGERY
SINGLE SPECIALTY - GASTROENTEROLOGY
SINGLE SPECIALTY — OPHTHALMOLOGY
SINGLE SPECIALTY — ORTHOPEDICS
SINGLE SPECIALTY — PAIN MANAGEMENT
SINGLE SPECIALTY — OTHER (seeciy)
MULTI-SPECIALTY
CERTIFIED MENTAL HEALTH O/P !
CHEMICAL DEPENDENCE - REHAB 2
CHEMICAL DEPENDENCE - WITHDRAWAL O/P 2
DENTAL
HOME PERITONEAL DIALYSIS TRAINING & SUPPORT?
HOME HEMODIALYSIS TRAINING & SUPPORT*
INTEGRATED SERVICES — MENTAL HEALTH
INTEGRATED SERVICES — SUBSTANCE USE DISORDER
LITHOTRIPSY
METHADONE MAINTENANCE OQ/P ?
RADIOLOGY-THERAPEUTIC®
RENAL DIALYS!S,CHRONIC [Complete the ESRD section 16C-3(a)&(b) below]”
TRAUMATIC BRAIN INJURY

(@]
c
S
=
(1]
S
==

Remove |Proposed

FOR OFF-CAMPUS EMERGENCY DEPARTMENTS ONLY’

EMERGENCY DEPARTMENT ]
1 A separate licensure application must be filed with the NYS Office of Mental Health in addition to this CON.

2 A separate licensure application must be filed with the NYS Office of Alcoholism and Substance Abuse Services in addition to this CON.

4 DIALYSIS SERVICES require additional approval by Medicare

§ RADIOLOGY ~ THERAPEUTIC includes Linear Accelerators

8PRIMARY CARE includes one or more of the following: Family Practice, Internal Medicine, Ob/Gyn or Pediatric

7  OFF-CAMPUS EMERGENCY DEPARTMENTS must meet all relevant Federal Conditions of Participation for a hospital per CMS S&C-08-08

O | O DDDDDEEEDED@DDDDD Dd

q H DDDD@F@@@DDDDDDDD mmﬁ

4 O DDDDFFFFFFDDDDDDD oo
4 0 DDDDFFFFDEDDDDDDD =[x

Note: This site represents the services to be provided on the former inpatient campus of St. Elizabeth Medical

Center. The former St. Elizabeth site will be converted into an outpatient extension clinic (to be known as “St.
Elizabeth Campus”). As an extension clinic, it will maintain its current PFl number.

DOH 155-D Schedule 16C 7
(12/2015)



New York State Department of Health Schedule 16C
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END STAGE RENAL DISEASE (ESRD})

N/A - Replacement Hospital Project

TABLE 16C-3(a) CAPACITY Existing | Add |[Remove|Proposed
CHRONIC DIALYSIS

If application involves dialysis service with existing capacity, complete the following table:

TABLE 16C-3(b] TREATMENTS Last 12 mos 2 years prior 3 years prior
CHRONIC DIALYSIS

All Chronic Dialysis applicants must provide the following information in compliance with 10 NYCRR 670.6.

1. Provide a five-year analysis of projected costs and revenues that demonstrates that the proposed dialysis services will
be utilized sufficiently to be financially feasible.

[ NA |

2. Provide evidence that the proposed dialysis services will enhance access to dialysis by patients, including members
of medically underserved groups which have traditionally experienced difficulties obtaining access to health care, such
as; racial and ethnic minorities, women, disabled persons , and residents of remote rural areas.

TNA |

3. Provide evidence that the hours of operation and admission policy of the facility will promote the availability of diaiysis
at times preferred by the patients, particularly to enable patients to continue employment.

[NIA \

4, Provide evidence that the facility is willing to and capable of safely serving patients.

[ VA |

5. Provide evidence that the proposed facility will not jeopardize the quality of care or the financial viability of existing
dialysis facilities. This evidence should be derived from analysis of factors including, but not necessarily limited to
current and projected referral and use patterns of both the proposed facility and existing facilities. A finding that the
proposed facility will jeopardize the financial viability of one or more existing facilities will not of itself require a
recommendation to of disapproval.

[ N/A ]

DOH 1565-D Schedule 16C 8
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New York State Department of Heaith Schedule 16C
Certificate of Need Application

Mobile Clinic Site Approval Request: N/A

One form must be submitted for each proposed mobile clinic site. Please feel free to photocopy this
form as necessary. You may use attach additional sheets as necessary

Facility Name

Proposed Site Address

CITY COUNTY ZIP

Type of Facility at Site

Name and Title of Representative at site:

Type of Service

Is mobile clinic in a self-contained vehicle or is equipment moved into the temporary site?

Schedule of operation

L

Justification for service at this site

List of current sites where these services will no longer be offered

DOH 155-D Schedule 16C 9
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Schedule 16 D, Hospital Outpatient Department - Utilization projections

b

d

Schedule 16D

f

CERTIFIABLE SERVICES

Current Year
Visits*

First Year
visits*

Third Year
visits*

MEDICAL SERVICES - PRIMARY CARE

233,195

241,986

241,986

MEDICAL SERVICES - OTHER MEDICAL SPECIALTIES

71,405

71,405

AMBULATORY SURGERY

68,811

SINGLE SPECIALTY - GASTROENTEROLOGY

SINGLE SPECIALTY - OPHTHALMOLOGY

SINGLE SPECIALTY - ORTHOPEDICS

SINGLE SPECIALTY - PAIN MANAGEMENT

SINGLE SPECIALTY - OTHER

MULTI-SPECIALTY

19,336

20,065

20,065

CARDIAC CATHETERIZATION

ADULT DIAGNOSTIC

1,540

1,598

1,598

ELECTROPHYSIOLOGY

1,003

1,041

1,041

PEDIATRIC DIAGNOSTIC

PEDIATRIC INTERVENTIONAL ELECTIVE

PERCUTANEQUS CORONARY INTERVENTION (PCI)

413

429

429

CERTIFIED MENTAL HEALTH O/P

CHEMICAL DEPENDENCE - REHAB

CHEMICAL DEPENDENCE - WITHDRAWAL O/P

CLINIC PART-TIME SERVICES

CLINIC SCHOOL-BASED SERVICES

CLINIC SCHOOL-BASED DENTAL PROGRAM

COMPREHENSIVE EPILEPSY CENTER

COMPREHENSIVE PSYCH EMERGENCY PROGRAM

DENTAL

12,473

12,943

12,943

EMERGENCY DEPARTMENT

62,067

64,407

64,407

HOME PERITONEAL DIALYSIS TRAINING & SUPPORT

7,895

8,193

8,193

HOME HEMODIALYSIS TRAINING & SUPPORT

2,013

2,089

2,089

INTEGRATED SERVICES - MENTAL HEALTH

INTEGRATED SERVICES - SUBSTANCE USE DISORDER

LITHOTRIPSY

109

113

113

METHADONE MAINTENANCE O/P

RADIOLOGY-THERAPEUTIC

9,779

10,148

10,148

RENAL DIALYSIS, CHRONIC

53,188

55,193

55,193

OTHER SERVICES

215,809

223,945

223,945

Total

687,631

713,555

713,555

Note: In the case of an extension clinic, the service estimates in this table should apply to the site in question,

not fo the hospital or network as a whole.

* The 'Tatal' reported MUST be the SAME as those on Table 13D-4,

Note: Represents the combined facilities upon the implementation of the new hospital campus.

DOH 155-D
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Certificate of Need Application
Utilization/Discharge and Patient Days

Schedule 16E

Service (Beds) Classification

Current Year
Start date: 1/1/16

1st Year

date: 1/1/22

Start

_Discharges

Patient
Days

Discharges

Patient

Days

3rd Year
Start date: 1/1/24
 ——————— =
Patient Days

Discharges

AIDS

BONE MARROW TRANSPLANT

BURNS CARE

CHEMICAL DEPENDENCE - DETOX

CHEMICAL DEPENDENCE - REHAB

COMA RECOVERY

CORONARY CARE

226

2,504

217

2,404

217

2,404

INTENSIVE CARE

678

9,387

650

8,999

650

8,999

MATERNITY

1,977

5,097

1,897

4,891

1,897

4,81

MED/SURG

17,587

78,147

16,873

74,974

16,873

74,974

NEONATAL CONTINUING CARE

NEONATAL INTENSIVE CARE

NEONATAL INTERMEDIATE CARE

161

1,793)

154

1,715

154

1,715

PEDIATRIC

529

1,182

508

1,135

508

1,135

PEDIATRIC ICU

PHYSICAL MEDICINE & REHABILITATION

343

4,870

329

4,671

329

4,671

PRISONER

PSYCHIATRIC

2,306

13,241

2,212

12,701

2,212

12,701

RESPIRATORY

SPECIAL USE

SWING BED PROGRAM

TRANSITIONAL CARE

TRAUMATIC BRAIN-INJURY

OTHER (describe)

TOTAL

23,807

116,221

22,840

111,490

22,840

111,490|

Prior versions of this table referred to "incremental” changes in discharges and days.
Note that the table now requires the full count of discharges and days.

Note: Represents the combined facilities upon the implementation of the new hospital campus.

DOH 155-D
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Certificate of Need Application

Schedule 16 F. Facility Access

See "Schedules Required for Each Type of CON” to determine when this form is required.

N/A

Schedule 16F

Compiete Table 1 to indicate the method of payment for inpatients and for inpatients and outpatients who
were transferred to other health care facilities for the calendar year immediately preceding this

application.

Start date of year for which data applies (m/clyyyy):

Table 1. Patient
Characteristics

Payment Source

Total

Number of
Inpatients

Number of Patients Transferred

Inpatient

OPD ER

Medicare

Blue Cross

Medicaid

Title V

orkers' Compensation

Self Pay in Full

Other {incl. Partial Pay)

Free

Commercial Insurance

Total Patients

Complete Table 2 to indicate the method of payment for outpatients.

Table 2. Qutpatient
Characteristics

Emergency Room

Outpatieni Clinic

Community MH Center

Primary Payment
Source

Visits

Visits Resulting in
Inpatient
Admissions

Visits Resulting in
Inpatient
Admissions

Visits

Visits

Visits Resulting in
Inpatient
Admissions

Medicare

Biue Cross

Medicaid

Title V

Workers' Compensation

Self Pay in Full

Other (incl. Partial Pay)

Free

Commercial Insurance

otal Patients

A. Attach a copy of your discharge planning policy and procedures.

B. [s your facility a recipient of federal assistance under Title VI or XVI of the Public Health Service?

Act (Hill-Burton)?
Yes [] No []

If yes, answer the following questions and attach the most recent report on Hill-Burton compliance
from the Federal Department of Health and Human Services.

DOH 155-D
(12/2015)
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Certificate of Need Application

N/A

1. Is your facility currently obligated to provide uncompensated service under the Public
Health Service Act?

Yes [] No[]

If yes, provide details on how your facility has met such requirement for the 1ast three fiscal years
- including notification of the requirement in a newspaper of general circulation. Also, list any
restricted trusts and endowments that were used to provide free, below-cost or charity care
services o persons unable to pay.

L |

2. With respect to all or any portion of the facility which has been constructed, modernized, or
converted with Hill-Burton assistance, are the services provided therein available to all persons
residing in your facility's service area without discrimination on the basis of race, color, national
origin, creed, or any basis unrelated to an individual's need for the service or the availability of the
needed service in the facility?

Yes[] No[]
If no, provide an explanation,

_ l

3. Does the facility have a policy or practice of admitting only those patients who are referred
by physicians with staff privileges at the facility?

Yes [ ] No[]

4. Do Medicaid beneficiaries have full access to all of your facility's health services?

Yes [] No[]

If no, provide a list of services where access by Medicaid beneficiaries is denied or limited.

L ]

DOH 155-D Schedule 16F 2
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Office of Mental Health Program

This information is required of Article 28 hospitals and diagnostic and treatment centers for projects
that include mental health programs subject to an operating certificate or prior approval by the Office of
Mental Health under Article 31 of the Mental Hygiene Law (MHL). These projects include a new mental
health program, or & new site, or modification to an existing program. Per MHL Article 31, prior
consultation with the Local Government Unit and local Office of Mental Health Field Office is required
before submission of the Article 28 application.

Section A - Attachments for New Program or New Satellite Location

N/A — No New Program or New Satellite Location

1. Program and Service Area

Identify the type of mental health program to be provided.

Define the geographic or paolitical boundaries of the area to be served by the proposed program.
Describe how the proposed pragram will function within the mental health system in the area to be
served.

oo

N/A

2, Problems and Needs
a. Describe the target population for the program qualitatively and quantitatively. Describe problems
of the target populaticn and their families, and describe how the proposed program will address
these problems.
b. Describe how your organization currently serves the target population (if appiicable).
¢. Provide any cther information supperting need for the proposed program.

NIA

3. Access

a. Describe how the program will serve the poor and the medically indigent.

b. Describe the mechanisms by which the program will address the cultural and ethnic backgrounds
in the treatment of the population in the service area.

c. Describe the mechanisms for participation of consumer representation within the governing body
(if applicable}).

d. Describe plans to enable persons with physical disabilities to access services, consistent with the
characteristics of the population to be served.

e. Indicate the transportation arrangements through which individuals will access the program.

N/A

4, Continuity of Care
a. Describe a plan to ensure continuity of care within the mental healih system and with other service
systems. Identify specific providers to ensure linkages among programs.
b. For outpatient programs, describe a plan by which patients in the program will be assisted during
hours when the program is not in operation.

NIA

DOH 155-D Schedule 20A 1
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5. Implementation
Describe start-up or phase-in activities necessary to implement the program. Include timeframes
in your description.

N/A

8. Functional Program

a. Mission - Provide an overview of the proposed program and describe the treatment philosophy.

b. Organization - Describe the lines of authority from the governing body to the proposed program.
Indicate the relationship of the program to other programs operated by your agency.

c. Goals and Objectives - Describe the goals, objectives, and expected outcomes of the program.
Indicate average length of stay.

d. Admigsion - Describe admission criteria, policies, and procedures. Include inclusionary and
exclusionary criteria, process, timeframes, record keeping, and procedures for notifying families
and programs in which recipients are currently admitted.

e. Discharge - Describe discharge criteria, policies, and procedures. Include process, timeframes,
record keeping, and procedures for nofifying families and programs to which recipients will be
referred for further services.

T. Services - Provide a detailed description of all services available to recipients admitied to the
program. Specify how these services will be provided and the staff position responsible for
providing the service. Identify the provider of any services to be delivered by other than the
proposed program. For programs serving children, describe plans to coordinate with the family
and the school.

g. Staffing - Provide a staffing plan for the program. Include descriptions of the qualifications and
duties for each staff position.

h. Quality Assurance/Improvement - Describe your plans for utilization review, incident management,
and internal monitoring.

i. Premises - Provide a description of the premises to be used by the program. Include
appropriately labeled sketch drawings showing use and dimensions of rooms.

j-  Waivers - Identity any waiver requests and provide justification for the request. Indicate the effect
on your proposed program if the request is denied.

N/A

7. Fiscal
a. Unless provided elsewhere in this application, submit a proposed budget for the: first and second
year of full operation of the mental health program.
b. If Medicaid revenue is included, indicate the source and availability of the state share of Medicaid
for projects other than Article 31 Clinics.

N/A

DOH 155-D Schedule 20A 2
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Section B - Attachments for Program Expansion at Existing Program or Site

N/A — No Program Expansion

1. Identify the program.
N/A
2, Provide justification and data supporting the need for the expansion.
N/A
3 Describe the impact of the expansion on services, staffing, caseload and space.
NiA
4. Provide a detailed description of services available to recipients as a result of the proposed

expansuon Specify how these services will be provided and the staff positions responsible for providing
the service. |dentify the provider of any services to be delivered by other than the provider of the licensed
program. For programs expanding to serve children, describe plans to coordinate with the family and the
school.

NIA
5. Indicate the fiscal impact of the expansion. Provide the incremental increases to expenses and
revenues. |f additional Medicaid is proposed to support the expansion, for projects other than Article 31

clinics, indicate the source and availability of the state share of Medicaid.

NIA

DOH 155-D Schedule 20A 3
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Section C - Attachments for Other Projects Requiring Prior Approval of OMH
In all projects, identify the program affected.

1. Reduce Existing Program

a. Indicate proposed effective date for reduction.
b. Describe the reasons for the reduction and the impact (if any) on individuals currently receiving
services.

Mohawk Valley Health System (MVHS) is currently certified to operate 24 adult psychiatric beds at St.
Elizabeth Medical Center (St. Elizabeth) and 26 aduit psychiatric beds at Faxton-St. Luke’s Hospital
{St. Luke’s), for a total of 50 adult psychiatric beds. Through its overall transformation project, MVHS
will relocate the inpatient psychiatric beds at St. Elizabeth and St. Luke’s to the new hospital campus,
and it will decertify six (6} of the adult psychiatric beds, resulting in the operation of 44 adult
psychiatric beds on the new campus.

a. The effective date of the reduction of the adult inpatient psychiatric beds is January 1, 2022, which
represents the beginning to Year 1 of operations for this project.

b. When the inpatient utilization of both $t. Elizabeth’s and St. L.uke's is combined, in 2016, the
facilities have an overall occupancy rate of 71.5%, given the 50 certified inpatient psychiatric beds
at the combined facilities. Given the same utilization statistics and the proposed humber of
psychiatric beds (44), the combined facilities have an estimated 81.3% occupancy. Please refer to

these statistics in the following table:

Occupancy Rate

Current Beds | Proposed Beds
(50) (44)
Psychiatric 71.5% B81.3%

Through the overall project, MVHS will decertify six (6) inpatient psychiatric beds (i.e., from 50 to
44 beds). Not only is this decertification supported by the historical occupancy rates for inpatient
psychiatric beds noted in the table above, if is also supported by the following statistics:

» Although the number of patient days for inpatient psychiatric patients at the two (2) combined
MVHS facilities increased from 2012 to its peak in 2015, it has decreased considerably since
2015. Based upon 2017 data through September 30, 2017, the occupancy rate of the 50
inpatient psychiatric beds was 69.6% (down from the peak occupancy rate of 81.8% in 2015),
meaning that about 15 beds remained unused, on average, during this time in 2017.

» A large and growing percentage of inpatient psychiatric cases are originating from outside of
Oneida and Herkimer Counties, which means that residents are likely bypassing other

inpatient psychiatric units that are closer to home for many resrdents These statistics are as
follows:

Number and Percentage of MVHS [npatient Psychiatric Discharges from Oneida/Herkimer
Counties vs. All Other Counties, 2012-YTD 2017

2012 2013 2014 2015 2016 YTD 2017*
Oneida/Herkimer
Counties 1,812 1,707 1,728 1,803 1,766 1,172
All Other Counties 397 450 548 611 540 521
TOTAL 2,209 2,157 2,276 2,414 2,306 1,693
DOH 155-D Schedule 20A 4
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Oneida/Herkimer
Counties 82.0% | 791% | 759% | 74.7% | 76.6% 69.2%
All Other Counties 18.0% | 20.9% | 24.1% | 253% | 23.4% 30.8%
TOTAL 100.0% | 100.0% | 100.0% | 100.0% | 100.0% 100.0%

Source: Mohawk Valley Health System

In 2012, only 18.0% of the inpatient psychiatric cases at MVHS were from patients residing
outside of Oneida and Herkimer Counties. By 2017 (using data through September 3¢, 2017),
30.8% of the inpatient psychiatric cases at MVHS were from patients residing outside of
Oneida and Herkimer Counties. Based upon a review of inpatient psychiatric bed projects

within the “Centra n_the “Central New York” and tt d the “Northeast” areas of New York ¢ State on NYSE-CON
(which includes Onelda and Herkimer Counties, as well as the surrounding reglonl, since
2012, the only inpatient psychiatric project that was implemented was the addition of one (1)
psychiatric bed at Rome Memorial Hospital (Oneida County), which went from 11 beds to 12
beds through Project No. 132140. The fact that no psychiatric beds were decertified means
that many of the patients who travel from outside of Oneida or Herkimer Counties fo receive
inpatient psychiatric care at MVHS can likely be served on inpatient psychiatric units located
closer to their homes. Nevertheless, it Is clear that they are attracted to MVHS facilities for

various reasons {one of which is likely the high quality of care provided at its facilities).

> MVHS expects to continue to experience a decrease in its inpatient psychiatric utilization,
largely due to the transition of care from the inpatient realm to the outpatient realm, and from
the expanded use of front-line outpatient behavioral health services. To this end, MVHS and

its two (2) hospital facilities operate numerous extension clinics throughout Utica and the
surrounding region that provide outpatient behavioral health services. MVHS is continuing to

work with its partners through the DSRIP program to integrate behavioral health services into
the primary care setting.

Please also refer to the Project Narrative (under the Schedule 1 Attachment) for additional
information,

2. Closure of Program or Site

Indicate proposed effective date of closure.

Describe the reascns for closing the program or site.

c. Submit a transition plan showing that reciplents will be linked to appropriate alternative programs,
the alternative programs have agreed to accept the referrals, recipient transportation needs will be
addressed, and follow-up will occur to confirm recipient linkage to programs.

d. If the rationale for closure includes fiscal considerations, provide documentation to substantiate
the lack of fiscal viability in the long-term.

e. Submit a plan for safeguarding recipient records and financial accounts.

Describe the process and timeframe for evaluation and placement of recipients and completion of

other activities to conclude the affairs of the program.

oo

=-h

a. The effective date of the “closure” of the adult inpatient psychiatric beds at St. Elizabeth and St.
Luke's is January 1, 2022, which represents the beginning to Year 1 of operations for this project.

As noted above, the inpatient psychiatric units at St. Elizabeth and St. Luke’s will not be “closed”.
Instead. they will be relocated to the new hospital campus.

b. As noted above, the inpatient psychiatric units at St. Elizabeth and St. Luke’s will not be “closed”.
Instead, they will be relocated to the new hospital campus.

c. Allinpatient psychiatric patients will be relocated to the new hospital campus, upon its gpening.

DOH 155-D Schedule 20A 5
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These patients will be given a choice to continue to be served by MVHS at its new hospital
campus, or fo be transferred fo another inpatient psychiatric unit such as the 12-bed unit at Rome
Memorial Hospital in Rome (Oneida County), New York. Please refer to the Schedule 20
Attachment for two (2) Transition Plans — one for St. Elizabeth and one for St. Luke's — associated

with this project.

d. N/A - The applicant believes that the proposed 44 inpatient psychiatric beds at its new hospital
campus are sufficient to accommodate the needs of the behavioral health population. Utilization

concerns are the primary rationale to reduce its inpatient psychiatric beds from 50 to 44.

e. Hard-copies of all recipient records and financial accounts will be relocated to the new hospital
campus. All electronic recipient records and financial accounts will be maintained by MVHS.

Please refer to the Schedule 20 Attachment for the two {2) Transition Plans that include
information pertaining to the safequarding of recipient records and financial accounts.

f. The inpatient psychiatric program of MVHS will not be closed. The inpatient beds of both St.
Elizabeth and St. Luke’s will be relocated from their current locations to the new hospital campus
in Utica.

3. Change in Location

Indicate proposed effective date of relocation.

Identify the new location.

Describe the reasons for the relocation.

Describe how access and transportation needs will be addressed. ‘

Provide a description of the premises to be used. Include appropriately labeled sketch drawings

showing use and dimensions of rooms.

f. Provide a Certificate of Occupancy or equivalent from the local buildings jurisdiction prior to
occupancy.

g. If program relocates to new county or borough, complete Section A (1-7).

Po0TQ

a. The effective date of relocation is January 1, 2022,' which represents the beginning o Year 1 of

operations for this project {i.e., it represents the date that the hew hospital campus, including the
44 inpatient psychiatric beds, will be opened).

b. MVHS is currently certified to operate 24 adult psychiatric beds at St. Elizabeth Medical Center (St.

Elizabeth) and 26 adult psychiatric beds at Faxton-St. Luke’s Hospital (St. Luke’s), for a total of 50
adult psychiatric beds. Through this project. MVHS will relocate the inpatient psychiatric beds at

St. Elizabeth and St. Luke’s to the new hospital campus, and it will decertify six (6) of the adult
gsychlatrlc beds, resulting in the operation of 44 aduit psychiatric beds on the new campus. s. The
new, consolidated hospital campus will be located on a 25-acre parcel of land bordered by the

following streets in_Utica (Oneida County), New York 13501: State Street, Broadway, Oriskany
Street West, and Columbia Street.

¢. Through New York Public Health Law Section 2825-b, New York State created the “Oneida County

Health Care Transformation Program” that set aside up to $300 million in capital grant funding for
the sole purpose of consolidating multiple licensed healthcare facilities into an integrated system
of care, within the largest population center in Oneida County (i.e., Ufica). Through a response fo
a Request for Applications (RFA #1505060325) from the New York State Department of Health
{NYSDOH) and Dormitory Authority of the State of New York (DASNY), MVHS was awarded $300

million in grant funding for the project proposed in this C.O.N. Application (i.e., the creation of a
new hospital campus), which will result in the transformation of healthcare setvices in the region.

DOH 155-D Schedule 20A B
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The proposed new hospital campus will be located close to major roads, including Route 90 {New
York State Thruway), Route 790, Route 12 and Route 5A (Qriskany Street), and it will be highly
accessible to a number of routes in the Central New York Regional Transportation Authority
(Centro) bus system in Utica.

Please refer to the Schedule 6 Attachment for architectural documents, including an architectural

narrative, functional space program. schematic drawings and other architectural items associated
with this project.

MVHS will provide a Certificate of Occupancy to the NYSOMH/NYSDOH prior to occupancy of the
new hospital campus.

N/A - The new hospital campus will be located within the same county {Oneida County) as both
St. Elizabeth Medical Center and Faxton-$t. Luke’s Hospital.

Change of Sponsor

a. Identify new sponsor and current sponsor.

b. Describe the reasons for changing sponsorship of the program(s).

c. Include written concurrence from the current sponsor for transfer of the program(s). If current
sponsor is a corporation include resolution from the Board of Directors.

d. Describe any changes to be made in operation of the program(s).

e. Describe the qualifications of the new sponsor for the operation of mental health programs.

f. Indicate any financial considerations involved in the change of sponsor.

g. Submit a transition plan, including timeframes, for the change of sponsor.

N/A — No Change of Sponsor

5.

Capital Project
a. Describe the reasons for the project.

Not only is this decertification supported by the historical occupancy rates for inpatient psychiatric
beds noted in the response to Question 1(b) above, it is also supported by the following statistics:

>

Although the number of patient days for inpatient psychiatric patients at the two (2) combined

MVHS facilities increased from 2012 to its peak in 2015, it has decreased considerably since 2015.
_Based upon 2017 data through September 30, 2017, the occupancy rate of the 50 inpatient

ngchlat ric beds was 69.6% {(down from the peak occupancy rate of §1.8% in 2015) meaning that
about 15 beds remained unused, on average, during this time in 2017,

A large and growing percentage of inpatient psychiatric cases are originating from outside of
Oneida and Herkimer Counties, which means that residents are likely bypassing other inpatient

psychiatric units that are closer to home for many residents. These statistics are as follows:

Number and Percentage of MVHS Inpatient Psychiatric Discharges from Oneida/Herkimer Counties vs.
All Other Counties, 2012-YTD 2017

2012 2013 2014 2015 2016 YTD 2017*

Oneida/Herkimer

Counties 1,812 1,707 1,728 1,803 1,766 1,172
All Other Counties 397 450 548 611 540 521
DOH 155-D Schedule 20A 7
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TOTAL 2,209 2,157 2,276 2414 2,306 1,693
Oneida/Herkimer

Counties 82.0% 79.1% 75.9% | 74.7% 76.6% 69.2%
All Other Counties 18,0% 20.9% 241% | 25.3% 23.4% 30.8%
TOTAL 100.0% | 100.0% | 100.0% | 100.0% | 100.0% 100.0%

Source: Mohawk Valley Health System

In 2012, only 18.0% of the inpatient psychiatric cases at MVHS were from patients residing outside
of Oneida and Herkimer Counties. By 2017 (using data through September 30, 2017), 30.8% of the
inpatient psychiatric cases at MVHS were from patients residing outside of Oneida and Herkimer
Counties. Based upon a review of inpatient psychiatric bed projects within the “Central New
York® and the “Northeast” areas of New York State on NYSE-CON {which includes Oneida and
Herkimer Counties, as well as the surrounding region), singce 2012, the only inpatient psychiatric

roject that was implemented was the addition of one {1) psychiatric bed at Rome Memorial
Hospital {Oneida County), which went from 11 beds to 12 beds through Project No. 132140. The
fact that no psychiatric beds were decertified means that many of the patients who travel from
outside of Oneida or Herkimer Counties to receive inpatient psychiatric care at MVHS can likely be
served on inpatient psychiatric units located closer to their homes. Nevertheless, itis clear that
they are attracted to MVHS facilities for various reasons (one of which is likely the high quality of

care provided at its facilities).

> MVHS expects to continue to experience a decrease in its inpatient psychiatric utilization, largely

due to the transition of care from the inpatient realm to the outpatient realm, and from the
expanded use of front-line outpatient behavioral health services. To this end, MVHS and its fwo

(2) hospital facilifies operate numerous extension clinics throughout Utica and the surrounding

region that provide outpatient behavioral health services. MVHS is continuing to work with its

partners through the DSRIP program to integrate behavioral health services into the primary care
setting.

Please also refer to the Project Narrative (under the Schedule 1 Attachment) for additional information.

Please also refer to the C.O.N. Schedule 8B for capital ¢ capital cost information associated with the new
hospital campus Er0|ect

8. Change in Population Served

Describe the population currently served in the program. Inc¢lude quantitative and qualitative data.

¢. Describe the population being added to or deleted from the program. Include quantitative and
qualitative data.

=4

d. Explain the reasons for the change in population.
e. [|f adding population, provide justification and data to support the need to serve this population.
f. Describe the impact of the addition or deletion on the existing program in terms of services,

staffing, staff expertise, linkages, space, capacity or caseload, and fiscal (including the impact on
the state share of Medicaid, for projects other than Article 31 Clinics).

N/A — No Change in Popuiation Served

7. Other Projects
a. Describe the project and the reascons for requesting approval. If an emergency situation,
fully describe the nature of the emergency and the necessity for approval.
b. If a management contract or clinical services contract, provide:

l. Reasons for entering into the proposed contract

IL. Copy of the proposed contract.

Iil. Background on the principals, officers, and directors of the organization.

V. Information in sufficient detail to enable review of the project pursuant to Part

DOH 155-D Schedule 20A 8
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§61.7(a)(15) of Title14 NYCRR.

N/A — See Responses to Question Nos. 1, 2, 3 and 5.
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Office of Alcoholism and Substance Abuse Services Program

NOT APPLICABLE

This information is required of Article 28 hospitals and diagnostic and treatment centers for projects that
include Chemical Dependency (CD) programs subject to an operating certificate or prior approval by the Office
of Alcoholism and Substance Abuse Services (OASAS) under Article 32 of the Mentat Hygiene Law (MHL).
These projects include a new Chemical Dependency (CD) program, or a new site, or a modification to an

existing
OASAS

program. Per MHL Article 32, prior consultation with the Local Governmental Unit {LGU) and local
Field Office is required before submission of the Article 28 application.

Section A — Attachments for New Service, New Additional Location or Capacity Increase of beds

1
a)
b)
c)

Program and Service Area
Identify the type CD freatment service to be provided.

Provide a description of the area where the applicant plans to provide CD services.
Describe how the proposed program will function within the network of CD provider in this area.

N/A

Need

Provide an assessment of the need for the services requested.

Describe how your organization currently serves the target population (if applicable).
Provide any other information supporting need for the proposed program.

a)
h)

1)

Functional Program

Mission - Describe the applicant's approach/philosophy regarding the treatment of chemical
dependence; include use of self-help services, medication, individual/group counseling and other
treatment techniques.

Organization — Describe the lines of authority from the governing body to the proposed program.
Indicate the relationship of the program to other programs operated by your agency.

Goals and Objectives - Provide a detailed list including, but not limited to: expected cutcomes for
patients, planned numbers and frequency of service delivery, planned length of stay and other
proposed measures of success.

Policies and Procedures — Submit detailed CD operational policies and procedures in accord with the
propcsed services to be provided. (not required when adding an additional location or a capacity
increase of beds)

Additional Locafions — Indicate current annual number units of services at main locaticn and projectfed
annual number units of services at the additional location.

Services — Describe the proposed operating schedule including days and hours.

Staffing — Provide a staffing plan for the program. Include descriptions of qualifications and duties for
each staff person.

Premises. — Provide a description of the premises to be used by the program. Include flcor plan
sketches drawn to scale.

Provide a Certificate of Occupancy or equivalent from the local buildings jurisdiction.

N/A

DOH 155-D Schedule 20B 1
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4 Fiscal
a) Submit a proposed budget for pre-cperational expenses and first year of full operation.

N/A

5 Implementation

Describe start-up or phase-in activities necessary to implement the pregram. Include fimeframes in your
description.

NiA

Section B — Relocation an existing service.

1 Change in Location
a) Indicate the proposed effective date of relocation.
b) Identify the new location.
c) Describe the reasons for the relocation.
d) Describe how access and transportation needs will be addressed.
e) Provide a description of the premises to be used by the program. Include floor plan sketches drawn
to scale.
f) Provide a Certificate of Occupancy or equivalent from the local buildings jurisdiction,
g) Ifthe program relocates to a new county or borough, Complete Section A (1).

N/A

Section C - Change of Sponsor

1 Change in Sponsor
a) Identify the new sponsor and the current sponsor.
b) Describe the reasons for changing sponsorship of the program(s).

¢) Include written concurrence from the current sponsor for transfer of the program(s). If current
sponsor is a corporation, include a resolution from the Board of Directors.

d) Describe any changes to be made in the operation of the program(s).

e) Describe the qualifications of the new sponsor for the operation of CD programs.

f) Indicate any financial considerations involved in the change of sponsor.

g) Submita transition plan, including timeframes, for the change of sponscr.

POH 155-D Schedule 20B 2
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SCHEDULE 20 ATTACHMENT

MOHAWK VALLEY HEALTH SYSTEM

TRANSITION PLANS (INPATIENT PSYCHIATRIC UNITS)

1. St Elizabeth Medical Center
2. Faxton-S8t. Luke’s Hospital



TRANSITION PLAN

ST. ELIZABETH MEDICAL CENTER

24-BED INPATIENT PSYCHIATRIC UNIT

Purpose
To ensure the smooth transition of inpatient psychiatric treatment as the 24-bed inpatient psychiatric

unit is relocated from its current location at 2209 Genesee Street, Utica (Oneida County), New York
13501 to a new hospital campus on a 25-acre parcel of land generally bordered by the following
streets in Utica (Oneida County), New York 13501: State Street, Broadway, Oriskany Street West,
and Columbia Street. St. Elizabeth Medical Center (SEMC) / Mohawk Valley Health System
(MVHS), the New York State Department of Health (NYSDOH) and the New York State Office of
Mental Health (NYSOMH) will work collaboratively during the transition process.

Anticipated Date of Transition
The date of transition to the new hospital campus is anticipated to be on or about January 1, 2022 and

is dependent on Mohawk Valley Health System receiving all necessary approvals from NYSDOH
and NYSOMH for it to construct a new hospital campus in Utica, New York. Furthermore, this date
is based upon the timing of the actual construction of the new hospital campus.

Proposed Schedule for Phasing of Transition
Based on the construction timing for the project, SEMC/MVHS will work to identify patients who

can appropriately be discharged to community care from the inpatient unit on the existing SEMC
campus, to lessen the number of patients who need to be transferred to the new hospital campus on
the actual date of transition.

Notification

Once the C.O.N, Application to construct the new hospital campus is approved by the NYSDOH and
the construction of the new facility is nearing its end, SEMC/MVHS will begin to provide notice to
all constituent populations, including staff, providers, patients and elected officials, that the transition
of the inpatient service to the new hospital campus will be occurring with an anticipated date on or
about January 1, 2022. Signage will also be placed in prominent locations at SEMC, notifying people
of the pending transition and providing them with a contact number.

Maintenance, Storage and Retrieval of Records, including Medical Records

There will be no change to the maintenance of records, including medical records, of patients. All
records will continue to be maintained by Mohawk Valley Health System in compliance with State
and Federal statutes. Patients will be advised on how to obtain copies of their medical record from
the Health Information Management Department at SEMC/MVHS.

Proposer Disposal of Medications, Biologicals, Chemicals and Medical Supplies
Unused medical supplies will be brought to the new hospital campus.




Disposition of Equipment

Equipment from the inpatient psychiatric unit at the existing SEMC campus will be used, as
appropriate, within other inpatient unit at the new hospital campus. Equipment that is beyond its
useful life will be disposed of according to policy.

Link to Alternative Programs
The inpatient unit at SEMC is part of the larger behavioral health service delivery system in and

around Oneida County, which includes other providers and community-based organizations that
provide behavioral health services to the residents of the service area. Hospital staff, which is
knowledgeable of these resources, programs and how to access them, will refer to and provide
linkages to such programs/providers as:

New Hospital Campus of MVHS

Mohawk Valley Psychiatric Center

Rome Memorial Hospital

Cath Char RC Dio/Syr, NY, Inc-Oneida/Madison
Center for Family Life and Recovery, Inc.
Central New York Psychiatric Center
Central New York Services, Inc.

House of the Good Shepherd

Human Technologies Corporation

NYS ARC Oneida-Lewis County Chapter
Oneida County Department of Mental Health
Rescue Mission of Utica, Inc.

Resource Center for Independent Living

The Neighborhood Center, Inc.

Upstate Cerebral Palsy, Inc.

As it has done successfully in the past, SEMC/MVHS will continue to work with these entities in
order to ensure that patients receive needed behavioral health services. This includes making sure
that alternative programs have agreed to accept the referral, that the patient has appropriate
transportation, and that follow-up occurs to confirm recipient linkage to the programs.



TRANSITION PLAN
FAXTON-ST, LUKE’S HEATHCARE ST. LUKE’S DIVISION

24-BED INPATIENT PSYCHIATRIC UNIT

Purpose
To ensure the smooth transition of inpatient psychiatric treatment as the 26-bed inpatient psychiatric

unit is relocated from its current location at 1656 Champlin Avenue, Utica (Oneida County), New
York 13502 to a new hospital campus on a 25-acre parcel of land generally bordered by the following
streets in Utica (Oneida County), New York 13501: State Street, Broadway, Oriskany Street West,
and Columbia Street. Faxton-St. Luke’s Hospital (FSLH) / Mohawk Valley Health System (MVHS),
the New York State Department of Health (NYSDOH) and the New York State Office of Mental
Health (NYSOMH) will work collaboratively during the transition process.

Anticipated Date of Transition

The date of transition to the new hospital campus is anticipated to be on or about January 1, 2022 and
is dependent on Mohawk Valley Health System receiving all necessary approvals from NYSDOH
and NYSOMH for it to construct a new hospital campus in Utica, New York. Furthermore, this date
is based upon the timing of the actual construction of the new hospital campus.

Proposed Schedule for Phasing of Transition

Based on the construction timing for the project, FSLH/MVHS will work to identify patients who can
appropriately be discharged to community care from the inpatient unit on the existing FSLH campus,
to lessen the number of patients who need to be transferred to the new hospital campus on the actual
date of transition.

Notification

Once the C.O.N. Application to construct the new hospital campus is approved by the NYSDOH and
the construction of the new facility is nearing its end, FSLH/MVHS will begin to provide notice to all
constituent populations, including staff, providers, patients and elected officials, that the transition of
the inpatient service to the new hospital campus will be occurring with an anticipated date on or
about January 1, 2022, Signage will also be placed in prominent locations at FSLH, notifying peopie
of the pending transition and providing them with a contact number.

Maintenance, Storage and Retrieval of Records, including Medical Records

There will be no change to the maintenance of records, including medical records, of patients. All
records will continue to be maintained by Mohawk Valley Health System in compliance with State
and Federal statutes. Patients will be advised on how to obtain copies of their medical record from
the Health Information Management Department at FSLH/MVHS.

Proposer Disposal of Medications, Biologicals, Chemicals and Medical Supplies
Unused medical supplies will be brought to the new hospital campus.




Disposition of Equipment
Equipment from the inpatient psychiatric unit at the existing FSLH campus will be used, as

appropriate, within other inpatient unit at the new hospital campus. Equipment that is beyond its
useful life will be disposed of according to policy.

Link to Alternative Programs
The inpatient unit at FSLH is part of the larger behavioral health service delivery system in and

around Oneida County, which includes other providers and community-based organizations that
provide behavioral health services to the residents of the service area. Hospital staff, which is
knowledgeable of these resources, programs and how to access them, will refer to and provide
linkages to such programs/providers as:

New Hospital Campus of MVHS

Mohawk Valley Psychiatric Center

Rome Memorial Hospital

Cath Char RC Dio/Syr, NY, Inc-Oneida/Madison
Center for Family Life and Recovery, Inc.
Central New York Psychiatric Center
Central New York Services, Inc.

House of the Good Shepherd

Human Technologies Corporation

NYS ARC Oneida-Lewis County Chapter
Oneida County Department of Mental Health
Rescue Mission of Utica, Inc.

Resource Center for Independent Living

The Neighborhood Center, Inc.

Upstate Cerebral Palsy, Inc.

As it has done successfully in the past, FSLH/MVHS will continue to work with these entities in
order to ensure that patients receive needed behavioral health services. This includes making sure
that alternative programs have agreed to accept the referral, that the patient has appropriate
transportation, and that follow-up occurs to confirm recipient linkage to the programs.





