MassachusettsDepartmentofPublic Health
Determination of Need
Application Form

Version: 11-8-17

Instructions

Application Type]Amendment Application Date: 05/14/2021 11:42 am

Applicant Name: |Advocate Healthcare of East Boston

Mailing Address: |111 Orient Avenue

City: |EastBoston State: |[Massachusetts Zip Code: | 02128
Contact Persor: Nina Edwards Title: Attorney

Mailing Address: |4 Bayberry Lane

City: [Framingham State: [Massachusetts Zip Code: | 01701
Phone: 6175849030 Ext] E-mail: |nina@bayberrylaw.com

Facility Information

List each facility affected and or included in Proposed Project

1 Facility Name:

Advocate Healthcare of East Boston

Facility Address: |111 Orient Avenue

City:

Facility type:

East Boston

State:

Massachusetts

Long Term Care Facility

CMS Number:

Zip Code:|02128

225413

: Add additional Facil'rty: Delete this Facility ]

1. Aboutthe Applicant

1.1 Type of organization (ofthe Applicant):  |for profit

1.2 Applicant's Business Type: ("Corporation (" Limited Partnership (" Partnership (" Trust (o LLC (" Other

1.3 Whatis the acronymused by the Applicant's Organization?

1.4 Is Applicantaregisteredproviderorganizationasthetermisusedinthe HPC/CHIARPO program? Yes (= No

1.5 Is Applicant or any affiliated entity an HPC-certified ACO? CYes (¢ No

1.6 Is Applicantorany affiliatethereofsubjecttoM.G.L. ¢.6D, §13and958 CMR7.00(filing of Notice of Material C Yes (= No
Change to the Health Policy Commission)?

1.7 Does the Proposed Projectalsorequire thefilingofaMCNwith the HPC? ¢ Yes (@ No
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1.8 HastheApplicantorany subsidiary thereofbeennotified pursuanttoM.G.L. ¢.12C, §16thatitisexceedingthe (~ Yes ¢ No
health care cost growth benchmark established under M.G.L. c. 6D, § 9 andis thus, pursuantto M.G.L. c. 6D, §10
required tofile a performance improvement plan with CHIA?

1.9 Complete the Affiliated Parties Form

2. Project Description
2.1 Provide a brief description of the scope of the project.

The proposed amendmentls primarily focusedonsecuringapproval for theincreasesin the capital cost. It does not seek to materially
change the scopeoftheapproved Project,however, certainadditional buildingrepairsand/or replacementsarerequestedasrequired
for HUD insured financing. The approved Project was for the restoration oftwonursing units and related infrastructure of this aging,
long term care facility. This requestdoes notchange thatscope. The Projectas approved and as continuesto be plannedincludes
replacement and or repair of critical systems and fixed equipment, asbestos removal, and renovations addressing improved compliance
with health care construction requirements for resident rooms and related service areas. It willresult in a reduction of beds from the
current licensed capacity of 190 to 165. It will also resultin the elimination of all rooms with three or four beds on the affected or
renovated units. The Project will create an additional 7 single bed rooms.

2.2 and 2.3 Complete the Change in Service Form

3. DelegatedReview
3.1 Doyou assertthatthis Applicationiseligible for Delegated Review? (e Yes (" No

3.1.alf yes, under what sectionfConservation Projects

4, Conservation Project
4.1 Are you submitting this Application as a Conservation Project? (¢ Yes (" No

4.2 Within the Proposed Project, is there any elementthat hastheresult of modernization, addition orexpansion? (~ Yes (& No

4.3 Does the Proposed Projectaddoraccommodate neworincreasedfunctionalitybeyondsustainmentor Yes ¢ No
restoration

4.4 As part ofthe Proposed Project, is the Applicant:

[] Adding a new senice? [ ] Expandingasenice?

[ ] Modernizing the provision of a senice? [] Substituting aservice?

[] Otherwise altering a serves's usage or designation, including patients served?

[ ] Adding a new piece(s)of equipment [ ] Modernizing a piece(s) of equipment?
[] Expandingbedcapacity? [ ] Adding bed capacity?

Otherwisealteringbedcapacity,usage,ordesignation? [ ] Adding additional square footage?

5. DoN-RequiredServicesandDoN-Required Equipment
5.1 Is this an application filed pursuant to 105 CMR 100.725: DoN-Required Equipment and DoN-Required Service? (" Yes (= No

6. Transferof Ownership
6.1 Isthis an application filed pursuant to 105 CMR 100.735? (Yes (& No

7. AmbulatorySurgery
7.1 Is this an application filed pursuant to 105 CMR 100.740(A) for Ambulatory Surgery? (" Yes (# No

8. Transferof Site
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8.1 Isthis an application filed pursuant to 105 CMR 100.745? (" Yes (e No

9. Research Exemption
9.1 Isthis an application for a Research Exemption? (" Yes (¢ No

10. Amendment
10.1 Is this an application foraAmendment? #Yes (" No

10.2 This Amendment is: (" Immaterial Change (" Minor Change (s Significant Change

10.3 Original Application number: -19120215-CL

10.3.a Original Application Type: Conservation Long Term Care Project

10.3.b Original Application filingdate: |12/04/2019

10.3.c Have there been any approved Amendmentstotheoriginal Application? Yes @ No

For Significant Amendment Changes:
10.5.a Describe the proposed change.

This amendment isfiledfor the purpose ofrequesting anincreasein the approved capital expenditure. The significantmajority ofthe
increase in capital expenditure relates totheincrease in Project costfrom thetimethe DoN wasdewveloped. The projectscoperemains
the renovations and improvements to twonursing units andthe Facility's aginginfrastructure; however, due to the requirements of
HUD insured financing, certainadditional criticaland noncritical repairsare required that were notincludedinthe original DoN's Project
scope. Theseitemsincludeoverhaul of thetwoelevators, replacementofboilers,removal of underground storage tan, facaderepairs,
replacement of an electrical panel and other similaritems as discussedin10.5.d.

10.5.b Describe the associatedcost implications to the Holder.

This amendment requests an increase in the approved maximum capital expenditure associated with the approved Project. The
Applicantisisseekinganapproval foratotal capitalexpenditure of$17,496,500.00. Thisisa73.4%increasefromthe currentlyapproved
$10,087,722. Duetotheincreasedborrowingrequired,the Applicant willhave additionalinterest expense. There are noothermaterid
changes projected inoperatingexpenses uponthe completionofthe project andthere continues to exist the potential forsavings from
the variety of energy-related improvements in the Project.

10.5.c Describe the associated cost implicationsto the Holder's existing Patient Panel.

There should be minimalor nocostimpactimplicationsfor the Applicant's existing Patient Panel. Any patient paidamountsare preset
amounts notimpacted bythe Applicant's costs. Private payratesmayexperiencelimitedincreases; however the Applicantaverages
only about two percent (2%) of its residents who pay privately.

10.5.d Provide adetailed narrative, comparingtheapproved projecttothe proposed Significant Change,and therationale for such
change.

Please see the attached narrative response

TheHolder hereby swears or affirms that the above statements withrespectto the proposed Significant Change are True.

11. EmergencyApplication
11.1 Isthisanapplicationfiled pursuantto105CMR 100.740(B)? —Yes & No
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12. Total Value for Significant Amendments
Enter all currency in numbers only. No dollar signs or commas. Grayed fields will auto calculate depending upon answers above.

Your project application is for a: Significant Amendment
Filing Fee: $0

$7,408,778.00

12.1 Proposed increaseintotal value of thisproject:

$370,438.90

12.2 Total increase in CHI commitment expressed in dollars: (calculated)

12.3 Total proposed Constructioncosts, specificallyrelated tothe Proposed Project, Ifany,whichwill
be contracted out to local or minority, women, or veteran-owned businesses expressed in

estimated totaldollars.
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Required Information and supporting documentation consistent with 105 CMR 100.210
Some Factors willnot appeardependingupon the type of license you are applyingfor.
Text fields will expand tofit yourresponse.

Save Print form Reset form

Application Form Advocate Healthcare of East Boston 05/14/2021 11:42 am  -21051411-AM

Page5of7



Documentation CheckList
e ec Ist below will assis Yyou InKeeping trackor ad ditional documentation needed oryour application.

Onceyou have completed this Application Form the additional documents needed for your application will be on
this list. E-mailthe documents as an attachmentto: DPH.DON@state.ma.us

Electronic copy of Staff Summary for Approved DoN
Electronic copy of Original Decision Letter for Approved DoN
[] Electronic Copy ofany prior Amendments to the Approved DoN

Save Print form Reset form
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\When document is complete click on "document is ready to file". This will lock in the responses and date and time stamp the form.
To make changes tothe documentun-check the "document is ready tofile" box. Edit documentthenlock file and submit
Keep acopy foryourrecords. Click onthe "Save" button atthe bottom ofthe page.

To submit the application electronically, click on the"E-mail submission to Determination of Need" button.

Thisdocumentisready tofile: Date/time Stamp}; 05/14/2021 11:42 am

E-mail submission to
Determination of Need

ApplicationNumber: -21051411-AM

Use this number on allcommunications regarding this application. O

[ ] Community Engagement-Self Assessment form

Save Print form Reset form
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