Exhibit 6. Change in Service Form



Massachusetts Department of Public Health
Determination of Need
Change in Service

Application Number: |SHS—24050109-TO | Original Application Date: [05/01/2024 ‘

Applicant Information

Applicant Name: |Southcoast Health System, Inc. |

Contact Person: IKathleen Healy | Title: I Attorney |
Phone: |6'| 75575995 | Ext: ‘ ‘ E-mail: ‘ khealy@rc.com I
Facility: Complete the tables below for each facility listed in the Application Form
1 Facility Name: |Same Day Surgicare of New England, Inc. ] (@ N_umher:1221003 l Facility type: | Freestanding Ambulatory Surgery capacity |
Change in Service
2.2 Complete the chart below with existing and planned service changes. Add additional services with in each grouping if applicable.
Licensed Beds | Operating Change in Number of Beds | Number of Beds After Project | Patient Days | Patient Days | Occupancy rate for Operating| Average Number of | Number of
indd/Del Beds (+/-) Completion (calculated) Beds Length of | Discharges | Discharges
Rows (Current/ Stay
Existing Existing Licensed Operating Licensed Operating Actual) Projected Current Beds  Projected (Days) Actual Projected
Acute
Medical/Surgical 0% 0%
Obstetrics (Maternity) 0% 0%
Pediatrics 0% 0%
Neonatal Intensive Care 0% 0%
ICU/CCU/SICU 0% 0%
(-] o% 0%
Total Acute 0% 0%
Acute Rehabilitation 0% 0%
[+][-1 0% 0%
Total Rehabilitation 0% 0%
Acute Psychiatric
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