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Greer, Leslie

From: Lazarus, Steven
Sent: Friday, November 06, 2015 3:12 PM
To: nancy.rosenthal@ynnh.org
Cc: Greer, Leslie; Riggott, Kaila; Greci, Laurie
Subject: Completeness Letter, Docket Number: 15-32032-CON 
Attachments: 15-32032-CL 11_6_15.docx

Good Afternoon Nancy, 
 
Please see the attached Completeness Letter document in the matter of Yale‐New Haven Health Services Corporation’s 
Northeast Medical Group Inc.’s acquisition of Lawrence + Memorial Physician Association, Inc.  In responding to the 
Completeness Letter questions, follow the instructions included in the letter and provide the response document as an 
attachment to an email only and emailed to OHCA@ct.gov and copied Laurie.Greci@ct.gov . No hard copies are 
required. If you have any questions regarding the Completeness Letter, please feel free to contact Laurie Greci at 860‐
418‐7013 or at Laurie.greci@ct.gov.  
 
Sincerely, 
 
Steven 
 
Ps. Please respond to this email, confirming that you have received this email including the Completeness Letter. Thank 
you. 
 
 
 

Steven W. Lazarus 
Associate Health Care Analyst 
Division of Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue 
Hartford, CT 06134 
Phone: 860‐418‐7012 
Fax:        860‐418‐7053 

 
 



Ms. Rosenthal: 
 
On October 7, 2015, OHCA received the Certificate of Need application of Northeast Medical 
Group, Inc. (“NEMGP”) and L&M Physician Association, Inc. (“LMPA”) for the NEMG to 
acquire LMPA.  OHCA requests additional information pursuant to Connecticut General Statutes 
§19a-639a(c). Please electronically confirm receipt of this email as soon as you receive it. 
Provide responses to the questions below in both a Word document and PDF format at the 
earliest convenience as an attachment to a responding email. 
 
Repeat each question before providing your response and paginate and date your response, i.e., 
each page, in its entirety. Information filed after the initial CON application submission (e.g., 
completeness response letter, prefile testimony, late file submissions and the like) must be 
numbered sequentially from the Applicant’s document preceding it. Please begin your 
submission using Page 212 and reference “Docket Number: 15-32032-CON.” 
 
Pursuant to Section 19a-639a(c) of the Connecticut General Statutes, you must submit your 
response to this request for additional information no later than sixty days after the date that this 
request was transmitted. Therefore, please provide your written responses to OHCA no later than 
January 5, 2016, otherwise your application will be automatically considered withdrawn. 
 
 
1. Page 24 states some (but not all) of the benefits related to the proposal, including increased 

ability to coordinate care across the region, enhanced clinical integration and collaboration 
among physicians. Explain each benefit and provide specific examples of each.   

 
2. How does this proposal will benefit the LMPA service area residents? Provide specific 

examples.  
 

3. Explain how this proposal will address existing physician shortages in primary care, pediatric 
subspecialists surgeons and cardiology subspecialists as stated on page 29 of the initial CON 
application.   

 
4. Page 29 states that NEMG has a “culture of continuous improvement” enabling it to monitor 

and review performance as well as use performance data to prioritize programs to improve 
patient care.  Explain how NEMG will bring LMPA physicians into this culture.   

 
5. Page 30 states that with the proposal, residents will have better physician access locally and 

avoid unnecessary emergency room visits that can result from lack of access to primary care 
providers.  Explain and provide specific examples on how the proposal will add physicians to 
the LMPA’s service area and enhance access to care.   

 
6. Provide specific examples as to how this proposal will ensure the continuation of LMPA 

physicians and the continued offering of a diverse group of health care providers and 
maintain patient choice as stated on page 36. 



 
7. How will the proposal lead to the reduction in the cost of delivering health care services in 

the LMPA’s service area?  Provide specific examples. 
 

 
8. Identify any significant differences between the NEMG’s and LMPA’s existing charity care 

policies.  What additional benefits, if any, will be realized by LMPA’s patient population?  
 
9. Provide an updated Table 5 that reports the historical utilization by physician group, fiscal 

year and number of visits.  Report the numbers of visits for Fiscal Years 2012 through 2015 
for NEMG and LMPA using the same categories.  If any of the categories are not reportable 
for one of the physician groups, enter “0” or “NA.”   

 
10. Please provide an updated Table 6 that reports the projected utilization by service category 

using the same categories contained in the updated Table 5.  Report the numbers of visits for 
Fiscal Years 2016 through 2019 for NEMG and LMPA using the same categories.  If any of 
the categories are not reportable, enter “0” or “NA.”   

 
11. Update the financial worksheets submitted on pages 191 and 192 using the same fiscal years 

reported in OHCA Tables 5 and 6, i.e., Fiscal Years 2012 through 2019.   Provide a detailed 
breakdown thoroughly explaining how all of the financial amounts, volume statistics and 
FTEs were derived, expanding on the assumptions provided on pages 587 and 588.  In the 
response, be specific and also include a narrative to explain the figures. Explain the yearly 
losses as well as any significant incremental gains or losses reported. 
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Greer, Leslie

From: Lazarus, Steven
Sent: Tuesday, January 05, 2016 9:05 AM
To: Greer, Leslie
Cc: Riggott, Kaila; Ciesones, Ron; Roberts, Karen; Greci, Laurie
Subject: FW: Responses to Completeness Questions (DN: 15-32033 & 15-32032)- YNHHS & 

L+M/NEMG & L&MPA
Attachments: NEMG - LMPA Completeness Questions_01 05 16_FINAL w attachments.pdf; NEMG - 

LMPA Completeness Questions_01 05 16_FINAL.doc; NEMG- L&MPA completeness 
signed cover letter.pdf; YNHHSC - L+M Completeness Questions_01 05 16 FINAL w 
attachments.pdf; YNHHSC - L+M Completeness Questions_01 05 16 FINAL.docx; 
YNHHSC and L+MCompleteness Signed cover letter.pdf

Leslie, 
 
Please add to the original files. 
 
Thank you, 
Steve 
 
 

Steven W. Lazarus 
Associate Health Care Analyst 
Division of Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue 
Hartford, CT 06134 
Phone: 860‐418‐7012 
Fax:        860‐418‐7053 

 
 

From: Karen Banoff [mailto:kbanoff@kmbconsult.com]  
Sent: Tuesday, January 05, 2016 7:41 AM 
To: Martone, Kim 
Cc: Lazarus, Steven; Greci, Laurie 
Subject: Responses to Completeness Questions (DN: 15-32033 & 15-32032)- YNHHS & L+M/NEMG & L&MPA 
 
Good morning and Happy New Year Kim‐ 
 
As per OHCA’s completeness letter, I am sending responses to the completeness questions for the above referenced 
dockets via email.  As requested, an Adobe Acrobat and MS Word File is included for each.  A cover letter pertaining to 
each application is also included. 
 
I would appreciate receiving an email confirmation that the documents have been received. 
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Thank you for your time and attention to this matter. 
 
Sincerely, Karen 
 
 

 
 
Karen M. Banoff, DNP, RN 
Principal 
203‐ 459‐1601 (office) 
203‐209‐0681 (mobile) 

 
 



 

 

 

 
 
 
 

Northeast Medical Group, Inc. 
L&M Physician Association, Inc. 

 
 
 
 

Proposal for Merger of L&M Physician Association, Inc. 
and Northeast Medical Group, Inc. 
Docket Number: 15-32032-CON 

 
 
 
 
 

Responses to Completeness Questions 
 
 
 
 

January 5, 2016 
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1. Page 24 states some (but not all) of the benefits related to the proposal, including increased 

ability to coordinate care across the region, enhanced clinical integration and collaboration 

among physicians.  Explain each benefit and provide specific examples of each. 

 

Response 

The proposed merger of L&M Physician Association, Inc. (L&MPA) with and into Northeast 

Medical Group, Inc. (NEMG) will increase the ability of L&MPA to coordinate care across 

the region, and enhance clinical integration and collaboration among physicians through a 

number of initiatives, tools and systems that have already been developed and/or 

implemented by NEMG.  Coordination of care, clinical integration and collaboration among 

physicians are interrelated, and described in more detail below. 

 

First, a critical need for managing and coordinating the health of any population is having 

access to current and historical patient health information across care settings.  This proposal 

will enable utilization of the same Epic EMR at NEMG and L&MPA practices which will 

permit access to patient information for all providers on the care team at any NEMG or Yale 

New Haven Health System (YNHHS) hospital location.  Easy access to shared medical 

records, with information about previous hospitalizations, physician office visits or ancillary 

testing, facilitates the delivery of efficient care that avoids unnecessary duplication of 

services. 

 

Secondly, access to robust and actionable clinical and utilization data that is shared across 

practices and collected via the same EMR system will drive clinical integration and physician 

collaboration.  The proposal will enhance utilization of consistent data across the region 

which will help to guide collaboration and integration between physicians regarding the 

delivery of more efficient and effective care while minimizing wasteful, duplicative 

utilization. 

 

For example, physicians at NEMG currently receive regular dashboard reports regarding 

their adherence to a number of quality indicators such as screenings, preventative care and 

medication adherence.  This will be implemented at the L&MPA sites, and provides a 

consistent platform for discussion and analysis between and among providers across the 

region regarding the quality of care.  Moreover, NEMG also prepares regular reports that 

capture the utilization of hospital services, emergency room visits, primary care visits, and 

post-acute care across a physician’s patient panel.  These reports enable physicians to view 

the entirety of an episode of care, and collaborate with others at NEMG to identify the most 

efficient and effective way to manage a patient population.  These types of reports and data 

analytics will be offered to a broader group of physicians via the merger of L&MPA with and 

into NEMG which will aid in improving the health outcomes of patients in the region. 

 

NEMG physicians will share clinical pathways and protocols with L&MPA physicians.  

These pathways and protocols have been established to provide evidence-based practice 

information to providers to help guide them in selecting the appropriate tests and 

interventions.  L&MPA physicians, as part of NEMG, will have opportunities to participate 

in the development of additional pathways and protocols in the future. 
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NEMG currently offers care management services through care coordinators who follow 

common clinical pathways, address post-acute care needs and have a major focus on 

reducing unnecessary emergency room visits and 30-day readmissions.  This is not the 

current practice at L&MPA.  Depending on the size of a practice and need of its patient 

panel, care coordinators are either physically located in practices or provide services 

remotely to help patients find their way to the appropriate care setting.  These services will 

be extended to L&MPA practices once part of NEMG and are critical for coordinating care 

across the region.  The care coordinators have a major role in ensuring patients understand 

their care plan, have access to services needed and receive timely, appropriate follow-up. 

 

 

2. How does this proposal benefit the L&MPA service area residents? Provide specific 

examples.  

 

Response 

Please see the response to Question 1.  In addition, this proposal, and the broader affiliation 

of L+M with YNHHS, will enhance access to health care for residents in the service area by 

improving the system and affiliates’ ability to attract and retain top clinical talent for the 

community.  As health care advances, practitioners are increasingly seeking employment and 

collaboration with large, academically affiliated health systems.  This type of physician 

arrangement provides the opportunity for clinicians to stay abreast of cutting edge treatments 

and technology, while engaging in the new wave of population heath initiatives that require 

scale and breadth to manage risk across a larger population.  Physicians do not have these 

same opportunities at smaller unaffiliated hospitals and health systems.  Thus, this proposal 

will benefit service area residents via increased access to providers in clinical areas that have 

been challenging to recruit (e.g. primary care, surgeons) without the high quality system 

structure provided by YNHHS.  Enhanced access to care is a key driver to improving overall 

health as residents can receive appropriate care, in their local community, in a timely fashion. 

 

Also, through the affiliation, L+M and its system affiliates, including L+MH and L&MPA, 

will have access to a population health analytic infrastructure employed by YNHHS to 

enable the hospital and its system affiliates to collect and analyze data on segments of the 

service area population to manage specific diseases within that population.  With the tools in 

place to not only collect data, but take action on the basis of it, residents will benefit from 

more coordinated care. 

 

Lastly, L+M and YNHHS will engage in an ongoing and deliberate strategic planning 

process that will be focused upon enhancing the quality and breadth of clinical services that 

are mutually identified as needed by the community serviced by L+M and L&MPA.  Direct 

benefits to service area residents include increased local access to high quality clinical 

programs and providers, and reduced need to travel outside of the region for care. 

 

 

3. Explain how this proposal will address existing physician shortages in primary care, pediatric 

subspecialists, surgeons and cardiology subspecialists as stated on page 29 of the initial CON 

application. 

214



215 

 

 

Response 

As stated in the original CON application, the merger of L&MPA with and into NEMG is 

directly attributed to the affiliation between YNHHSC and L+M.  For many of the same 

reasons noted in response to question 2, the affiliation of L+M with YNHHSC will enable 

L+M to be more competitive in recruiting physicians and clinicians necessary to serve the 

community, and priority will be given to those areas with the greatest need (e.g., primary 

care, surgery, cardiology subspecialists, and pediatric subspecialists). 

 

In some areas, like pediatric subspecialties, market demand may not warrant the full-time 

presence of a physician.  If this proposal is approved, however, L+M can partner with 

YNHHS and its affiliates (e.g. Yale Medical Group (YMG)) to support local access on a 

part-time or as needed basis.  Although L+M and YNHHS already have these arrangements 

for select services (such as oncology and cardiology), a formalized relationship will only 

strengthen these efforts, and will allow deeper integration and collaboration than would 

otherwise be permitted. 

 

 

4. Page 29 states that NEMG has a “culture of continuous improvement” enabling it to monitor 

and review performance as well as use performance data to prioritize programs to improve 

patient care.  Explain how NEMG will bring L&MPA physicians into this culture. 

 

Response 
NEMG strives to improve patient experience through continuous improvement, and will 

work to integrate L&MPA physicians into this process.  The major features of NEMG’s 

culture of continuous improvement include the following: 

1) Quality Process Improvement Committee – This is a physician committee that is 

focused on determining measures and processes to enhance care delivery and quality 

across the continuum of care.  The group establishes metrics and works 

collaboratively to ensure improvements are achieved across the NEMG practice sites.  

These measures are based on the domains in the Accountable Care Organization 

measure set. 

2) LEAN – NEMG has initiated LEAN as one of the main drivers for process 

improvement.  LEAN is an approach that supports continuous improvement by 

achieving changes in processes to improve efficiency and quality.  The early 

successes from this approach have increased physician engagement, patient 

satisfaction, and patient access.  There is a multi-disciplinary oversight group 

engaged in this cultural and process change effort across NEMG. 

3) Patient Experience – NEMG continues to focus on already very high Press Ganey 

patient satisfaction results in physician practices.  Press Ganey is a national firm that 

works with over 20,000 organizations to help understand and improve the entire 

patient experience.  The Chief Experience Officer at NEMG works with providers 

and office staff to develop, implement and monitor the success of improvement plans 

related to patient experience.  NEMG also offers training and coaching opportunities 

that have been essential for the cultural shift to improve the patient experience within 

NEMG offices. 
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4) Operational Improvements – NEMG completes physician practice assessments to 

ensure standard processes and workflows that allow for optimal patient and provider 

experience.  NEMG operations leadership has significant experience in this area and 

identifies opportunities for improvement and engagement to achieve success in all of 

its practices.  Additionally, NEMG has developed standard operational dashboards 

distributed monthly to support improvement efforts. 

5) NEMG Onboarding – NEMG has created a standard onboarding process that 

introduces the mission, vision, values and patient expectations for any new physician 

group practice.  This is led by a multidisciplinary team and starts with an orientation 

led by the NEMG’s CEO and leadership team to establish our priority around patient 

care. 

 

NEMG will continue to implement and enhance its culture of continuous improvement 

following the merger of L&MPA, and will institute all of the above tools for use in L&MPA 

practice locations.  The features noted above enable NEMG to monitor and review 

performance as well as use performance data to prioritize programs to improve patient care at 

the L&MPA practice sites across the service area.  If the overall affiliation is approved, 

NEMG and L&MPA will develop detailed integration plans that address both the mechanics 

of implementing these approaches and the challenges of cultural integration. 

 

 

5. Page 30 states that with the proposal, residents will have better physician access locally and 

avoid unnecessary emergency room visits that can result from lack of access to primary care 

providers.  Explain and provide specific examples on how the proposal will add physicians to 

the L&MPA’s service area and enhance access to care. 

 

Response 
The Statewide Facilities Plan – 2014 Supplement notes the “misuse of the ED for non-

emergent care or visits for health issues that could be more appropriately treated in other 

settings,” and stresses that non-emergent care is best treated at the patient’s medical home or 

usual sources of primary care.  According to the Robert Wood Johnson Foundation, “County 

Health Rankings and Rankings” (included as Attachment I), New London, Litchfield, 

Tolland and Windham Counties have the highest population to primary care provider ratio in 

2015 in the State of Connecticut.  The Connecticut average is 1190:1 and New London is 

1594:1.  The ratio for the top U.S. Performers is 1045:1.  In terms of total health (health 

outcomes and health factors), New London County ranks 6 out of the 8 Connecticut counties 

and as a result, has the highest rate of emergency department (ED) utilization in the state at 

528 visits per 1,000 persons according to FY 2013 data from the Statewide Facilities Plan – 

2014 Supplement. 

 

Physician manpower studies completed by L+M have noted double-digit deficits in primary 

care supply when considering the size and age of the market.  Despite the large need, 

L&MPA has faced challenges recruiting and retaining physicians, including primary care.  

As noted previously, L+M’s affiliation with YNHHS and L&MPA’s merger into NEMG is 

expected to enhance the ability to attract and keep top talent in the service area.  Recruitment 

of additional primary care physicians to the service area has been identified as a top priority 
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given the need and immediate benefits to the community.  L&MPA, as part of NEMG, will 

have the financial backing and resources to recruit, support, and promote these physicians.  

This expansion of the primary care network should result in lower cost to the statewide 

health care system due to the anticipated reduction in unnecessary ED utilization. 

 

Access to physicians and care also will be enhanced with the proposal due to NEGM’s on-

line scheduling system which facilitates scheduling appointments.  Patients can access the 

NEMG website at any time of the day or night and schedule an appointment with many 

NEMG providers.  In addition, many of NEMG’s primary care physicians offer “after-hour” 

office hours to help minimize the need to access the emergency department.  These extended 

hours will also enhance access to care. 

 

 

6. Provide specific examples as to how this proposal will ensure the continuation of L&MPA 

physicians and the continued offering of a diverse group of health care providers and 

maintain patient choice as stated on page 36. 

 

Response 
With the merger, current L&MPA physicians will become employees of NEMG.  There will 

be no disruption in the continuity of medical services provided to existing patients and the 

community.  Current L&MPA office locations will continue to provide the same level of 

access for patients who seek treatment for medical care.  And implementation teams 

comprising L&MPA and NEMG members from information technology (IT), finance, 

billing, human resources, operations, marketing, and supply chain, will ensure there is not 

any disruption in operations at or following the closing of the transaction.  These teams will 

work to develop plans for the transition, as well as longer term operational plans. 

 

The proposal will have no negative impact on the diversity of health care providers offered in 

the community.  In Attachment XII of the original CON, a listing of existing community 

physicians was provided to OHCA.  There will be no alterations to this list as a result of the 

L&MPA merger alone.  Service area residents will continue to select medical providers of 

their choice, and the affiliation should in fact increase provider diversity with the recruitment 

of much needed primary care providers and the placement of specialty and subspecialty 

services where appropriate to enhance access to care. 

 

 

7. How will the proposal lead to the reduction in the cost of delivering health care services in 

the L&MPA’s service area?  Provide specific examples. 

 

Response 
NEMG has established several programs and information support systems to reduce the cost 

of delivering health care services, including practices that address health care utilization and 

help practices address unnecessary emergency department visits and readmissions within 30 

days.  These types of programs and initiatives are not currently in practice or available to 

L&MPA without significant investment in enhanced population health infrastructure.  

NEMG will help to reduce the cost of care delivery in the L&MPA service area by 
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implementing some of the unique services and features that NEMG currently employs at the 

newly merged L&MPA practice locations, including the following: 

 NEMG will help to implement care management services at L&MPA through the use 

of coordinators which work either in a physician practice or virtually and target 

patients at high risk for hospital readmission or emergency department visits; 

 NEMG will ensure that office visits are scheduled within 7-10 days following a 

hospitalization to help minimize visits to the emergency department or hospital 

readmission; 

 NEMG will share clinical pathways and protocols with L&MPA physicians that have 

been established to provide evidence-based practice information to providers to help 

guide them in selecting the appropriate tests and interventions; 

 NEMG will ensure that L&MPA primary care practices are required to offer “after-

hour” office hours to help minimize the need to access the emergency department; 

and 

 NEMG will share robust and actionable data reports with L&MPA providers 

including comparative information about patient utilization and other key metrics. 

 

All of these efforts help to reduce the cost of delivery health care services and will be 

incorporated into L&MPA practices following the merger into NEMG. 

 

 

8. Identify any significant differences between the NEMG’s and L&MPA’s existing charity 

care policies.  What additional benefits, if any, will be realized by L&MPA’s patient 

population? 

 

Response 
There are very few differences between NEMG’s and L&MPA’s existing charity care 

policies; however, NEMG’s policies are slightly more generous.  The differences are noted 

below.  Please note that NEMG has one charity care policy for its community-based 

physicians and another for its hospital-based physicians.  Unlike NEMG, L&MPA does not 

have two separate charity care policies for community-based and hospital-based physicians. 

 

 NEMG Policy LMPA Policy 

Sliding scale cap None (both hospital based & 

community practices) 

400% of federal poverty 

guidelines 

Requests for Assistance – 

time limit 

None (both hospital based & 

community based practices) 

2 years after date of service 

Payroll stub requirement 2; also allow patients and/or 

employer to provide written 

verification of income. 

(hospital based services only. 

community practices do not 

require payroll stub 

requirement.) 

3; only employer can provide 

written verification of 

income 

Free care eligibility 6 months plus discounted 

care eligibility for 1 year 

6 months 
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 NEMG Policy LMPA Policy 

(hospital based services 

only.) 

Monthly payment plan - # 

months and minimum 

payment amount 

48 months; $50 minimum 

payment for hospital based 

services 

 

24 months; $50 minimum 

payment for community 

practice services 

Does not have a structured 

monthly payment plan 

  

Prompt pay discount Up to 40% of balance due 25% of balance due 

Asset test requirement No (both hospital based & 

community practices) 

Yes 

 

 

9. Provide an updated Table 5 that reports the historical utilization by physician group, fiscal 

year and number of visits.  Report the numbers of visits for Fiscal Years 2012 through 2015 

for NEMG and L&MPA using the same categories.  If any of the categories are not 

reportable for one of the physician groups, enter “0” or “NA.” 

 

Response 
As shown below, Table 5 has been updated to include FY 2012 through FY 2015 for NEMG 

and L&MPA using the same categories. 

 

Table 5 Updated: NEMG 
NEMG FY2012 FY2013 FY2014 FY2015

Behavioral Health 14,356    16,410    15,385    16,943       

Cardiology 118,515 118,654 118,301 129,726     

Dermatology -          -          -          -              

Endocrinology 4,269      5,330      7,471      6,996          

Gastroenterology 2,254      2,904      20,372    19,899       

General Surgery 45,972    45,351    59,426    69,517       

Geriatrics 28,021    29,622    29,181    31,397       

Infectious Disease -          -          -          -              

Internal Medicine 116,845 138,821 153,191 177,796     

Neonatology 9,850      10,457    10,190    14,334       

Neuropsychology -          -          -          -              

Neurology -          -          -          -              

Neurosurgery -          -          -          -              

OBGYN 40,212    47,620    46,308    50,951       

Oncology 15,262    19,869    20,696    20,865       

Orthopedics -          -          -          -              

Pain Management 877          1,142      1,366      1,197          

Palliative Care 2,379      3,611      4,297      3,132          

Pediatrics 21,839    48,406    63,354    74,404       

Podiatry 5,181      4,792      5,388      7,430          

Primary Care 59,204    155,441 339,887 649,703     

Physiatry -          -          -          -              

Plastic Surgery -          -          -          -              

Rheumatology 4,154      5,408      5,994      10,233       

Sleep Medicine 7,083      7,350      7,461      6,730          

Vascular Surgery -          -          -          -              

Wound care 3,004      4,455      4,777      4,897          

Total 499,277 665,643 913,045 1,296,150  
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Table 5 Updated: L&MPA 
LMMG FY2012 FY2013 FY2014 FY2015

Behavioral Health -           13,850    21,884    19,861 

Cardiology 36,313    67,994    68,736    62,237 

Dermatology -           3,265      11,292    10,283 

Endocrinology -           831          8,396      13,670 

Gastroenterology -           -           -           -        

General Surgery 12,051    16,034    21,671    21,774 

Geriatrics -           -           -           -        

Infectious Disease -           -           126          1,801    

Internal Medicine -           -           -           -        

Neonatology 2               2               5,195      1,573    

Neuropsychology 1               3               -           253       

Neurology 710          2,804      2,879      2,916    

Neurosurgery 7,892      8,240      6,142      6,509    

OBGYN 5,496      11,082    17,089    15,919 

Oncology -           -           -           -        

Orthopedics 105          5,559      9,176      9,858    

Pain Management -           2,934      10,849    12,205 

Palliative Care -           98            481          62          

Pediatrics -           894          3,176      3,872    

Podiatry -           -           -           -        

Primary Care 53,947    60,792    70,848    71,872 

Physiatry 9,692      9,615      10,520    9,686    

Plastic Surgery 1,528      10            -           -        

Rheumatology -           -           -           -        

Sleep Medicine -           -           1,721      4,807    

Vascular Surgery -           -           -           3,206    

Wound Care -           -           -           35          

Total 127,737 204,007 270,181 272,399  
 

 

10. Please provide an updated Table 6 that reports the projected utilization by service category 

using the same categories contained in the updated Table 5.  Report the numbers of visits for 

Fiscal Years 2016 through 2019 for NEMG and L&MPA using the same categories.  If any 

of the categories are not reportable, enter “0” or “NA.” 

 

Response 
As shown below, Table 6 has been updated to include FY 2016 through FY 2019 for NEMG 

(including L&MPA) using the same categories. 
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Table 6 Updated: NEMG (including L&MPA) 
NEMG FY 2016 FY 2017 FY 2018 FY 2019

Behavioral Health 26,900       37,000       37,100       37,200       

Cardiology 161,300     193,200     193,900     194,700     

Dermatology 5,100          10,300       10,300       10,400       

Endocrinology 13,900       20,800       20,800       20,900       

Gastroenterology 20,000       20,100       20,100       20,200       

General Surgery 80,600       91,900       92,300       92,600       

Geriatrics 31,500       31,600       31,800       31,900       

Infectious Disease 900             1,800          1,800          1,800          

Internal Medicine 178,300     179,100     180,000     180,800     

Neonatology 15,200       16,000       16,100       16,200       

Neuropsychology 100             300             300             300             

Neurology 1,500          2,900          2,900          2,900          

Neurosurgery 3,300          6,500          6,500          6,600          

OBGYN 59,100       67,300       67,600       67,900       

Oncology 20,900       21,000       21,100       21,200       

Orthopedics 4,900          9,900          9,900          9,900          

Pain Management 7,300          13,500       13,500       13,500       

Palliative Care 3,200          3,200          3,200          3,200          

Pediatrics 76,600       78,900       79,200       79,600       

Podiatry 7,500          7,500          7,500          7,600          

Primary Care 687,400     726,800     730,200     733,100     

Physiatry 4,900          9,700          9,700          9,800          

Plastic Surgery -              -              -              -              

Rheumatology 10,300       10,300       10,400       10,400       

Sleep Medicine 9,200          11,600       11,600       11,700       

Vascular Surgery 1,600          3,200          3,200          3,200          

Wound care 4,900          5,000          5,000          5,000          

Total 1,436,400 1,579,400 1,586,000 1,592,600  
 

 

11. Update the financial worksheets submitted on pages 191 and 192 using the same fiscal years 

reported in OHCA Tables 5 and 6, i.e., Fiscal Years 2012 through 2019.  Provide a detailed 

breakdown thoroughly explaining how all of the financial amounts, volume statistics and 

FTEs were derived, expanding on the assumptions provided on pages 587 and 588.  In the 

response, be specific and also include a narrative to explain the figures.  Explain the yearly 

losses as well as any significant incremental gains or losses reported. 

 

Response 

Financial worksheets have been updated to reflect the same fiscal years reported in Tables 5 

and 6.  Please see Attachment II for copies of the financial worksheets and associated 

assumptions. 
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CONNECTICUT – COUNTY HEALTH RANKINGS 

AND ROADMAPS 
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Description

Ratio of population to primary care physicians

Ranking Methodology

Su m m a r y  Mea su r e: H ea lt h  Fa ct or s - Clin ica l Ca r e (A ccess t o Ca r e)

W eig h t  in  H ea lt h  Fa ct or s: 3 %

Y ea r s of Da t a  Used: 2 0 1 2

Summary Information

Ra n g e in  Con n ect icu t (Min -Ma x ): 1 ,8 6 7 :1 -1 ,0 8 1 :1

Ov er a ll  in  Con n ect icu t : 1 ,1 9 0 :1

T op U.S.  Per for m er s: 1 ,0 4 5 :1  (9 0 t h  per cen t ile)

HEALTH FACTORS  - PRIMARY CARE PHYSICIANS

Primary care physicians

Place # Primary Care Physicians PCP Ratio Z-Score

Windham 63 1,867 :1 1.22

Tolland 85 1,7 83:1 1.06

New London 17 2 1,594:1 0.65

Litchfield 120 1,563:1 0.58

Middlesex 128 1,294:1 -0.25

Fairfield 831 1,124:1 -0.97

Hartford 820 1,094:1 -1.11

New Haven 7 98 1,081:1 -1.18
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(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13)
LINE Total Entity: FY2012 FY2013 FY2014 FY2015 FY 2016 FY2016 FY 2016 FY 2017 FY 2017 FY 2017 FY 2018 FY 2018 FY 2018 FY 2019 FY 2019 FY 2019

Actual Actual Actual Actual Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected
Description Results Results Results Results W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON

A. OPERATING REVENUE
1 Total Gross Patient Revenue $142,289,126 $334,422,474 $376,215,038 $478,243,141 $484,453,440 $31,578,011 $516,031,451 $494,142,509 $63,156,022 $557,298,531 $504,025,359 $63,156,022 $567,181,381 $514,105,866 $63,156,022 $577,261,888
2 Less: Allowances $86,354,887 $233,754,220 $246,273,458 $297,035,867 $305,809,574 $15,727,593 $321,537,167 $311,925,765 $30,562,862 $342,488,627 $318,164,280 $30,554,866 $348,719,146 $324,527,565 $30,546,710 $355,074,275
3 Less: Charity Care $150,161 $584,885 $1,429,735 $1,474,584 $1,547,288 $73,739 $1,621,027 $1,578,234 $147,478 $1,725,712 $1,609,799 $147,478 $1,757,277 $1,641,995 $147,478 $1,789,473
4 Less: Other Deductions $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0

Net Patient Service Revenue $55,784,078 $100,083,369 $128,511,845 $179,732,690 $177,096,578 $15,776,679 $192,873,257 $180,638,510 $32,445,682 $213,084,192 $184,251,280 $32,453,678 $216,704,958 $187,936,306 $32,461,834 $220,398,140
5 Medicare $13,751,791 $24,672,373 $31,826,641 $44,307,382 $43,657,532 $5,224,382 $48,881,914 $43,657,532 $10,448,764 $54,106,296 $43,657,532 $10,448,764 $54,106,296 $43,657,532 $10,448,764 $54,106,296
6 Medicaid $5,823,614 $10,448,266 $17,736,956 $18,763,307 $18,488,108 $2,068,665 $20,556,773 $18,488,108 $4,137,330 $22,625,438 $18,488,108 $4,137,330 $22,625,438 $18,488,108 $4,137,330 $22,625,438
7 CHAMPUS & TriCare $211,414 $379,302 $630,050 $681,163 $671,172 $460,567 $1,131,739 $671,172 $921,134 $1,592,306 $671,172 $921,134 $1,592,306 $671,172 $921,134 $1,592,306
8 Other $14,694 $26,364 $52,188 $47,344 $46,650 $0 $46,650 $46,650 $0 $46,650 $46,650 $0 $46,650 $46,650 $0 $46,650

Total Government $19,801,513 $35,526,305 $50,245,835 $63,799,196 $62,863,462 $7,753,614 $70,617,076 $62,863,462 $15,507,228 $78,370,690 $62,863,462 $15,507,228 $78,370,690 $62,863,462 $15,507,228 $78,370,690
9 Commercial Insurers $31,145,540 $55,878,858 $68,689,261 $100,348,914 $98,877,112 $7,459,587 $106,336,699 $102,111,924 $14,919,173 $117,031,097 $105,411,432 $14,919,173 $120,330,605 $108,776,930 $14,919,173 $123,696,103

10 Uninsured $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0
11 Self Pay $4,725,984 $8,478,985 $9,116,881 $15,226,813 $15,003,484 $115,925 $15,119,409 $15,303,554 $231,854 $15,535,408 $15,609,625 $231,854 $15,841,479 $15,921,818 $231,854 $16,153,672
12 Workers Compensation $111,041 $199,221 $459,868 $357,767 $352,520 $246,209 $598,729 $359,570 $492,415 $851,985 $366,761 $492,415 $859,176 $374,096 $492,415 $866,511
13 Other $0 $0 $0 $0 $0 $201,314 $201,314 $0 $1,295,012 $1,295,012 $0 $1,303,008 $1,303,008 $0 $1,311,164 $1,311,164

Total Non-Government $35,982,565 $64,557,064 $78,266,010 $115,933,494 $114,233,116 $8,023,035 $122,256,151 $117,775,048 $16,938,454 $134,713,502 $121,387,818 $16,946,450 $138,334,268 $125,072,844 $16,954,606 $142,027,450

Net Patient Service Revenuea 

(Government+Non-Government) $55,784,078 $100,083,369 $128,511,845 $179,732,690 $177,096,578 $15,776,649 $192,873,227 $180,638,510 $32,445,682 $213,084,192 $184,251,280 $32,453,678 $216,704,958 $187,936,306 $32,461,834 $220,398,140
14 Less: Provision for Bad Debts $2,289,563 $3,353,800 $5,357,134 $3,244,864 $2,010,662 $225,521 $2,236,183 $2,050,875 $451,042 $2,501,917 $2,091,893 $451,042 $2,542,935 $2,133,731 $451,042 $2,584,773

Net Patient Service Revenue less 
provision for bad debts $53,494,515 $96,729,569 $123,154,711 $176,487,826 $175,085,916 $15,551,158 $190,637,074 $178,587,635 $31,994,640 $210,582,275 $182,159,387 $32,002,636 $214,162,023 $185,802,575 $32,010,792 $217,813,367

15 Other Operating Revenue $28,495,767 $27,949,404 $81,519,629 $93,477,279 $111,849,712 $4,621,670 $116,471,382 $115,205,203 $9,243,341 $124,448,544 $118,661,359 $9,243,341 $127,904,700 $122,221,200 $9,243,341 $131,464,541
17 Net Assets Released from Restrictions $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0

TOTAL OPERATING REVENUE $81,990,282 $124,678,973 $204,674,340 $269,965,105 $286,935,628 $20,172,828 $307,108,456 $293,792,838 $41,237,981 $335,030,819 $300,820,746 $41,245,977 $342,066,723 $308,023,775 $41,254,133 $349,277,908

B. OPERATING EXPENSES
1 Salaries and Wages $51,172,346 $80,831,152 $125,799,688 $154,074,374 $156,090,918 $17,409,636 $173,500,554 $159,212,736 $33,914,309 $193,127,045 $162,396,991 $34,423,024 $196,820,015 $165,644,931 $34,939,369 $200,584,300
2 Fringe Benefits $10,110,740 $15,273,257 $22,402,600 $32,054,326 $33,996,352 $4,209,835 $38,206,187 $34,676,279 $8,032,008 $42,708,287 $35,369,805 $8,098,343 $43,468,148 $36,077,201 $8,165,437 $44,242,638
3 Physicians Fees $15,707,188 $26,117,607 $44,540,230 $67,175,188 $67,504,504 $2,401,946 $69,906,450 $68,854,594 $5,792,648 $74,647,242 $70,231,686 $5,694,828 $75,926,514 $71,636,320 $5,777,314 $77,413,634
4 Supplies and Drugs $1,430,000 $2,583,500 $4,924,592 $11,404,986 $10,822,628 $1,191,483 $12,014,111 $11,039,081 $2,394,882 $13,433,963 $11,259,863 $2,429,368 $13,689,231 $11,485,060 $2,463,865 $13,948,925
5 Depreciation and Amortization $794,240 $2,414,030 $2,234,709 $3,147,161 $3,037,202 $121,124 $3,158,326 $3,037,202 $256,365 $3,293,567 $3,037,202 $258,725 $3,295,927 $3,037,202 $268,149 $3,305,351
6 Provision for Bad Debts-Otherb $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0
7 Interest Expense $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0
8 Malpractice Insurance Cost $6,382,669 $7,100,790 $8,287,313 $7,184,984 $7,027,742 $1,295,970 $8,323,712 $7,168,297 $2,592,355 $9,760,652 $7,311,663 $2,592,780 $9,904,443 $7,457,896 $2,593,213 $10,051,109
9 Lease Expense $2,744,274 $4,867,876 $6,686,530 $10,810,856 $10,938,366 $1,067,938 $12,006,304 $11,157,133 $2,135,875 $13,293,008 $11,380,276 $2,135,875 $13,516,151 $11,607,882 $2,135,875 $13,743,757

10 Other Operating Expenses $20,158,881 $23,062,282 $35,419,734 $38,044,141 $52,287,420 $2,441,402 $54,728,822 $53,333,168 $4,884,892 $58,218,060 $54,399,831 $4,934,805 $59,334,636 $55,487,828 $4,982,826 $60,470,654
TOTAL OPERATING EXPENSES $108,500,338 $162,250,494 $250,295,396 $323,896,016 $341,705,132 $30,139,334 $371,844,466 $348,478,490 $60,003,334 $408,481,824 $355,387,317 $60,567,748 $415,955,065 $362,434,320 $61,326,048 $423,760,368

INCOME/(LOSS) FROM OPERATIONS ($26,510,056) ($37,571,521) ($45,621,056) ($53,930,911) ($54,769,504) ($9,966,506) ($64,736,010) ($54,685,652) ($18,765,353) ($73,451,005) ($54,566,571) ($19,321,771) ($73,888,342) ($54,410,545) ($20,071,915) ($74,482,460)

NON-OPERATING REVENUE $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0

EXCESS/(DEFICIENCY) OF REVENUE 
OVER EXPENSES ($26,510,056) ($37,571,521) ($45,621,056) ($53,930,911) ($54,769,504) ($9,966,506) ($64,736,010) ($54,685,652) ($18,765,353) ($73,451,005) ($54,566,571) ($19,321,771) ($73,888,342) ($54,410,545) ($20,071,915) ($74,482,460)

Principal Payments $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0

C. PROFITABILITY SUMMARY
1 Hospital Operating Margin -32.3% -30.1% -22.3% -20.0% -19.1% -49.4% -21.1% -18.6% -45.5% -21.9% -18.1% -46.8% -21.6% -17.7% -48.7% -21.3%
2 Hospital Non Operating Margin 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
3 Hospital Total Margin -32.3% -30.1% -22.3% -20.0% -19.1% -49.4% -21.1% -18.6% -45.5% -21.9% -18.1% -46.8% -21.6% -17.7% -48.7% -21.3%

D. FTEs 720 739 1,147 1,175 1,175 181 1,356 1,175 326 1,501 1,175 326 1,501 1,175 326 1,501

E. VOLUME STATISTICSc

1 Inpatient Visits 225,283 253,946 274,973 319,218 320,000 19,700 339,700 321,000 39,500 360,500 322,000 39,600 361,600 323,000 39,700 362,700
2 Outpatient Visits 273,994 411,697 638,072 976,932 980,000 116,700 1,096,700 985,000 233,900 1,218,900 990,000 234,400 1,224,400 995,000 234,900 1,229,900

TOTAL VOLUME 499,277 665,643 913,045 1,296,150 1,300,000 136,400 1,436,400 1,306,000 273,400 1,579,400 1,312,000 274,000 1,586,000 1,318,000 274,600 1,592,600

cProvide projected inpatient and/or outpatient statistics for any new services and provide actual and projected inpatient and/or outpatient statistics for any existing services which will change due to the proposal.

aTotal amount should equal the total amount on cell line "Net Patient Revenue" Row 14. 
bProvide the amount of any transaction associated with Bad Debts not related to the provision of direct services to patients. For additional information, refer to FASB, No.2011-07, July 2011.

Please provide one year of actual results and three years of projections of Total Entity revenue, expense and volume statistics
without, incremental to and with the CON proposal in the following reporting format:

                                                                        NON-PROFIT                                                                                                                                                                  
Applicant: Northeast Medical Group
Financial Worksheet (A)
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LINE Total Entity: L&MPA FY 2012 FY 2013 FY 2014 FY 2015 FY 2016 FY 2016 FY 2016 FY 2017 FY 2017 FY 2017 FY 2018 FY 2018 FY 2018 FY 2019 FY 2019 FY 2019
Actual Actual Actual Actual Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected 

Description Results Results Results Results W/out CON Incremental W/ CON W/out CON Incremental W/ CON W/out CON Incremental W/ CON W/out CON Incremental W/ CON
A. OPERATING REVENUE
1 Total Gross Patient Revenue $26,380,297 $40,324,589 $57,932,612 $59,663,678 $62,659,913 ($31,329,957) $31,329,957 $65,166,310 ($65,166,310) $0 $67,772,962 ($67,772,962) $0 $70,483,880 ($70,483,880) $0
2 Less: Allowances $12,587,896 $19,242,992 $28,598,828 $29,591,966 $31,256,579 ($15,628,290) $15,628,290 $32,857,155 ($32,857,155) $0 $35,458,689 ($35,458,689) $0 $38,164,285 ($38,164,285) $0
3 Less: Charity Care $51,796 $79,175 $113,747 $95,886 $123,029 ($61,514) $61,514 $127,950 ($127,950) $0 $133,068 ($133,068) $0 $138,391 ($138,391) $0
4 Less: Other Deductions $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0

Net Patient Service Revenue $13,740,605 $21,002,422 $29,220,037 $29,975,826 $31,280,305 ($15,640,153) $15,640,153 $32,181,205 ($32,181,205) $0 $32,181,205 ($32,181,205) $0 $32,181,205 ($32,181,205) $0
5 Medicare $4,596,155 $7,025,191 $9,811,985 $10,026,744 $10,128,591 ($5,064,295) $5,064,295 $10,429,936 ($10,429,936) $0 $10,429,936 ($10,429,936) $0 $10,429,936 ($10,429,936) $0
6 Medicaid $1,828,023 $2,794,120 $3,902,508 $3,987,924 $4,028,432 ($2,014,216) $2,014,216 $4,148,286 ($4,148,286) $0 $4,148,286 ($4,148,286) $0 $4,148,286 ($4,148,286) $0
7 CHAMPUS & TriCare $405,780 $620,233 $866,270 $885,230 $894,222 ($447,111) $447,111 $920,827 ($920,827) $0 $920,827 ($920,827) $0 $920,827 ($920,827) $0
8 Other $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0

Total Government $6,829,958 $10,439,544 $14,580,763 $14,899,899 $15,051,244 ($7,525,622) $7,525,622 $15,499,049 ($15,499,049) $0 $15,499,049 ($15,499,049) $0 $15,499,049 ($15,499,049) $0
9 Commercial Insurers $6,588,659 $10,070,720 $14,065,632 $14,373,493 $14,519,491 ($7,259,746) $7,259,746 $14,951,476 ($14,951,476) $0 $14,951,476 ($14,951,476) $0 $14,951,476 ($14,951,476) $0

10 Uninsured $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0
11 Self Pay $102,430 $156,564 $218,670 $223,457 $225,726 ($112,863) $112,863 $232,442 ($232,442) $0 $232,442 ($232,442) $0 $232,442 ($232,442) $0
12 Workers Compensation $219,558 $335,594 $468,719 $478,978 $483,843 ($241,922) $241,922 $498,238 ($498,238) $0 $498,238 ($498,238) $0 $498,238 ($498,238) $0
13 Other $0 $0 $0 $0 $1,000,000 ($500,000) $500,000 $1,000,000 ($1,000,000) $0 $1,000,000 ($1,000,000) $0 $1,000,000 ($1,000,000) $0

Total Non-Government $6,910,647 $10,562,878 $14,753,021 $15,075,927 $16,229,061 ($8,114,530) $8,114,530 $16,682,156 ($16,682,156) $0 $16,682,156 ($16,682,156) $0 $16,682,156 ($16,682,156) $0

Net Patient Service Revenuea 

(Government+Non-
Government) $13,740,605 $21,002,422 $29,333,784 $29,975,826 $31,280,305 ($15,640,153) $15,640,153 $32,181,205 ($32,181,205) $0 $32,181,205 ($32,181,205) $0 $32,181,205 ($32,181,205) $0

14 Less: Provision for Bad Debts $206,109 $315,036 $534,484 $886,077 $569,951 ($284,976) $284,976 $586,366 ($586,366) $0 $586,366 ($586,366) $0 $586,366 ($586,366) $0

Net Patient Service Revenue 
less provision for bad debts $13,534,496 $20,687,386 $28,685,553 $29,089,749 $30,710,354 ($15,355,177) $15,355,177 $31,594,839 ($31,594,839) $0 $31,594,839 ($31,594,839) $0 $31,594,839 ($31,594,839) $0

15 Other Operating Revenue $2,464,499 $5,172,964 $4,787,661 $8,944,425 $9,243,341 ($4,621,670) $4,621,670 $9,243,341 ($9,243,341) $0 $9,243,341 ($9,243,341) $0 $9,243,341 ($9,243,341) $0
17 Net Assets Released from Restriction $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0

TOTAL OPERATING REVENUE $15,998,995 $25,860,350 $33,473,214 $38,034,174 $39,953,695 ($19,976,847) $19,976,847 $40,838,180 ($40,838,180) $0 $40,838,180 ($40,838,180) $0 $40,838,180 ($40,838,180) $0

B. OPERATING EXPENSES
1 Salaries and Wages $19,234,424 $26,540,185 $37,356,344 $37,208,008 $34,819,271 ($17,409,636) $17,409,636 $33,914,309 ($33,914,309) $0 $34,423,024 ($34,423,024) $0 $34,939,369 ($34,939,369) $0
2 Fringe Benefits $3,410,611 $4,434,983 $6,483,081 $6,855,301 $7,149,250 ($3,574,625) $3,574,625 $6,736,181 ($6,736,181) $0 $6,776,599 ($6,776,599) $0 $6,817,258 ($6,817,258) $0
3 Physicians Fees $1,125,676 $1,859,333 $3,462,524 $4,338,255 $4,361,920 ($2,180,960) $2,180,960 $5,341,838 ($5,341,838) $0 $5,235,001 ($5,235,001) $0 $5,308,291 ($5,308,291) $0
4 Supplies and Drugs $763,510 $870,017 $1,334,391 $1,600,252 $2,382,967 ($1,191,483) $1,191,483 $2,394,882 ($2,394,882) $0 $2,429,368 ($2,429,368) $0 $2,463,865 ($2,463,865) $0
5 Depreciation and Amortization $243,129 $243,331 $234,268 $227,378 $242,248 ($121,124) $121,124 $256,365 ($256,365) $0 $258,725 ($258,725) $0 $268,149 ($268,149) $0

6 Provision for Bad Debts-Otherb $0 $0 $0 $0 $0 $0 $0 $0
7 Interest Expense $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0
8 Malpractice Insurance Cost $1,792,790 $1,812,312 $2,279,903 $2,919,392 $2,571,122 ($1,285,561) $1,285,561 $2,571,122 ($2,571,122) $0 $2,571,122 ($2,571,122) $0 $2,571,122 ($2,571,122) $0
9 Lease Expense $1,142,818 $1,399,742 $2,135,875 $2,867,891 $2,135,875 ($1,067,938) $1,067,938 $2,135,875 ($2,135,875) $0 $2,135,875 ($2,135,875) $0 $2,135,875 ($2,135,875) $0

10 Other Operating Expenses $1,582,213 $2,743,261 $3,433,970 $3,921,038 $4,778,425 ($2,389,212) $2,389,212 $4,778,425 ($4,778,425) $0 $4,826,209 ($4,826,209) $0 $4,872,058 ($4,872,058) $0
TOTAL OPERATING EXPENSES $29,295,171 $39,903,164 $56,720,356 $59,937,515 $58,441,079 ($29,220,539) $29,220,539 $58,128,997 ($58,128,997) $0 $58,655,923 ($58,655,923) $0 $59,375,987 ($59,375,987) $0

INCOME/(LOSS) FROM OPERATIO ($13,296,176) ($14,042,814) ($23,247,142) ($21,903,341) ($18,487,384) $9,243,692 ($9,243,692) ($17,290,818) $17,290,818 $0 ($17,817,743) $17,817,743 $0 ($18,537,808) $18,537,808 $0

NON-OPERATING REVENUE $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0

EXCESS/(DEFICIENCY) OF 
REVENUE OVER EXPENSES ($13,296,176) ($14,042,814) ($23,247,142) ($21,903,341) ($18,487,384) $9,243,692 ($9,243,692) ($17,290,818) $17,290,818 $0 ($17,817,743) $17,817,743 $0 ($18,537,808) $18,537,808 $0

Principal Payments $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0

C. PROFITABILITY SUMMARY
1 Hospital Operating Margin -83.1% -54.3% -69.4% -57.6% -46.3% -46.3% -46.3% -42.3% -42.3% 0.0% -43.6% -43.6% 0.0% -45.4% -45.4% 0.0%
2 Hospital Non Operating Margin 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
3 Hospital Total Margin -83.1% -54.3% -69.4% -57.6% -46.3% -46.3% -46.3% -42.3% -42.3% 0.0% -43.6% -43.6% 0.0% -45.4% -45.4% 0.0%

D. FTEs 191 257 354 355 361 ($181) $181 326 ($326) $0 326 ($326) $0 326 ($326) $0

E. VOLUME STATISTICSc

1 Inpatient Discharges 25,358 38,343 48,222 48,406 39,328 ($19,664) $19,664 39,328 (39,328) $0 39,328 (39,328) $0 39,328 ($39,328) $0
2 Outpatient Visits 109,560 165,665 221,959 222,806 228,895 ($114,448) $114,448 228,895 (228,895) $0 228,895 (228,895) $0 228,895 ($228,895) $0

TOTAL VOLUME 134,918 204,008 270,181 271,212 268,223 (134,112) 134,112 268,223 (268,223) 0 268,223 (268,223) 0 268,223 (268,223) 0
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NEMG 
Financial 

Assumptions 

Without the CON With the CON- Assumed 4/1/16 
start date 

Revenues Annual increase of 2% assumed 
from baseline, approximately 
1.5% for payor rate increases 
and 0.5% for volume growth. 
 

Revenues without the CON for 
NEMG were increased in 
accordance with LMPA’s projected 
revenues with the affiliation.   

Expenses Annual increase of 2% assumed 
for all expense categories. 
 
 
 

Expenses without the CON for 
NEMG were increased in 
accordance with LMPA’s projected 
expenses with the affiliation.  
 
Additions were made to the 
expenses to account for fringe 
benefit changes associated with 
the integration of LMPA with 
NEMG. 
 

FTEs No increases in FTEs without the 
CON due to minimal volume 
growth. 

Incremental FTEs represent the 
FTEs from LMPA that will be 
incorporated into NEMG. 
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L&MPA 

Financial 
Assumptions 

Without the CON With the CON- Assumed 4/1/16 start date 

Revenues An increase of 2.8% assumed for FY 2016 and remains flat per year after 
that point.   
 
 

Revenues for FY 2016 were reduced in half as 
these services would be reallocated to NEMG as of 
April 2016.  Subsequent years are reduced 100 % 
as these services would be reallocated to NEMG. 

Expenses Annual increase of approximately 1% assumed for salaries, fringe 
benefits, outside services, supplies and  other operating expenses in 
addition to other initiatives expected for these categories. 
 
Adjustments were made to the multiyear forecast to account for 
anticipated savings activities that are aimed at decreasing operating 
expense.  These changes are necessary to generate a positive margin to 
have a sustainable bottom line for the Lawrence + Memorial Healthcare 
System. 
 
 

Expenses for FY 2016 were reduced in half as these 
services would be reallocated to NEMG as of April 
2016.  Subsequent years are reduced 100 % as 
these services would be reallocated to NEMG. 

FTEs Decreases in FTEs without the CON correspond to adjustments to 
decrease operating expenses. 

FTE’s for FY 2016 were reduced in half as these 
services would be reallocated to NEMG as of April 
2016.  Subsequent years are reduced 100 % as 
these services would be reallocated to NEMG. 
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Greer, Leslie

From: Lazarus, Steven
Sent: Thursday, January 21, 2016 3:07 PM
To: Greer, Leslie
Cc: Ciesones, Ron; Carney, Brian; Riggott, Kaila
Subject: FW: Responses to Completeness Questions (DN: 15-32033 & 15-32032)- YNHHS & 

L+M/NEMG & L&MPA
Attachments: L+M_L+MH Updated Financial Worksheets A_For OHCA.xlsx; YNHHS Updated Financial 

Worksheet A_For OHCA.xlsx

Please add to the original file. 
 
Thank you, 
Steve 
 

Steven W. Lazarus 
Associate Health Care Analyst 
Division of Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue 
Hartford, CT 06134 
Phone: 860‐418‐7012 
Fax:        860‐418‐7053 

 
 

From: Karen Banoff [mailto:kbanoff@kmbconsult.com]  
Sent: Thursday, January 21, 2016 3:06 PM 
To: Lazarus, Steven 
Subject: RE: Responses to Completeness Questions (DN: 15-32033 & 15-32032)- YNHHS & L+M/NEMG & L&MPA 
 
Hi Steve‐ 
Here are the Excel Files as you requested.  Please let me know if these files meet your needs.  Thanks, Karen 
 
 
 

 
 
Karen M. Banoff, DNP, RN 
Principal 
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203‐ 459‐1601 (office) 
203‐209‐0681 (mobile) 

 
 
 
 

From: Lazarus, Steven [mailto:Steven.Lazarus@ct.gov]  
Sent: Tuesday, January 19, 2016 3:28 PM 
To: Karen Banoff 
Subject: RE: Responses to Completeness Questions (DN: 15-32033 & 15-32032)- YNHHS & L+M/NEMG & L&MPA 
 
Karen, 
 
Can you please forward pages 855‐860, electronic copy (Excel) of the financial worksheets. Some of the print is too small 
to read on the paper copy. 
 
Thanks, 
Steve 
 
 
 

Steven W. Lazarus 
Associate Health Care Analyst 
Division of Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue 
Hartford, CT 06134 
Phone: 860‐418‐7012 
Fax:        860‐418‐7053 

 
 

From: Karen Banoff [mailto:kbanoff@kmbconsult.com]  
Sent: Tuesday, January 05, 2016 7:41 AM 
To: Martone, Kim 
Cc: Lazarus, Steven; Greci, Laurie 
Subject: Responses to Completeness Questions (DN: 15-32033 & 15-32032)- YNHHS & L+M/NEMG & L&MPA 
 
Good morning and Happy New Year Kim‐ 
 
As per OHCA’s completeness letter, I am sending responses to the completeness questions for the above referenced 
dockets via email.  As requested, an Adobe Acrobat and MS Word File is included for each.  A cover letter pertaining to 
each application is also included. 
 
I would appreciate receiving an email confirmation that the documents have been received. 
 
Thank you for your time and attention to this matter. 
 
Sincerely, Karen 
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Karen M. Banoff, DNP, RN 
Principal 
203‐ 459‐1601 (office) 
203‐209‐0681 (mobile) 

 
 



LINE Total Entity:L+M Hospital FY 2014 FY 2015 FY 2016 FY 2016 FY 2016 FY 2017 FY 2017 FY 2017 FY 2018 FY 2018 FY 2018 FY 2019 FY 2019 FY 2019
Actual Actual Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected 

Description Results Results W/out CON Incremental W/ CON W/out CON Incremental W/ CON W/out CON Incremental W/ CON W/out CON Incremental W/ CON
A. OPERATING REVENUE
1 Total Gross Patient Revenue $795,287,303 $843,024,228 $860,182,747 $14,094,145 $874,276,892 $894,590,057 $37,459,572 $932,049,629 $930,373,659 $53,320,158 $983,693,817 $967,588,605 $68,907,570 $1,036,496,176
2 Less: Allowances $450,251,022 $485,513,042 $487,243,916 $8,281,757 $495,525,673 $521,291,544 $22,590,447 $543,881,991 $553,773,091 $32,780,153 $586,553,244 $590,539,350 $43,351,970 $633,891,321
3 Less: Charity Care $5,449,069 $5,427,817 $5,893,713 $96,569 $5,990,282 $6,374,640 $266,928 $6,641,568 $6,894,811 $395,145 $7,289,956 $7,457,427 $531,086 $7,988,514
4 Less: Other Deductions $2,458,020 $12,801,007 $18,201,787 $0 $18,201,787 $18,201,787 $0 $18,201,787 $18,201,787 $0 $18,201,787 $18,201,787 $0 $18,201,787

Net Patient Service Revenue $337,129,192 $339,282,362 $348,843,331 $5,715,818 $354,559,149 $348,722,086 $14,602,197 $363,324,283 $351,503,970 $20,144,860 $371,648,830 $351,390,041 $25,024,513 $376,414,554
5 Medicare $116,154,499 $120,428,761 $123,580,930 $1,924,467 $125,505,397 $123,539,459 $4,916,434 $128,455,893 $124,490,992 $6,782,601 $131,273,593 $124,452,023 $8,425,538 $132,877,561
6 Medicaid $36,747,588 $38,099,829 $39,097,075 $608,840 $39,705,915 $39,083,955 $1,555,403 $40,639,358 $39,384,989 $2,145,799 $41,530,788 $39,372,661 $2,665,572 $42,038,233
7 CHAMPUS & TriCare $10,981,081 $11,385,164 $11,683,166 $181,936 $11,865,102 $11,679,245 $464,793 $12,144,038 $11,769,202 $641,217 $12,410,419 $11,765,518 $796,538 $12,562,056
8 Other ($2,458,020) ($12,801,007) ($18,201,787) $0 ($18,201,787) ($18,201,787) $0 ($18,201,787) ($18,201,787) $0 ($18,201,787) ($18,201,787) $0 ($18,201,787)

Total Government $161,425,149 $157,112,747 $156,159,384 $2,715,243 $158,874,627 $156,100,872 $6,936,630 $163,037,502 $157,443,396 $9,569,618 $167,013,013 $157,388,414 $11,887,649 $169,276,063
9 Commercial Insurers $163,214,231 $169,220,201 $173,649,464 $2,704,160 $176,353,624 $173,591,191 $6,908,316 $180,499,507 $174,928,235 $9,530,556 $184,458,791 $174,873,478 $11,839,126 $186,712,603
10 Uninsured $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0
11 Self Pay $5,131,510 $5,320,340 $5,459,598 $85,020 $5,544,617 $5,457,766 $217,200 $5,674,965 $5,499,803 $299,644 $5,799,447 $5,498,081 $372,226 $5,870,307
12 Workers Compensation $7,358,302 $7,629,074 $7,828,761 $121,914 $7,950,675 $7,826,134 $311,452 $8,137,586 $7,886,413 $429,673 $8,316,086 $7,883,944 $533,752 $8,417,696
13 Other $0 $0 $5,746,124 $89,482 $5,835,606 $5,746,124 $228,599 $5,974,723 $5,746,124 $315,370 $6,061,494 $5,746,124 $391,761 $6,137,885

Total Non-Government $175,704,043 $182,169,615 $192,683,947 $3,000,575 $195,684,522 $192,621,214 $7,665,567 $200,286,781 $194,060,574 $10,575,243 $204,635,817 $194,001,627 $13,136,865 $207,138,492

Net Patient Service Revenuea 

(Government+Non-Government) $337,129,192 $339,282,362 $348,843,331 $5,715,818 $354,559,149 $348,722,086 $14,602,197 $363,324,283 $351,503,970 $20,144,860 $371,648,830 $351,390,041 $25,024,513 $376,414,554
14 Less: Provision for Bad Debts $14,930,302 $12,821,337 $13,803,283 $210,310 $14,013,593 $13,798,485 $537,280 $14,335,765 $13,908,561 $741,219 $14,649,780 $13,904,053 $920,763 $14,824,816

Net Patient Service Revenue less 
provision for bad debts $322,198,890 $326,461,025 $335,040,048 $5,505,508 $340,545,556 $334,923,601 $14,064,917 $348,988,518 $337,595,409 $19,403,641 $356,999,050 $337,485,988 $24,103,750 $361,589,738

15 Other Operating Revenue $28,151,061 $30,874,305 31,185,817                $31,185,817 31,185,817           $31,185,817 31,185,817            $31,185,817 31,185,817           $31,185,817
17 Net Assets Released from Restrictions $671,797 $577,092 $0 $0 $0 $0 $0

TOTAL OPERATING REVENUE $351,021,748 $357,912,422 $366,225,866 $5,505,508 $371,731,374 $366,109,418 $14,064,917 $380,174,335 $368,781,227 $19,403,641 $388,184,868 $368,671,806 $24,103,750 $392,775,556

B. OPERATING EXPENSES
1 Salaries and Wages $143,838,674 $140,605,613 143,576,703$            $603,987 $144,180,691 $140,019,192 $760,868 $140,780,059 $141,973,430 $754,514 $142,727,944 $143,983,025 $1,270,138 $145,253,163
2 Fringe Benefits $51,044,718 $51,698,355 54,026,420$              $847,885 $54,874,305 $52,456,564 $1,228,742 $53,685,306 $52,771,303 $1,254,900 $54,026,203 $53,087,931 $1,407,884 $54,495,815
3 Physicians Fees $38,647,767 $29,998,356 30,254,332$              $2,845,324 $33,099,655 $22,993,292 $4,677,729 $27,671,021 $22,533,426 $4,788,754 $27,322,180 $22,848,894 $4,921,640 $27,770,534
4 Supplies and Drugs $59,538,141 $63,622,692 $64,288,904 $55,178 $64,344,082 $64,610,349 $345,629 $64,955,978 $65,540,738 $651,937 $66,192,675 $66,471,416 $917,694 $67,389,110
5 Depreciation and Amortization $22,728,484 $23,639,711 $26,054,143 $77,061 $26,131,204 $27,572,414 $154,122 $27,726,536 $27,826,240 $154,122 $27,980,362 $28,839,752 $154,122 $28,993,874
6 Provision for Bad Debts-Otherb $0 $0 $0 $0 $0 $0 $0 $0
7 Interest Expense $3,542,721 $3,553,690 $3,368,376 $0 $3,368,376 $3,167,699 $0 $3,167,699 $2,973,808 $0 $2,973,808 $2,749,451 $0 $2,749,451
8 Malpractice Insurance Cost $4,538,822 $4,818,820 $4,812,632 $0 $4,812,632 $4,812,632 $0 $4,812,632 $4,812,632 $0 $4,812,632 $4,812,632 $0 $4,812,632
9 Lease Expense $4,618,504 $4,647,875 $4,852,308 $0 $4,852,308 $4,852,308 $0 $4,852,308 $4,852,308 $0 $4,852,308 $4,852,308 $0 $4,852,308
10 Other Operating Expenses $25,332,830 $30,741,467 30,490,536$              $0 $30,490,536 $30,490,536 $0 $30,490,536 $30,795,441 $0 $30,795,441 $29,255,669 $0 $29,255,669

TOTAL OPERATING EXPENSES $353,830,661 $353,326,579 $361,724,355 $4,429,435 $366,153,790 $350,974,986 $7,167,089 $358,142,075 $354,079,327 $7,604,227 $361,683,554 $356,901,079 $8,671,477 $365,572,556

INCOME/(LOSS) FROM OPERATIONS ($2,808,913) $4,585,843 $4,501,511 $1,076,073 $5,577,584 $15,134,432 $6,897,828 $22,032,260 $14,701,900 $11,799,414 $26,501,313 $11,770,727 $15,432,273 $27,202,999

NON-OPERATING REVENUE $8,788,601 $9,936,909 $8,262,701 $0 $8,262,701 $8,262,701 $0 $8,262,701 $8,262,701 $0 $8,262,701 $8,262,701 $8,262,701

EXCESS/(DEFICIENCY) OF 
REVENUE OVER EXPENSES $5,979,688 $14,522,752 $12,764,212 $1,076,073 $13,840,285 $23,397,133 $6,897,828 $30,294,961 $22,964,601 $11,799,414 $34,764,014 $20,033,428 $15,432,273 $35,465,700

Principal Payments $5,152,609 $5,316,471 $5,510,844 $0 $5,510,844 $5,725,738 $0 $5,725,738 $5,911,163 $0 $5,911,163 $6,137,126 $6,137,126

C. PROFITABILITY SUMMARY
1 Hospital Operating Margin -0.8% 1.3% 1.2% 19.5% 1.5% 4.1% 49.0% 5.8% 4.0% 60.8% 6.8% 3.2% 64.0% 6.9%
2 Hospital Non Operating Margin 2.3% 2.6% 2.3% 0.0% 2.2% 2.3% 0.0% 2.2% 2.2% 0.0% 2.1% 2.2% 0.0% 2.1%
3 Hospital Total Margin 1.7% 4.1% 3.5% 19.5% 3.7% 6.4% 49.0% 8.0% 6.2% 60.8% 9.0% 5.4% 64.0% 9.0%

D. FTEs 1,849 1,835 1,827 2 1,829 1,755 3 1,758 1,745 7 1,752 1,735 18 1,753

E. VOLUME STATISTICSc

1 Inpatient Discharges 14,153 14,076 14,212 179 14,391 14,083 329 14,412 13,940 478 14,418 13,823 627 14,450
2 Outpatient Visits 458,110 449,789 455,077 3,462 458,539 455,077 10,930 466,007 455,077 14,489 469,566 455,077 17,407 472,484

TOTAL VOLUME 472,263 463,865 469,289 3,641 472,930 469,160 11,259 480,419 469,017 14,967 483,984 468,900 18,035 486,935



LINE Total Entity: L+M w/o LMPA FY 2014 FY 2015 FY 2016 FY 2016 FY 2016 FY 2017 FY 2017 FY 2017 FY 2018 FY 2018 FY 2018 FY 2019 FY 2019 FY 2019
Actual Actual Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected 

Description Results Results W/out CON Incremental W/ CON W/out CON Incremental W/ CON W/out CON Incremental W/ CON W/out CON Incremental W/ CON
A. OPERATING REVENUE
1 Total Gross Patient Revenue $1,078,626,933 $1,138,758,476 $1,166,642,891 ($15,527,210) $1,151,115,681 $1,213,308,606 ($24,164,292) $1,189,144,314 $1,261,840,951 ($9,784,371) $1,252,056,580 $1,312,314,589 $3,738,813 $1,316,053,401
2 Less: Allowances $615,856,880 $664,069,131 $673,832,103 ($6,485,677) $667,346,426 $717,135,552 ($8,304,750) $708,830,803 $762,088,601 $104,770 $762,193,372 $811,978,164 $8,494,495 $820,472,659
3 Less: Charity Care $6,782,933 $6,124,509 $7,336,420 $37,861 $7,374,281 $7,629,877 $129,891 $7,759,768 $7,935,072 $231,593 $8,166,665 $8,252,475 $328,358 $8,580,833
4 Less: Other Deductions $2,458,020 $12,801,007 $18,201,787 $0 $18,201,787 $18,201,787 $0 $18,201,787 $18,201,787 $0 $18,201,787 $18,201,787 $0 $18,201,787

Net Patient Service Revenue $453,529,100 $455,763,829 $467,272,580 ($9,079,394) $458,193,186 $470,341,390 ($15,989,434) $454,351,956 $473,615,490 ($10,120,734) $463,494,756 $473,882,163 ($5,084,040) $468,798,123
5 Medicare $161,243,669 $165,691,332 $169,559,164 ($2,853,646) $166,705,519 $170,162,485 ($4,893,784) $165,268,700 $171,320,254 ($2,848,199) $168,472,056 $171,414,554 ($1,093,576) $170,320,977
6 Medicaid $48,109,726 $49,436,760 $50,590,792 ($1,354,632) $49,236,160 $50,770,802 ($2,496,483) $48,274,320 $51,116,242 ($1,886,148) $49,230,094 $51,144,378 ($1,362,627) $49,781,751
7 CHAMPUS & TriCare $12,447,146 $12,790,482 $13,089,058 ($276,461) $12,812,597 $13,135,631 ($493,466) $12,642,165 $13,225,005 ($335,557) $12,889,447 $13,232,284 ($200,110) $13,032,174
8 Other ($2,458,020) ($12,801,007) ($18,201,787) $0 ($18,201,787) ($18,201,787) $0 ($18,201,787) ($18,201,787) $0 ($18,201,787) ($18,201,787) $0 ($18,201,787)

Total Government $219,342,521 $215,117,567 $215,037,227 ($4,484,738) $210,552,489 $215,867,131 ($7,883,733) $207,983,399 $217,459,714 ($5,069,904) $212,389,810 $217,589,429 ($2,656,314) $214,933,115
9 Commercial Insurers $215,639,465 $221,587,554 $226,760,205 ($4,072,006) $222,688,199 $227,567,057 ($7,250,433) $220,316,624 $229,115,401 ($4,516,815) $224,598,587 $229,241,513 ($2,170,433) $227,071,080

10 Uninsured $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0
11 Self Pay $9,955,354 $10,229,957 $10,468,761 $23,625 $10,492,386 $10,506,011 $109,366 $10,615,377 $10,577,493 $235,662 $10,813,155 $10,583,315 $343,995 $10,927,309
12 Workers Compensation $8,591,760 $8,828,750 $9,034,845 ($124,129) $8,910,717 $9,066,993 ($203,248) $8,863,745 $9,128,684 ($94,251) $9,034,433 $9,133,708 ($757) $9,132,952
13 Other $0 $0 $5,971,541 ($422,145) $5,549,396 $7,334,198 ($761,386) $6,572,812 $7,334,198 ($675,427) $6,658,771 $7,334,198 $1,232,319 $8,566,517

Total Non-Government $234,186,579 $240,646,262 $252,235,353 ($4,594,655) $247,640,697 $254,474,259 ($8,105,701) $246,368,558 $256,155,776 ($5,050,830) $251,104,946 $256,292,734 ($594,877) $255,697,857

Net Patient Service Revenuea 

(Government+Non-Government) $453,529,100 $455,763,829 $467,272,580 ($9,079,394) $458,193,186 $470,341,390 ($15,989,434) $454,351,956 $473,615,490 ($10,120,734) $463,494,756 $473,882,163 ($3,251,190) $470,630,973
14 Less: Provision for Bad Debts $20,298,386 $16,683,423 $17,177,163 ($53,652) $17,123,511 $17,239,519 ($289,105) $16,950,414 $17,359,178 ($291,154) $17,068,024 $17,368,924 ($291,320) $17,077,604

Net Patient Service Revenue less 
provision for bad debts $433,230,714 $439,080,406 $450,095,417 ($9,025,742) $441,069,675 $453,101,871 ($15,700,329) $437,401,542 $456,256,312 ($9,829,580) $446,426,732 $456,513,239 ($4,792,721) $451,720,518

15 Other Operating Revenue $20,795,287 $16,375,817 $18,625,441 ($4,621,670) $14,003,771 $18,625,441 ($9,243,341) $9,382,100 $18,625,441 ($9,243,341) $9,382,100 $18,625,441 ($9,243,341) $9,382,100
17 Net Assets Released from Restrictions $876,203 $4,831,645 $0 $0 $0 $0 $0

TOTAL OPERATING REVENUE $454,902,204 $460,287,868 $468,720,858 ($13,647,412) $455,073,446 $471,727,312 ($24,943,670) $446,783,642 $474,881,753 ($19,072,921) $455,808,832 $475,138,680 ($14,036,062) $461,102,618

B. OPERATING EXPENSES
1 Salaries and Wages $213,467,507 $212,124,691 $221,742,774 ($16,503,691) $205,239,083 $218,731,892 ($32,626,276) $186,105,616 $220,764,261 ($33,138,558) $187,625,703 $223,223,873 ($32,878,788) $190,345,085
2 Fringe Benefits $59,185,837 $59,040,657 $61,335,944 ($2,486,287) $58,849,657 $59,361,624 ($4,867,704) $54,493,920 $59,610,824 ($4,866,259) $54,744,565 $59,979,697 ($4,677,288) $55,302,409
3 Physicians Fees $54,475,011 $39,607,243 $36,262,759 $11,192,773 $47,455,533 $29,552,481 $16,362,803 $45,915,284 $29,230,792 $17,197,407 $46,428,199 $29,614,758 $18,070,023 $47,684,781
4 Supplies and Drugs $71,998,110 $76,774,253 $77,727,905 ($1,407,896) $76,320,009 $78,132,953 ($2,332,868) $75,800,085 $79,257,684 ($1,760,116) $77,497,568 $80,382,942 ($1,273,097) $79,109,845
5 Depreciation and Amortization $27,479,122 $28,953,704 $28,415,203 $40,565 $28,455,768 $30,071,062 $67,013 $30,138,075 $30,347,890 $64,653 $30,412,543 $31,453,247 $55,229 $31,508,476
6 Provision for Bad Debts-Otherb $0 $0 $0 $0 $0 $0 $0 $0
7 Interest Expense $3,554,919 $3,553,690 $3,368,376 $0 $3,368,376 $3,167,699 $0 $3,167,699 $2,973,808 $0 $2,973,808 $2,749,451 $0 $2,749,451
8 Malpractice Insurance Cost $14,513,454 $17,152,933 $16,833,046 ($1,285,561) $15,547,485 $16,833,046 ($2,571,122) $14,261,924 $16,833,046 ($2,571,122) $14,261,924 $16,833,046 ($2,571,122) $14,261,924
9 Lease Expense $6,969,829 $7,693,864 $7,964,369 ($1,067,938) $6,896,432 $7,964,369 ($2,135,875) $5,828,494 $7,964,369 ($2,135,875) $5,828,494 $7,964,369 ($2,135,875) $5,828,494

10 Other Operating Expenses $21,943,887 $25,385,377 $23,767,337 ($2,057,025) $21,710,311 $20,618,407 ($4,115,241) $16,503,166 $21,103,061 ($4,127,570) $16,975,491 $21,576,050 ($4,137,325) $17,438,725
TOTAL OPERATING EXPENSES $473,587,676 $470,286,412 $477,417,713 ($13,575,060) $463,842,653 $464,433,533 ($32,219,270) $432,214,263 $468,085,735 ($31,337,441) $436,748,294 $473,777,432 ($29,548,243) $444,229,190

INCOME/(LOSS) FROM OPERATIONS ($18,685,472) ($9,998,544) ($8,696,855) ($72,353) ($8,769,207) $7,293,779 $7,275,601 $14,569,379 $6,796,018 $12,264,521 $19,060,538 $1,361,248 $15,512,181 $16,873,429

NON-OPERATING REVENUE $15,297,404 $11,832,973 $8,858,736 $0 $8,858,736 $8,858,736 $0 $8,858,736 $8,858,736 $0 $8,858,736 $8,858,736 $0 $8,858,736

EXCESS/(DEFICIENCY) OF 
REVENUE OVER EXPENSES ($3,388,068) $1,834,429 $161,881 ($72,353) $89,529 $16,152,515 $7,275,601 $23,428,115 $15,654,754 $12,264,521 $27,919,274 $10,219,984 $15,512,181 $25,732,165

Principal Payments $5,152,609 $5,316,471 $5,510,844 $5,510,844 $5,725,738 $5,725,738 $5,911,163 $5,911,163 $6,137,126 $6,137,126

C. PROFITABILITY SUMMARY
1 Hospital Operating Margin -4.1% -2.2% -1.9% 0.5% -1.9% 1.5% -29.2% 3.3% 1.4% -64.3% 4.2% 0.3% -110.5% 3.7%
2 Hospital Non Operating Margin 3.4% 2.6% 1.9% 0.0% 1.9% 1.9% 0.0% 2.0% 1.9% 0.0% 1.9% 1.9% 0.0% 1.9%
3 Hospital Total Margin -0.7% 0.4% 0.0% 0.5% 0.0% 3.4% -29.2% 5.2% 3.3% -64.3% 6.1% 2.2% -110.5% 5.6%

D. FTEs 2,849 2,822 2,821 (181) 2,641 2,711 (325) 2,386 2,701 (323) 2,378 2,691 (313) 2,378
FTE reduction is a transfer to 
NEMG see separate CON

E. VOLUME STATISTICSc

1 Inpatient Discharges 17,288 17,000 17,243 211 17,454 17,081 393 17,474 16,900 574 17,474 16,753 755 17,508
2 Outpatient Visits 585,965 570,156 618,543 4,554 623,097 620,364 11,880 632,244 621,913 15,630 637,543 621,913 18,558 640,471

TOTAL VOLUME 603,253 587,156 635,786 4,765 640,551 637,445 12,273 649,718 638,813 16,204 655,017 638,666 19,313 657,979



LINE Total Entity:L+M Hospital FY 2014 FY 2015 FY 2016 FY 2016 FY 2016 FY 2017 FY 2017 FY 2017 FY 2018 FY 2018 FY 2018 FY 2019 FY 2019 FY 2019
Actual Actual Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected 

Description Results Results W/out CON Incremental W/ CON W/out CON Incremental W/ CON W/out CON Incremental W/ CON W/out CON Incremental W/ CON
A. OPERATING REVENUE
1 Total Gross Patient Revenue $788,136,573 $839,272,512 $852,448,517 $14,023,919 $866,472,437 $886,546,458 $37,272,979 $923,819,437 $922,008,316 $53,052,862 $975,061,178 $958,888,649 $68,562,223 $1,027,450,872
2 Less: Allowances $446,502,255 $483,244,808 $480,941,850 $8,211,581 $489,153,431 $514,682,289 $22,403,989 $537,086,278 $546,844,451 $32,513,069 $579,357,519 $583,278,646 $43,006,907 $626,285,554
3 Less: Charity Care $5,424,367 $5,405,542 $5,866,995 $96,520 $5,963,515 $6,345,742 $266,793 $6,612,536 $6,863,555 $394,933 $7,258,487 $7,423,621 $530,802 $7,954,423
4 Less: Other Deductions $2,458,020 $12,801,007 $18,201,787 $0 $18,201,787 $18,201,787 $0 $18,201,787 $18,201,787 $0 $18,201,787 $18,201,787 $0 $18,201,787

Net Patient Service Revenue $333,751,931 $337,821,155 $347,437,885 $5,715,818 $353,153,703 $347,316,640 $14,602,197 $361,918,837 $350,098,524 $20,144,860 $370,243,384 $349,984,595 $25,024,513 $375,009,108
5 Medicare $114,777,095 $119,697,210 $122,862,324 $1,920,631 $124,782,955 $122,820,933 $4,906,633 $127,727,566 $123,770,627 $6,769,080 $130,539,707 $123,731,733 $8,408,743 $132,140,476
6 Medicaid $36,357,088 $37,915,596 $38,918,186 $608,384 $39,526,570 $38,905,075 $1,554,238 $40,459,313 $39,205,902 $2,144,191 $41,350,094 $39,193,582 $2,663,575 $41,857,157
7 CHAMPUS & TriCare $10,871,028 $11,337,033 $11,636,815 $181,911 $11,818,726 $11,632,894 $464,728 $12,097,622 $11,722,844 $641,128 $12,363,972 $11,719,160 $796,428 $12,515,588
8 Other ($2,458,020) ($12,801,007) ($18,201,787) $0 ($18,201,787) ($18,201,787) $0 ($18,201,787) ($18,201,787) $0 ($18,201,787) ($18,201,787) $0 ($18,201,787)

Total Government $159,547,191 $156,148,833 $155,215,538 $2,710,926 $157,926,463 $155,157,115 $6,925,599 $162,082,714 $156,497,586 $9,554,400 $166,051,986 $156,442,688 $11,868,745 $168,311,434
9 Commercial Insurers $161,745,469 $168,678,963 $173,139,286 $2,706,579 $175,845,865 $173,080,956 $6,914,496 $179,995,452 $174,419,278 $9,539,082 $183,958,360 $174,364,469 $11,849,716 $186,214,185
10 Uninsured $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0
11 Self Pay $5,109,407 $5,328,430 $5,469,328 $85,499 $5,554,827 $5,467,486 $218,423 $5,685,909 $5,509,762 $301,332 $5,811,094 $5,508,031 $374,323 $5,882,354
12 Workers Compensation $7,349,864 $7,664,928 $7,867,610 $122,989 $7,990,599 $7,864,959 $314,201 $8,179,160 $7,925,774 $433,465 $8,359,238 $7,923,283 $538,462 $8,461,745
13 Other $0 $0 $5,746,124 $89,826 $5,835,950 $5,746,124 $229,477 $5,975,601 $5,746,124 $316,582 $6,062,706 $5,746,124 $393,267 $6,139,391

Total Non-Government $174,204,740 $181,672,322 $192,222,347 $3,004,893 $195,227,240 $192,159,525 $7,676,597 $199,836,123 $193,600,938 $10,590,460 $204,191,398 $193,541,907 $13,155,768 $206,697,675

Net Patient Service Revenuea 

(Government+Non-Government) $333,751,931 $337,821,155 $347,437,885 $5,715,818 $353,153,703 $347,316,640 $14,602,197 $361,918,837 $350,098,524 $20,144,860 $370,243,384 $349,984,595 $25,024,513 $375,009,108
14 Less: Provision for Bad Debts $14,966,698 $12,798,310 $13,779,946 $210,310 $13,990,256 $13,775,137 $537,280 $14,312,417 $13,885,471 $741,219 $14,626,690 $13,880,952 $920,763 $14,801,715

Net Patient Service Revenue less 
provision for bad debts $318,785,233 $325,022,845 $333,657,939 $5,505,508 $339,163,447 $333,541,503 $14,064,917 $347,606,420 $336,213,053 $19,403,641 $355,616,694 $336,103,643 $24,103,750 $360,207,393

15 Other Operating Revenue $29,607,174 $30,854,159 31,179,479                $31,179,479 31,179,479           $31,179,479 31,179,479            $31,179,479 31,179,479           $31,179,479
17 Net Assets Released from Restrictions $671,797 $577,092 $0 $0 $0 $0 $0

TOTAL OPERATING REVENUE $349,064,204 $356,454,096 $364,837,419 $5,505,508 $370,342,927 $364,720,983 $14,064,917 $378,785,900 $367,392,533 $19,403,641 $386,796,174 $367,283,122 $24,103,750 $391,386,872

B. OPERATING EXPENSES
1 Salaries and Wages $142,343,619 $140,640,103 143,576,703$            $603,987 $144,180,691 $140,019,192 $760,868 $140,780,059 $141,973,430 $754,514 $142,727,944 $143,983,025 $1,270,138 $145,253,163
2 Fringe Benefits $50,942,363 $51,694,855 54,026,420$              $847,885 $54,874,305 $52,456,564 $1,228,742 $53,685,306 $52,771,303 $1,254,900 $54,026,203 $53,087,931 $1,407,884 $54,495,815
3 Physicians Fees $37,964,369 $29,627,730 29,986,525$              $2,845,324 $32,831,849 $22,789,759 $4,677,729 $27,467,488 $22,333,964 $4,788,754 $27,122,718 $22,646,640 $4,921,640 $27,568,280
4 Supplies and Drugs $59,512,480 $63,622,692 $64,288,904 $55,178 $64,344,082 $64,610,349 $345,629 $64,955,978 $65,540,738 $651,937 $66,192,675 $66,471,416 $917,694 $67,389,110
5 Depreciation and Amortization $22,728,484 $23,639,711 $26,054,143 $77,061 $26,131,204 $27,572,414 $154,122 $27,726,536 $27,826,240 $154,122 $27,980,362 $28,839,752 $154,122 $28,993,874
6 Provision for Bad Debts-Otherb $0 $0 $0 $0 $0 $0 $0 $0
7 Interest Expense $3,542,721 $3,553,690 $3,368,376 $0 $3,368,376 $3,167,699 $0 $3,167,699 $2,973,808 $0 $2,973,808 $2,749,451 $0 $2,749,451
8 Malpractice Insurance Cost $4,538,822 $4,818,820 $4,812,632 $0 $4,812,632 $4,812,632 $0 $4,812,632 $4,812,632 $0 $4,812,632 $4,812,632 $0 $4,812,632
9 Lease Expense $4,618,504 $4,647,875 $4,852,308 $0 $4,852,308 $4,852,308 $0 $4,852,308 $4,852,308 $0 $4,852,308 $4,852,308 $0 $4,852,308
10 Other Operating Expenses $22,334,118 $27,882,477 27,596,503$              $0 $27,596,503 $27,596,503 $0 $27,596,503 $27,872,468 $0 $27,872,468 $26,478,844 $0 $26,478,844

TOTAL OPERATING EXPENSES $348,525,480 $350,127,953 $358,562,515 $4,429,435 $362,991,950 $347,877,420 $7,167,089 $355,044,509 $350,956,891 $7,604,227 $358,561,119 $353,921,999 $8,671,477 $362,593,477

INCOME/(LOSS) FROM OPERATIONS $538,724 $6,326,143 $6,274,904 $1,076,073 $7,350,977 $16,843,563 $6,897,828 $23,741,391 $16,435,641 $11,799,414 $28,235,055 $13,361,123 $15,432,273 $28,793,396

NON-OPERATING REVENUE $8,788,601 $9,936,909 $8,262,701 $0 $8,262,701 $8,262,701 $0 $8,262,701 $8,262,701 $0 $8,262,701 $8,262,701 $8,262,701

EXCESS/(DEFICIENCY) OF 
REVENUE OVER EXPENSES $9,327,325 $16,263,052 $14,537,605 $1,076,073 $15,613,678 $25,106,264 $6,897,828 $32,004,092 $24,698,342 $11,799,414 $36,497,756 $21,623,824 $15,432,273 $37,056,097

Principal Payments $5,152,609 $5,316,471 $5,510,844 $0 $5,510,844 $5,725,738 $0 $5,725,738 $5,911,163 $0 $5,911,163 $6,137,126 $6,137,126

C. PROFITABILITY SUMMARY
1 Hospital Operating Margin 0.2% 1.8% 1.7% 19.5% 2.0% 4.6% 49.0% 6.3% 4.5% 60.8% 7.3% 3.6% 64.0% 7.4%
2 Hospital Non Operating Margin 2.3% 2.6% 2.3% 0.0% 2.2% 2.3% 0.0% 2.2% 2.2% 0.0% 2.1% 2.2% 0.0% 2.1%
3 Hospital Total Margin 2.7% 4.6% 4.0% 19.5% 4.2% 6.9% 49.0% 8.4% 6.7% 60.8% 9.4% 5.9% 64.0% 9.5%

D. FTEs 1,849 1,835 1,827 2 1,829 1,755 3 1,758 1,745 7 1,752 1,735 18 1,753

E. VOLUME STATISTICSc

1 Inpatient Discharges 14,153 14,076 14,212 179 14,391 14,083 329 14,412 13,940 478 14,418 13,823 627 14,450
2 Outpatient Visits 458,110 449,789 455,077 3,462 458,539 455,077 10,930 466,007 455,077 14,489 469,566 455,077 17,407 472,484

TOTAL VOLUME 472,263 463,865 469,289 3,641 472,930 469,160 11,259 480,419 469,017 14,967 483,984 468,900 18,035 486,935
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Greer, Leslie

From: Greci, Laurie
Sent: Monday, February 01, 2016 11:37 AM
To: nancy.rosenthal@greenwichhospital.org
Cc: Greer, Leslie; Riggott, Kaila
Subject: Request for Additional Information Regarding CON Application 15-32032 
Attachments: 15-32032-CL 2nd 02012016.docx

Dear Ms. Rosenthal, 
 
Please see attached request for additional information regarding CON application 15‐32032 ‐‐ Transfer of Ownership of 
Group Practice by Merger of L&M Physicians Association into Northeast Medical Group.   
 
Please contact me if you have any questions. Responses are due by Friday, April 1, 2016. 
 
Regards, 
 
Laurie Greci 
 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS#13HCA, Hartford, CT 06134 
Tel: 860‐418‐7001 
Fax: 860‐418‐7053 
mailto: laurie.greci@ct.gov 
Web: www.ct.gov/ohca 
 

 
 
 



 

 
 

Phone: (860) 509-8000 • Fax: (860) 509-7184 • VP: (860) 899-1611 
410 Capitol Avenue, P.O. Box 340308 

Hartford, Connecticut  06134-0308 
www.ct.gov/dph 

Affirmative Action/Equal Opportunity Employer 

Office of Health Care Access 
 
 
February 1, 2016        Via Email Only 
 
 
nancy.rosenthal@ynhh.org 
Nancy Rosenthal 
Senior Vice President, Health Systems Development 
Yale New Haven Health System 
789 Howard Avenue 
New Haven, CT  06519 
 
 
RE: Certificate of Need Application; Docket Number: 15-32032-CON 

Transfer of Ownership of Group Practice by Merger of L&M Physicians Association into 
Northeast Medical Group   

Certificate of Need Second Completeness Letter  
 

 
Dear Ms. Rosenthal: 
 
On January 5, 2016, OHCA received the requested responses to questions concerning the 
Certificate of Need application of Northeast Medical Group, Inc. (“NEMGP”) and L&M 
Physician Association, Inc. (“LMPA”) for the NEMG to acquire LMPA. OHCA requests 
additional information pursuant to Connecticut General Statutes §19a-639a(c). Please 
electronically confirm receipt of this email as soon as you receive it. Provide responses to the 
questions below in both a Word document and PDF format at the earliest convenience as an 
attachment to a responding email. Please email your responses to all of the following email 
addresses: OHCA@ct.gov; laurie.greci@ct.gov; and kaila.riggott@ct.gov. 
 
Repeat each question before providing your response and paginate and date your response, i.e., 
each page, in its entirety. Information filed after the initial CON application submission (e.g., 
completeness response letter, prefile testimony, late file submissions and the like) must be 
numbered sequentially from the Applicant’s document preceding it. Please begin your 
submission using Page 229 and reference “Docket Number: 15-32032-CON.” 

mailto:OHCA@ct.gov
mailto:laurie.greci@ct.gov
mailto:kaila.riggott@ct.gov


Northeast Medical Group and L&M Physicians Association Page 2 of 2 
Docket Number: 15-32032-CON   

 
 
Pursuant to Section 19a-639a(c) of the Connecticut General Statutes, you must submit your 
response to this request for additional information no later than sixty days after the date that this 
request was transmitted. Therefore, please provide your written responses to OHCA no later than 
April 1, 2016, otherwise your application will be automatically considered withdrawn. 

 
1. On pages 225 and 226 submitted with the completeness response, the following information 

was provided: 
 

APPLICANTS’ PROJECTED LOSSES FROM OPERATIONS WITH THE PROPOSAL* 
 FY 2016  FY 2017 FY 2018 FY 2019 

Revenues from Operations $307,108 $335,031 $342,067 $349,278 

Total Operating Expense 371,884 408,482 415,955 423,760 

Loss from Operations $(64,736) $(73,451) $(73,888) $(74,482) 
* Amounts in thousands, rounded. 

 
Page 33 of the initial CON application states that Yale New Haven Health System, the parent 
corporation of NEMG, has the financial stability to support NEMG after the merger in order 
to achieve its charitable goals. Please provide a discussion that addresses the losses 
experienced by NEMG. Provide documentation that specifically demonstrates YNHHS’s 
ability to cover the expenses of NEMG.  

 
2. Confirm that the patient population currently served by LMPA physicians will benefit from 

the policies or protocols of NEMG, including NEMG’s charity care policy.  
 
If you have any questions concerning this letter, please feel free to contact me at (860) 418-7001 
or (860) 418-7045. 
 
Sincerely, 
 
Laurie Greci 
Associate Research Analyst 
 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS#13HCA, Hartford, CT 06134 
Tel: 860-418-7001 
Fax: 860-418-7053 
mailto: laurie.greci@ct.gov 
Web: www.ct.gov/ohca 
 

mailto:laurie.greci@ct.gov
http://www.ct.gov/ohca
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Greer, Leslie

From: Martone, Kim
Sent: Thursday, March 03, 2016 10:20 AM
To: Hansted, Kevin
Cc: Greer, Leslie
Subject: FW: Docket No: 15-32033-CON and Docket No: 15-32032-CON
Attachments: Letter.pdf

 
 

From: Feldman, Joan [mailto:JFeldman@goodwin.com]  
Sent: Thursday, March 03, 2016 10:18 AM 
To: Martone, Kim 
Subject: Docket No: 15-32033-CON and Docket No: 15-32032-CON 
 
Please see attached letter. 
Thank you. 
Joan 
 

Shipman & Goodwin LLP 
C O U N S E L O R S  A T  L A W  
 

 

Joan W. Feldman
Partner 
One Constitution Plaza 
Hartford, CT 06103-1919 

 

Tel (860) 251-5104 
Fax (860) 251-5211 
jfeldman@goodwin.com 
www.shipmangoodwin.com 

 

 

Privileged and confidential. If received in error, please notify me by e-mail and delete the message.  

 please consider the environment before printing this message  
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Greer, Leslie

Subject: FW: DN15:32032   NEMG LMPA Second Set of Completeness Responses
Attachments: DN 15_32032 NEMG - LMPA Completeness2_FINAL03 30 2016.pdf; DN 15_32032 

NEMG - LMPA Completeness2_FINAL03 30 2016.docx; nancyr_3-30-2016_15-19-29.pdf

 
 

From: Rosenthal, Nancy [mailto:Nancy.Rosenthal@greenwichhospital.org]  
Sent: Wednesday, March 30, 2016 3:27 PM 
To: Martone, Kim; Riggott, Kaila 
Subject: FW: DN15:32032 NEMG LMPA Second Set of Completeness Responses 
 
Kim, Laurie and Kaila, 
 
Attached is the cover letter and Word/Adobe responses to the second set of completeness questions for the merger of 
NEMG/LMPA.  Thank you for your consideration of this important project. 
 
Please forward to Laurie as I don’t have her current email and I don’t see it posted on the website. 
 
Thank you. 
 
Nancy 
 
Nancy Rosenthal 
V.P., Strategy and Regulatory Planning 
 
Yale New Haven Health System 
2 Howe Street, Room 307 
New Haven, CT  06511 
 
203-688-5721 
 

Nancy.Rosenthal@ynhh.org 
www.ynhhs.org 

Please consider the environment 
before printing this email. 
 

 
 
 
This message originates from the Yale New Haven Health System. The information contained in this message may be privileged and confidential. If 
you are the intended recipient you must maintain this message in a secure and confidential manner. If you are not the intended recipient, please 
notify the sender immediately and destroy this message. Thank you.  





229 
 

 
 
 
 
 
 
 

Northeast Medical Group, Inc. 
L&M Physician Association, Inc. 

 
 
 
 

Proposal for Merger of L&M Physician Association, Inc. 
and Northeast Medical Group, Inc. 
Docket Number: 15-32032-CON 

 
 
 
 
 

Responses to Completeness Questions – 2nd Letter 
 
 
 
 

March 30, 2016 
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1. On pages 225 and 226 submitted with the completeness response, the following information 

was provided: 
 

APPLICANTS’ PROJECTED LOSSES FROM OPERATIONS WITH THE PROPOSAL* 
 FY 2016  FY 2017 FY 2018 FY 2019 

Revenues from Operations $307,108 $335,03
1 $342,067 $349,278 

Total Operating Expense 371,884 408,482 415,955 423,760 
Loss from Operations $(64,736) $(73,451) $(73,888) $(74,482) 

* Amounts in thousands, rounded. 
 

Page 33 of the initial CON application states that Yale New Haven Health System, the parent 
corporation of NEMG, has the financial stability to support NEMG after the merger in order 
to achieve its charitable goals. Please provide a discussion that addresses the losses 
experienced by NEMG. Provide documentation that specifically demonstrates YNHHS’s 
ability to cover the expenses of NEMG.  

 
 

Response: 
Although YNHHS provides financial support to NEMG in order to further YNHHS’ 
charitable goals, the practice is continuously working to improve its overall financial 
performance.  There are a number of initiatives underway that are expected to enhance 
revenue or reduce operating expenses which are described below. 
 

a) NEMG is currently modifying its revenue cycle process to reduce the amount of 
manual intervention involved in processing and collecting claims.  As a result of these 
efforts and over time, it is expected that overhead expenses associated with these 
activities will be reduced. 

 
b) LEAN initiatives are underway throughout NEMG focusing on the most efficient use 

of Epic, standardization of scheduling practices, and more efficient use of medical 
assistants based on patient volumes at multiple practices.  Recent changes to medical 
assistant staffing now permit them to work at various locations based on daily 
schedule volume and have reduced the need for per diem and some part-time 
positions. 

 
c) Revisions have been made to Hospitalists’ work schedules at YNHH.  Alternative 

shifts have been established which have resulted in significant reductions in 
“moonlighting” expenses. 
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d) NEMG plans to consolidate locations and significantly reduce lease expenses for 
office space over the next 3-4 years.   

 
In addition to the activities discussed above for NEMG, L&MPA also works regularly on 
improving its financial performance and efficiency, as well as improving access to physician 
services in the community.  Such improvements will be further enhanced if L&MPA joins 
NEMG and benefits from NEMG’s initiatives described above.  Some of L&MPA’s recent 
initiatives are as follows: 

 
a) Standardization of appointment scheduling to improve practice efficiency and 

increase access; 
 
b) Patient education in prescription refill management to reduce unnecessary refill calls ; 
 
c) After-hours appointment options to improve patient convenience and access as well 

as practice productivity; 
 
d) Initiatives around charge capture and billing and collections practices; 
 
e) Use of non-physician providers to improve patient access and physician productivity; 
 
f) Personal system of appointment reminder calls and letters to reduce no-show rates; 

and 
 
g) Evaluation of support services contracted for across practices (i.e. waste 

management) to improve pricing/reduce cost of support services. 
 

With respect to YNHHS’s ability to cover the expenses of NEMG, YNHHS’ financial and 
enterprise profile is strong as evidenced by the long-term bond ratings of its obligated group of 
AA- (Stable Outlook) by Fitch, Aa3 (Stable Outlook) by Moody’s, and A+ (Positive Outlook) by 
S&P (S&P revised its outlook in July 2015 from “Stable”).  These credit ratings reflect the 
financial strength of YNHHS, thus demonstrating that YNHHS has the ability to cover any 
losses NEMG experiences, including the additional losses noted above which are projected to 
occur as a result of the merger of LMMG with and into NEMG.  Further evidence of YNHHS’ 
financial strength can be found in the audited financial statements of YNHHS previously 
submitted to OHCA, and Financial Worksheet A submitted as part of Docket No. 15-30233 CON 
(the overall affiliation of L+M Corporation with YNHHS). 
 
YNHHS also is committed to maintaining NEMG as a viable organization.  As noted on page 20 
of the CON, NEMG furthers the charitable mission of YNHHS by providing much-needed 
physician services, including in specialties such as primary care and geriatrics where patient care 
revenues are often not sufficient to support a practice in the community.  In addition, NEMG 
participates in the YNHHS Financial Assistance Policies, which offer discounted services to 
patients that ordinarily are not available in private physician practices. 
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NEMG also is critical to YNHHS’ strategy to address changes in health care delivery and 
payment, including the move from volume to value and innovative models such as payments 
based on population health or outcomes measures.  Further, as indicated in our completeness 
responses to OHCA’s questions in Docket No. 15-30233 CON (the overall affiliation of L+M 
Corporation with YNHHS), NEMG is part of the YNHHS Obligated Group, and as such 
YNHHS has a direct interest in ensuring NEMG covers its expenses and meets its financial 
obligations.  YNHHS has provided mission support to NEMG since its launch in 2010, and 
anticipates continuing to do so for so long as NEMG is part of Yale New Haven Health System. 
 
 
 
2. Confirm that the patient population currently served by LMPA physicians will benefit from 

the policies or protocols of NEMG, including NEMG’s charity care policy.  
 
Response: 
 
If the CON is approved and the merger occurs, LMPA practice locations and LMPA physicians 
will be covered by all NEMG policies, including but not limited to the YNHHS Financial 
Assistance policy. 
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Greer, Leslie

From: Carney, Brian
Sent: Tuesday, May 10, 2016 10:59 AM
To: Nancy.Rosenthal@ynhh.org; Rosenthal, Nancy
Cc: Martone, Kim; Hansted, Kevin; Riggott, Kaila; Lazarus, Steven; Ciesones, Ron; Greer, 

Leslie
Subject: Docket numbers: 15-32032-CON & 15-32033-CON Deemed Complete
Attachments: 15-32032-con_201605101034.pdf; 15-32033-con_201605101035.pdf

Nancy,  
 
As directed, please see attached letters deeming complete docket numbers: 15‐32032‐CON & 15‐32033‐CON.  
 
Please respond to confirm receipt of this email. 
 
Thanks, 
Brian Carney 
 
Brian A. Carney, MBA 
Associate Research Analyst 
Office of Health Care Access 
CT Department of Public Health  
410 Capitol Avenue, MS #13HCA 
P.O. Box 340308 
Hartford, CT 06134‐0308 
  
Phone: (860) 418‐7014 
Fax:        (860) 418 7053 
Email:    brian.carney@ct.gov 
Web:     www.ct.gov/ohca 
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Greer, Leslie

From: Rosenthal, Nancy <Nancy.Rosenthal@greenwichhospital.org>
Sent: Tuesday, May 10, 2016 11:41 AM
To: Carney, Brian
Cc: Martone, Kim; Hansted, Kevin; Riggott, Kaila; Lazarus, Steven; Ciesones, Ron; Greer, 

Leslie
Subject: RE: Docket numbers: 15-32032-CON & 15-32033-CON Deemed Complete

Thank you all! 
 
Nancy Rosenthal 
V.P., Strategy and Regulatory Planning 
 
Yale New Haven Health System 
2 Howe Street, Room 307 
New Haven, CT  06511 
 
203-688-5721 
 

Nancy.Rosenthal@ynhh.org 
www.ynhhs.org 

Please consider the environment 
before printing this email. 
 

From: Carney, Brian [mailto:Brian.Carney@ct.gov]  
Sent: Tuesday, May 10, 2016 10:59 AM 
To: Rosenthal, Nancy; Rosenthal, Nancy 
Cc: Martone, Kim; Hansted, Kevin; Riggott, Kaila; Lazarus, Steven; Ciesones, Ron; Greer, Leslie 
Subject: Docket numbers: 15‐32032‐CON & 15‐32033‐CON Deemed Complete 
 
Nancy,  
 
As directed, please see attached letters deeming complete docket numbers: 15‐32032‐CON & 15‐32033‐CON.  
 
Please respond to confirm receipt of this email. 
 
Thanks, 
Brian Carney 
 
Brian A. Carney, MBA 
Associate Research Analyst 
Office of Health Care Access 
CT Department of Public Health  
410 Capitol Avenue, MS #13HCA 
P.O. Box 340308 
Hartford, CT 06134‐0308 
  
Phone: (860) 418‐7014 
Fax:        (860) 418 7053 
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Email:    brian.carney@ct.gov 
Web:     www.ct.gov/ohca 
 

 
 

 
 
 
This message originates from the Yale New Haven Health System. The information contained in this message may be privileged and confidential. If 
you are the intended recipient you must maintain this message in a secure and confidential manner. If you are not the intended recipient, please 
notify the sender immediately and destroy this message. Thank you.  
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Greer, Leslie

From: Greer, Leslie
Sent: Wednesday, May 11, 2016 5:13 PM
To: 'nancy.rosenthal@ynhh.org'
Cc: Carney, Brian; Lazarus, Steven; Riggott, Kaila; Hansted, Kevin; Martone, Kim; Olejarz, 

Barbara
Subject: Yale New Haven Health System Hearing Notice DN's 15-32032-CON & 15-32033-CON
Attachments: 15-32032-CON 15-32033-CON.pdf

TrackingTracking: Recipient Delivery

'nancy.rosenthal@ynhh.org'

Carney, Brian Delivered: 5/11/2016 5:14 PM

Lazarus, Steven Delivered: 5/11/2016 5:14 PM

Riggott, Kaila Delivered: 5/11/2016 5:14 PM

Hansted, Kevin Delivered: 5/11/2016 5:14 PM

Martone, Kim Delivered: 5/11/2016 5:14 PM

Olejarz, Barbara Delivered: 5/11/2016 5:14 PM

Ms. Rosenthal,  
Attached is the hearing notice for DN’s 15‐32032‐CON and 15‐32033‐CON being held on June 15, 2016.  
 

Leslie M. Greer  
Office of Health Care Access 
Connecticut Department of Public Health  
410 Capitol Avenue, MS#13HCA, Hartford, CT 06134 
Phone: (860) 418‐7013 Fax: (860) 418‐7053 
Website: www.ct.gov/ohca 
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Greer, Leslie

From: ADS <ADS@graystoneadv.com>
Sent: Wednesday, May 11, 2016 4:12 PM
To: Greer, Leslie
Subject: Re: DN's 15-32032-CON & 15-32033-CON Hearing Notice

Good day! 
 
 
Thanks so much for your ad submission.  
We will be in touch shortly and look forward to serving you. 

Don’t forget to ask for ideas to expand your diversity 
coverage. 
 
PLEASE NOTE: New Department of Labor guidelines allow web based advertising when hiring foreign nationals. To provide required 
documentation Graystone will retrieve & archive verification for the 1st and 30th days of posting for $115.00/web site.  If required, notify 
Graystone when ad placement is approved. 
 
If you have any questions or concerns, please don’t hesitate to contact us at the number below. 
 
We sincerely appreciate your business. 
 
Thank you, 
Graystone Group Advertising 
  
2710 North Avenue 
Bridgeport, CT 06604 
Phone: 800-544-0005 
Fax: 203-549-0061  
 
E-mail new ad requests to: ads@graystoneadv.com 
http://www.graystoneadv.com/ 
 
 

From: "Greer, Leslie" <Leslie.Greer@ct.gov> 
Date: Wednesday, May 11, 2016 at 4:05 PM 
To: Ads Desk <ads@graystoneadv.com> 
Cc: "Olejarz, Barbara" <Barbara.Olejarz@ct.gov> 
Subject: DN's 15‐32032‐CON & 15‐32033‐CON Hearing Notice 
 

Please run the attached hearing notice in The Day by 5/13. For billing purposes, please refer to P.O. 54772. In addition, 
when the “proof of publication” becomes available, please forward me a copy. 
  
Thank you,  
  

Leslie M. Greer  
Office of Health Care Access 
Connecticut Department of Public Health  
410 Capitol Avenue, MS#13HCA, Hartford, CT 06134 
Phone: (860) 418‐7013 Fax: (860) 418‐7053 
Website: www.ct.gov/ohca 
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Greer, Leslie

From: Robert Taylor <RTaylor@graystoneadv.com>
Sent: Thursday, May 12, 2016 4:19 PM
To: Greer, Leslie
Subject: FW: DN's 15-32032-CON & 15-32033-CON Hearing Notice
Attachments: 15-32032 and 15-32033 The Day.docx

Good afternoon, 
 
This notice is set to publish tomorrow. 
$483.18 
 
Thanks, 
 
Robert Taylor 
Graystone Group Advertising  
www.graystoneadv.com  
2710 North Avenue, Suite 200  
Bridgeport, CT  06604  
Phone: 203‐549‐0060 
Toll Free: 800‐544‐0005 
Fax: 203‐549‐0061  
 

From: ADS <ADS@graystoneadv.com> 
Date: Wed, 11 May 2016 16:12:03 ‐0400 
To: RTaylor <rtaylor@graystoneadv.com> 
Subject: FW: DN's 15‐32032‐CON & 15‐32033‐CON Hearing Notice 
 
 

From: "Greer, Leslie" <Leslie.Greer@ct.gov> 
Date: Wednesday, May 11, 2016 at 4:05 PM 
To: Ads Desk <ads@graystoneadv.com> 
Cc: "Olejarz, Barbara" <Barbara.Olejarz@ct.gov> 
Subject: DN's 15‐32032‐CON & 15‐32033‐CON Hearing Notice 
 

Please run the attached hearing notice in The Day by 5/13. For billing purposes, please refer to P.O. 54772. In addition, 
when the “proof of publication” becomes available, please forward me a copy. 
  
Thank you,  
  

Leslie M. Greer  
Office of Health Care Access 
Connecticut Department of Public Health  
410 Capitol Avenue, MS#13HCA, Hartford, CT 06134 
Phone: (860) 418‐7013 Fax: (860) 418‐7053 
Website: www.ct.gov/ohca 
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Announcements

 Antiques/ 
Collectibles /Art

 Auto Parts & 
Accessories

 Automobiles

Automotive

 Boats

Marine/
Boats

classifieds.theday.com  
860-701-4200

Sam says

...

WE BUY
CARS, TRUCKS, & SUV’S

All Makes & Models. Ask For
Pete Sabo At: Bob Valenti
Auto Mall.  860-536-4931

    

ARBORVITAE
SPRING SALE! 
Dark Green, Emerald’s, 

Green Giant, For Beautiful 
Privacy Borders, FREE 
DELIVERY & Planting! 

Start at $59
860-712-5359  cttrees.com

A AAKIN ANTIQUES
Cash for Coins, Gold, Silver,
Watches, And All Jewelry, 

Dolls, Wind-up Toys, 
Anything Military,

All Musical Instruments, 
Mic’s, Speakers, Amps. 

Anything Old. 
FREE HOUSE CALLS 

860-445-4463 /860-235-7318

NEW LONDON
OCEAN BEACH
BOARDWALK

Sat. May 14th, 9AM - 3PM
(Rain Date: May 21st)

Tag/Craft Sale,
50/50 Raffle.

NO EARLY BIRDS!
More Info Call Marie

860-235-6987
After 2:30pm

 

NOW HIRING!

•HOUSEKEEPERS
•RESTAURANT SERVERS

•HOSTESS
•DISHWASHERS

•FRONT DESK
•MARINA STAFF

•CULINARY

•HOUSE PERSONS
(3rd Shift, $12 per hour/

Negotiable based on 
experience)

Apply online at:
www.saybrook.com

or stop by
2 Bridge St., Old Saybrook

860-395-2000

LYME: Rt.156
Congregational Church
ANNUAL SPRING
RUMMAGE SALE

Sat. May 21st, 9am - 1pm.
Donations accepted between 

May 16th - 19th.
CALL 860-434-0220

For More Information

OCEAN BEACH 
PARK

Will be Hosting a

JOB FAIR

For Summer
Employment

Sunday
May 15th., 2016

Noon to 2PM

20918

NOTICE OF PUBLIC SALE 
OF PERSONAL PROPERTY
  Notice is hereby given 
that Extra Space Storage 
will sell at public auction, 
on May 19th, 2016 at 2:30 
PM to satisfy the lien of 
the owner, personal prop-
erty described below be-
longing to those individu-
als listed below at location 
indicated:
Extra Space Storage 
215 Gold Star Hwy, 
Groton, CT
860-446-2030

Unit 32    Gregory Moore
Unit 103  Briana Sullivan
Unit 175  Linda 
               Loughborough
Unit 181  Stacy Foster
Unit 312  Ronald Adams
Unit 313  Monique 
                Durham
Unit 399  Melissa Hewlitt
Unit 465  Gregory Moore
Unit 588  Daven Harmon
Contents of above units:
Household Goods and Misc. 
Items.
The auction will be listed 
and advertised on www.
storagetreasures.com. 
Purchases must be made 
with cash only and paid at 
the above referenced facil-
ity in order to complete the 
transaction.  Extra Space 
Storage may refuse any bid 
and may rescind any pur-
chase up until the winning 
bidder takes possession of 
the personal property.

WE BUY
Old/Antique Oriental

RUGS 
In Almost Any Condition

Call 401-500-2758
BILL TREMBLAY

Carpet Cleaning Experts

ROSS RECYCLING
WILL BUY YOUR

Junk Cars, Trucks, Trailers
Pick Up is Available
Call 860-848-3366

CT SCRAP Will buy your
scrap steel, copper &

aluminum. 33 Pequot Rd
Uncasville  860-848-3366

 
CT SCRAP Will buy your

scrap steel, copper &
aluminum. 33 Pequot Rd
Uncasville  860-848-3366

20941
Stonington Fire District 

                                             
MEETING

 
All qualified voters of the Stonington Fire District are 
hereby warned that a meeting of said Fire District will 
be held on May 16, 2016 at 7.00PM at the Stonington 
Community Center, 28 Cutler Street, Stonington CT for 
the purpose of the following.

1. Call meeting to order.

2. Reading of the Secretary’s minutes.

3. Reading of the Treasurers Report.

4. Reading of the Tax Collectors Report.

5. Election of Officers

6. Old Business

7. New business

8. Accept proposed budget

9. Other business  brought before the voters

10. Adjournment

       William B. McDonough
       Secretary/Treasurer

MYSTIC
ST. PATRICK ANNUAL YARD 

SALE & SILENT AUCTION
32 East Main St.
Fri. 5-7, Sat 9-2 &
Sun 9:30-11:30pm.

Any Questions?
Call 860-941-9640

20942
STATE OF CONNECTICUT

SUPERIOR COURT
Judicial District of NORWICH/ NEW LONDON
At:  NEW LONDON
Docket Number:  FKNLCV136016654S
Plaintiff’s Name:  RBS Citizens, NA. 
V.
Defendant’s Name:  Rodriguez, Erik D Ct Al
Order Regarding:
04/06/2016  107.00 Motion for Order
Of Notice
This foregoing, having been considered
by the Court, is hereby: 
Order: Granted
Notice to:  ERIK D. Rodriguez and
Leticia Mercado
The plaintiff has named you as a defendant in the 
complaint brought to the above named court seeking 
foreclosure of the mortgage on the property located at 
24 BLOOMINGDALE ROAD, QUAKER HILL, CT 06365. This 
complaint was returnable to the above named court on 
3/13/2013 and is now pending therein.
The court finds that the defendant (s)listed below has 
(have) not appeared in this action, and, so far as the 
plaintiff knows, has (have) not received actual notice of 
the institution or pendency of it;  that so far as its known 
each resides at 3123 MESA VERDE DRIVE, APT. 2707, 
ORLANDO, FLORIDA 32837.
Now therefore, it is hereby ordered that further notice 
of the institution and pendency of this action be given to 
each such defendant by some proper officer (or person) 
causing a true and attested copy of this order to be pub-
lished in ORLANDO SENTINEL AND THE NEW LONDON 
DAY once a week for 2 successive weeks, commencing 
on or before 6/2/2016 and then return of such service to 
made to this court. 
Judicial Notice (JDNO) was sent regarding this order. 
Order Number 419136
Judge:  EMMET COSGROVE
ATTEST: A TRUE COPY
Joseph LoGioco, State Marshall

OS4156296       5/6,  5/13/2016

Hamburg Lyme —  3 Famlies, 
Estate Sale. 56 Sterling City 
Rd. Sat 5/14, 9-3pm. Rain 
date 5/15 

Assembly and Shipping 
— Small manufacturing 
company located in Groton, 
CT has full and part time 
positions available for light 
assembly, packaging and 
shipping. Full time hours 
are M-F 6:30 am ? 3:00 pm. 
Part time is 4 hour mini-
mum shift with negotiable 
hours M-F between 7:00 am 
-3:30 pm. Friendly work en-
vironment. $12.00 per hour 
starting wage with poten-
tial for bonuses. Must be 
able to lift 30 lbs. and have 
reliable transportation. Pre-
employment drug testing, 
criminal background check 
and employment references 
required.  Apply 

to jamtwoten@gmail.com

MEDICAL SECRETARY
Full Time, Exp’d ONLY!

Must have good computer 
skills and able to multitask.

Position in Westerly, RI 
area. Email Resume to:
s.williams@theday.com

Pawcatuck — Estate Sale, 
Sat 5/14, 8-3pm, 65 Court-
land St. Whole house, great 
stuff. Loaded. Worth it! 

Snow tires — New Firestone 
Winterforce, size 205/65-
R15. 4/ $240. 860-443-6603

Weber 22” Kettle Charcoal 
Grill —  Used 3 times. $40  
860-443-6603

Brunswick Pool Table — 4X8,
Slate bed, comes with all
accessories. $250. 860-572-
0281 

Teac Reel to Reel Tape Re-
corder — Comes with all
accessories & spare tapes.
$200. 860-572-0281 

WATERFORD ESTATE SALE!
Fri & Sat, May 13th & 14th.

9am - 2pm.
5 Trumbull Rd.

HH, Clothes, Collectibles, 
Garden, Books, 

Kid’s, Toys, Books &
Rocking Horse

LOVE SEAT /RECLINERS
SOFA RECLINERS

Navy, 1 Year Old. Asking 
SOLD!!!

1968 CORVETTE
Transmission Rebuilt 

Muncie 4 Speed
Rally Wheel,

Derbi Caps & (2) 15x7 
Rally Wheels

CALL 860-376-3305

20966
 PLANNING AND ZONING COMMISSION

TOWN OF STONINGTON

NOTICE OF PUBLIC HEARING

Pursuant to the General Statutes of the State of Connecticut revision of 1958 and all 
amendments thereto, and pursuant to the Zoning Regulations for the Town of Stoning-
ton, Connecticut, the Planning and Zoning Commission hereby gives notice that it will 
hold a Public Hearing at the Mystic Middle School, 204 Mistuxet Ave., Mystic, CT, on 
Tuesday, May 17, 2016 at 7:30 p.m. on the following application(s): 

PZ1608SUP Goran & Desiree Subotic – Special Use Permit application to extend the 
current permitted hours of operation to Monday thru Saturday, 9:00 AM to 9:30PM, 
and Sunday, no later than 8:00 PM. Property located at 325 Mistuxet Ave., Mystic. 
Assessor’s Map 133 Block 6 Lot 5B. Zone RA-40.

PZ1610SPA New Prospect, LLC (Dan Barber) –Site Plan application for the renewal of 
previously approved Site Plan Application for the development of a 38-unit attached 
housing project (Prospect Place). Properties located on Mechanic and Prospect Streets, 
Pawcatuck, CT. Assessor’s Map 4, Block 18, Lot 3B & Map 4, Block 16, Lot 7.  Zone 
NDD-1.

AT SUCH HEARING ANY PARTY MAY APPEAR IN PERSON OR BE REPRESENTED BY 
AN AGENT OR BY AN ATTORNEY.

Any disabled person requiring auxiliary aids or services for effective communication or 
access at this hearing should contact the Department of Planning at (860) 535-5095 
ten days prior to the hearing date.

Dated at Stonington, Connecticut, this 3rd day of May, 2016. 

John Prue, Chairman 

 
WE BUY ANTIQUES

Cash paid for Antiques and 
quality used Furniture, Old 
Clocks, Paintings, Sterling 
Silver, Jewelry, Nautical & 
Military Items. Call Gary at 
THE ANTIQUES DEPOT,

 For Free In House Appraisal. 
Call 860-388-3121 

2003 Dodge-4dr, 2500 series. 
Hemi, 127k, new paint/tires, 
brakes & recent tuneup. 
$6,500 OBO. 860-604-3316. 

DRIVER’S
WANTED!!

Seasonal Neighborhood
Ice Cream Truck.

Weekdays & Weekends.
CALL 860-739-0532

NASCAR TICKETS
 

2 Nascar Tickets
Dover Int. Speedway

5/15/16 @ 1:00
Start/Finish Line
Petty Section 100

Row 42
Seats 15 & 16

$225.00
Call 860-884-7339

NASCAR TICKETS
 

2 Nascar Tickets
Dover Int. Speedway

5/15/16 @ 1:00
Turn 2 Section 204
Ro 58, Seats 7 & 8

$150.00
Call 860-884-7339

2004 Toyota Tacoma Xtracab  
40k HONEST mi; 2wd 4cyl 
5spd stick; LineX; mint cond.  
$10k.  860-572-2928 — 

Buick LeSabre 2004 —  auto, 
air cond, 119k. Good condi-
tion. $2,350. 860-235-8147 
or cell 860-625-9369

Counter Clerk -  — Full and  
Part Time hours available. 
Company benefits Apply in 
person. Call 860-447-1445

TWO Bombadier Jet Skis — 
2006’s, 3- seaters, 255 hsp. 
New Batteries, Not base 
models, Bought New, Origi-
nal owner, Stored inside, Al-
ways winterized, Low hours, 
Covers, New double trailer 
included. Well taken care of, 
in excellent condition, Ask-
ing 18,500.00 or BO, Call 
Greg @ 8603898362

Baldwin piano — Console
style.in good shape.great
for beginners.$199.00 pos-
sible help w delivery

Lenox China ( Somerset Set) 
Gold Rim — Made in USA, 
Service for 12 + extra pcs. 
$800 OBO. 860-442-7290

SERVERS WANTED
Apply in person at 

Groton Townhouse Rest, 
355 Route 12, Groton, CT

Norwich  — 49 Case St  Sat 
May 14  8-1 Many antiques! 
Furniture, desks, beds, rugs, 
lamps, golf clubs, dishes

  
ACQUIRING ALL Antiques, 
Vintage, Electronics, Audio, 
Musical Instruments, Ham 
Radios, Jewelry, Watches, 

Art, Toys, Military plus 
more. One item or entire 

estate. Cash Paid.
 Call 860-707-9350

21008

PUBLIC AUCTION

Of abandoned mobile home located at
Yoselevsky’s Mobile Home Park
8A Meetinghouse Lane, Montville, CT 06353
……………………………………………………………………………………...............................................
By Order of the Superior Court at Norwich 
Docket # KNO -CV15-6100919-S
the undersigned has been authorized to sell the following property under terms and 
conditions hereinafter set forth:
PROPERTY: Ritz Craft Mobile Manufactured Home, 
Model Number:   CMDL  550
Serial Number:  0106867260
Year of Manufacturer:  1986
DATE OF SALE :  Saturday, May 21, 2016  
TIME OF SALE :  12 O’Clock-Noon
PLACE OF SALE :  8A Meetinghouse Lane, Montville, CT  
INSPECTION                        :  One half-hour before sale
DEPOSIT  :  10% of accepted bid 
    (certified funds/bank draft or cash)
PURSUANT TO CONNECTICUT GENERAL STATUTES SECTION 21-80(e)(4), THE SALE OF 
THIS PROPERTY WILL EXTINGUISH ALL PREVIOUS OWNERSHIP AND LIEN RIGHTS 
For further information, contact Attorney Narcy Z. Dubicki, 
Attorney for MAY REALTY, LLC
Telephone Number-860-443-1864
Subject to other terms and conditions to be announced at the time of sale.

Class A Itasca Sunova 33C, 
excellent condition, many 

options, 31,900 miles, 
desirable Floor plan, new 

tires, batteries. Can be seen 
in Mystic. For Additional 
Info call 860-614-4837

2007 CRAFTSMAN Garden 
Tractor: 20 HP, 46” Mower 
Deck, 3 Bagger. New Bat-
tery, 4900 Hours, Serviced 

Annually, $600 or B/O.
Call 860-444-0233

Is looking to Hire!

CASHIER
(Full Time)

&

SALES
ASSOCIATES
(Full/Part Time)
Housewares &

Clothing/Pet Dept.

Friendly, outgoing, willing 
to work in a hardware 

store environment.
Must be able to work 

Sundays. Exp preferred.
FT Benefits Inc:

100% Employer Match 
401K, Sick Time,

Vacation, Medical Ins, 
Employee Discount. 

Apply In Person
True Value

300 Flanders Rd.
East Lyme, CT 06333 

Hard Bottom Inflatable
Dinghy, Caribe 10X w/15HP, 

Mercury Outboard Motor,
Like NEW! 860-444-7801 Jim

INSURANCE
CUSTOMER

SERVICE REP
Griswold area, license

preferred but not required.
Send resume to

jayl@seagencies.com

Lyme — 6 Old Hamburg Rd. 
5/14 - 5/15 Antiques, Fur-
niture, Electronics, Sporting 
Goods, Home Goods, Tools, 
Toys, Games, Much More.

21013

TOWN OF LEDYARD NOTICE OF DEMOCRATIC CAUCUS
 To enrolled members of the Democratic Party of the 
Town of Ledyard, Connecticut.  Pursuant to the Rules of 
the Democratic Party and State election laws, you are 
hereby notified that a caucus will be held on Thursday, 
May 19, 2016, at 7:00 P.M. at the Town Hall Annex, 741 
Colonel Ledyard Highway, Ledyard, CT to endorse selec-
tion for Registrar of Voters and to transact other busi-
ness as may be proper to come before said caucus.  Dated 
at Ledyard, Connecticut, on May 11, 2016, by Ledyard 
Democratic Town Committee Chairperson, 
Elizabeth Peterson.

OAKDALE: 11 Velgouse Rd. 
(Off Raymond Hill Rd.)

6 FAMILY SALE!!
8am - 3pm TODAY!  

Waterford — Multi Family
Sat, 8-3pm, 59 Gallup Lane.
Tools, original photographs.
Great prices. 

Salem — 553 Hartford RD
Sat. 05/14   9AM-12PM

jute box, antique love seat, 05
Johnson 25 HP,misc items

GALES FERRY MOVING 
SALE! Everyday for rest of 
month. 150B Military Hwy.

COME WHENEVER!! 

21018
Wamphassuc Point 

Association
Notice of Annual Meeting

The ASSOCIATION will 
hold its annual meeting at   
the     Stonington Commu-
nity Center on Thursday, 
May 26, 2016 at 5:30 PM 
to conduct the following 
business:

1.  Approval of treasurer’s 
report and proposed   bud-
get for fire protection  and 
administrative expenses.

2.  Approval of tax levy to 
become due and payable on 
July 1, 2016.

3.  Election of four officers 
and two directors.

4.  Consideration of such 
other lawful business as 
may be brought before the 
meeting.

Dated at Stonington, CT 
this 4th day of May, 2016.

Charles Danis, President, 
by direction of the Board 
of Directors 

CDL Class B Driver/ 
Groundman Position/Climber

Allied Tree Experts  
FT, CDL license required. Will 

train the right person.
860-572-7199

21022
TOWN OF GROTON

ZONING COMMISSION
    NOTICE OF DECISIONS
 The Town of Groton 
Zoning Commission, at its 
meeting on May 4, 2016 
took the following action:
Special Permit #346, 0 Route 
12, PIN 178018417370, 
NMDD Zone (Lighthouse 
Point LLC, Owner; A.R. 
Building Company, Inc., 
Applicant) –Approved with 
conditions
Special Permit #347, 24 
West Main Street, PIN 
261918412001, WDD 
Zone (State & Elizabeth 
Lawrence, Owner; Cheryl 
Robdau, Applicant) - 
Approved
Additional information 
concerning the above 
actions may be obtained 
from the Planning 
Department, 134 Groton 
Long Point Road.  Dated 
this 13th day of May, 2016 
at Groton, Connecticut.
Susan Sutherland, 
Chairperson

Toshiba DVD Player — SD-
4100. Sleek Black Color.
Slimline Design: 17”L x 8”D
x 1.5”H.  $15. 860.917.6364

CD Player/5 Disc Changer —
Technics SL-PD867. + Re-
mote Manual & Wires. 1994/
Japan. $50. 860.535.0099

JBL Pro Computer/TV/Tablet
Speakers  — Complete w/All
Cables & Power Cord. Excel-
lent Cond. $20 860.917.6364

Vintage Stereo Receiver — GE
RA200A. 1975/Japan. Blue
Analog. Wood Case. Excllent
Cond. $100. 860.535.0099

Mystic — Yard Sale: 15 Bur-
rows St. Sat 5/14 - Sun 
5/15 9-3 Furniture, Tools, 
Collectibles, Oil Lamps, Lon-
gaberger, Electronics, more!

21024
 Office of Health Care Access Public Hearings

Statute Reference: 19a-638 

Applicant(s):  Northeast Medical Group, Inc. 
                        L&M Physician Association, In

Town:  Stratford 

Docket Number: 15-32032-CON 

Proposal:                      Transfer of Ownership of a Group 
                                           Practice by Merger of L&M Physicians
                                           Association into Northeast Medical Group 

Applicant(s):  Yale New Haven Health Services Corporation 
   L&M Corporation

Town:                       New London

Docket Number: 15-32033-CON

Proposal:                      Acquisition of Lawrence + Memorial 
                                           Corporation by Yale New Haven Health
                                           Services Corporation 
     
Date:                        June 15, 2016

Time:   3:00 p.m.

Place:  Connecticut College
  Blaustein Humanities Center, Building #8
  Ernst Common Room (Corner of Cro Blvd/Chapel Way)
  270 Mohegan Avenue

Any person who wishes to request status in the above listed public hearing may file 
a written petition no later than June 10, 2016 (5 calendar days before the date of the 
hearing) pursuant to the Regulations of Connecticut State Agencies §§ 19a-9-26 and 
19a-9-27. If the request for status is granted, such person shall be designated as a Party, 
an Intervenor or an Informal Participant in the above proceeding. Please check OHCA’s 
website at www.ct.gov/ohca for more information or call OHCA directly at (860) 418-
7001. If you require aid or accommodation to participate fully and fairly in this hearing, 
please phone (860) 418-7001.

GROTON: Sat, 9-2pm.
23 Nicholas Ave. Decor, Vin-

tage-Antiques,Collectibles,
 Jewelry, Sea-Themed Stuff. 

Newer Clothes & More!

Weber Gas Grill — Spirit 
E-210, 2 burner, excellent 
condition, Inc. tank w/gas & 
cover $85. 860-691-0512.

21025

TOWN OF WATERFORD
Representative Town Meeting

District 2
Notice of Vacancy & Special Election

Pursuant to Section 3.1.10 of the Charter of the Town of Waterford, Connecticut, notice 
is hereby given that a vacancy in the membership of the Waterford Representative Town 
Meeting from the Second Voting District has occurred by reason of the resignation of 
Theodore Olynciw.  Said vacancy shall be filled for the term, ending December 4, 2017, 
at a Special Meeting of the representatives from the Second Voting District at 7:10 P.M., 
Monday, June 6, 2016, in the Office of the Town Clerk, 15 Rope Ferry Road.

Dated at Waterford, Connecticut, this 10th day of May, 2016.

David L. Campo
Waterford Town Clerk

COW MANURE COMPOST
$10 a Tractor Bucket. 9-11 
on Sat. Chuck Hill Farm Rt-
164, Preston. 860-949-2434

21028

ZONING BOARD OF APPEALS
TOWN OF STONINGTON, CONNECTICUT

NOTICE OF DECISION

At the Regular Meeting of the Zoning Board of Appeals 
held on May 10, 2016 the following decisions were 
made:

ZBA #16-06 JBRV LLC (Robert Valenti) – Seeking a 
variance from ZR 7.12.7.1.2 to increase the allowed wall 
signage from 48.5 sq. ft. to 106 sq. ft. Property located 
at 72 Jerry Browne Rd., Mystic CT 06355. Assessor’s 
Map 164 Block 2 Lot 3; Zone GC-60.  “FORD” SIGN 
APPROVED/”VALENTI” SIGN-DENIED.

ZBA #16-07 Regis & Delphine Doyonnas – Seeking a vari-
ance from ZR 5.1.1 to reduce the 50’ front yard setback to 
25’ to construct a deck and one story addition.  Property 
located on 74 Wolf Neck Road, Stonington.  Assessor’s 
Map 139 Block 2 Lot 1; Zone RR-80. APPROVED.

Dated at Stonington, CT this 11th day of May, 2016

Bill Lyman, Acting Chairman

SHRUBS — BOXWOOD 8”
TALL - PRIVET HEDGE 15”
TALL $10 EACH 860-464-
8500

PERENNIAL PLANTS —
LARGE VARIETIES LO-
CALLY GROWN $4 EACH
860-464-8500

SEEDS — ANNUAL & PEREN-
NIAL LG. ASST. UNUSUAL
VARIETIES $.50 PER PACK
860-464-8500

DWARF LILACS —  LARGE 
POTS  ALL POTTED IN 
BLOOM $10   860-464-8500

P21026
COURT  OF PROBATE, 
Niantic Regional Pro-
bate District. NOTICE TO 
CREDITORS.  ESTATE OF 
Alton Carney Trusler  (16-
0186)  The  Hon.  Jeffrey  
A.  McNamara, Judge   of  
the   Court  of   Probate, 
District   of  Niantic  Re-
gional Probate District, by 
decree dated May 10, 2016,  
ordered that all    claims 
must be presented to the 
fiduciary at the  address 
below. Failure to   promptly  
present any  such  claim 
may result in the    loss of  
rights to recover  on  such   
claim.  Kathryn Treadow, 
Assistant Clerk. 
The fiduciary is:
Virginia Kay Trusler, 6 
Hathaway Road, East 
Lyme, CT 06333

21029

Notice of Permit Application
Town: New London

Notice is hereby given that The Thames Shipyard & Repair 
Company will submit to the Department of Energy and 
Environmental Protection an application under Section(s) 
Section 22a-361 to conduct work in tidal coastal or 
navigable waters of the state. Specifically, the applicant 
proposes to conduct maintenance dredging at the North 
Pier and entrance channel to the facility.  The proposed 
dredging is necessary to ensure ongoing operations of 
this existing water dependent use.  The proposed activity 
will take place at 50 Farnsworth Street, New London and 
will potentially affect: coastal or aquatic resources and 
the Thames River. Interested persons may obtain copies 
of the application from Becky Meyer, Milone & MacBroom, 
Inc., 99 Realty Drive, Cheshire, CT 06410; (203) 271-1773. 
The application will be available for inspection at the 
Office of the Department of Energy and Environmental 
Protection, Office of Long Island Sound Programs, 79 Elm 
Street, Hartford, CT 06106- 5127 telephone 860-424-3034 
from 8:30 to 4:30 Monday through Friday. Please call in 
advance to schedule review of the application.

GROTON —  MULTI  FAMILY, 
Sat, 9-3. 107 Morse Ave. 
Motorcycle parts, HH goods 
and more. ESTATE SALE,Sat 
9-3, 120 Morse Ave. Some 
furn, clothing & HH. 

21030

TOWN OF GROTON
PLANNING COMMISSION
    NOTICE OF DECISION 
 The Town of Groton 
Planning Commission, at 
its meeting on May 10, 
2016 took the following 
action:
1. HOME Salon and 
Spa (SIT16-06), 1045-
1047 Poquonnock 
Road -Approved with 
modifications
2. Drawbridge at 24, 
(CSP16-01), 24 West Main 
Street – Approved
Additional information 
concerning the above 
decision may be obtained 
from the Planning 
Department, 134 Groton 
Long Point Road. Dated 
this 13th day of May, 2016 
at Groton, Connecticut. 
James Sherrard, Chairman

21032

TOWN OF LEDYARD
INLAND WETLANDS & WATERCOURSE COMMISSION

NOTICE OF DECISIONS
 
On May 3, 2016 the Ledyard IWWC rendered decisions on 
the following applications:

IW 16-2: Ledyard Meadows Estates, LLC, 809 Colonel Le-
dyard Hwy for proposed 2-lot re-subdivision and construc-
tion of a multi-family residential apartment community. 
APPROVED with stipulations.

IW 16-5 AR: Mark Perkins, 576 Lantern Hill Rd.–As of 
Right determination for clearing property in the Upland 
Review Area for agricultural purposes. APPROVED

A copy of these applications and decisions is available in 
the Land Use Office, 741 Colonel Ledyard Hwy, Ledyard, 
CT (860) 464-3266. Any person aggrieved by these deci-
sions may appeal to the Superior Court within 15 days 
of this notice.

WATERFORD HUGE SALE: 
Sat, 9-3pm. 211 Great Neck 

Rd. Antiques, Furn, HH, 
Tools, Garden, Toys, Fabric, 

Fishing, Books & More

1993 LINCOLN TOWN CAR:
Black, 89K, MINT Int,

Needs Brakes, $3750 OBO
Call 860-287-1929

Is looking to Hire a

PAINTER
Seeking experienced and

reliable Painter for
apartments in Groton/

New London area.
Valid driver’s license & 

vehicle required.  Must be 
able to do quality work.
Must pass background 

checks & drug test.
Benefits available.

Email Resumes to:
careers@landingsgroup.com

or Apply at:
11-O Anthony Road

New London, CT

Waterford — Multi Family
Sat only, 8-12pm, 9 Rock
Ridge Drive (off of Cross-
roads). Something for ev-
eryone. 11-noon fill a bag
for $4

21034

City of New London
Connecticut

LEAD HAZARD REDUCTION PROGRAM
(L-HARP)

181 State Street
New London, CT 06320

(860) 447-5243

INVITATION FOR BIDS

The City of New London, through the Lead Hazard Reduction Program (L-HARP), will 
receive bids for residential lead abatement for:

63 Faire Harbour Place
& 

32 South Ledyard Street
New London, CT 06320

63 Faire Harbour Place: Thursday, May 19, 2016 at 2:00 p.m.
                  Friday, May 20, 2016 at 9:00 a.m.

32 South Ledyard Street: Thursday, May 19, 2016 at 2:45 p.m.
                  Friday, May 20, 2016 at 9:45 a.m.

A site inspection is mandatory for all contractors planning to bid.  Sealed bids will be 
accepted at 181 State Street, New London, Connecticut until:

63 Faire Harbour Place:  2:00 p.m. on Friday, May 27, 2016
32 South Ledyard Street:  2:05 p.m. on Friday, May 27, 2016

At which time all bids will be opened publicly.  Only bids by pre-registered contractors 
will be accepted.

Documents pertaining to the scope of work and specifications may be obtained from 
the L-HARP Office at the above address, telephone (860) 437-6327.  Addenda, if any, 

will be issued only to contractors who, by our records, have obtained the original 
specifications.

The City of New London hereby notifies all bidders that it will affirmatively insure 
that in any contract entered into pursuant to this advertisement, qualified Minority 
Business Enterprises will be afforded full opportunity to submit bids in response to 

this invitation and that they will not be discriminated against on the grounds of race, 
color, national origin, sex, mental retardation or physical disability including but not 

limited to blindness, in consideration for an award.

The City is an Equal Opportunity Employer and adheres to the practices of 
Fair Housing and Affirmative Action.

Gales Ferry 
ESTATE SALE. Fri & Sat,  
8-2, 41 Woodridge Circle

Large Home. 
Mid century modern/Asian

www.wemakeitbetterct.com

 

LINE COOKS,
PREP & PANTRY

& DISH POSITIONS

APPLY IN PERSON
Captain Daniel

Packer Inne
32 Water St., Mystic

21037

Town of Waterford
Board of Selectmen

Invitation to Bid
Oversized Bulky Waste Disposal #16-123

The Purchasing Agent will accept sealed bids for Oversized Bulky Waste Disposal until 
11:00 am on May31, 2016.  Please see the Town of Waterford website at http://www.
waterfordct.org  for packets and all information regarding this Bid. Packets may also 
be picked up in the Purchasing Office. Any questions regarding this proposal are to be 
directed to the Purchasing Agent at krotella@waterfordct.org. 
The Board of Selectmen reserves the right to reject any or all bids, in whole or in part, 
and to waive any informality in any bid when such action is deemed in the best interest 
of the Town; their decision is final.

Kate Rotella
Purchasing Agent

 Drivers

Employment

 Furniture

 Garage Sales / 
Flea Market

 Garage Sales / 
Flea Market

 Garage Sales / 
Flea Market

 Garage Sales / 
Flea Market

 General Help

 General Help

 Hotel / Restaurant 
/ Food

 Hotel / Restaurant 
/ Food

 Household Goods

 Lawn / Garden 
Items

 Lawn / Garden 
Items

Customer Service:   Monday-Friday 8:00AM - 4:30PM  |  class@theday.com  |  1.860.701.4200
PLACE YOUR AD ANYTIME AT theday.com/classified

 Manufacturing

 Medical

Merchandise

 Musical 
Instruments

 Notes of Interest

 Other 
Miscellaneous

 Public Notices Public Notices  Public Notices  Public Notices  Public Notices  Public Notices  Public Notices

 Recreational 
Vehicles

 Retail

 Sporting Goods

 Stereo, TV, Radio

 Trucks

 Wanted 
Automotive

 Wanted to Buy

TO ADVERTISE YOUR GARAGE OR YARD SALE CALL 860.701.4200
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Greer, Leslie

From: Greer, Leslie
Sent: Thursday, June 02, 2016 2:01 PM
To: 'nancy.rosenthal@ynhh.org'
Cc: Lazarus, Steven; 'Carney, Brian'; Riggott, Kaila; Hansted, Kevin; Martone, Kim
Subject: Lawrence & Memorial Hospital Hearing Notice 
Attachments: 32032  & 32033.pdf

TrackingTracking: Recipient Delivery

'nancy.rosenthal@ynhh.org'

Lazarus, Steven Delivered: 6/2/2016 2:01 PM

'Carney, Brian' Delivered: 6/2/2016 2:01 PM

Riggott, Kaila Delivered: 6/2/2016 2:01 PM

Hansted, Kevin Delivered: 6/2/2016 2:01 PM

Martone, Kim Delivered: 6/2/2016 2:01 PM

Ms. Rosenthal, 
Attached is the replacement hearing notice for Lawrence & Memorial Hospital being held on June 27, 2016.  
 

Leslie M. Greer  
Office of Health Care Access 
Connecticut Department of Public Health  
410 Capitol Avenue, MS#13HCA, Hartford, CT 06134 
Phone: (860) 418‐7013 Fax: (860) 418‐7053 
Website: www.ct.gov/ohca 
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Greer, Leslie

From: ADS <ADS@graystoneadv.com>
Sent: Thursday, June 02, 2016 11:48 AM
To: Greer, Leslie
Subject: Re: DN's 15-32032-CON & 15-32033-CON Hearing Notice

Good day! 
 
 
Thanks so much for your ad request.  
We will be in touch shortly and look forward to serving you. 

Remember to ask about diversity options when you receive your quote.  Remember, “Quotes are 
Free”.  You only pay for the placements you approve. 
 
PLEASE NOTE: New Department of Labor guidelines allow web based advertising when hiring foreign nationals. To provide required 
documentation Graystone will retrieve & archive verification for the 1st and 30th days of posting for $115.00/web site.  If required, notify 
Graystone when ad placement is approved. 
 
If you have any questions or concerns, please don’t hesitate to contact us at the number below. 
 
We sincerely appreciate your business. 
 
Thank you, 
Graystone Group Advertising 
  
2710 North Avenue 
Bridgeport, CT 06604 
Phone: 800-544-0005 
Fax: 203-549-0061  
 
E-mail new ad requests to: ads@graystoneadv.com 
http://www.graystoneadv.com/ 
 

From: "Greer, Leslie" <Leslie.Greer@ct.gov> 
Date: Thursday, June 2, 2016 at 11:29 AM 
To: Ads Desk <ads@graystoneadv.com> 
Subject: DN's 15‐32032‐CON & 15‐32033‐CON Hearing Notice 
 

Please run the attached hearing notice in The Day by 6/3/16. For billing purposes, please refer to P.O. 54772. In addition, 
when the “proof of publication” becomes available, please forward me a copy. 
  
Thank you,  
  

Leslie M. Greer  
Office of Health Care Access 
Connecticut Department of Public Health  
410 Capitol Avenue, MS#13HCA, Hartford, CT 06134 
Phone: (860) 418‐7013 Fax: (860) 418‐7053 
Website: www.ct.gov/ohca 
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Greer, Leslie

From: Robert Taylor <RTaylor@graystoneadv.com>
Sent: Thursday, June 02, 2016 4:47 PM
To: Greer, Leslie
Subject: FW: DN's 15-32032-CON & 15-32033-CON Hearing Notice
Attachments: 15-32032 and 15-32033 The Day REVISED.docx

Good afternoon, 
 
This notice is set to publish tomorrow. 
$453.51 
 
Thanks, 
 
Robert Taylor 
Graystone Group Advertising  
www.graystoneadv.com  
2710 North Avenue, Suite 200  
Bridgeport, CT  06604  
Phone: 203‐549‐0060 
Toll Free: 800‐544‐0005 
Fax: 203‐549‐0061  
 

From: ADS <ADS@graystoneadv.com> 
Date: Thu, 2 Jun 2016 11:47:34 ‐0400 
To: RTaylor <rtaylor@graystoneadv.com> 
Subject: FW: DN's 15‐32032‐CON & 15‐32033‐CON Hearing Notice 
 
 

From: "Greer, Leslie" <Leslie.Greer@ct.gov> 
Date: Thursday, June 2, 2016 at 11:29 AM 
To: Ads Desk <ads@graystoneadv.com> 
Subject: DN's 15‐32032‐CON & 15‐32033‐CON Hearing Notice 
 

Please run the attached hearing notice in The Day by 6/3/16. For billing purposes, please refer to P.O. 54772. In addition, 
when the “proof of publication” becomes available, please forward me a copy. 
  
Thank you,  
  

Leslie M. Greer  
Office of Health Care Access 
Connecticut Department of Public Health  
410 Capitol Avenue, MS#13HCA, Hartford, CT 06134 
Phone: (860) 418‐7013 Fax: (860) 418‐7053 
Website: www.ct.gov/ohca 
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WE BUY
CARS, TRUCKS, & SUV’S

All Makes & Models. Ask For
Pete Sabo At: Bob Valenti
Auto Mall.  860-536-4931

 

�
Curtin Transportation 

Currently seeks

DRIVERS 
For its morning shift. 
6am-10am, Mon-Fri & 

Other Drivers for
afternoon shift. 1pm-4pm.

Seniors and Others
urged to apply.

Call Crystal 
regarding the positions,

860-443-1655

CABALLERO’s Landscaping
Spring Cleaning, Trimming, 

Mulch Spreading + more.   
Residential/Commercial 
FREE Est. 860-501-4300 

or 860-937-9758

Old Lyme — Community 
Wide tag sale, Old Colony 
Beach Club Association, off 
RT 156. Sat 6/4 & Sun 6/5

ROSS RECYCLING
WILL BUY YOUR

Junk Cars, Trucks, Trailers
Pick Up is Available
Call 860-848-3366

CT SCRAP Will buy your
scrap steel, copper &

aluminum. 33 Pequot Rd
Uncasville  860-848-3366

 
CT SCRAP Will buy your

scrap steel, copper &
aluminum. 33 Pequot Rd
Uncasville  860-848-3366

 

GARDENS
ROTOTILLED

With Troy Built Tiller.
Reasonable Rates.
$5 OFF with this Ad 

Call Paul 860-599-2992  
ABLE Construction

Siding & Roofing,
SPRING CLEAN-UP 

FREE Est. 860-428-6863
Lic & Ins. HIC# 623261 

www.ableconstruct1.com

 
WE BUY ANTIQUES

Cash paid for Antiques and 
quality used Furniture, Old 
Clocks, Paintings, Sterling 
Silver, Jewelry, Nautical & 
Military Items. Call Gary at 
THE ANTIQUES DEPOT,

 For Free In House Appraisal. 
Call 860-388-3121 

    

ARBORVITAE
SPRING SALE! 
Dark Green, Emerald’s, 

Green Giant, For Beautiful 
Privacy Borders, FREE 
DELIVERY & Planting! 

Start at $59
860-712-5359

www.cttrees.com

PC LAWN CARE
Over 26 years of 

professional experience!
Offering mowing, lawn care, 

landscaping, excavation 
and now scheduling spring 

clean-ups. Current openings 
in the Waterford/East 

Lyme area for weekly and 
bi-weekly customers.

Serving all other towns for 
landscaping, excavation and 
spring clean-ups. Licensed 
and Insured #HIC.0642563.
Get a free quote today! 

(860)326-7433

Southeastern CT Landscaping 
— Spring Clean Ups! Lawn 
Mowing, Pressure Washing, 
Mulch, Pruning, & More. Call 
860-857-3984

FLOORING
RESURFACING

CERAMIC TILE,
VINYL, CARPET 
Hardwood/
Refinishing

Expertly Installed. 
“Your Floor Or Mine” 
FREE Est. HIC633596

Call: Tim Bartlett
860-319-7426 

JAMES SALLS ROOFING 

SPRING ROOF
SPECIAL!

Roofing, Siding & Repairs. 
No job too small! 

Insured & Lic. #578787. 
Call 860-235-0361

WE BUY
Old/Antique Oriental

RUGS 
In Almost Any Condition

Call 401-500-2758
BILL TREMBLAY

Carpet Cleaning Experts

All Seasons Landscaping 

SPRING CLEANUP
Power Washing, Interior & 

Exterior Painting,
Dump Runs, Gutters,

Tree Removal, Odd Jobs. 
BEST PRICES!

Call 860-886-3302 

DELIA TREE SERVICE
33 Yrs. Exp.

Small Jobs OK
Fully Insured. Free Estimates

Call 860-464-0211

Groton - LARGE 2-Day Yard 
Sale —   8 am - 2 pm Fri 6/10 
& Sat 6/11. 120 Walker Hill 
Rd, Groton. MANY house-
hold items, furniture, cloth-
ing & MORE!

21080
 PLANNING AND ZONING COMMISSION

TOWN OF STONINGTON
NOTICE OF PUBLIC HEARING

Pursuant to the General Statutes of the State of Connecticut revision of 1958 and all 
amendments thereto, and pursuant to the Zoning Regulations for the Town of Stoning-
ton, Connecticut, the Planning and Zoning Commission hereby gives notice that it will 
hold a Public Hearing at the Mystic Middle School, 204 Mistuxet Ave., Mystic, CT, on 
Tuesday, June 7, 2016 at 7:30 p.m. on the following application(s): 

PZ1604SUP 30 Extrusion, LLC (Carl Bardy, Jr.) – Special Use Permit application for the 
construction of a 28,700± square foot mini-warehouse storage facility consisting of 5 
one-story buildings (5th building likely build in second phase), and associated parking, 
landscaping, and drainage. Property located at 30 Extrusion Dr., Pawcatuck. Assessor’s 
Map 36 Block 4 Lot 2E.

PZ1609RA Andrew Halsey – Regulation Amendment to ZR Section 7.2 Groundwater 
Protection Overlay District (GPOD) to add conditional uses (Assembly Woodworking) 
in the GC-60 Zoning District.

AT SUCH HEARING ANY PARTY MAY APPEAR IN PERSON OR BE REPRESENTED BY 
AN AGENT OR BY AN ATTORNEY.

Any disabled person requiring auxiliary aids or services for effective communication or 
access at this hearing should contact the Department of Planning at (860) 535-5095 
ten days prior to the hearing date.

Dated at Stonington, Connecticut, this 17th day of May, 2016. 

John Prue, Chairman 

Set of (4) - $100
Excellent condition

Wrought iron with faux 
leather seats

860-796-5177

GROTON SPRING CLOSET 
SALE: Fri: 6/3, 9am-12 & 

4-6pm & Sat: 6/4, 9-12pm. 
Saint Mary’s Mother of 

Redeemer Church, 69 Groton 
Long Point Road (Across 

From Groton Police Station)  
clothing, books, white 

elephant & More!

ARIENS Riding/Tractor Lawn 
Mower + Utility Trailer. 

$675 or B/O.
Call 860-910-0931

    
Throughout North Stonington 
– TOWNWIDE Tag Sale Day, 
Sat, June 4th. 8am- 2pm. 
More than 35 sales all over 
town. Pick up a map be-
ginning at 8am at Wheeler 
Library ( 101 Main Street) 
or Grace Fellowship Church 
( 102 Rte 184).  — 

SULLIVAN CONTRACTING
ROOFING, SIDING, DECKS

ADDITIONS & MORE
Lic & Ins #0582448. FREE Est

CALL  860-373-6664
sullivancontractingct.com

21121

TOWN OF GROTON
ZONING BOARD OF 

APPEALS
NOTICE OF PUBLIC 

HEARING
 The Zoning Board of Ap-
peals will hold a public 
hearing on Wednesday, 
June 8, 2016 at 7:00 p.m. in 
Community Room 1, Town 
Hall Annex, 134 Groton 
Long Point Road, to hear 
the following:
ZBA#16-07 – 49 Watrous 
Avenue, Brian Barbour/
Owner for a variance to 
Section 5.2 to allow a 29 
foot front yard setback 
in lieu of the required 50 
feet. PIN#270014435910, 
RU-40 Zone 
Applications are on file and 
available for public inspec-
tion during normal busi-
ness hours at the Planning 
Department, 134 Groton 
Long Point Road, Groton, 
CT.  Dated this 3rd day of 
June, 2016 at Groton, CT.
Ed Stebbins, Chairman

Coleman 5000 Watt
Generator, 9HP, NEW! $300,
Ryobi Table Saw, BT3000,
Delta Chop Saw $150 for 
both.  860-608-9002 Bob

10X8 SHED: X-Wide, 64in,
DBL Doors, 8ft High Roof 
Peak. 4 Windows. $600. 

Brown Color. 860-334-6662  

STONINGTON YARD SALE
Sat, June 4th.  9am-3pm.

196 Wolfneck Rd.
A Little Bit of Everything!

  
ACQUIRING ALL Antiques, 
Vintage, Electronics, Audio, 
Musical Instruments, Ham 
Radios, Jewelry, Watches, 

Art, Toys, Military plus 
more. One item or entire 

estate. Cash Paid.
 Call 860-707-9350

Premium Screened Farmland
TOP SOIL DELIVERED! 
2 Yards $95, 3 Yards $120,
& Sand, any size Crushed 

Stone Same Prices.
SEASONED FIREWOOD

$225/Cord
CALL PHIL 860-912-7959

21138

LIQUOR PERMIT

Notice of Application

This is to give notice 
that I,

EDUARDO MARTONE
350 BROWNSTONE RDG

MERIDEN, CT 06451-3624

Have filed an application 
placarded 05/27/2016

with the Department of 
Consumer Protection

for a RESTAURANT WINE 
& BEER PERMIT for the 

sale of alcoholic liquor on 
the premises at

11 E PATTAGANSETT RD
NIANTIC  CT  06357-2311

The business will be 
owned by CASTELLO 

PIZZA & MARKET LLC
Entertainment will 

consist of: Acoustics (Not 
Amplified) Disc Jockeys 

Karaoke Live Bands 
Comedians

Objections must be 
filed by: 

07/07/2016

EDUARDO MARTONE

ABOVE GROUND POOL
All NEW Walls.

Must Pick-up & Take Down.
Best Offer! 860-460-9923

MYSTIC ESTATE SALE
Sat & Sun. June 4th & 5th

8am-4pm.
28 Rossie St.

RAIN OR SHINE!
Furniture - Collectables - 

Kitchen Ware & More!

Upright Edison Record Player
& Northpole Icebox, Both in 

Fair Cond. Bureau Draws 
w/ Mirror $300 or B/O for 

ALL... 860-460-9104

Mulch Hay — $2.50 bail. Call 
860-859-241221145

LIQUOR PERMIT

Notice of Application

This is to give notice 
that I,

LORENZO A MEJIA
62 FULLER ST

NEW LONDON, CT 06320-
2728

Have filed an application 
placarded 04/20/2016

with the Department of 
Consumer Protection

for a RESTAURANT WINE 
& BEER PERMIT for the 

sale of alcoholic liquor on 
the premises at

725 COLONEL LEDYARD 
HWY

LEDYARD  CT 06339-1511

The business will be 
owned by:   MEJIA LLC

Entertainment will consist 
of:   None None None
None None None None

Objections must be filed 
by:  06/01/2016

LORENZO A MEJIA

STEBBINS DISCOUNT
TREE SERVICE & 

STUMP GRINDING LLC
Top Notch Service At 
Rock Bottom Prices!

FREE Estimates & Insured. 
860-739-0116

Ellinwood Landscaping & 
Lawncare, Full Service. 

Spring Clean-Ups! Lawn-
mowing, lawn & landscape 
maintenance, installation & 
renovation & revitalization. 
Planting , seeding, aeration 
& dethatching  & pruning. 
Tractor & backhoe. Free 
Ests. Lic 603691 & Ins. 860-
912-2225

  Ellinwood Landscaping & 
Lawncare Full Service! In-
stallation and Renovation. 
Spring Clean Ups!  Pruning, 

land clearing & back hoe 
service. Residentail & 
Comml!  860-912-2225

SOSOLI’S
MASONRY LLC
27 Years Experience

Stone Walls, Chimneys, 
Fire Place, Sidewalk,

Patio, Steps. Outdoor Kit
Lic & Ins. # HIC 0618942

FREE Est. 203-598-2524 
or 203-598-2016

Mystic — TAYLOR SWIFT 
SHOPS HERE. Not really, 
but now we’ve got your at-
tention. 56 Hewitt Road. BIG 
HONKING YARD SALE. 9-3 
Sat./10 to 2 Sun. Early birds 
hosed down. Tents, towing 
tube, collectibles including 
snow globes, craft supplies, 
Pottery Barn rugs, building 
supplies and hardware, box-
es of tile, clothing, lamps, 
bedding, dorm necessities 
.. we can outfit a house .. if 
you don’t see it, ask, we’ll 
have it!

Pennsylvania Oak Dining Rm 
Set w/ 6 Chairs, 2 Captain, 

42x54x82  $700 & Sofa 
86x34, $400 or B/O.
Call 860-223-3234

Connecticut Pickers Buying 
Antiques, Coins and Jew-
elry Free Estimates  — 30 + 
years Experience Call Mark 
Pierce 860-729-1069

Ledyard — 394 pumpkin hill rd  
Sat June 4, 8 to 1pm 

large yard sale small appli-
ances furniture and fine 
china

SHRUBS — BOXWOOD 8” 
TALL - PRIVET HEDGE 15” 
TALL $10 EACH 860-464-
8500

PERENNIAL PLANTS — 
LARGE VARIETIES LO-
CALLY GROWN $4 EACH 
860-464-8500

Vintage Stereo Receiver — GE 
RA200A. 1975/Japan. Blue 
Analog. Wood Case. Excllent 
Cond. $100. 860.535.0099

CD Player/5 Disc Changer — 
Technics SL-PD867. + Re-
mote Manual & Wires. 1994/
Japan. $60. 860.535.0099

VCR VHS Player & Recorder — 
Toshiba M662. w/Remote, 
Cables & Manual. Excellent 
Cond. $35. 860.917.6364

DVD Player — Toshiba SD-
2710. w/Remote, Audio Ca-
bles & Manual. 17”L x 8.5”D 
x 3”H. $20. 860.917.6364

Vintage Italian Alabaster Ash-
tray  — Hand Carved. 1970s. 
7”L x 5.5”D x 2.5”H. Never 
Used. $30. 860.535.0099

Superman DVD Boxed Set 
— Collector’s Edition. Films 
I-IV. 2001. Hard Slip Box. Ex-
cllnt Co. $10. 860.535.0099

Digital Dual Coaxial Cable — 
Eagle Aspen Brand. 36 Feet. 
With Connectors. 2.25 GHz. 
18 AWG. $20. 860.917.6364

BASEMENT WATER 
Problems Solved. 

Guaranteed. Benjamin
Basement Waterproofing, 

LLC. #570226. 860-887-7947

Uncasville — Big Yard Sale!
Fri & Sat, 8-2pm, 431
Kitemaug Rd.

chair — Lee Industries re-
cliner chair, made in NC, $60 
860-460-6530

table & chairs — 42 “Round 
table that goes to 58” oval 
w/built in leaf  $125 txt for 
pix 860-460-6530

bakers rack — Green with 
butcher block and wine 
bottle holders, txt for pic 
860-460-6530 $80

AC — Kenmore Energy star 
5600 BTU $60 860-460-
6530

Lane Cedar chest — Excel-
lent condition with bottom 
drawer $200 txt for pix 860-
460-6530

PAWCATUCK WELCOME
NEW NEIGHBOR SALE

Fri & Sat, 8-4.  6 Cherry St.
Something For Everyone!  

Reversed painting — on dome 
glass,$100 txt for pix 860-
460-6530

tea cart — By Imperial, great 
condition $100 txt for pix 
860-460-6530

chairs — set of six ladder back 
including to captains, $100 
text for pix 860-460-6530

Sony stereo — amp,tuner, 
5 cd changer in glass door 
cabinet, 2 speakers plus sub 
woofer $100 860-460-6530

mirror — very nice mahogany 
mirror $50, txt for pix 860-
460-6530

drop leaf table — 18 x 42 
down 42 x 42 up $100 txt 
for pix 869-460-6530

GROTON: Sat & Sun, 9-3pm
51 Phoenix Dr. Furn, HH,

Window Trmts, Fabrics, New 
Snow Blower, Clothing, 

Rugs, A/C’s, Patio Furniture

Waterford — When: 
June 4, 8am-5pm

 
June 5, 9am-3pm 

Where: Waterford
VFW

 382 Boston Post Rd 

For the benefit BSA Troop
36 Scout Building Repairs.
Many items to choose from.
Something for everyone!

PANCAKE BREAKFAST SUN-
DAY STARTING AT 7am

21172

NOTICE OF PUBLIC SALE 
OF PERSONAL PROPERTY
  Notice is hereby given 
that Extra Space Storage 
will sell at public auction, 
on June 16th, 2016 at 2:30 
PM to satisfy the lien of 
the owner, personal prop-
erty described below be-
longing to those individu-
als listed below at location 
indicated:
Extra Space Storage 
215 Gold Star Hwy, 
Groton, CT
860-446-2030
Unit 142  James Horwath
Unit 164  Kellee Holmes
Unit 176  Ebony Haney
Unit 211  Lisa Stanhope
Unit 233  Jasmine Wright
Unit 234  Richard Koester
Unit 282  Misty Gove
Unit 331  Monique 
                Durham
Unit 547  Marian Riley
Unit 569  Yeo Seon 
                Paparella
Contents of above units:
Household Goods and Misc. 
Items.
The auction will be listed 
and advertised on www.
storagetreasures.com. 
Purchases must be made 
with cash only and paid at 
the above referenced facil-
ity in order to complete the 
transaction.  Extra Space 
Storage may refuse any bid 
and may rescind any pur-
chase up until the winning 
bidder takes possession of 
the personal property.

LEGAL ASSISTANT
Groton office, 

Hrs 8:30-5:30pm, Mon-Fri. 
Send resume to:   

JP Zeppieri,  PO Box 1005
 Groton, CT 06340

NORWICH —  Auction, FRI 
@ 7pm, Holy New Martyrs 
Church. 364 Canterbury 
Tpke. Refreshments.

OLD LYME: Sat, 9-2pm.
13 Pine Rd. Furniture, HH, 

Jewelry, Garden Tools & 
Much More,

NO EARLY BIRDS!! 

EXPERIENCED
PAINTER

Full time/Full Benefits/
Pay by experience/Call 
BD Remodeling Fishers 
Island  860-912-2318

Mystic 78 Breezy Knoll — Sat 
6/5, 8-1 A bit of everything; 
clothing, furniture, house-
hold, outdoors, sports

Groton — Sat June 4th, 
9-1pm, 42 Monument St. 

STONINGTON: Fri & Sat, 
8-1pm. 37 Langworthy Ave 
& 67 Boulder Ave. Lord’s Pt

 CLEANING OUT!!

NEWSPAPER
CARRIERS

The Day is looking for 
industrious, early risers to 

deliver newspapers for 
Home Delivery
Subcribers in  

Waterford AREA 
Call 860-442-2200

Ext 4213

87” BEIGE LEATHER
RECLINING SOFA,
Good Cond. $195

Call 860-885-1961

P/T Counter Help
Apply in Person at Caffe NV 

57 Boston Post Rd. 
Waterford

Quaker Hill — 10 Marguy St. 
Sat. 8am-2pm. Multi Family. 
Tools, Furniture, Area Rugs, 
Household Items. No early 
birds please.

21186

TOWN OF STONINGTON
Board of Selectmen

Notice of Public Hearing

Notice is hereby given that the Board of Selectmen of the 
Town of Stonington will conduct a Public Hearing for the 
Town of Stonington on June 8, 2016 at 7:00 p.m. at the 
Stonington Police Department to discuss the 2016 Neigh-
borhood Assistance Act Tax Credit Applications. 

At this hearing, interested persons may appear and be 
heard and written communications will be received.  If 
unable to attend, please forward written communications 
to the Board of Selectmen, 152 Elm Street, Stonington, 
CT 06378 by June 7, 2016.

Dated at Stonington, Connecticut this 1st day of day of 
June, 2016.
    
  /s/____________________
_________                          Robert R. “Rob” Simmons
                                           First Selectmam

We're Growing!

UCFS is currently 
seeking qualified

Billingual Spanish 
speaking applicants 

for the following 
positions.

•Care Coordinators 

•Customer Serv Reps

•Intake Specialist

UCFS has been a corner-
stone in the community 
since 1877 providing an 
array of client centered 

Health & Human Services 
to Eastern CT.UCFS of-
fers competitive com-
pensation and benefits 
including 8.5% 401(k) 

Employer contribution.

Visit www.ucfs.org/
Job_Opportunities for 

position details. 
Fax: 860-823-3060

EEO/M/F/V/H

WATERFORD: Sat, 9-3pm. 
26 Paula Ln. Craftsman 

Saws w/Leg Sets (Radio, 
Band & Table) Belt Disk 

Sander, Mig Welder & Misc

2000 FORD 550 DIESEL TOW
VEHICLE, 5th Wheel, Goose 

Neck & Front Hitch
Receiver, Snow Plow Incl’d, 

194K, $10,500. Call Bob
401-527-8501. N. Stonington

WATERFORD: Sat & Sun,
9am-4pm.  17 Colonial Dr.
HH, Drexel Heritage Brand 

Furniture X-Cond & More

LAZY BOY LIBERTY
POWER RECLINER.

Excellent Cond, Gray, $600
Call 860-415-9185

HVAC TECHNICIAN

R & W Heating Energy 
Solutions, LLC

Is seeking a Licensed 
HVAC Technician.

R&W Heating Energy 
Solutions, LLC is a small, 

forward-thinking,
family-owned and

operated HVAC business. 
Job Requirements/

Responsibilities (Include, 
But Not Limited To):

- Minimum B2 License
(No Apprentices’)

- Experience with Oil Heat, 
Natural Gas and/or

Propane Heat
- Experience with Ductless 

Split Heat Pumps and 
A/C Equipment

- Must be Able to 
Maintain a Friendly and 
Professional Presence 

in Any and All Relations 
with Customers

- Must be Flexible: Able to 
Work Independently AND 

Able to Work Closely 
Alongside Other Techni-
cians, Both in a Positive 

and Efficient Manner
- Must be Able to Work 

a Rotating On-Call 
Schedule, Including Some 

Nights, Weekends,
and Holidays

- Must Have Clean CT 
Driving Record

Please email resume to:
rwheating-hq@sbcglobal.net

**NO PHONE CALLS**

MYSTIC: Sat & Sun, 9-3pm
105 Starr St. Wooden Sail 
Boat w/ Trailor B/O, Books, 

Clothes & More

Salem
ESTATE SALE. Fri & Sat,  

8-2, 32 Cedar Hill Lane
Unique home. Indoors & Out
www.wemakeitbetterct.com

21195

TOWN OF SALEM, CONNECTICUT
PATH COMMITTEE SALEM MULTI-USE PATH CROSSING NO. 3

INVITATION TO BID

Sealed Bids for Path Committee Salem Multi-Use Path Crossing No. 3 will be received by the Town of Salem at the 
Issuing Office until 2:00 PM local time on June 23, 2016 at which time the Bids received will be publicly opened and 
read aloud. The Project consists of the preparation of the approach trail and cast in place concrete substructure for 
the Town to later install a fiberglass pedestrian superstructure.

Bids will be received for a single prime Contract. Bids shall be on a lump sum and unit price basis as indicated in 
the Bid Form.

The Issuing Office is the Office of the Town Clerk, Salem Town Hall, 270 Hartford Road, Salem, Connecticut 06420-
3809. Prospective Bidders may examine the Bidding Documents at the Issuing Office during normal business hours.

Printed copies of the Bidding Documents may be obtained from the Issuing Office upon payment of a $100 non-
refundable fee for each set. PDF copies are available upon request after the receipt of the non-refundable fee. Checks 
shall be payable to “Town of Salem”. There will be an additional $10 charge if Bidding Documents are mailed. To 
receive the documents via package services, send a completed pre-paid pickup label from either UPS or FEDEX to 
the Issuing Office.

The date that the Bidding Documents are transmitted by the Issuing Office will be considered the Bidder’s date of 
receipt of the Bidding Documents. Partial sets of Bidding Documents will not be available from the Issuing Office. 
Neither Owner nor Engineer will be responsible for full or partial sets of Bidding Documents, including Addenda if 
any, obtained from sources other than the Issuing Office.

A pre-bid conference will be held at 2:00 PM local time on June 13, 2016 at Salem Town Hall, 270 Hartford Road, Salem, 
Connecticut 06420-3809. Attendance at the pre-bid conference is encouraged but is not mandatory.

Bids must be accompanied by a Bid Bond or a certified check in the amount of five percent of the Bid.

The successful Bidder will be required to provide Performance and Payment Bonds each in the amount of one hundred 
percent of the Contract Price.

The Contract Documents require affirmative action of the Contractor and any subcontractors to ensure equal employ-
ment opportunity as noted in Governor’s Executive Orders 3 and 17.

The Owner is exempt from payment of Sales and Use Taxes on all materials and equipment to be permanently incor-
porated in the Work.  These taxes shall not be included in the Bid.

Unless provided for by the Instructions to Bidders, no Bid may be withdrawn until sixty (60) days after the Bid Opening.  
The Town reserves the right to: reject any or all Bids; make extensions to review Bids; waive informalities or defects 
in Bids; and accept the Bid that, in the Town’s judgment, will be in its best interests. 

Owner: Town of Salem, Connecticut
Date: June 1, 2016
+ + END OF INVITATION TO BID + + 

20ft Boat Trailer,
New Bearings, $600
Call 860-739-0749

P21197
COURT  OF PROBATE, 
Niantic Regional Probate 
District.      NOTICE TO 
CREDITORS.  ESTATE OF 
Ralph Charles Lanzetti, 
(16-0184)  The  Hon.  Jef-
frey  A.  McNamara, Judge   
of  the   Court  of   Probate, 
District   of    Niantic  
Regional Probate District, 
by decree dated, ordered 
that all    claims      must      
be     presented       to       
the      fiduciary at the  
address   below.   Failure   
to   promptly  present any  
such  claim may result in 
the    loss    of    rights  to   
recover  on  such   claim.  
Deborah Maker, Clerk. The   
fiduciary is:
Patricia J. Lanzetti, 6 N. 
Ledge Rock Road, Niantic, 
CT 06357

P21196
COURT  OF  PROBATE,   
District of New London. 
NOTICE TO CREDITORS. 
ESTATE     OF Henry Harry 
Tessman, Jr. (16-00250)   
The  Hon.  Mathew  H.  
Greene,  Judge  of  the  
Court  of  Probate,  New   
London  Probate    District, 
by decree dated May 26, 
2016,  ordered  that  all   
claims   must  be presented 
to the  fiduciary     at      the      
address below.  Failure    
to   promptly   present any  
such  claim  may  result  in  
the   loss   of   rights   to   
recover on such claim.  Pa-
mela M. Rowe, Clerk. The  
fiduciary is:
Jonathan N. Tessman, 
180R Rope Ferry Rd. 
Waterford, CT 06385

VW Jetta SE — 2013, 38000 
miles, 31 mpg, sunroof, 
heated seats and mirrors, 
5spd, asking $12,900.00  
860-614-4837

2000 VW Golf — Auto, needs 
tranny work. $1,200 OBO 
860-885-9241

GROTON MULTI  FAMILY
Sat, 9-3. 120 Morse Ave.

HH, Lawn Mower’s & Snow 
Blower’s, Clothes & More

21199
 Office of Health Care Access Public Hearings

Statute Reference: 19a-638 

Applicant(s):  Northeast Medical Group, Inc. 
                                            L&M Physician Association, Inc.

Town:  Stratford 

Docket Number: 15-32032-CON 

Proposal:                      Transfer of Ownership of a Group Practice by Merger of 
                                           L&M Physicians Association into Northeast Medical Group

Applicant(s):  Yale New Haven Health Services Corporation 
   L&M Corporation

Town:                       New London

Docket Number: 15-32033-CON

Proposal:                      Acquisition of Lawrence + Memorial Corporation by Yale 
                                          New Haven Health Services Corporation

Date:                     June 27, 2016

Time:                      3:00 p.m.

Place:  New London High School
  490 Jefferson Avenue
  New London, CT 06320

Any person who wishes to request status in the above listed public hearing may file 
a written petition no later than June 22, 2016 (5 calendar days before the date of the 
hearing) pursuant to the Regulations of Connecticut State Agencies §§ 19a-9-26 and 
19a-9-27.  If the request for status is granted, such person shall be designated as a 
Party, an Intervenor or an Informal Participant in the above proceeding.  Please check 
OHCA’s website at www.ct.gov/ohca for more information or call OHCA directly at 
(860) 418-7001. If you require aid or accommodation to participate fully and fairly in 
this hearing, please phone 860-418-7001.

STONINGTON ESTATE 
SALE: Sat, 8-4pm. 66 

Jeremy Hill Rd. Barn, Wood 
Shop & Garage, Lumber, 

Steel, Tools, Marine & More 

2002 Volvo S80 — 4DR, 
auto, moon roof, leather, 
alloy wheels, V6. Very safe. 
$1,500. 860-848-9160

21201

TOWN OF EAST LYME
NOTICE OF PUBLIC AUCTION

 
The Town of East Lyme will auction all property posses-
sions resulting in an eviction at the following address: 
Kristin M. O’Shaughnessy and Heather LeClaire AKA Jane 
Doe 1 of 81 East Pattagansett Road, Unit 42, East Lyme, 
CT.  Auction will take place on June 10, 2016 at 10:00 a.m. 
at Rent a space at 9 King Arthur Drive, Niantic, CT.

21200
 Notice of Tentative Determination to Approve a Point Source

New Source Review Permit Application

Applicant: Thames Shipyard & Repair Company
Application Nos: 200801207 & 200801208

City/Town: New London, CT

The Commissioner of the Department of Energy and Environmental Protection 
(DEEP) hereby gives notice that a tentative determination has been reached to ap-
prove the following applications. The proposed activity will affect air resources. The 
Commissioner also gives notice that a hearing may be held on this application if the 
Commissioner determines that the public interest will best be served thereby, and 
shall hold a hearing as provided below.

Applicant’s Name and Address: Thames Shipyard & Repair Company, 
                                                                            2 Ferry Street, New London, CT 06320

Contact Name/Phone/Email: Mr. Adam Wronowski, 860-442-5349, 
                                                                             adam@longislandferry.com

Type of Permit:                             New Source Review permits for 
                                                                            Two Floating Dry Docks 

Relevant Statute(s)/Regulation: CGS 22a-174, Clean Air Act Amendments 
                                                                           of 1990

Facility Location:  50 Farnsworth Street, New London, 
                                                                           CT 06320

INFORMATION REQUESTS/PUBLIC COMMENT
Interested persons may obtain copies of the application from the applicant at the 
above address. The application, proposed permits and supporting documentation are 
available for inspection at DEEP, Bureau of Air Management, 79 Elm Street, 5th floor, 
Hartford, CT from 8:30 AM to 4:30 PM Monday through Friday and at other times by 
appointment. All interested persons are invited to express their views on the tentative 
determination concerning this application in accordance with Sections 22a-3a-5(b) 
and 22a-174-2a(c) of the Regulations of Connecticut State Agencies. Written com-
ments or a request for a public hearing on the application should be directed to Ms. 
Valerie Galo, Bureau of Air Management, DEEP, 79 Elm Street, Hartford, CT 06106-
5127, no later than 30 days from the publication date of this notice. Comments regard-
ing this application may be submitted via electronic mail to: valerie.galo@ct.gov. 

PETITIONS FOR HEARING
Petitions for a hearing should include the application numbers noted above and also 
identify a contact person to receive notifications.  Petitions may also identify a person 
who is authorized to engage in discussions regarding the application and, if resolution 
is reached, withdraw the petition.   Original petitions must be mailed or delivered 
within the comment period noted above to: DEEP Office of Adjudications, 79 Elm 
Street, 3rd floor, Hartford, 06106-5127.  Petitions cannot be sent by fax or email.  For 
additional information go to www.ct.gov/deep/adjudications. 

ADA PUBLICATION STATEMENT
The Department of Energy and Environmental Protection is an Affirmative Action and 
Equal Opportunity Employer that is committed to the requirements of the Americans 
with Disabilities Act.  To request an accommodation, call 860-424-3194, 
or deep.hrmed@ct.gov.

1998 HD Dyna Wide Glide
Red, 15,000 Miles,

Excellent Condition, $5000
Call 860-536-0211

Waterford — Large Multi
Family. Sat, 9-2pm. 29
Hunts Brook Rd. No Early
Birds. Priced to sell.  

Transit Bus Operator — 9 
Town Transit seeking P/T 
drivers.  CDL w/P&F req.  
Visit 9towntransit.com/em-
ployment or call 860-510-
0429 x102. EOE

 Drivers

Employment

Financial

 Flooring - 
Resurfacing

 Furniture

 Garage Sales / 
Flea Market

 Garage Sales / 
Flea Market

 Garage Sales / 
Flea Market

 Garage Sales / 
Flea Market

 General Help

 Household Goods

 Human Services

 Landscaping 
Service

 Lawn / Garden 
Items

 Lawncare & 
Gardening

 Lawncare & 
Gardening

Customer Service:   Monday-Friday 8:00AM - 4:30PM  |  class@theday.com  |  1.860.701.4200

PLACE YOUR AD 
ANYTIME AT 

theday.com/classified

 Masonry & 
Stonework

Merchandise

 Motorcycles / 
Dirtbikes

 Notes of Interest

 Other 
Miscellaneous

 Paralegal/Legal

 Public Notices  Public Notices  Public Notices  Public Notices  Public Notices  Public Notices

TheDay.Jobs @THEDAYjobsCT

Job searching?
Follow 

for new listings and updates

 Roofing

 Roofing

 Stereo, TV, Radio

 Stereo, TV, Radio

 Tree Service

 Trucks

 Wanted 
Automotive

 Wanted to Buy

 Waterproofing

TO ADVERTISE YOUR GARAGE OR YARD SALE CALL 860.701.4200

FindSales
&YARDGARAGE

SALE

Buy
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Greer, Leslie

From: Lazarus, Steven
Sent: Tuesday, June 14, 2016 9:31 AM
To: Nancy Rosenthal (Nancy.Rosenthal@greenwichhospital.org)
Cc: Carney, Brian; Riggott, Kaila; Ciesones, Ron; Greer, Leslie
Subject: Emailing - 15-32032 & 15-32033 Request for Prefile and Issues.pdf
Attachments: 15-32032 & 15-32033 Reqeust for Prefile and Issues.pdf

Good Morning Nancy, 
 
Please see the attached Request for Prefile Testimony and Issues in the upcoming combined hearing in the above 
referenced matter on June 27th. If you have any questions regarding the correspondence, please feel free to contact 
Brian Carney (brian.carney@ct.gov ) or me directly. 
 
Thank you, 
 
Steve 
 
 
 

Steven W. Lazarus 
Associate Health Care Analyst 
Division of Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue 
Hartford, CT 06134 
Phone: 860‐418‐7012 
Fax:        860‐418‐7053 
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Greer, Leslie

From: Martone, Kim
Sent: Friday, June 17, 2016 1:14 PM
To: Riggott, Kaila; Lazarus, Steven; Carney, Brian; Ciesones, Ron
Cc: Greer, Leslie
Subject: FW: CON Application Dockets 15-32032 and 15-32033
Attachments: 2016 0617 CON APP DOCKET #15-32032 FROM DISTRICT 1199.pdf

 
 
Kimberly R. Martone 
Director of Operations, Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13 CMN, Hartford, Connecticut 06134 
Phone: 860‐418‐7029 Fax: 860‐418‐7053 
Email: Kimberly.Martone@ct.gov Website: www.ct.gov/ohca 
 

 
 

From: Deborah Chernoff [mailto:dchernoff@seiu1199ne.org]  
Sent: Friday, June 17, 2016 12:55 PM 
To: Martone, Kim; Hansted, Kevin 
Subject: CON Application Dockets 15-32032 and 15-32033 
 
Attached please find District 1199’s petition for Intervenor status in the above‐cited CON applications. Hard copy to 
follow by mail. 
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Greer, Leslie

From: Martone, Kim
Sent: Friday, June 17, 2016 1:26 PM
To: Riggott, Kaila; Lazarus, Steven; Carney, Brian; Ciesones, Ron
Cc: Greer, Leslie
Subject: FW: Connecticut Citizen Action Group
Attachments: Connecticut Citizen Action Group 6-17-16.pdf

 
 
Kimberly R. Martone 
Director of Operations, Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13 CMN, Hartford, Connecticut 06134 
Phone: 860‐418‐7029 Fax: 860‐418‐7053 
Email: Kimberly.Martone@ct.gov Website: www.ct.gov/ohca 
 

 
 
From: Ann Pratt [mailto:ann.prattccag@gmail.com]  
Sent: Friday, June 17, 2016 1:17 PM 
To: Martone, Kim; Hansted, Kevin 
Cc: Henry F. Murray 
Subject: Connecticut Citizen Action Group 
 
Dear Ms. Martone and Mr. Hansted, 
 
Please find attached Connecticut Citizen Action Group's signed statement requesting intervenor status in two 
Certificate of Need Applications, Docket # 15-32032 and Docket # 15-32033. 
 
Please let me know if you need any additional information. 
 
Thank you. 
 
Ann Pratt 
 
 
--  
 
Ann Pratt 
Director of Organizing 
Connecticut Citizen Action Group 
30 Arbor Street 
Hartford, CT 06106 
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ann.prattCCAG@gmail.com 
860-209-1234 
Putting People First 
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Greer, Leslie

From: Martone, Kim
Sent: Friday, June 17, 2016 3:04 PM
To: Riggott, Kaila; Carney, Brian; Lazarus, Steven; Ciesones, Ron
Cc: Greer, Leslie
Subject: FW: Petition to file for Intervenor status Certificate of Need Application, Docket # 

15-32032, Docket # 15-32033
Attachments: Intervenor Petition Final AFT (3).docx

 
 
Kimberly R. Martone 
Director of Operations, Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13 CMN, Hartford, Connecticut 06134 
Phone: 860‐418‐7029 Fax: 860‐418‐7053 
Email: Kimberly.Martone@ct.gov Website: www.ct.gov/ohca 
 

 
 

From: John Brady [mailto:JBrady@aftct.org]  
Sent: Friday, June 17, 2016 2:34 PM 
To: Martone, Kim; Hansted, Kevin 
Subject: Petition to file for Intervenor status Certificate of Need Application, Docket # 15-32032, Docket # 15-32033 
 
Ms. Martone and Mr. Hansted, 
Please find the attached petition to file for intervenor status on the Certificate of Need Application, Docket # 15‐32032, 
Docket # 15‐32033. 
Please contact me if you have any questions. 
Thank you, 
John 
 
 
John Brady RN 
AFT Connecticut Executive Vice President 
O (860)257‐9782 x107 
F (860)257‐8214 
C (860)908‐9711 
 
 
 



      June 17, 2016 
 
 
Ms Kimberly Martone, Director 
Mr. Kevin Hansted, Hearing Officer 
Office of Health Care Access 
410 Capitol Ave. 
Hartford CT 06106 
 

REFERENCE: Certificate of Need Application, Docket # 15-32032, Northeast Medical Group (NMG) and 
L&M Physician Association: Transfer of Ownership of a Group Practice by merger of L&MPA and into 
NMG, and; 

Certificate of Need Application, Docket # 15-32033, Yale-New Haven Health Services Corporation 
(“YNHHSC”) and Lawrence + Memorial Corporation: (“L+M”), Acquisition of L+M by YNHHSC 

 

Dear Ms. Martone and Mr. Hansted: 

The undersigned organizations seek intervenor status in the two above-referenced dockets as a coalition 
of faith-based organizations, physicians, labor organizations and health policy leaders. The interests of 
each organization are directly affected by the acquisition of Lawrence and Memorial Health by Yale-New 
Haven Health Services Corporation, as described below. Accordingly we seek full intervenor status with 
the right to submit pre-file testimony, and fully participate in the OCHA hearing including providing 
opening statements, presenting witness testimony and cross examining the applicants. 

 Collectively, we represent in various ways more than 8,000 residents of L+M Hospital’s primary and 
secondary service areas, and more than 75,000 residents statewide whose interests are affected by the 
ongoing consolidation of the state’s health care system.  

We support Governor Malloy’s Executive Order 51, and urge OHCA not to render any decision on these 
applications until January 2017 or until the Governor’s Task Force has reviewed the state’s Certificate of 
Need laws, and made recommendations. If statutory deadlines force OHCA to decide the case, OHCA 
must follow the letter of Executive Order 51 and deny the application. Please note that among the 
intervenors are two members of the Task Force. 

Even if the application does not ripen for decision until next year, as currently written it must be 
rejected. The deal fails to protect patients from escalating costs or to ensure local access to the fullest 
possible range of services. The application does not describe an adequate investment in community 
health needs, given that the community will lose any measure of control to a multi-billion dollar system 
from out of town. Any transaction in the future must provide for adequate oversight and accountability 
to the local community. In our submissions to the Commission as Intervenors we will also demonstrate 
that in attempting to address these issues, applicants have submitted inaccurate, misleading or 
incomplete information. 
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Cost and Price:  

• OHCA requested comparative risk-adjusted prices for L+M Hospital and the three Yale-New 
Haven system hospitals: Bridgeport, Greenwich, and Yale-New Haven. YNHHS claims that such 
data do not exist, and that if the data did exist, they would not submit them.1 In fact, adjusted 
prices for the most common diagnoses at L+M are consistently lower than other Yale-New 
Haven system hospitals. YNHHS has also refused to supply actual data on prices before and after 
their takeovers of the Hospital of St. Raphael, Greenwich Hospital and Bridgeport Hospital.  
 

• Without relevant data, OHCA cannot evaluate the transaction. The deal will leave Yale-New 
Haven with nearly 60% market share from New York to Rhode Island, and more than 80% in 
L+M’s primary service area.2  Consolidation in such markets most often leads to price increases 
of 20% or more.3 
 

• Through an analysis of billions of claims, provider pricing has been proven the most influential 
factor in regional private sector health care costs, and market power is the most potent price 
driver.4 YNHHS’s description of negotiating prices separately for each hospital is irrelevant. The 
available evidence shows that separate price negotiations do not blunt the power of monopoly 
pricing.5 
 

• Applicants’ refusal to respond to OHCA’s data request alone is grounds for rejection. Employee 
premium and point of service cost-sharing are exploding, putting needed services out of reach 
of many people with insurance, and threatening the coverage expansion under the Affordable 
Care Act. New London County’s median family income lags the state average, and in the city of 
New London median family income is less than 60% of the state average. We will offer firsthand 
evidence of the pressure that systemic costs in the New London area are putting on patients, 
and describe the challenge of attempting to create a tailored health plan for low-wage service 
workers as Connecticut’s provider systems consolidate. 
 

• With out of pocket costs skyrocketing, Yale-New Haven’s record of abusive debt collection 
practices creates deep concerns about the future of vulnerable populations in the wake of the 
acquisition. YNHHS’s aggressive use of liens, foreclosures, wage garnishment and bank 
executions in past years forced changes in the state’s medical debt collection laws, and resulted 
in settlements worth tens of millions of dollars. L+M patients cannot risk a repeat in 
Southeastern Connecticut. 

Community Access and Well-being:  

When Hartford HealthCare bought Windham Hospital five years ago, it stated that “currently they will 
not be terminating any services,” although Hartford left itself wiggle room to reduce “duplicative 
services” in the future. But the CON went on to state that one of the benefits of the deal to Windham 
would be to “increase the services and technology offered locally,” and to “decrease the out-migration 
of patients.”6 Now with the ICU and CCU closed, patients are traveling long distances by ambulance, 
private car or even helicopter for urgently needed care that used to be available at Windham. Our 
coalition has broad experience treating patients and working to ensure the transportation, community 
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outreach, and follow up services that a community needs are in place. We cannot afford another 
Windham. 

 
• Applicants told media outlets they will invest $300 million in our community’s health. But 

YNHHS requires that all investment generate a “positive return on investment” (i.e. profit), and 
most of the $300 million will only come if L+M and other system hospitals hit profit targets.7 We 
will present testimony from physician and community leaders who will identify and analyze the 
community’s health needs, and demonstrate the fundamental inadequacy of the proposed 
“investment.” 
 

• A true investment in our community would preserve existing services, expand services in areas 
of critical need, especially the provision and coordination of mental and behavioral health 
services and expanded community outreach to underserved populations. L+M management has 
wasted millions of dollars on acquisitions and punitive labor relations, rather than focusing on 
community health needs. L+M’s community health needs assessment is underway. That process 
is far more robust today than three years ago. While encouraging, there is no real commitment 
to making major investments to address the needs identified in the process. 
 

• Applicants have offered no compelling rationale for the merger achieving quality improvement. 
The electronic medical record EPIC has already been installed, and tight clinical coordination and 
clear clinical communication are being achieved without the negative consequences of a 
takeover. 

Workforce:   

• L+M is New London’s 2nd largest private sector employer. Going forward, L+M must ensure that 
its workforce represents the community at large, protect job quality by respecting collective 
bargaining agreements and using hiring best practices. 

Community Accountability and Monitoring: 

• Given YNHHS’s troubling record on collections, stonewalling on production of price data, and 
distorted claims about “investment,” in the event of any transaction, L+M Hospital and the 
acquiring health system must negotiate with a representative cross-section of the community a 
written Community Benefits Agreement with binding commitments enforced by an independent 
monitor on the issues of access, affordability, community benefits, efficiencies and jobs; 

• L+M Hospital must remain under the control of a locally controlled Board of Directors with 
decision making authority and accountability to the community. Despite public protestations to 
the contrary, under the applications as proposed, YNHHS will have ultimate authority over all 
meaningful decisions at L+M, including nominating members of the “local’ boards. 

• Rather than seek an unneeded merger, L+M Hospital must develop, finance and implement a 
Community Health Needs Assessment (CHNA), independent of its affiliated partner and will 
devote sufficient resources to address the health priorities identified in the needs assessment;  

• The CHNA will be conducted every three years, and will include on-going accountability 
structures including independent monitoring for measuring implementation progress and 
effectiveness. 
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The Intervenors: Interests and Evidence 

Collectively, the coalition includes thousands of L+M patients, local clergy, patient advocates, physicians, 
nurses and other caregivers, and leaders responsible for the purchase of health plans.  

In addition to the specific interests of the various organizations, the coalition also brings a broad range 
of health care expertise to the proceedings. The coalition includes: 

• Professors at Brown University and Columbia University Medical schools; 
• Key statewide health care leaders: 

o Members of the Governor’s Health Care Cabinet 
o Members of the Governor’s Certificate of Need Review Task Force, and; 
o Members of the steering committee of L+M’s current Community Needs Assessment 

process. 

The coalition will present first-hand evidence from the entire range of the organizations’ experiences in 
the Southeastern Connecticut health care system. In addition, the coalition will present expert analysis 
of the proposed acquisitions, including: data on Connecticut hospital market concentration; comparative 
price data; an exhaustive review of the rapidly growing literature on the impact of consolidation on cost, 
access, “efficiency” and quality, and; a breakdown of the Applicants’ financial statements to shed light 
on claims of financial hardship.   

AFT CONNECTICUT including Locals 5049, 5051, 5123 and 5119 

AFT Connecticut is a statewide federation of the local unions of the American Federation of Teachers. 
Our locals have more than 1,800 members who work for Lawrence and Memorial Hospital and its 
affiliates. They all live in L+M’s primary or secondary service area. They account for more than 50% of 
the total workforce at L+M, including the Visiting Nurses Association of Southeastern Connecticut. When 
counting non-L+M employees, altogether AFT Connecticut (State Federation) represents over 5,000 
members who live in L+M’s Primary and Secondary Service Areas.8 . Based on AFT Connecticut’s large 
concentration of members and their families in L+M services areas, the organization’s interests are 
directly affected by the acquisition proposal, both as workers and as patients.  

AFT Connecticut was previously granted intervenor status by OHCA in a 2004 CON hearing (04-30348-
CON) involving the Hospital’s desire to close the Hospital’s OB/GYN clinic. AFT Connecticut will offer 
testimony on the efficiency of current L+M operations, the impact of aggressive expansion on core 
missions, and expert testimony on trends in consolidation, cost, prices, access and governance. 

CONNECTICUT CITIZEN ACTION GROUP 

Connecticut Citizen Action Group is a statewide membership organization dedicated to involving the 
residents of Connecticut in bringing about a fair and equitable society. For over 40 years, CCAG has been 
at the forefront of advocating for a high quality, affordable and fully accessible health care system for all 
Connecticut residents.  CCAG has worked effectively to advance health care policies that strengthen 
consumer access to fair, affordable health care services, coverage and benefits. CCAG's health care 
reform work includes monitoring hospital consolidation and regulation, expanding and protecting 
Medicaid coverage and benefits, and strengthening the ACA law.   
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CCAG has 500 members who live within the L+M catchment region, and will be directly impacted by 
potential increased costs, loss of local access, and changes in community programing directed toward 
health and well-being.  Our members include a broad, diverse cross-section of the community including 
health care providers, child care providers, municipal workers, senior citizens, and educators.  In 
addition to presenting testimony on the need for controlling cost and sustaining local community access 
to health care services, we will offer testimony on previous attempts to impose public accountability 
conditions on hospital acquisitions, and the need to impose strong community oversight, monitoring 
and accountability measures on this acquisition to ensure that the terms adequately and appropriately 
meet community health care needs and priorities, and that any such terms or conditions are actually 
carried out. 

UNITE HERE CONNECTICUT 

UNITE HERE Connecticut is a labor organization representing more than 7,000 employees in 
Connecticut, including 250 in the primary and secondary service areas of L+M Hospital. We bargain 
health benefits for all of our members in the state, and have a powerful interest in preserving access to 
affordable, high quality health care. UNITE HERE members cook and serve food in corporate, university 
and K-12 cafeterias. These are low-wage, seasonal, often part-time jobs. For them, comprehensive, 
affordable health insurance coverage is essential to achieving any hope of a middle class life. UNITE 
HERE members at Electric Boat in New London are engaged in bargaining for health benefits. Members 
currently pay 20% of the cost, which is unaffordable for workers who make $12 per hour. If regional 
costs continue to escalate, workers will be forced to drop coverage, or be forced to choose between 
rent and health care. The price structure of the Greater New London market is vital to our members’ 
future well-being. 

UNITE HERE’s Taft-Hartley fund, jointly administered by the union and management, has established a 
national health plan tailored specifically for food service workers. In Connecticut, nearly 1,000 members 
have enrolled in the past several years. In some cases, the savings compared to commercial plans have 
been large enough to maintain comprehensive coverage and actually reduce the cost to individual 
members. But the efficiency of this plan will not ultimately protect members if the state’s largest 
hospital is permitted to grow unchecked. 

UNITE HERE will offer evidence of the immediate impact of any pricing changes at L+M on service sector 
workers struggling at the margins of the health care system. UNITE HERE will also offer testimony based 
on experience establishing a specially designed Taft-Hartley health plan for food service workers in 
Connecticut, as market consolidation continues to drive prices up.  

NATIONAL PHYSICIANS ALLIANCE IN CONNECTICUT (NPA-CT) 

The National Physicians Alliance in Connecticut (NPA-CT) is part of a national 501(c)3 organization, the 
National Physicians Alliance (NPA), that creates research and education programs that promote health 
and foster active engagement of physicians with their communities to achieve high quality, affordable 
health care for all.  The NPA offers a home to physicians across medical specialties who share a 
commitment to professional integrity and health justice. NPA-CT physicians are members of the staff of 
the parties involved in the affiliation and primary care physicians in the communities served by the two 
entities. As such, they have a key interest in assuring that their patients and communities have access to 
affordable, high-quality hospital care. 
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NPA will provide evidence that the purported clinical goals of the takeover – tight coordination of care 
and ease of communication and close cooperation among providers – can be achieved without the 
potential loss of local control and threat of monopoly economic power inherent in a takeover. 

CONNECTICUT HEALTH POLICY PROJECT 

Since 1999 as a nonprofit consumer advocacy organization, the CT Health Policy Project has labored to 
expand access to high quality, affordable health care for all Connecticut residents, with a particular 
focus on ensuring access for people in low-income communities of color. The proposed acquisition of 
Lawrence and Memorial Hospital/Health System by Yale-New Haven Hospital/Health System will 
undermine every part of our mission.  

Executive Director Ellen Andrews, who sits on the Governor’s Health Care Cabinet, will provide expert 
testimony regarding the impact of mergers and acquisitions on low-income consumers and the state 
Medicaid program. 

UNITED ACTION CONNECTICUT 

United Action Connecticut is an interfaith, multiracial, multilingual organization of congregations and 
community organizations crossing political, economic, urban and suburban boundaries. UACT is 
dedicated to building powerful, broad based community organizations. UACT brings congregations 
together to help them grow and thrive, develop leaders and move into action on concrete issues of 
social equity and justice. UACT has been working actively toward health care reform for nearly a decade. 
UACT’s New London area congregations include L+M physicians, caregivers and patients, whose 
interests in preserving community access to high quality affordable health care are directly affected by 
the applications. 

UACT will offer evidence on the local need for access and associated social services that will allow all 
Greater New London residents to obtain the care they need in their immediate community. The 
evidence will focus specifically on challenges facing vulnerable populations, including seniors. 

NEW ENGLAND HEALTH CARE EMPLOYEES UNION, DISTRICT 1199, SEIU 

District 1199 represents approximately 25,000 health care workers in the state of Connecticut, including 
state employees, hospital employees, nursing home employees, direct care and professional workers at 
private Mental Health and Developmental Disability agencies and FQHCs, and home care workers 
providing personal care and support services to Medicaid recipients Of those, more than 1,000 health 
care workers live in Lawrence and Memorial’s Primary and Secondary Service Areas. 

At this time, District 1199 is also negotiating first Collective Bargaining Agreements for more than 300 
low-wage nursing home employees of two skilled nursing facilities in New London (Crossings East and 
Crossings West), and one in Mystic, CT (Pendleton Health and Rehabilitation Center). Wages for these 
workers start at just $10.35 per hour and more than 40% are scheduled for fewer than 32 hours per 
week. The cost of providing health benefits to these workers is a key issue in difficult ongoing contract 
negotiations. Current premiums for these workers are so expensive that many elect not to take 
insurance coverage at all or take the least expensive plan in terms of premiums, resulting in high out-of-
pocket and co-pay expenses.  
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Based on 1199’s significant membership in L&M’s service areas and the need to negotiate affordable 
insurance for low-wage workers within the service areas, 1199’s interests are directly affected by 
potential price increases or service cuts that typically accompany mergers. Cost, access and the 
maintenance of quality healthcare services are of vital importance to the organization and to the 
communities in which 1199 members reside and receive acute care health services.  

In sum, the undersigned organizations’ interests are directly affected by the proposed Certificates of 
Need. Collectively, they bring vast experience and expertise to inform OHCA’s decision, and  each will 
provide evidence from a different perspective. Respectfully, we request full intervenor status with the 
right to submit pre-file testimony, and fully participate in the OCHA hearing including providing opening 
statements, presenting witness testimony and cross examining the applicants. 

      Very truly yours, 
 
   
 
               
Signature       Signature 
 

Jan Hochadel, President    John Brady RN, Executive Vice President 
AFT Connecticut       AFT Connecticut  
35 Marshall Road     35 Marshall Road 
Rocky Hill, CT 06067     Rocky Hill, CT 06067 
(860) 257-9782  x111     (860) 257-9782  x107 
jhochadel@aftct.org     jbrady@aftct.org  
 
 
 
               
Signature       Signature 
 

Lisa D’Abrosca RN, Local President   Stephanie Johnson, Local President 
L&M RNs #5049      L&M LPNs & Techs #5051 
43 Converse Place     43 Converse Place 
New London, CT 06320     New London, CT 06320 
(860) 389-6620      (860) 961-1635 
sprinttrack@hotmail.com    lm5051pres@att.net  
 
 
 
               
Signature       Signature 
 

Harry Rodriguez, Local President   Martha Marx RN, Local President 
L&M Healthcare Workers #5123    Visiting Nurses of SECT #5119 
355 Boston Post Rd.     4 Harbor Lane 
Waterford, CT 06385     New London, CT 06320 
(860) 389-7259      (860) 287-0941 
harryzep@hotmail.com     mmarxrn@yahoo.com  
 

mailto:jhochadel@aftct.org
mailto:jbrady@aftct.org
mailto:sprinttrack@hotmail.com
mailto:lm5051pres@att.net
mailto:harryzep@hotmail.com
mailto:mmarxrn@yahoo.com
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1 Certificate of Need Docket 15-32033, Transfer of Ownership of L+M to YNHHSC, p. 868. 
2 CCAG et al. Hospital Market Concentration in Connecticut: The Impact of Yale-New Haven Health  System’s 
Expansion, December 2015, p. 4. 
3 The Synthesis Project, “The Impact of Hospital Consolidation – Update”. Robert Wood Johnson Foundation, June 
2012, p. 2. 
4 Zack Cooper, Stuart Craig, Martin Gaynor, John Van Reenen, “The Price Ain’t Right? Hospital Prices and Health 
Spending on the Privately Insured,” Health Care Pricing Project, December 2015. 
http://www.healthcarepricingproject.org/ 
5 Gautam Gowrisankaran, Aviv Nevo and Robert Town, “Mergers When Prices are Negotiated: Evidence from the 
Hospital Industry,”  
6 Office of Health Care Access, Certificate of Need Application, Final Decision. “Integration of Windham Community 
Memorial Hospital, Inc., into Hartford Health Care Corporation, Inc.” p. 6-7. 
7 Docket 15-30233, p.  
8 Local member organizations in the L+M service areas include: Waterford Federation of Teachers; Mitchell College 
Faculty; Region 18 Non-Certified Ed Personnel (Old Lyme); Bozrah Federation of Teachers; Colchester Federation of 
Teachers; Salem Federation of Teachers; State Employees who are members of the State Employees Bargaining 
Coalition (SEBAC) 

 

http://www.healthcarepricingproject.org/
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Greer, Leslie

From: Martone, Kim
Sent: Friday, June 17, 2016 3:05 PM
To: Riggott, Kaila; Ciesones, Ron; Carney, Brian; Lazarus, Steven
Cc: Greer, Leslie
Subject: FW: Yale New Haven Health System and Lawrence & Memorial Hospital - CON 

15-32033;  L & M Physician Association and Northeast Medical Group - CON 15-32032
Attachments: Intervenor Petition Final EMA.docx

 
 
Kimberly R. Martone 
Director of Operations, Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13 CMN, Hartford, Connecticut 06134 
Phone: 860‐418‐7029 Fax: 860‐418‐7053 
Email: Kimberly.Martone@ct.gov Website: www.ct.gov/ohca 
 

 
 

From: Ellen Andrews [mailto:andrews@cthealthpolicy.org]  
Sent: Friday, June 17, 2016 2:33 PM 
To: Martone, Kim; Hansted, Kevin 
Subject: Yale New Haven Health System and Lawrence & Memorial Hospital - CON 15-32033; L & M Physician 
Association and Northeast Medical Group - CON 15-32032 
 
Attached please find my application for intervenor status. 
Thank you 
 
Ellen Andrews, PhD 
CT Health Policy Project 
cthealthpolicy.org 
@cthealthnotes 
 



      June 17, 2016 
 
 
Ms Kimberly Martone, Director 
Mr. Kevin Hansted, Hearing Officer 
Office of Health Care Access 
410 Capitol Ave. 
Hartford CT 06106 
 

REFERENCE: Certificate of Need Application, Docket # 15-32032, Northeast Medical Group (NMG) and 
L&M Physician Association: Transfer of Ownership of a Group Practice by merger of L&MPA and into 
NMG, and; 

Certificate of Need Application, Docket # 15-32033, Yale-New Haven Health Services Corporation 
(“YNHHSC”) and Lawrence + Memorial Corporation: (“L+M”), Acquisition of L+M by YNHHSC 

 

Dear Ms. Martone and Mr. Hansted: 

The undersigned organizations seek intervenor status in the two above-referenced dockets as a coalition 
of faith-based organizations, physicians, labor organizations and health policy leaders. The interests of 
each organization are directly affected by the acquisition of Lawrence and Memorial Health by Yale-New 
Haven Health Services Corporation, as described below. Accordingly we seek full intervenor status with 
the right to submit pre-file testimony, and fully participate in the OCHA hearing including providing 
opening statements, presenting witness testimony and cross examining the applicants. 

 Collectively, we represent in various ways more than 8,000 residents of L+M Hospital’s primary and 
secondary service areas, and more than 75,000 residents statewide whose interests are affected by the 
ongoing consolidation of the state’s health care system.  

We support Governor Malloy’s Executive Order 51, and urge OHCA not to render any decision on these 
applications until January 2017 or until the Governor’s Task Force has reviewed the state’s Certificate of 
Need laws, and made recommendations. If statutory deadlines force OHCA to decide the case, OHCA 
must follow the letter of Executive Order 51 and deny the application. Please note that among the 
intervenors are two members of the Task Force. 

Even if the application does not ripen for decision until next year, as currently written it must be 
rejected. The deal fails to protect patients from escalating costs or to ensure local access to the fullest 
possible range of services. The application does not describe an adequate investment in community 
health needs, given that the community will lose any measure of control to a multi-billion dollar system 
from out of town. Any transaction in the future must provide for adequate oversight and accountability 
to the local community. In our submissions to the Commission as Intervenors we will also demonstrate 
that in attempting to address these issues, applicants have submitted inaccurate, misleading or 
incomplete information. 
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Cost and Price:  

• OHCA requested comparative risk-adjusted prices for L+M Hospital and the three Yale-New 
Haven system hospitals: Bridgeport, Greenwich, and Yale-New Haven. YNHHS claims that such 
data do not exist, and that if the data did exist, they would not submit them.1 In fact, adjusted 
prices for the most common diagnoses at L+M are consistently lower than other Yale-New 
Haven system hospitals. YNHHS has also refused to supply actual data on prices before and after 
their takeovers of the Hospital of St. Raphael, Greenwich Hospital and Bridgeport Hospital.  
 

• Without relevant data, OHCA cannot evaluate the transaction. The deal will leave Yale-New 
Haven with nearly 60% market share from New York to Rhode Island, and more than 80% in 
L+M’s primary service area.2  Consolidation in such markets most often leads to price increases 
of 20% or more.3 
 

• Through an analysis of billions of claims, provider pricing has been proven the most influential 
factor in regional private sector health care costs, and market power is the most potent price 
driver.4 YNHHS’s description of negotiating prices separately for each hospital is irrelevant. The 
available evidence shows that separate price negotiations do not blunt the power of monopoly 
pricing.5 
 

• Applicants’ refusal to respond to OHCA’s data request alone is grounds for rejection. Employee 
premium and point of service cost-sharing are exploding, putting needed services out of reach 
of many people with insurance, and threatening the coverage expansion under the Affordable 
Care Act. New London County’s median family income lags the state average, and in the city of 
New London median family income is less than 60% of the state average. We will offer firsthand 
evidence of the pressure that systemic costs in the New London area are putting on patients, 
and describe the challenge of attempting to create a tailored health plan for low-wage service 
workers as Connecticut’s provider systems consolidate. 
 

• With out of pocket costs skyrocketing, Yale-New Haven’s record of abusive debt collection 
practices creates deep concerns about the future of vulnerable populations in the wake of the 
acquisition. YNHHS’s aggressive use of liens, foreclosures, wage garnishment and bank 
executions in past years forced changes in the state’s medical debt collection laws, and resulted 
in settlements worth tens of millions of dollars. L+M patients cannot risk a repeat in 
Southeastern Connecticut. 

Community Access and Well-being:  

When Hartford HealthCare bought Windham Hospital five years ago, it stated that “currently they will 
not be terminating any services,” although Hartford left itself wiggle room to reduce “duplicative 
services” in the future. But the CON went on to state that one of the benefits of the deal to Windham 
would be to “increase the services and technology offered locally,” and to “decrease the out-migration 
of patients.”6 Now with the ICU and CCU closed, patients are traveling long distances by ambulance, 
private car or even helicopter for urgently needed care that used to be available at Windham. Our 
coalition has broad experience treating patients and working to ensure the transportation, community 
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outreach, and follow up services that a community needs are in place. We cannot afford another 
Windham. 

 
• Applicants told media outlets they will invest $300 million in our community’s health. But 

YNHHS requires that all investment generate a “positive return on investment” (i.e. profit), and 
most of the $300 million will only come if L+M and other system hospitals hit profit targets.7 We 
will present testimony from physician and community leaders who will identify and analyze the 
community’s health needs, and demonstrate the fundamental inadequacy of the proposed 
“investment.” 
 

• A true investment in our community would preserve existing services, expand services in areas 
of critical need, especially the provision and coordination of mental and behavioral health 
services and expanded community outreach to underserved populations. L+M management has 
wasted millions of dollars on acquisitions and punitive labor relations, rather than focusing on 
community health needs. L+M’s community health needs assessment is underway. That process 
is far more robust today than three years ago. While encouraging, there is no real commitment 
to making major investments to address the needs identified in the process. 
 

• Applicants have offered no compelling rationale for the merger achieving quality improvement. 
The electronic medical record EPIC has already been installed, and tight clinical coordination and 
clear clinical communication are being achieved without the negative consequences of a 
takeover. 

Workforce:   

• L+M is New London’s 2nd largest private sector employer. Going forward, L+M must ensure that 
its workforce represents the community at large, protect job quality by respecting collective 
bargaining agreements and using hiring best practices. 

Community Accountability and Monitoring: 

• Given YNHHS’s troubling record on collections, stonewalling on production of price data, and 
distorted claims about “investment,” in the event of any transaction, L+M Hospital and the 
acquiring health system must negotiate with a representative cross-section of the community a 
written Community Benefits Agreement with binding commitments enforced by an independent 
monitor on the issues of access, affordability, community benefits, efficiencies and jobs; 

• L+M Hospital must remain under the control of a locally controlled Board of Directors with 
decision making authority and accountability to the community. Despite public protestations to 
the contrary, under the applications as proposed, YNHHS will have ultimate authority over all 
meaningful decisions at L+M, including nominating members of the “local’ boards. 

• Rather than seek an unneeded merger, L+M Hospital must develop, finance and implement a 
Community Health Needs Assessment (CHNA), independent of its affiliated partner and will 
devote sufficient resources to address the health priorities identified in the needs assessment;  

• The CHNA will be conducted every three years, and will include on-going accountability 
structures including independent monitoring for measuring implementation progress and 
effectiveness. 
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The Intervenors: Interests and Evidence 

Collectively, the coalition includes thousands of L+M patients, local clergy, patient advocates, physicians, 
nurses and other caregivers, and leaders responsible for the purchase of health plans.  

In addition to the specific interests of the various organizations, the coalition also brings a broad range 
of health care expertise to the proceedings. The coalition includes: 

• Professors at Brown University and Columbia University Medical schools; 
• Key statewide health care leaders: 

o Members of the Governor’s Health Care Cabinet 
o Members of the Governor’s Certificate of Need Review Task Force, and; 
o Members of the steering committee of L+M’s current Community Needs Assessment 

process. 

The coalition will present first-hand evidence from the entire range of the organizations’ experiences in 
the Southeastern Connecticut health care system. In addition, the coalition will present expert analysis 
of the proposed acquisitions, including: data on Connecticut hospital market concentration; comparative 
price data; an exhaustive review of the rapidly growing literature on the impact of consolidation on cost, 
access, “efficiency” and quality, and; a breakdown of the Applicants’ financial statements to shed light 
on claims of financial hardship.   

AFT CONNECTICUT including Locals 5049, 5051, 5123 and 5119 

AFT Connecticut is a statewide federation of the local unions of the American Federation of Teachers. 
Our locals have more than 1,800 members who work for Lawrence and Memorial Hospital and its 
affiliates. They all live in L+M’s primary or secondary service area. They account for more than 50% of 
the total workforce at L+M, including the Visiting Nurses Association of Southeastern Connecticut. When 
counting non-L+M employees, altogether AFT Connecticut (State Federation) represents over 5,000 
members who live in L+M’s Primary and Secondary Service Areas.8 . Based on AFT Connecticut’s large 
concentration of members and their families in L+M services areas, the organization’s interests are 
directly affected by the acquisition proposal, both as workers and as patients.  

AFT Connecticut was previously granted intervenor status by OHCA in a 2004 CON hearing (04-30348-
CON) involving the Hospital’s desire to close the Hospital’s OB/GYN clinic. AFT Connecticut will offer 
testimony on the efficiency of current L+M operations, the impact of aggressive expansion on core 
missions, and expert testimony on trends in consolidation, cost, prices, access and governance. 

CONNECTICUT CITIZEN ACTION GROUP 

Connecticut Citizen Action Group is a statewide membership organization dedicated to involving the 
residents of Connecticut in bringing about a fair and equitable society. For over 40 years, CCAG has been 
at the forefront of advocating for a high quality, affordable and fully accessible health care system for all 
Connecticut residents.  CCAG has worked effectively to advance health care policies that strengthen 
consumer access to fair, affordable health care services, coverage and benefits. CCAG's health care 
reform work includes monitoring hospital consolidation and regulation, expanding and protecting 
Medicaid coverage and benefits, and strengthening the ACA law.   
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CCAG has 500 members who live within the L+M catchment region, and will be directly impacted by 
potential increased costs, loss of local access, and changes in community programing directed toward 
health and well-being.  Our members include a broad, diverse cross-section of the community including 
health care providers, child care providers, municipal workers, senior citizens, and educators.  In 
addition to presenting testimony on the need for controlling cost and sustaining local community access 
to health care services, we will offer testimony on previous attempts to impose public accountability 
conditions on hospital acquisitions, and the need to impose strong community oversight, monitoring 
and accountability measures on this acquisition to ensure that the terms adequately and appropriately 
meet community health care needs and priorities, and that any such terms or conditions are actually 
carried out. 

UNITE HERE CONNECTICUT 

UNITE HERE Connecticut is a labor organization representing more than 7,000 employees in 
Connecticut, including 250 in the primary and secondary service areas of L+M Hospital. We bargain 
health benefits for all of our members in the state, and have a powerful interest in preserving access to 
affordable, high quality health care. UNITE HERE members cook and serve food in corporate, university 
and K-12 cafeterias. These are low-wage, seasonal, often part-time jobs. For them, comprehensive, 
affordable health insurance coverage is essential to achieving any hope of a middle class life. UNITE 
HERE members at Electric Boat in New London are engaged in bargaining for health benefits. Members 
currently pay 20% of the cost, which is unaffordable for workers who make $12 per hour. If regional 
costs continue to escalate, workers will be forced to drop coverage, or be forced to choose between 
rent and health care. The price structure of the Greater New London market is vital to our members’ 
future well-being. 

UNITE HERE’s Taft-Hartley fund, jointly administered by the union and management, has established a 
national health plan tailored specifically for food service workers. In Connecticut, nearly 1,000 members 
have enrolled in the past several years. In some cases, the savings compared to commercial plans have 
been large enough to maintain comprehensive coverage and actually reduce the cost to individual 
members. But the efficiency of this plan will not ultimately protect members if the state’s largest 
hospital is permitted to grow unchecked. 

UNITE HERE will offer evidence of the immediate impact of any pricing changes at L+M on service sector 
workers struggling at the margins of the health care system. UNITE HERE will also offer testimony based 
on experience establishing a specially designed Taft-Hartley health plan for food service workers in 
Connecticut, as market consolidation continues to drive prices up.  

NATIONAL PHYSICIANS ALLIANCE IN CONNECTICUT (NPA-CT) 

The National Physicians Alliance in Connecticut (NPA-CT) is part of a national 501(c)3 organization, the 
National Physicians Alliance (NPA), that creates research and education programs that promote health 
and foster active engagement of physicians with their communities to achieve high quality, affordable 
health care for all.  The NPA offers a home to physicians across medical specialties who share a 
commitment to professional integrity and health justice. NPA-CT physicians are members of the staff of 
the parties involved in the affiliation and primary care physicians in the communities served by the two 
entities. As such, they have a key interest in assuring that their patients and communities have access to 
affordable, high-quality hospital care. 
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NPA will provide evidence that the purported clinical goals of the takeover – tight coordination of care 
and ease of communication and close cooperation among providers – can be achieved without the 
potential loss of local control and threat of monopoly economic power inherent in a takeover. 

CONNECTICUT HEALTH POLICY PROJECT 

Since 1999 as a nonprofit consumer advocacy organization, the CT Health Policy Project has labored to 
expand access to high quality, affordable health care for all Connecticut residents, with a particular 
focus on ensuring access for people in low-income communities of color. The proposed acquisition of 
Lawrence and Memorial Hospital/Health System by Yale-New Haven Hospital/Health System will 
undermine every part of our mission.  

Executive Director Ellen Andrews, who sits on the Governor’s Health Care Cabinet, will provide expert 
testimony regarding the impact of mergers and acquisitions on low-income consumers and the state 
Medicaid program. 

UNITED ACTION CONNECTICUT 

United Action Connecticut is an interfaith, multiracial, multilingual organization of congregations and 
community organizations crossing political, economic, urban and suburban boundaries. UACT is 
dedicated to building powerful, broad based community organizations. UACT brings congregations 
together to help them grow and thrive, develop leaders and move into action on concrete issues of 
social equity and justice. UACT has been working actively toward health care reform for nearly a decade. 
UACT’s New London area congregations include L+M physicians, caregivers and patients, whose 
interests in preserving community access to high quality affordable health care are directly affected by 
the applications. 

UACT will offer evidence on the local need for access and associated social services that will allow all 
Greater New London residents to obtain the care they need in their immediate community. The 
evidence will focus specifically on challenges facing vulnerable populations, including seniors. 

NEW ENGLAND HEALTH CARE EMPLOYEES UNION, DISTRICT 1199, SEIU 

District 1199 represents approximately 25,000 health care workers in the state of Connecticut, including 
state employees, hospital employees, nursing home employees, direct care and professional workers at 
private Mental Health and Developmental Disability agencies and FQHCs, and home care workers 
providing personal care and support services to Medicaid recipients Of those, more than 1,000 health 
care workers live in Lawrence and Memorial’s Primary and Secondary Service Areas. 

At this time, District 1199 is also negotiating first Collective Bargaining Agreements for more than 300 
low-wage nursing home employees of two skilled nursing facilities in New London (Crossings East and 
Crossings West), and one in Mystic, CT (Pendleton Health and Rehabilitation Center). Wages for these 
workers start at just $10.35 per hour and more than 40% are scheduled for fewer than 32 hours per 
week. The cost of providing health benefits to these workers is a key issue in difficult ongoing contract 
negotiations. Current premiums for these workers are so expensive that many elect not to take 
insurance coverage at all or take the least expensive plan in terms of premiums, resulting in high out-of-
pocket and co-pay expenses.  
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Based on 1199’s significant membership in L&M’s service areas and the need to negotiate affordable 
insurance for low-wage workers within the service areas, 1199’s interests are directly affected by 
potential price increases or service cuts that typically accompany mergers. Cost, access and the 
maintenance of quality healthcare services are of vital importance to the organization and to the 
communities in which 1199 members reside and receive acute care health services.  

In sum, the undersigned organizations’ interests are directly affected by the proposed Certificates of 
Need. Collectively, they bring vast experience and expertise to inform OHCA’s decision, and  each will 
provide evidence from a different perspective. Respectfully, we request full intervenor status with the 
right to submit pre-file testimony, and fully participate in the OCHA hearing including providing opening 
statements, presenting witness testimony and cross examining the applicants. 

 
      Very truly yours, 
 
 
AFT Connecticut    Connecticut Citizen Action Group 
 
__________________________________ __________________________________________ 
Signature     Signature 

 

__________________________________ __________________________________________ 
Name      Name 

 
__________________________________ __________________________________________ 
Title      Title 

 

__________________________________ __________________________________________ 
Address      Address 

 

__________________________________ __________________________________________ 
Telephone     Telephone 

 

__________________________________ __________________________________________ 
Email      Email 
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UNITE HERE Connecticut   Connecticut Health Policy Project 
 

       
__________________________________ __________________________________________ 
Signature     Signature 

      Ellen Andrews  

__________________________________ __________________________________________ 
Name      Name 

      Executive Director 
__________________________________ __________________________________________ 
Title      Title 

      760 Chapel Street, New Haven CT 06510 

__________________________________ __________________________________________ 
Address      Address 

      (203) 562-1636 

__________________________________ __________________________________________ 
Telephone     Telephone 

      Andrews@cthealthpolicy.org 

__________________________________ __________________________________________ 
Email      Email 
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National Physicians Alliance Connecticut United Action Connecticut 

 
__________________________________ __________________________________________ 
Signature     Signature 

 

__________________________________ __________________________________________ 
Name      Name 

 
__________________________________ __________________________________________ 
Title      Title 

 

__________________________________ __________________________________________ 
Address      Address 

 

__________________________________ __________________________________________ 
Telephone     Telephone 

 

__________________________________ __________________________________________ 
Email      Email 
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New England Health Care Employees Union 
District 1199 SEIU 
 
__________________________________ 
Signature     
 

__________________________________ 
Name     

 
__________________________________  
Title      

 

__________________________________  
Address      

 

__________________________________  
Telephone     

 

__________________________________  
Email     

 

                                                           
1 Certificate of Need Docket 15-32033, Transfer of Ownership of L+M to YNHHSC, p. 868. 
2 CCAG et al. Hospital Market Concentration in Connecticut: The Impact of Yale-New Haven Health  System’s 
Expansion, December 2015, p. 4. 
3 The Synthesis Project, “The Impact of Hospital Consolidation – Update”. Robert Wood Johnson Foundation, June 
2012, p. 2. 
4 Zack Cooper, Stuart Craig, Martin Gaynor, John Van Reenen, “The Price Ain’t Right? Hospital Prices and Health 
Spending on the Privately Insured,” Health Care Pricing Project, December 2015. 
http://www.healthcarepricingproject.org/ 
5 Gautam Gowrisankaran, Aviv Nevo and Robert Town, “Mergers When Prices are Negotiated: Evidence from the 
Hospital Industry,”  
6 Office of Health Care Access, Certificate of Need Application, Final Decision. “Integration of Windham Community 
Memorial Hospital, Inc., into Hartford Health Care Corporation, Inc.” p. 6-7. 
7 Docket 15-30233, p.  
8 Local member organizations in the L+M service areas include: Waterford Federation of Teachers; Mitchell College 
Faculty; Region 18 Non-Certified Ed Personnel (Old Lyme); Bozrah Federation of Teachers; Colchester Federation of 
Teachers; Salem Federation of Teachers; State Employees who are members of the State Employees Bargaining 
Coalition (SEBAC) 

 

http://www.healthcarepricingproject.org/
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Greer, Leslie

From: Martone, Kim
Sent: Friday, June 17, 2016 3:07 PM
To: Riggott, Kaila; Carney, Brian; Ciesones, Ron; Lazarus, Steven
Cc: Greer, Leslie
Subject: FW: Yale New Haven Health System and Lawrence & Memorial Hospital - CON 

15-32033;  L & M Physician Association and Northeast Medical Group - CON 15-32032
Attachments: l&m appearance_20160617133336508.pdf; l&m ltr ohca_20160617133304384.pdf; 

Intervenor Petition Final.pdf

Importance: High

 
 
Kimberly R. Martone 
Director of Operations, Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13 CMN, Hartford, Connecticut 06134 
Phone: 860‐418‐7029 Fax: 860‐418‐7053 
Email: Kimberly.Martone@ct.gov Website: www.ct.gov/ohca 
 

 
 

From: Henry F. Murray [mailto:hfmurray@lapm.org]  
Sent: Friday, June 17, 2016 2:06 PM 
To: Martone, Kim; Hansted, Kevin 
Subject: Yale New Haven Health System and Lawrence & Memorial Hospital - CON 15-32033; L & M Physician 
Association and Northeast Medical Group - CON 15-32032 
Importance: High 
 
Dear Ms. Martone and Mr. Hansted: 
 
                Attach please find an electronic version of my appearance on behalf of a coalition of organizations that filed an 
application today for Intervenor status in the above referenced matters.   Each organization is signing and sending the 
application to OCHA today but as a courtesy I have also included an electronic version of that application with this notice 
of appearance.  As I state in my attached cover letter I would like to get a copy of the Service Sheet in these matters so I 
can forward my appearance to counsel for the Petitioners.  Thank you. 
 
Hank Murray 
 
 

Henry F. Murray, Esq. 
Livingston, Adler,Pulda, Meiklejohn & Kelly PC 
557 Prospect Avenue 
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Hartford, Connecticut 06105 
860.233.9821 
860.570.4635 (direct) 
860.232.7818 (fax) 
hfmurray@lapm.org 
www.lapm.org (website) 
 
_________________________________________________________ 
This Transmittal is intended for a particular addressee(s).  It may contain confidential attorney-client 
communication.  If it is not clear you are the intended recipient, you are hereby notified that you have 
received this transmittal in error.  Any review, copying, distribution or dissemination of this 
communication is strictly prohibited.  If you suspect that you have received this transmittal in error, 
please notify the sender at the telephone numbers and email addresses above and delete the 
transmittal and any attachments. THANK YOU 
 
Please think about the environment before deciding to print this email. 
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June 17, 2016 

Kimberly Martone, Director of Operations 
Kevin Hansted, Hearing Officer 
Office of Health Care Access 
Department of Public Health 
State of Connecticut 
410 Capitol Avenue 
Hartford, CT 06106 

Re: 	Certificate of Need Applications, 
OHCA Docket No. 15-32032- CON, Merger of L & M Physicians Association and 
Northeast Medical Group, Inc. and, 
OHCA Docket No. 15-32033-CON, Affiliation of Lawrence & Memorial 
Corporation and Yale New Haven Health Services Corporation 

Dear Ms. Martone and Mr. Hansted: 

Attached please find my appearance entered on behalf of a coalition of organizations who 
have requested intervenor status in the above captioned matters. I have also attached a copy of 
the intervenor application which the organizations are filing today. Please send me the service 
sheet for these two matters at your earliest convenience. Thank you. 

Very truly yours, 

HFM:vds 
Enclosure 



STATE OF CONNECTICUT 
DEPARTMENT OF PUBLIC HEALTH 
OFFICE OF HEALTH CARE ACCESS 

In Re: 

Affiliation of Lawrence & Memorial Corporation 	 CON 15-32033 
and Yale New Haven Health Services Corporation 

Proposal for a Merger of L & M Physicians 	 CON 15-32032 
Association and Northeast Medical Group, Inc. 

June 17, 2016 

APPEARANCE 

Please enter the appearance of LIVINGSTON, ADLER, PULDA, MEIKLEJOHN & 
KELLY, PC before the Office of Health Care Access in the above captioned matters on 
behalf of proposed Intervenors, AFT Connecticut, Connecticut Citizen Action Group 
(CCAG), UNITE HERE Connecticut, National Physicians Alliance in Connecticut (NPA-
CT), Connecticut Health Policy Project, United Action Connecticut, and New England 
Health Care Employees, District 1199, SEIU. 

Heay'F. Mu ray, sq. 
LIVINGSTON, LER, PULDA, MEIKLEJOHN 
& KELLY, P.C. 

557 Prospect Avenue 
Hartford, Connecticut 06105 
860.233.9821 (T) 
860.232.7818 (F) 
hfmurraylapm.org   



 

 

      June 17, 2016 

 

 

Ms Kimberly Martone, Director 

Mr. Kevin Hansted, Hearing Officer 

Office of Health Care Access 

410 Capitol Ave. 

Hartford CT 06106 

 

REFERENCE: Certificate of Need Application, Docket # 15-32032, Northeast Medical Group (NMG) and 

L&M Physician Association: Transfer of Ownership of a Group Practice by merger of L&MPA and into 

NMG, and; 

Certificate of Need Application, Docket # 15-32033, Yale-New Haven Health Services Corporation 

(“YNHHSC”) and Lawrence + Memorial Corporation: (“L+M”), Acquisition of L+M by YNHHSC 

 

Dear Ms. Martone and Mr. Hansted: 

The undersigned organizations seek intervenor status in the two above-referenced dockets as a coalition 

of faith-based organizations, physicians, labor organizations and health policy leaders. The interests of 

each organization are directly affected by the acquisition of Lawrence and Memorial Health by Yale-New 

Haven Health Services Corporation, as described below. Accordingly we seek full intervenor status with 

the right to submit pre-file testimony, and fully participate in the OCHA hearing including providing 

opening statements, presenting witness testimony and cross examining the applicants. 

 Collectively, we represent in various ways more than 8,000 residents of L+M Hospital’s primary and 

secondary service areas, and more than 75,000 residents statewide whose interests are affected by the 

ongoing consolidation of the state’s health care system.  

We support Governor Malloy’s Executive Order 51, and urge OHCA not to render any decision on these 

applications until January 2017 or until the Governor’s Task Force has reviewed the state’s Certificate of 

Need laws, and made recommendations. If statutory deadlines force OHCA to decide the case, OHCA 

must follow the letter of Executive Order 51 and deny the application. Please note that among the 

intervenors are two members of the Task Force. 

Even if the application does not ripen for decision until next year, as currently written it must be 

rejected. The deal fails to protect patients from escalating costs or to ensure local access to the fullest 

possible range of services. The application does not describe an adequate investment in community 

health needs, given that the community will lose any measure of control to a multi-billion dollar system 

from out of town. Any transaction in the future must provide for adequate oversight and accountability 

to the local community. In our submissions to the Commission as Intervenors we will also demonstrate 

that in attempting to address these issues, applicants have submitted inaccurate, misleading or 

incomplete information. 
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Cost and Price:  

 OHCA requested comparative risk-adjusted prices for L+M Hospital and the three Yale-New 

Haven system hospitals: Bridgeport, Greenwich, and Yale-New Haven. YNHHS claims that such 

data do not exist, and that if the data did exist, they would not submit them.1 In fact, adjusted 

prices for the most common diagnoses at L+M are consistently lower than other Yale-New 

Haven system hospitals. YNHHS has also refused to supply actual data on prices before and after 

their takeovers of the Hospital of St. Raphael, Greenwich Hospital and Bridgeport Hospital.  

 

 Without relevant data, OHCA cannot evaluate the transaction. The deal will leave Yale-New 

Haven with nearly 60% market share from New York to Rhode Island, and more than 80% in 

L+M’s primary service area.2  Consolidation in such markets most often leads to price increases 

of 20% or more.3 

 

 Through an analysis of billions of claims, provider pricing has been proven the most influential 

factor in regional private sector health care costs, and market power is the most potent price 

driver.4 YNHHS’s description of negotiating prices separately for each hospital is irrelevant. The 

available evidence shows that separate price negotiations do not blunt the power of monopoly 

pricing.5 

 

 Applicants’ refusal to respond to OHCA’s data request alone is grounds for rejection. Employee 

premium and point of service cost-sharing are exploding, putting needed services out of reach 

of many people with insurance, and threatening the coverage expansion under the Affordable 

Care Act. New London County’s median family income lags the state average, and in the city of 

New London median family income is less than 60% of the state average. We will offer firsthand 

evidence of the pressure that systemic costs in the New London area are putting on patients, 

and describe the challenge of attempting to create a tailored health plan for low-wage service 

workers as Connecticut’s provider systems consolidate. 

 

 With out of pocket costs skyrocketing, Yale-New Haven’s record of abusive debt collection 

practices creates deep concerns about the future of vulnerable populations in the wake of the 

acquisition. YNHHS’s aggressive use of liens, foreclosures, wage garnishment and bank 

executions in past years forced changes in the state’s medical debt collection laws, and resulted 

in settlements worth tens of millions of dollars. L+M patients cannot risk a repeat in 

Southeastern Connecticut. 

Community Access and Well-being:  

When Hartford HealthCare bought Windham Hospital five years ago, it stated that “currently they will 
not be terminating any services,” although Hartford left itself wiggle room to reduce “duplicative 
services” in the future. But the CON went on to state that one of the benefits of the deal to Windham 
would be to “increase the services and technology offered locally,” and to “decrease the out-migration 
of patients.”6 Now with the ICU and CCU closed, patients are traveling long distances by ambulance, 
private car or even helicopter for urgently needed care that used to be available at Windham. Our 
coalition has broad experience treating patients and working to ensure the transportation, community 
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outreach, and follow up services that a community needs are in place. We cannot afford another 
Windham. 

 

 Applicants told media outlets they will invest $300 million in our community’s health. But 

YNHHS requires that all investment generate a “positive return on investment” (i.e. profit), and 

most of the $300 million will only come if L+M and other system hospitals hit profit targets.7 We 

will present testimony from physician and community leaders who will identify and analyze the 

community’s health needs, and demonstrate the fundamental inadequacy of the proposed 

“investment.” 

 

 A true investment in our community would preserve existing services, expand services in areas 

of critical need, especially the provision and coordination of mental and behavioral health 

services and expanded community outreach to underserved populations. L+M management has 

wasted millions of dollars on acquisitions and punitive labor relations, rather than focusing on 

community health needs. L+M’s community health needs assessment is underway. That process 

is far more robust today than three years ago. While encouraging, there is no real commitment 

to making major investments to address the needs identified in the process. 

 

 Applicants have offered no compelling rationale for the merger achieving quality improvement. 

The electronic medical record EPIC has already been installed, and tight clinical coordination and 

clear clinical communication are being achieved without the negative consequences of a 

takeover. 

Workforce:   

 L+M is New London’s 2nd largest private sector employer. Going forward, L+M must ensure that 

its workforce represents the community at large, protect job quality by respecting collective 

bargaining agreements and using hiring best practices. 

Community Accountability and Monitoring: 

 Given YNHHS’s troubling record on collections, stonewalling on production of price data, and 
distorted claims about “investment,” in the event of any transaction, L+M Hospital and the 
acquiring health system must negotiate with a representative cross-section of the community a 
written Community Benefits Agreement with binding commitments enforced by an independent 
monitor on the issues of access, affordability, community benefits, efficiencies and jobs; 

 L+M Hospital must remain under the control of a locally controlled Board of Directors with 
decision making authority and accountability to the community. Despite public protestations to 
the contrary, under the applications as proposed, YNHHS will have ultimate authority over all 
meaningful decisions at L+M, including nominating members of the “local’ boards. 

 Rather than seek an unneeded merger, L+M Hospital must develop, finance and implement a 
Community Health Needs Assessment (CHNA), independent of its affiliated partner and will 
devote sufficient resources to address the health priorities identified in the needs assessment;  

 The CHNA will be conducted every three years, and will include on-going accountability 
structures including independent monitoring for measuring implementation progress and 
effectiveness. 
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The Intervenors: Interests and Evidence 

Collectively, the coalition includes thousands of L+M patients, local clergy, patient advocates, physicians, 

nurses and other caregivers, and leaders responsible for the purchase of health plans.  

In addition to the specific interests of the various organizations, the coalition also brings a broad range 

of health care expertise to the proceedings. The coalition includes: 

 Professors at Brown University and Columbia University Medical schools; 

 Key statewide health care leaders: 

o Members of the Governor’s Health Care Cabinet 

o Members of the Governor’s Certificate of Need Review Task Force, and; 

o Members of the steering committee of L+M’s current Community Needs Assessment 

process. 

The coalition will present first-hand evidence from the entire range of the organizations’ experiences in 

the Southeastern Connecticut health care system. In addition, the coalition will present expert analysis 

of the proposed acquisitions, including: data on Connecticut hospital market concentration; comparative 

price data; an exhaustive review of the rapidly growing literature on the impact of consolidation on cost, 

access, “efficiency” and quality, and; a breakdown of the Applicants’ financial statements to shed light 

on claims of financial hardship.   

AFT CONNECTICUT including Locals 5049, 5051, 5123 and 5119 

AFT Connecticut is a statewide federation of the local unions of the American Federation of Teachers. 

Our locals have more than 1,800 members who work for Lawrence and Memorial Hospital and its 

affiliates. They all live in L+M’s primary or secondary service area. They account for more than 50% of 

the total workforce at L+M, including the Visiting Nurses Association of Southeastern Connecticut. When 

counting non-L+M employees, altogether AFT Connecticut (State Federation) represents over 5,000 

members who live in L+M’s Primary and Secondary Service Areas.8 . Based on AFT Connecticut’s large 

concentration of members and their families in L+M services areas, the organization’s interests are 

directly affected by the acquisition proposal, both as workers and as patients.  

AFT Connecticut was previously granted intervenor status by OHCA in a 2004 CON hearing (04-30348-

CON) involving the Hospital’s desire to close the Hospital’s OB/GYN clinic. AFT Connecticut will offer 

testimony on the efficiency of current L+M operations, the impact of aggressive expansion on core 

missions, and expert testimony on trends in consolidation, cost, prices, access and governance. 

CONNECTICUT CITIZEN ACTION GROUP 

Connecticut Citizen Action Group is a statewide membership organization dedicated to involving the 

residents of Connecticut in bringing about a fair and equitable society. For over 40 years, CCAG has been 

at the forefront of advocating for a high quality, affordable and fully accessible health care system for all 

Connecticut residents.  CCAG has worked effectively to advance health care policies that strengthen 

consumer access to fair, affordable health care services, coverage and benefits. CCAG's health care 

reform work includes monitoring hospital consolidation and regulation, expanding and protecting 

Medicaid coverage and benefits, and strengthening the ACA law.   
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CCAG has 500 members who live within the L+M catchment region, and will be directly impacted by 

potential increased costs, loss of local access, and changes in community programing directed toward 

health and well-being.  Our members include a broad, diverse cross-section of the community including 

health care providers, child care providers, municipal workers, senior citizens, and educators.  In 

addition to presenting testimony on the need for controlling cost and sustaining local community access 

to health care services, we will offer testimony on previous attempts to impose public accountability 

conditions on hospital acquisitions, and the need to impose strong community oversight, monitoring 

and accountability measures on this acquisition to ensure that the terms adequately and appropriately 

meet community health care needs and priorities, and that any such terms or conditions are actually 

carried out. 

UNITE HERE CONNECTICUT 

UNITE HERE Connecticut is a labor organization representing more than 7,000 employees in 

Connecticut, including 250 in the primary and secondary service areas of L+M Hospital. We bargain 

health benefits for all of our members in the state, and have a powerful interest in preserving access to 

affordable, high quality health care. UNITE HERE members cook and serve food in corporate, university 

and K-12 cafeterias. These are low-wage, seasonal, often part-time jobs. For them, comprehensive, 

affordable health insurance coverage is essential to achieving any hope of a middle class life. UNITE 

HERE members at Electric Boat in New London are engaged in bargaining for health benefits. Members 

currently pay 20% of the cost, which is unaffordable for workers who make $12 per hour. If regional 

costs continue to escalate, workers will be forced to drop coverage, or be forced to choose between 

rent and health care. The price structure of the Greater New London market is vital to our members’ 

future well-being. 

UNITE HERE’s Taft-Hartley fund, jointly administered by the union and management, has established a 

national health plan tailored specifically for food service workers. In Connecticut, nearly 1,000 members 

have enrolled in the past several years. In some cases, the savings compared to commercial plans have 

been large enough to maintain comprehensive coverage and actually reduce the cost to individual 

members. But the efficiency of this plan will not ultimately protect members if the state’s largest 

hospital is permitted to grow unchecked. 

UNITE HERE will offer evidence of the immediate impact of any pricing changes at L+M on service sector 

workers struggling at the margins of the health care system. UNITE HERE will also offer testimony based 

on experience establishing a specially designed Taft-Hartley health plan for food service workers in 

Connecticut, as market consolidation continues to drive prices up.  

NATIONAL PHYSICIANS ALLIANCE IN CONNECTICUT (NPA-CT) 

The National Physicians Alliance in Connecticut (NPA-CT) is part of a national 501(c)3 organization, the 

National Physicians Alliance (NPA), that creates research and education programs that promote health 

and foster active engagement of physicians with their communities to achieve high quality, affordable 

health care for all.  The NPA offers a home to physicians across medical specialties who share a 

commitment to professional integrity and health justice. NPA-CT physicians are members of the staff of 

the parties involved in the affiliation and primary care physicians in the communities served by the two 

entities. As such, they have a key interest in assuring that their patients and communities have access to 

affordable, high-quality hospital care. 
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NPA will provide evidence that the purported clinical goals of the takeover – tight coordination of care 

and ease of communication and close cooperation among providers – can be achieved without the 

potential loss of local control and threat of monopoly economic power inherent in a takeover. 

CONNECTICUT HEALTH POLICY PROJECT 

Since 1999 as a nonprofit consumer advocacy organization, the CT Health Policy Project has labored to 

expand access to high quality, affordable health care for all Connecticut residents, with a particular 

focus on ensuring access for people in low-income communities of color. The proposed acquisition of 

Lawrence and Memorial Hospital/Health System by Yale-New Haven Hospital/Health System will 

undermine every part of our mission.  

Executive Director Ellen Andrews, who sits on the Governor’s Health Care Cabinet, will provide expert 

testimony regarding the impact of mergers and acquisitions on low-income consumers and the state 

Medicaid program. 

UNITED ACTION CONNECTICUT 

United Action Connecticut is an interfaith, multiracial, multilingual organization of congregations and 

community organizations crossing political, economic, urban and suburban boundaries. UACT is 

dedicated to building powerful, broad based community organizations. UACT brings congregations 

together to help them grow and thrive, develop leaders and move into action on concrete issues of 

social equity and justice. UACT has been working actively toward health care reform for nearly a decade. 

UACT’s New London area congregations include L+M physicians, caregivers and patients, whose 

interests in preserving community access to high quality affordable health care are directly affected by 

the applications. 

UACT will offer evidence on the local need for access and associated social services that will allow all 

Greater New London residents to obtain the care they need in their immediate community. The 

evidence will focus specifically on challenges facing vulnerable populations, including seniors. 

NEW ENGLAND HEALTH CARE EMPLOYEES UNION, DISTRICT 1199, SEIU 

District 1199 represents approximately 25,000 health care workers in the state of Connecticut, including 

state employees, hospital employees, nursing home employees, direct care and professional workers at 

private Mental Health and Developmental Disability agencies and FQHCs, and home care workers 

providing personal care and support services to Medicaid recipients Of those, more than 1,000 health 

care workers live in Lawrence and Memorial’s Primary and Secondary Service Areas. 

At this time, District 1199 is also negotiating first Collective Bargaining Agreements for more than 300 

low-wage nursing home employees of two skilled nursing facilities in New London (Crossings East and 

Crossings West), and one in Mystic, CT (Pendleton Health and Rehabilitation Center). Wages for these 

workers start at just $10.35 per hour and more than 40% are scheduled for fewer than 32 hours per 

week. The cost of providing health benefits to these workers is a key issue in difficult ongoing contract 

negotiations. Current premiums for these workers are so expensive that many elect not to take 

insurance coverage at all or take the least expensive plan in terms of premiums, resulting in high out-of-

pocket and co-pay expenses.  
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Based on 1199’s significant membership in L&M’s service areas and the need to negotiate affordable 

insurance for low-wage workers within the service areas, 1199’s interests are directly affected by 

potential price increases or service cuts that typically accompany mergers. Cost, access and the 

maintenance of quality healthcare services are of vital importance to the organization and to the 

communities in which 1199 members reside and receive acute care health services.  

In sum, the undersigned organizations’ interests are directly affected by the proposed Certificates of 

Need. Collectively, they bring vast experience and expertise to inform OHCA’s decision, and  each will 

provide evidence from a different perspective. Respectfully, we request full intervenor status with the 

right to submit pre-file testimony, and fully participate in the OCHA hearing including providing opening 

statements, presenting witness testimony and cross examining the applicants. 

 

      Very truly yours, 

 

 

AFT Connecticut    Connecticut Citizen Action Group 

 

__________________________________ __________________________________________ 

Signature     Signature 

 

__________________________________ __________________________________________ 

Name      Name 

 

__________________________________ __________________________________________ 

Title      Title 

 

__________________________________ __________________________________________ 

Address      Address 

 

__________________________________ __________________________________________ 

Telephone     Telephone 

 

__________________________________ __________________________________________ 

Email      Email 
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UNITE HERE Connecticut   Connecticut Health Policy Project 

 

 

__________________________________ __________________________________________ 

Signature     Signature 

 

__________________________________ __________________________________________ 

Name      Name 

 

__________________________________ __________________________________________ 

Title      Title 

 

__________________________________ __________________________________________ 

Address      Address 

 

__________________________________ __________________________________________ 

Telephone     Telephone 

 

__________________________________ __________________________________________ 

Email      Email 
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National Physicians Alliance Connecticut United Action Connecticut 

 

__________________________________ __________________________________________ 

Signature     Signature 

 

__________________________________ __________________________________________ 

Name      Name 

 

__________________________________ __________________________________________ 

Title      Title 

 

__________________________________ __________________________________________ 

Address      Address 

 

__________________________________ __________________________________________ 

Telephone     Telephone 

 

__________________________________ __________________________________________ 

Email      Email 
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New England Health Care Employees Union 

District 1199 SEIU 

 

__________________________________ 

Signature     

 

__________________________________ 

Name     

 

__________________________________  

Title      

 

__________________________________  

Address      

 

__________________________________  

Telephone     

 

__________________________________  

Email     

 

                                                           
1
 Certificate of Need Docket 15-32033, Transfer of Ownership of L+M to YNHHSC, p. 868. 

2
 CCAG et al. Hospital Market Concentration in Connecticut: The Impact of Yale-New Haven Health  System’s 

Expansion, December 2015, p. 4. 
3
 The Synthesis Project, “The Impact of Hospital Consolidation – Update”. Robert Wood Johnson Foundation, June 

2012, p. 2. 
4
 Zack Cooper, Stuart Craig, Martin Gaynor, John Van Reenen, “The Price Ain’t Right? Hospital Prices and Health 

Spending on the Privately Insured,” Health Care Pricing Project, December 2015. 
http://www.healthcarepricingproject.org/ 
5
 Gautam Gowrisankaran, Aviv Nevo and Robert Town, “Mergers When Prices are Negotiated: Evidence from the 

Hospital Industry,”  
6
 Office of Health Care Access, Certificate of Need Application, Final Decision. “Integration of Windham Community 

Memorial Hospital, Inc., into Hartford Health Care Corporation, Inc.” p. 6-7. 
7
 Docket 15-30233, p.  

8
 Local member organizations in the L+M service areas include: Waterford Federation of Teachers; Mitchell College 

Faculty; Region 18 Non-Certified Ed Personnel (Old Lyme); Bozrah Federation of Teachers; Colchester Federation of 

Teachers; Salem Federation of Teachers; State Employees who are members of the State Employees Bargaining 

Coalition (SEBAC) 

 

http://www.healthcarepricingproject.org/
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Greer, Leslie

From: Martone, Kim
Sent: Monday, June 20, 2016 8:03 AM
To: Hansted, Kevin; Riggott, Kaila
Cc: Greer, Leslie
Subject: FW: L & M intervenor
Attachments: NPA-CT application.pdf

 
 
Kimberly R. Martone 
Director of Operations, Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13 CMN, Hartford, Connecticut 06134 
Phone: 860‐418‐7029 Fax: 860‐418‐7053 
Email: Kimberly.Martone@ct.gov Website: www.ct.gov/ohca 
 

 
 

From: Henry F. Murray [mailto:hfmurray@lapm.org]  
Sent: Friday, June 17, 2016 4:24 PM 
To: Martone, Kim 
Subject: L & M intervenor 
 
Kim, here is the intervenor application for NPA‐CT. 
 
 
 

Henry F. Murray, Esq. 
Livingston, Adler,Pulda, Meiklejohn & Kelly PC 
557 Prospect Avenue 
Hartford, Connecticut 06105 
860.233.9821 
860.570.4635 (direct) 
860.232.7818 (fax) 
hfmurray@lapm.org 
www.lapm.org (website) 
 
_________________________________________________________ 
This Transmittal is intended for a particular addressee(s).  It may contain confidential attorney-client 
communication.  If it is not clear you are the intended recipient, you are hereby notified that you have 
received this transmittal in error.  Any review, copying, distribution or dissemination of this 
communication is strictly prohibited.  If you suspect that you have received this transmittal in error, 
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please notify the sender at the telephone numbers and email addresses above and delete the 
transmittal and any attachments. THANK YOU 
 
Please think about the environment before deciding to print this email. 
 



June 17, 2016

Ms Kimberly Martone, Director
Mr. Kevin Hansted, Hearing Officer
Office of Health Care Access
410 Capitol Ave.
Hartford CT 06106

REFERENCE: Certificate of Need Application, Docket # 15-32032, Northeast Medical Group (NMG) and
L&M Physician Association: Transfer of Ownership of o Group Practice by merger of L&MPA and into
NMG, and;

Certificate of Need Application, Docket # 15-32033, Yale-New Haven Health Services Corporation
('YNHHSC") and Lawrence + Memorial Corporation: ("L +M"), Acquisition of L +M by YNHHSC

Dear Ms. Martone and Mr. Hansted:

The undersigned organizations seek intervenor status in the two above-referenced dockets as a coalition
of faith-based organizations, physicians, labor organizations and health policy leaders. The interests of
each organization are directly affected by the acquisition of Lawrence and Memorial Health by Yale-New
Haven Health Services Corporation, as described below. Accordingly we seek full intervenor status with
the right to submit pre-file testimony, and fully participate in the OCHA hearing including providing
opening statements, presenting witness testimony and cross examining the applicants.

Collectively, we represent in various ways more than g,000 residents of L+M Hospital's primary and
secondary service areas, and more than 75,000 residents statewide whose interests are affected by the
ongoing consolidation of the state's health care system.

We support Governor Malloy's Executive Order 51, and urge OHCA not to render any decision on these
applications until January 2017 or until the Governor's Task Force has reviewed the state's Certificate of
Need laws, and made recommendations. If statutory deadlines force OHCA to decide the case, OHCA
must follow the letter of Executive Order 51 and deny the application. Please note that among the
intervenors are two members of the Task Force.

Even if the application does not ripen for decision until next year, as currently written it must be" rejected. The deal fails to protect patients from escalating costs or to ensure local access to the fullest

possible range of services. The application does not describe an adequate investment in community
health needs, given that the community will lose any measure of control to a multi-billion dollar system
from out of town. Any transaction in the future must provide for adequate oversight and accountability
to the local community. In our submissions to the Commission as Intervenors we will also demonstrate
that in attempting to address these issues, applicants have submitted inaccurate, misleading or
incomplete information.



Cost and Price:

OHCA requested comparative risk-adjusted prices for L+M Hospital and the three Yale-New
Haven system hospitals: Bridgeport, Greenwich, and Yale-New Haven. YNHHS claims that such
data do not exist, and that if the data did exist, they would not submit them.I In fact, adjusted
prices for the most common diagnoses at L+M are consistently lower than other Yale-New
Haven system hospitals. YNHHS has also refused to supply actual data on prices before and after
their takeovers of the Hospital of St. Raphael, Greenwich Hospital and Bridgeport Hospital.

Without relevant data, OHCA cannot evaluate the transaction. The deal will leave Yale-New
Haven with nearly 60% market share from New York to Rhode Island, and more than 80% in
L+M's primary service area.2 Consolidation in such markets most often leads to price increases
of 20% or more.3

Through an analysis of billions of claims, provider pricing has been proven the most influential
factor in regional private sector health care costs, and market power is the most potent price
driver.4 YNHHS's description of negotiating prices separately for each hospital is irrelevant. The
available evidence shows that separate price negotiations do not blunt the power of monopoly
pricing,s

Applicants' refusal to respond to OHCA's data request alone is grounds for rejection. Employee
premium and point of service cost-sharing are exploding, putting needed services out of reach
of many people with insurance, and threatening the coverage expansion under the Affordable
Care Act. New London County's median family income lags the state average, and in the city of
New London median family income is less than 60% of the state average. We will offer firsthand
evidence of the pressure that systemic costs in the New London area are putting on patients,
and describe the challenge of attempting to create a tailored health plan for low-wage service
workers as Connecticut's provider systems consolidate.

II With out of pocket costs skyrocketing, Yale-New Haven's record of abusive debt collection
practices creates deep concerns about the future of vulnerable populations in the wake of the
acquisition. YNHHS's aggressive use of liens, foreclosures, wage garnishment and bank
executions in past years forced changes in the state's medical debt collection laws, and resulted
in settlements worth tens of millions of dollars. L+M patients cannot risk a repeat in
Southeastern Connecticut.

Community Access and Well-being:

When Hartford HealthCare bought Windham Hospital five years ago, it stated that "currently they will
not be terminating any services," although Hartford left itself wiggle room to reduce "duplicative
services" in the future. But the CON went on to state that one of the benefits of the deal to Windham
would be to "increase the services and technology offered locally," and to "decrease the out-migration
of patients."° Now with the ICU and CCU closed, patients are traveling long distances by ambulance,
private car or even helicopter for urgently needed care that used to be available at Windham. Our
coalition has broad experience treating patients and working to ensure the transportation, community
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outreach, and follow up services that a community needs are in place. We cannot afford another
Windham.

Applicants told media outlets they will invest 5300 million in our community's health. But
YNHHS requires that all investment generate a "positive return on investment" (i.e. profit), and
most of the ÿ;300 million will only come if L+M and other system hospitals hit profit targets/We
will present testimony from physician and community leaders who will identify and analyze the
community's health needs, and demonstrate the fundamental inadequacy of the proposed
"investment."

A true investment in our community would preserve existing services, expand services in areas
of critical need, especially the provision and coordination of mental and behavioral health
services and expanded community outreach to underserved populations. L+M management has
wasted millions of dollars on acquisitions and punitive labor relations, rather than focusing on
community health needs. L+M's community health needs assessment is underway. That process
is far more robust today than three years ago. While encouraging, there is no real commitment
to making major investments to address the needs identified in the process.

Applicants have offered no compelling rationale for the merger achieving quality improvement.
The electronic medical record EPIC has already been installed, and tight clinical coordination and
clear clinical communication are being achieved without the negative consequences of a
takeover.

Workforce:

•  L+M is New London's 2nd largest private sector employer. Going forward, L+M must ensure that
its workforce represents the community at large, protect job quality by respecting collective
bargaining agreements and using hiring best practices.

Community Accountability and Monitoring:

•  Given YNHHS's troubling record on collections, stonewalling on production of price data, and
distorted claims about "investment," in the event of any transaction, L+M Hospital and the
acquiring health system must negotiate with a representative cross-section of the community a
written Community Benefits Agreement with binding commitments enforced by an independent
monitor on the issues of access, affordability, community benefits, efficiencies and jobs;

•  L+M Hospital must remain under the control of a locally controlled Board of Directors with
decision making authority and accountability to the community. Despite public protestations to
the contrary, under the applications as proposed, YNHHS will have ultimate authority over all
meaningful decisions at L+M, including nominating members of the "local' boards.

•  Rather than seek an unneeded merger, L+M Hospital must develop, finance and implement a
Community Health Needs Assessment (CHNA), independent of its affiliated partner and will
devote sufficient resources to address the health priorities identified in the needs assessment;

•  The CHNA will be conducted every three years, and will include on-going accountability
structures including independent monitoring for measuring implementation progress and
effectiveness.
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The Intervenors: Interests and Evidence

Collectively, the coalition includes thousands of L+M patients, local clergy, patient advocates, physicians,
nurses and other caregivers, and leaders responsible for the purchase of health plans.

In addition to the specific interests of the various organizations, the coalition also brings a broad range
of health care expertise to the proceedings. The coalition includes:

Professors at Brown University and Columbia University Medical schools;
Key statewide health care leaders:

o  Members of the Governor's Health Care Cabinet
o  Members of the Governor's Certificate of Need Review Task Force, and;
o  Members of the steering committee of L+M's current Community Needs Assessment

process.

The coalition will present first-hand evidence from the entire range of the organizations' experiences in
the Southeastern Connecticut health care system. In addition, the coalition will present expert analysis
of the proposed acquisitions, including: data on Connecticut hospital market concentration; comparative
price data; an exhaustive review of the rapidly growing literature on the impact of consolidation on cost,
access, "efficiency" and quality, and; a breakdown of the Applicants' financial statements to shed light
on claims of financial hardship.

AFT CONNECTICUT including Locals 5049, 5051, 5123 and 5119

AFT Connecticut is a statewide federation of the local unions of the American Federation of Teachers.
Our locals have more than 1,800 members who work for Lawrence and Memorial Hospital and its
affiliates. They all live in L+M's primary or secondary service area. They account for more than 50% of
the total workforce at L+M, including the Visiting Nurses Association of Southeastern Connecticut. When
counting non-L+M employees, altogether AFT Connecticut (State Federation) represents over 5,000
members who live in L+M's Primary and Secondary Service Areas.a. Based on AFT Connecticut's large
concentration of members and their families in L+M services areas, the organization's interests are
directly affected by the acquisition proposal, both as workers and as patients.

AFT Connecticut was previously granted intervenor status by OHCA in a 2004 CON hearing (04-30348-
CON) involving the Hospital's desire to close the Hospital's OB/GYN clinic. AFT Connecticut will offer
testimony on the efficiency of current L+M operations, the impact of aggressive expansion on core
missions, and expert testimony on trends in consolidation, cost, prices, access and governance.

CONNECTICUT CITIZEN ACTION GROUP

Connecticut Citizen Action Group is a statewide membership organization dedicated to involving the
residents of Connecticut in bringing about a fair and equitable society. For over 40 years, CCAG has been
at the forefront of advocating for a high quality, affordable and fully accessible health care system for all
Connecticut residents. CCAG has worked effectively to advance health care policies that strengthen
consumer access to fair, affordable health care services, coverage and benefits. CCAG's health care
reform work includes monitoring hospital consolidation and regulation, expanding and protecting
Medicaid coverage and benefits, and strengthening the ACA law.
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CCAG has 500 members who live within the L+M catchment region, and will be directly impacted by
potential increased costs, loss of local access, and changes in community programing directed toward
health and well-being. Our members include a broad, diverse cross-section of the community including
health care providers, child care providers, municipal workers, senior citizens, and educators. In
addition to presenting testimony on the need for controlling cost and sustaining local community access
to health care services, we will offer testimony on previous attempts to impose public accountability
conditions on hospital acquisitions, and the need to impose strong community oversight, monitoring
and accountability measures on this acquisition to ensure that the terms adequately and appropriately
meet community health care needs and priorities, and that any such terms or conditions are actually
carried out.

UNITE HERE CONNECTICUT

UNITE HERE Connecticut is a labor organization representing more than 7,000 employees in
Connecticut, including 250 in the primary and secondary service areas of L+M Hospital. We bargain
health benefits for all of our members in the state, and have a powerful interest in preserving access to
affordable, high quality health care. UNITE HERE members cook and serve food in corporate, university
and K-12 cafeterias. These are low-wage, seasonal, often part-time jobs. For them, comprehensive,
affordable health insurance coverage is essential to achieving any hope of a middle class life. UNITE
HERE members at Electric Boat in New London are engaged in bargaining for health benefits. Members
currently pay 20% of the cost, which is unaffordable for workers who make $12 per hour. If regional
costs continue to escalate, workers will be forced to drop coverage, or be forced to choose between
rent and health care. The price structure of the Greater New London market is vital to our members'
future well-being.

UNITE HERE's Taft-Hartley fund, jointly administered by the union and management, has established a
national health plan tailored specifically for food service workers. In Connecticut, nearly 1,000 members
have enrolled in the past several years. In some cases, the savings compared to commercial plans have
been large enough to maintain comprehensive coverage and actually reduce the cost to individual
members. But the efficiency of this plan will not ultimately protect members if the state's largest
hospital is permitted to grow unchecked.

UNITE HERE will offer evidence of the immediate impact of any pricing changes at L+M on service sector
workers struggling at the margins of the health care system. UNITE HERE will also offer testimony based
on experience establishing a specially designed Taft-Hartley health plan for food service workers in
Connecticut, as market consolidation continues to drive prices up.

NATIONAL PHYSICIANS ALLIANCE IN CONNECTICUT (NPA-CT)

The National Physicians Alliance in Connecticut (NPA-CT) is part of a nationa] 501(c)3 organization, the
National Physicians Alliance (NPA), that creates research and education programs that promote health
and foster active engagement of physicians with their communities to achieve high quality, affordable
health care for all. The NPA offers a home to physicians across medical specialties who share a
commitment to professional integrity and health justice. NPA-CT physicians are members of the staff of
the parties involved in the affiliation and primary care physicians in the communities served by the two
entities. As such, they have a key interest in assuring that their patients and communities have access to
affordable, high-quality hospital care.
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NPA will provide evidence that the purported clinical goals of the takeover- tight coordination of care
and ease of communication and close cooperation among providers - can be achieved without the
potential loss of local control and threat of monopoly economic power inherent in a takeover.

CONNECTICUT HEALTH POLICY PROJECT

Since 1999 as a nonprofit consumer advocacy organization, the CT Health Policy Project has labored to
expand access to high quality, affordable health care for all Connecticut residents, with a particular
focus on ensuring access for people in low-income communities of color. The proposed acquisition of
Lawrence and Memorial Hospital/Health System by Yale-New Haven Hospital/Health System will
undermine every part of our mission.

Executive Director Ellen Andrews, who sits on the Governor's Health Care Cabinet, will provide expert
testimony regarding the impact of mergers and acquisitions on low-income consumers and the state
Medicaid program.

UNITED ACTION CONNECTICUT

United Action Connecticut is an interfaith, multiracial, multilingual organization of congregations and
community organizations crossing political, economic, urban and suburban boundaries. UACT is
dedicated to building powerful, broad based community organizations. UACT brings congregations
together to help them grow and thrive, develop leaders and move into action on concrete issues of
social equity and justice. UACT has been working actively toward health care reform for nearly a decade.
UACT's New London area congregations include L+M physicians, caregivers and patients, whose
interests in preserving community access to high quality affordable health care are directly affected by
the applications.

UACT will offer evidence on the local need for access and associated social services that will allow all
Greater New London residents to obtain the care they need in their immediate community. The
evidence will focus specifically on challenges facing vulnerable populations, including seniors.

NEW ENGLAND HEALTH CARE EMPLOYEES UNION, DISTRICT 1199j SEIU

District 1199 represents approximately 25,000 health care workers in the state of Connecticut, including
state employees, hospital employees, nursing home employees, direct care and professional workers at
private Mental Health and Developmental Disability agencies and FQHCs, and home care workers
providing personal care and support services to Medicaid recipients Of those, more than 1,000 health
care workers live in Lawrence and Memorial's Primary and Secondary Service Areas.

At this time, District 1199 is also negotiating first Collective Bargaining Agreements for more than 300
low-wage nursing home employees of two skilled nursing facilities in New London (Crossings East and
Crossings West), and one in Mystic, CT (Pendleton Health and Rehabilitation Center). Wages for these
workers start at just S:!.0.35 per hour and more than 40% are scheduled for fewer than 32 hours per
week. The cost of providing health benefits to these workers is a key issue in difficult ongoing contract
negotiations. Current premiums for these workers are so expensive that many elect not to take
insurance coverage at all or take the least expensive plan in terms of premiums, resulting in high out-of-
pocket and co-pay expenses.
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Based on 1199's significant membership in L&M's service areas and the need to negotiate affordable
insurance for low-wage workers within the service areas, 1199's interests are directly affected by
potential price increases or service cuts that typically accompany mergers. Cost, access and the
maintenance of quality healthcare services are of vital importance to the organization and to the
communities in which 1199 members reside and receive acute care health services.

In sum, the undersigned organizations' interests are directly affected by the proposed Certificates of
Need. Collectively, they bring vast experience and expertise to inform OHCA's decision, and each will
provide evidence from a different perspective. Respectfully, we request full intervenor status with the
right to submit pre-file testimony, and fully participate in the OCHA hearing including providing opening
statements, presenting witness testimony and cross examining the applicants.

Very truly yours,

AFT Connecticut Connecticut Citizen Action Group

Signature                               Signature

Name                                               Name

Title                                 Title

Address                                 Address

Telephone                              Telephone

Email                                   Email
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UNITE HERE Connecticut                   Connecticut Health Policy Project

Signature                               Signature

Name                                   Name

Title                                 Title

Address                                 Address

Telephone                               Telephone

Email                                 Email
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11
NATIONAL
PHYSICIANS

ALLIANCE
United Action Connecticut

Alicia M. Dodson, MD

Name

Steering Committee Chair, NPA, CT
Title

Signature

Name

Title

202.420.7896 888
16th Street NW Suite 800, PMB #835,

Washington DC 20006
www.npalliance.ort

Address                                 Address

Telephone                               Telephone

dodson.a@ÿmail.com
Email                                 Email
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New England Health Care Employees Union
District 1199 SEIU

Signature

Name

Title

Address

Telephone

Email

1 Certificate of Need Docket 15-32033, Transfer of Ownership of L+M to YNHHSC, p. 868.
2 CCAG eta]. HospitalMarket Concentration in Connecticut: The ImpactofYale-NewHoven Health System's
Expansion, December 2015, p. 4.
3 The Synthesis Project, "The Impact of Hospital Consolidation - Update". Robert Wood Johnson Foundation, June
2012, p. 2.
4 Zack Cooper, Stuart Craig, Martin Gaynor, John Van Reenen, "The Price Ain't Right? Hospital Prices and Health
Spending on the Privately Insured," Health Care Pricing Project, December 2015.
htt p://www.healt hcarepricingproiect.org/
s Gautam Gowrisankaran, Aviv Nevo and Robert Town, "Mergers When Prices are Negotiated: Evidence from the
Hospital Industry,"
6 Office of Health Care Access, Certificate of Need Application, Final Decision. "Integration of Windham Community
Memorial Hospital, Inc., into Hartford Health Care Corporation, Inc." p. 6-7.
7 Docket 15-30233, p.
8 Local member organizations in the L+M service areas include: Waterford Federation of Teachers; Mitchell College
Faculty; Region 18 Non-Certified Ed Personnel (Old Lyme); Bozrah Federation of Teachers; Colchester Federation of
Teachers; Salem Federation of Teachers; State Employees who are members of the State Employees Bargaining
Coalition (SEBAC)
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Greer, Leslie

From: Martone, Kim
Sent: Monday, June 20, 2016 8:05 AM
To: Greer, Leslie
Subject: FW: Petition for intervenor status
Attachments: 20160617154950.pdf; ATT00001.htm

 
 
Kimberly R. Martone 
Director of Operations, Office of Health Care Access Connecticut Department of Public Health 
410 Capitol Avenue, MS #13 CMN, Hartford, Connecticut 06134 
Phone: 860‐418‐7029 Fax: 860‐418‐7053 
Email: Kimberly.Martone@ct.gov Website: www.ct.gov/ohca 
 
 
 
‐‐‐‐‐Original Message‐‐‐‐‐ 
From: Dodson, Alicia [mailto:DodsonA@chc1.com] 
Sent: Friday, June 17, 2016 4:08 PM 
To: Martone, Kim 
Subject: Petition for intervenor status 
 
 
Hi Ms Martone, 
 
Please see the attached petition from the coalition for intervenor status.  Signed by NPA‐CT today.  Thank you for your 
review.  Sincerely, 
 
Alicia M. Dodson, MD 
 
 
http://www.linkedin.com/in/aliciadodsonmedpedsdoc 
 
 
 
________________________________ 
 
This message originates from Community Health Center, Inc.. The information contained in this message may be 
privileged and confidential. If you are the intended recipient you must maintain this message in a secure and 
confidential manner. If you are not the intended recipient, please notify the sender immediately and delete all copies of 
this message. Thank you. 



June 17, 2016

Ms Kimberly Martone, Director
Mr. Kevin Hansted, Hearing Officer
Office of Health Care Access
410 Capitol Ave.
Hartford CT 06106

REFERENCE: Certificate of Need Application, Docket # 15-32032, Northeast Medical Group (NMG) and
L&M Physician Association: Transfer of Ownership of o Group Practice by merger of L&MPA and into
NMG, and;

Certificate of Need Application, Docket # 15-32033, Yale-New Haven Health Services Corporation
('YNHHSC") and Lawrence + Memorial Corporation: ("L +M"), Acquisition of L +M by YNHHSC

Dear Ms. Martone and Mr. Hansted:

The undersigned organizations seek intervenor status in the two above-referenced dockets as a coalition
of faith-based organizations, physicians, labor organizations and health policy leaders. The interests of
each organization are directly affected by the acquisition of Lawrence and Memorial Health by Yale-New
Haven Health Services Corporation, as described below. Accordingly we seek full intervenor status with
the right to submit pre-file testimony, and fully participate in the OCHA hearing including providing
opening statements, presenting witness testimony and cross examining the applicants.

Collectively, we represent in various ways more than g,000 residents of L+M Hospital's primary and
secondary service areas, and more than 75,000 residents statewide whose interests are affected by the
ongoing consolidation of the state's health care system.

We support Governor Malloy's Executive Order 51, and urge OHCA not to render any decision on these
applications until January 2017 or until the Governor's Task Force has reviewed the state's Certificate of
Need laws, and made recommendations. If statutory deadlines force OHCA to decide the case, OHCA
must follow the letter of Executive Order 51 and deny the application. Please note that among the
intervenors are two members of the Task Force.

Even if the application does not ripen for decision until next year, as currently written it must be" rejected. The deal fails to protect patients from escalating costs or to ensure local access to the fullest

possible range of services. The application does not describe an adequate investment in community
health needs, given that the community will lose any measure of control to a multi-billion dollar system
from out of town. Any transaction in the future must provide for adequate oversight and accountability
to the local community. In our submissions to the Commission as Intervenors we will also demonstrate
that in attempting to address these issues, applicants have submitted inaccurate, misleading or
incomplete information.



Cost and Price:

OHCA requested comparative risk-adjusted prices for L+M Hospital and the three Yale-New
Haven system hospitals: Bridgeport, Greenwich, and Yale-New Haven. YNHHS claims that such
data do not exist, and that if the data did exist, they would not submit them.I In fact, adjusted
prices for the most common diagnoses at L+M are consistently lower than other Yale-New
Haven system hospitals. YNHHS has also refused to supply actual data on prices before and after
their takeovers of the Hospital of St. Raphael, Greenwich Hospital and Bridgeport Hospital.

Without relevant data, OHCA cannot evaluate the transaction. The deal will leave Yale-New
Haven with nearly 60% market share from New York to Rhode Island, and more than 80% in
L+M's primary service area.2 Consolidation in such markets most often leads to price increases
of 20% or more.3

Through an analysis of billions of claims, provider pricing has been proven the most influential
factor in regional private sector health care costs, and market power is the most potent price
driver.4 YNHHS's description of negotiating prices separately for each hospital is irrelevant. The
available evidence shows that separate price negotiations do not blunt the power of monopoly
pricing,s

Applicants' refusal to respond to OHCA's data request alone is grounds for rejection. Employee
premium and point of service cost-sharing are exploding, putting needed services out of reach
of many people with insurance, and threatening the coverage expansion under the Affordable
Care Act. New London County's median family income lags the state average, and in the city of
New London median family income is less than 60% of the state average. We will offer firsthand
evidence of the pressure that systemic costs in the New London area are putting on patients,
and describe the challenge of attempting to create a tailored health plan for low-wage service
workers as Connecticut's provider systems consolidate.

II With out of pocket costs skyrocketing, Yale-New Haven's record of abusive debt collection
practices creates deep concerns about the future of vulnerable populations in the wake of the
acquisition. YNHHS's aggressive use of liens, foreclosures, wage garnishment and bank
executions in past years forced changes in the state's medical debt collection laws, and resulted
in settlements worth tens of millions of dollars. L+M patients cannot risk a repeat in
Southeastern Connecticut.

Community Access and Well-being:

When Hartford HealthCare bought Windham Hospital five years ago, it stated that "currently they will
not be terminating any services," although Hartford left itself wiggle room to reduce "duplicative
services" in the future. But the CON went on to state that one of the benefits of the deal to Windham
would be to "increase the services and technology offered locally," and to "decrease the out-migration
of patients."° Now with the ICU and CCU closed, patients are traveling long distances by ambulance,
private car or even helicopter for urgently needed care that used to be available at Windham. Our
coalition has broad experience treating patients and working to ensure the transportation, community
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outreach, and follow up services that a community needs are in place. We cannot afford another
Windham.

Applicants told media outlets they will invest 5300 million in our community's health. But
YNHHS requires that all investment generate a "positive return on investment" (i.e. profit), and
most of the ÿ;300 million will only come if L+M and other system hospitals hit profit targets/We
will present testimony from physician and community leaders who will identify and analyze the
community's health needs, and demonstrate the fundamental inadequacy of the proposed
"investment."

A true investment in our community would preserve existing services, expand services in areas
of critical need, especially the provision and coordination of mental and behavioral health
services and expanded community outreach to underserved populations. L+M management has
wasted millions of dollars on acquisitions and punitive labor relations, rather than focusing on
community health needs. L+M's community health needs assessment is underway. That process
is far more robust today than three years ago. While encouraging, there is no real commitment
to making major investments to address the needs identified in the process.

Applicants have offered no compelling rationale for the merger achieving quality improvement.
The electronic medical record EPIC has already been installed, and tight clinical coordination and
clear clinical communication are being achieved without the negative consequences of a
takeover.

Workforce:

•  L+M is New London's 2nd largest private sector employer. Going forward, L+M must ensure that
its workforce represents the community at large, protect job quality by respecting collective
bargaining agreements and using hiring best practices.

Community Accountability and Monitoring:

•  Given YNHHS's troubling record on collections, stonewalling on production of price data, and
distorted claims about "investment," in the event of any transaction, L+M Hospital and the
acquiring health system must negotiate with a representative cross-section of the community a
written Community Benefits Agreement with binding commitments enforced by an independent
monitor on the issues of access, affordability, community benefits, efficiencies and jobs;

•  L+M Hospital must remain under the control of a locally controlled Board of Directors with
decision making authority and accountability to the community. Despite public protestations to
the contrary, under the applications as proposed, YNHHS will have ultimate authority over all
meaningful decisions at L+M, including nominating members of the "local' boards.

•  Rather than seek an unneeded merger, L+M Hospital must develop, finance and implement a
Community Health Needs Assessment (CHNA), independent of its affiliated partner and will
devote sufficient resources to address the health priorities identified in the needs assessment;

•  The CHNA will be conducted every three years, and will include on-going accountability
structures including independent monitoring for measuring implementation progress and
effectiveness.
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The Intervenors: Interests and Evidence

Collectively, the coalition includes thousands of L+M patients, local clergy, patient advocates, physicians,
nurses and other caregivers, and leaders responsible for the purchase of health plans.

In addition to the specific interests of the various organizations, the coalition also brings a broad range
of health care expertise to the proceedings. The coalition includes:

Professors at Brown University and Columbia University Medical schools;
Key statewide health care leaders:

o  Members of the Governor's Health Care Cabinet
o  Members of the Governor's Certificate of Need Review Task Force, and;
o  Members of the steering committee of L+M's current Community Needs Assessment

process.

The coalition will present first-hand evidence from the entire range of the organizations' experiences in
the Southeastern Connecticut health care system. In addition, the coalition will present expert analysis
of the proposed acquisitions, including: data on Connecticut hospital market concentration; comparative
price data; an exhaustive review of the rapidly growing literature on the impact of consolidation on cost,
access, "efficiency" and quality, and; a breakdown of the Applicants' financial statements to shed light
on claims of financial hardship.

AFT CONNECTICUT including Locals 5049, 5051, 5123 and 5119

AFT Connecticut is a statewide federation of the local unions of the American Federation of Teachers.
Our locals have more than 1,800 members who work for Lawrence and Memorial Hospital and its
affiliates. They all live in L+M's primary or secondary service area. They account for more than 50% of
the total workforce at L+M, including the Visiting Nurses Association of Southeastern Connecticut. When
counting non-L+M employees, altogether AFT Connecticut (State Federation) represents over 5,000
members who live in L+M's Primary and Secondary Service Areas.a. Based on AFT Connecticut's large
concentration of members and their families in L+M services areas, the organization's interests are
directly affected by the acquisition proposal, both as workers and as patients.

AFT Connecticut was previously granted intervenor status by OHCA in a 2004 CON hearing (04-30348-
CON) involving the Hospital's desire to close the Hospital's OB/GYN clinic. AFT Connecticut will offer
testimony on the efficiency of current L+M operations, the impact of aggressive expansion on core
missions, and expert testimony on trends in consolidation, cost, prices, access and governance.

CONNECTICUT CITIZEN ACTION GROUP

Connecticut Citizen Action Group is a statewide membership organization dedicated to involving the
residents of Connecticut in bringing about a fair and equitable society. For over 40 years, CCAG has been
at the forefront of advocating for a high quality, affordable and fully accessible health care system for all
Connecticut residents. CCAG has worked effectively to advance health care policies that strengthen
consumer access to fair, affordable health care services, coverage and benefits. CCAG's health care
reform work includes monitoring hospital consolidation and regulation, expanding and protecting
Medicaid coverage and benefits, and strengthening the ACA law.
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CCAG has 500 members who live within the L+M catchment region, and will be directly impacted by
potential increased costs, loss of local access, and changes in community programing directed toward
health and well-being. Our members include a broad, diverse cross-section of the community including
health care providers, child care providers, municipal workers, senior citizens, and educators. In
addition to presenting testimony on the need for controlling cost and sustaining local community access
to health care services, we will offer testimony on previous attempts to impose public accountability
conditions on hospital acquisitions, and the need to impose strong community oversight, monitoring
and accountability measures on this acquisition to ensure that the terms adequately and appropriately
meet community health care needs and priorities, and that any such terms or conditions are actually
carried out.

UNITE HERE CONNECTICUT

UNITE HERE Connecticut is a labor organization representing more than 7,000 employees in
Connecticut, including 250 in the primary and secondary service areas of L+M Hospital. We bargain
health benefits for all of our members in the state, and have a powerful interest in preserving access to
affordable, high quality health care. UNITE HERE members cook and serve food in corporate, university
and K-12 cafeterias. These are low-wage, seasonal, often part-time jobs. For them, comprehensive,
affordable health insurance coverage is essential to achieving any hope of a middle class life. UNITE
HERE members at Electric Boat in New London are engaged in bargaining for health benefits. Members
currently pay 20% of the cost, which is unaffordable for workers who make $12 per hour. If regional
costs continue to escalate, workers will be forced to drop coverage, or be forced to choose between
rent and health care. The price structure of the Greater New London market is vital to our members'
future well-being.

UNITE HERE's Taft-Hartley fund, jointly administered by the union and management, has established a
national health plan tailored specifically for food service workers. In Connecticut, nearly 1,000 members
have enrolled in the past several years. In some cases, the savings compared to commercial plans have
been large enough to maintain comprehensive coverage and actually reduce the cost to individual
members. But the efficiency of this plan will not ultimately protect members if the state's largest
hospital is permitted to grow unchecked.

UNITE HERE will offer evidence of the immediate impact of any pricing changes at L+M on service sector
workers struggling at the margins of the health care system. UNITE HERE will also offer testimony based
on experience establishing a specially designed Taft-Hartley health plan for food service workers in
Connecticut, as market consolidation continues to drive prices up.

NATIONAL PHYSICIANS ALLIANCE IN CONNECTICUT (NPA-CT)

The National Physicians Alliance in Connecticut (NPA-CT) is part of a nationa] 501(c)3 organization, the
National Physicians Alliance (NPA), that creates research and education programs that promote health
and foster active engagement of physicians with their communities to achieve high quality, affordable
health care for all. The NPA offers a home to physicians across medical specialties who share a
commitment to professional integrity and health justice. NPA-CT physicians are members of the staff of
the parties involved in the affiliation and primary care physicians in the communities served by the two
entities. As such, they have a key interest in assuring that their patients and communities have access to
affordable, high-quality hospital care.

Coalition Petition for Intervenor Status June 17, 2016



NPA will provide evidence that the purported clinical goals of the takeover- tight coordination of care
and ease of communication and close cooperation among providers - can be achieved without the
potential loss of local control and threat of monopoly economic power inherent in a takeover.

CONNECTICUT HEALTH POLICY PROJECT

Since 1999 as a nonprofit consumer advocacy organization, the CT Health Policy Project has labored to
expand access to high quality, affordable health care for all Connecticut residents, with a particular
focus on ensuring access for people in low-income communities of color. The proposed acquisition of
Lawrence and Memorial Hospital/Health System by Yale-New Haven Hospital/Health System will
undermine every part of our mission.

Executive Director Ellen Andrews, who sits on the Governor's Health Care Cabinet, will provide expert
testimony regarding the impact of mergers and acquisitions on low-income consumers and the state
Medicaid program.

UNITED ACTION CONNECTICUT

United Action Connecticut is an interfaith, multiracial, multilingual organization of congregations and
community organizations crossing political, economic, urban and suburban boundaries. UACT is
dedicated to building powerful, broad based community organizations. UACT brings congregations
together to help them grow and thrive, develop leaders and move into action on concrete issues of
social equity and justice. UACT has been working actively toward health care reform for nearly a decade.
UACT's New London area congregations include L+M physicians, caregivers and patients, whose
interests in preserving community access to high quality affordable health care are directly affected by
the applications.

UACT will offer evidence on the local need for access and associated social services that will allow all
Greater New London residents to obtain the care they need in their immediate community. The
evidence will focus specifically on challenges facing vulnerable populations, including seniors.

NEW ENGLAND HEALTH CARE EMPLOYEES UNION, DISTRICT 1199j SEIU

District 1199 represents approximately 25,000 health care workers in the state of Connecticut, including
state employees, hospital employees, nursing home employees, direct care and professional workers at
private Mental Health and Developmental Disability agencies and FQHCs, and home care workers
providing personal care and support services to Medicaid recipients Of those, more than 1,000 health
care workers live in Lawrence and Memorial's Primary and Secondary Service Areas.

At this time, District 1199 is also negotiating first Collective Bargaining Agreements for more than 300
low-wage nursing home employees of two skilled nursing facilities in New London (Crossings East and
Crossings West), and one in Mystic, CT (Pendleton Health and Rehabilitation Center). Wages for these
workers start at just S:!.0.35 per hour and more than 40% are scheduled for fewer than 32 hours per
week. The cost of providing health benefits to these workers is a key issue in difficult ongoing contract
negotiations. Current premiums for these workers are so expensive that many elect not to take
insurance coverage at all or take the least expensive plan in terms of premiums, resulting in high out-of-
pocket and co-pay expenses.

Coalition Petition for Intervenor Status June 17, 2016



Based on 1199's significant membership in L&M's service areas and the need to negotiate affordable
insurance for low-wage workers within the service areas, 1199's interests are directly affected by
potential price increases or service cuts that typically accompany mergers. Cost, access and the
maintenance of quality healthcare services are of vital importance to the organization and to the
communities in which 1199 members reside and receive acute care health services.

In sum, the undersigned organizations' interests are directly affected by the proposed Certificates of
Need. Collectively, they bring vast experience and expertise to inform OHCA's decision, and each will
provide evidence from a different perspective. Respectfully, we request full intervenor status with the
right to submit pre-file testimony, and fully participate in the OCHA hearing including providing opening
statements, presenting witness testimony and cross examining the applicants.

Very truly yours,

AFT Connecticut Connecticut Citizen Action Group

Signature                               Signature

Name                                               Name

Title                                 Title

Address                                 Address

Telephone                              Telephone

Email                                   Email
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UNITE HERE Connecticut                   Connecticut Health Policy Project

Signature                               Signature

Name                                   Name

Title                                 Title

Address                                 Address

Telephone                               Telephone

Email                                 Email
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NATIONAL
PHYSICIANS

ALLIANCE
United Action Connecticut

Alicia M. Dodson, MD

Name

Steering Committee Chair, NPA, CT
Title

Signature

Name

Title

202.420.7896 888
16th Street NW Suite 800, PMB #835,

Washington DC 20006
www.npalliance.ort

Address                                 Address

Telephone                               Telephone

dodson.a@ÿmail.com
Email                                 Email
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New England Health Care Employees Union
District 1199 SEIU

Signature

Name

Title

Address

Telephone

Email

1 Certificate of Need Docket 15-32033, Transfer of Ownership of L+M to YNHHSC, p. 868.
2 CCAG eta]. HospitalMarket Concentration in Connecticut: The ImpactofYale-NewHoven Health System's
Expansion, December 2015, p. 4.
3 The Synthesis Project, "The Impact of Hospital Consolidation - Update". Robert Wood Johnson Foundation, June
2012, p. 2.
4 Zack Cooper, Stuart Craig, Martin Gaynor, John Van Reenen, "The Price Ain't Right? Hospital Prices and Health
Spending on the Privately Insured," Health Care Pricing Project, December 2015.
htt p://www.healt hcarepricingproiect.org/
s Gautam Gowrisankaran, Aviv Nevo and Robert Town, "Mergers When Prices are Negotiated: Evidence from the
Hospital Industry,"
6 Office of Health Care Access, Certificate of Need Application, Final Decision. "Integration of Windham Community
Memorial Hospital, Inc., into Hartford Health Care Corporation, Inc." p. 6-7.
7 Docket 15-30233, p.
8 Local member organizations in the L+M service areas include: Waterford Federation of Teachers; Mitchell College
Faculty; Region 18 Non-Certified Ed Personnel (Old Lyme); Bozrah Federation of Teachers; Colchester Federation of
Teachers; Salem Federation of Teachers; State Employees who are members of the State Employees Bargaining
Coalition (SEBAC)
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Greer, Leslie

From: Martone, Kim
Sent: Monday, June 20, 2016 8:05 AM
To: Greer, Leslie
Subject: FW: Application for intervenor status
Attachments: Intervenor Petition Final UH sigs.pdf

Follow Up Flag: Follow up
Flag Status: Flagged

 
 
Kimberly R. Martone 
Director of Operations, Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13 CMN, Hartford, Connecticut 06134 
Phone: 860‐418‐7029 Fax: 860‐418‐7053 
Email: Kimberly.Martone@ct.gov Website: www.ct.gov/ohca 
 

 
 

From: John Canham-Clyne [mailto:jcc@unitehere.org]  
Sent: Friday, June 17, 2016 4:07 PM 
To: Martone, Kim; Hansted, Kevin 
Subject: Application for intervenor status 
 
Ms. Martone, Mr. Hansted: 
 
Please find attached UNITE HERE Connecticut’s signed copy of our application for intervenor status  as part of a coalition
with Connecticut Citizen Action Group, AFT Connecticut, United Action Connecticut, New England Health Care 
Employees Union District 1199 SEIU, the National Physicians Alliance, Connecticut, and the Connecticut Health Policy 
Project, in the matters of Docket # 15‐32032, Northeast Medical Group (NMG) and L&M Physician Association: Transfer 
of Ownership of a Group Practice by merger of L&MPA and into NMG, and; Docket # 15‐32033, Yale‐New Haven Health 
Services Corporation (“YNHHSC”) and Lawrence + Memorial Corporation: (“L+M”), Acquisition of L+M by YNHHSC. 
 
Please refer all questions and correspondence to: 
 
John Canham‐Clyne 
425 College St. 
New Haven 06511 
203‐668‐2064 
jcc@unitehere.org 
 
Thank you. 
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      June 17, 2016 

 

 

Ms Kimberly Martone, Director 

Mr. Kevin Hansted, Hearing Officer 

Office of Health Care Access 

410 Capitol Ave. 

Hartford CT 06106 

 

REFERENCE: Certificate of Need Application, Docket # 15-32032, Northeast Medical Group (NMG) and 

L&M Physician Association: Transfer of Ownership of a Group Practice by merger of L&MPA and into 

NMG, and; 

Certificate of Need Application, Docket # 15-32033, Yale-New Haven Health Services Corporation 

(“YNHHSC”) and Lawrence + Memorial Corporation: (“L+M”), Acquisition of L+M by YNHHSC 

 

Dear Ms. Martone and Mr. Hansted: 

The undersigned organizations seek intervenor status in the two above-referenced dockets as a coalition 

of faith-based organizations, physicians, labor organizations and health policy leaders. The interests of 

each organization are directly affected by the acquisition of Lawrence and Memorial Health by Yale-New 

Haven Health Services Corporation, as described below. Accordingly we seek full intervenor status with 

the right to submit pre-file testimony, and fully participate in the OCHA hearing including providing 

opening statements, presenting witness testimony and cross examining the applicants. 

 Collectively, we represent in various ways more than 8,000 residents of L+M Hospital’s primary and 

secondary service areas, and more than 75,000 residents statewide whose interests are affected by the 

ongoing consolidation of the state’s health care system.  

We support Governor Malloy’s Executive Order 51, and urge OHCA not to render any decision on these 

applications until January 2017 or until the Governor’s Task Force has reviewed the state’s Certificate of 

Need laws, and made recommendations. If statutory deadlines force OHCA to decide the case, OHCA 

must follow the letter of Executive Order 51 and deny the application. Please note that among the 

intervenors are two members of the Task Force. 

Even if the application does not ripen for decision until next year, as currently written it must be 

rejected. The deal fails to protect patients from escalating costs or to ensure local access to the fullest 

possible range of services. The application does not describe an adequate investment in community 

health needs, given that the community will lose any measure of control to a multi-billion dollar system 

from out of town. Any transaction in the future must provide for adequate oversight and accountability 

to the local community. In our submissions to the Commission as Intervenors we will also demonstrate 

that in attempting to address these issues, applicants have submitted inaccurate, misleading or 

incomplete information. 
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Cost and Price:  

 OHCA requested comparative risk-adjusted prices for L+M Hospital and the three Yale-New 

Haven system hospitals: Bridgeport, Greenwich, and Yale-New Haven. YNHHS claims that such 

data do not exist, and that if the data did exist, they would not submit them.1 In fact, adjusted 

prices for the most common diagnoses at L+M are consistently lower than other Yale-New 

Haven system hospitals. YNHHS has also refused to supply actual data on prices before and after 

their takeovers of the Hospital of St. Raphael, Greenwich Hospital and Bridgeport Hospital.  

 

 Without relevant data, OHCA cannot evaluate the transaction. The deal will leave Yale-New 

Haven with nearly 60% market share from New York to Rhode Island, and more than 80% in 

L+M’s primary service area.2  Consolidation in such markets most often leads to price increases 

of 20% or more.3 

 

 Through an analysis of billions of claims, provider pricing has been proven the most influential 

factor in regional private sector health care costs, and market power is the most potent price 

driver.4 YNHHS’s description of negotiating prices separately for each hospital is irrelevant. The 

available evidence shows that separate price negotiations do not blunt the power of monopoly 

pricing.5 

 

 Applicants’ refusal to respond to OHCA’s data request alone is grounds for rejection. Employee 

premium and point of service cost-sharing are exploding, putting needed services out of reach 

of many people with insurance, and threatening the coverage expansion under the Affordable 

Care Act. New London County’s median family income lags the state average, and in the city of 

New London median family income is less than 60% of the state average. We will offer firsthand 

evidence of the pressure that systemic costs in the New London area are putting on patients, 

and describe the challenge of attempting to create a tailored health plan for low-wage service 

workers as Connecticut’s provider systems consolidate. 

 

 With out of pocket costs skyrocketing, Yale-New Haven’s record of abusive debt collection 

practices creates deep concerns about the future of vulnerable populations in the wake of the 

acquisition. YNHHS’s aggressive use of liens, foreclosures, wage garnishment and bank 

executions in past years forced changes in the state’s medical debt collection laws, and resulted 

in settlements worth tens of millions of dollars. L+M patients cannot risk a repeat in 

Southeastern Connecticut. 

Community Access and Well-being:  

When Hartford HealthCare bought Windham Hospital five years ago, it stated that “currently they will 
not be terminating any services,” although Hartford left itself wiggle room to reduce “duplicative 
services” in the future. But the CON went on to state that one of the benefits of the deal to Windham 
would be to “increase the services and technology offered locally,” and to “decrease the out-migration 
of patients.”6 Now with the ICU and CCU closed, patients are traveling long distances by ambulance, 
private car or even helicopter for urgently needed care that used to be available at Windham. Our 
coalition has broad experience treating patients and working to ensure the transportation, community 
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outreach, and follow up services that a community needs are in place. We cannot afford another 
Windham. 

 

 Applicants told media outlets they will invest $300 million in our community’s health. But 

YNHHS requires that all investment generate a “positive return on investment” (i.e. profit), and 

most of the $300 million will only come if L+M and other system hospitals hit profit targets.7 We 

will present testimony from physician and community leaders who will identify and analyze the 

community’s health needs, and demonstrate the fundamental inadequacy of the proposed 

“investment.” 

 

 A true investment in our community would preserve existing services, expand services in areas 

of critical need, especially the provision and coordination of mental and behavioral health 

services and expanded community outreach to underserved populations. L+M management has 

wasted millions of dollars on acquisitions and punitive labor relations, rather than focusing on 

community health needs. L+M’s community health needs assessment is underway. That process 

is far more robust today than three years ago. While encouraging, there is no real commitment 

to making major investments to address the needs identified in the process. 

 

 Applicants have offered no compelling rationale for the merger achieving quality improvement. 

The electronic medical record EPIC has already been installed, and tight clinical coordination and 

clear clinical communication are being achieved without the negative consequences of a 

takeover. 

Workforce:   

 L+M is New London’s 2nd largest private sector employer. Going forward, L+M must ensure that 

its workforce represents the community at large, protect job quality by respecting collective 

bargaining agreements and using hiring best practices. 

Community Accountability and Monitoring: 

 Given YNHHS’s troubling record on collections, stonewalling on production of price data, and 
distorted claims about “investment,” in the event of any transaction, L+M Hospital and the 
acquiring health system must negotiate with a representative cross-section of the community a 
written Community Benefits Agreement with binding commitments enforced by an independent 
monitor on the issues of access, affordability, community benefits, efficiencies and jobs; 

 L+M Hospital must remain under the control of a locally controlled Board of Directors with 
decision making authority and accountability to the community. Despite public protestations to 
the contrary, under the applications as proposed, YNHHS will have ultimate authority over all 
meaningful decisions at L+M, including nominating members of the “local’ boards. 

 Rather than seek an unneeded merger, L+M Hospital must develop, finance and implement a 
Community Health Needs Assessment (CHNA), independent of its affiliated partner and will 
devote sufficient resources to address the health priorities identified in the needs assessment;  

 The CHNA will be conducted every three years, and will include on-going accountability 
structures including independent monitoring for measuring implementation progress and 
effectiveness. 
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The Intervenors: Interests and Evidence 

Collectively, the coalition includes thousands of L+M patients, local clergy, patient advocates, physicians, 

nurses and other caregivers, and leaders responsible for the purchase of health plans.  

In addition to the specific interests of the various organizations, the coalition also brings a broad range 

of health care expertise to the proceedings. The coalition includes: 

 Professors at Brown University and Columbia University Medical schools; 

 Key statewide health care leaders: 

o Members of the Governor’s Health Care Cabinet 

o Members of the Governor’s Certificate of Need Review Task Force, and; 

o Members of the steering committee of L+M’s current Community Needs Assessment 

process. 

The coalition will present first-hand evidence from the entire range of the organizations’ experiences in 

the Southeastern Connecticut health care system. In addition, the coalition will present expert analysis 

of the proposed acquisitions, including: data on Connecticut hospital market concentration; comparative 

price data; an exhaustive review of the rapidly growing literature on the impact of consolidation on cost, 

access, “efficiency” and quality, and; a breakdown of the Applicants’ financial statements to shed light 

on claims of financial hardship.   

AFT CONNECTICUT including Locals 5049, 5051, 5123 and 5119 

AFT Connecticut is a statewide federation of the local unions of the American Federation of Teachers. 

Our locals have more than 1,800 members who work for Lawrence and Memorial Hospital and its 

affiliates. They all live in L+M’s primary or secondary service area. They account for more than 50% of 

the total workforce at L+M, including the Visiting Nurses Association of Southeastern Connecticut. When 

counting non-L+M employees, altogether AFT Connecticut (State Federation) represents over 5,000 

members who live in L+M’s Primary and Secondary Service Areas.8 . Based on AFT Connecticut’s large 

concentration of members and their families in L+M services areas, the organization’s interests are 

directly affected by the acquisition proposal, both as workers and as patients.  

AFT Connecticut was previously granted intervenor status by OHCA in a 2004 CON hearing (04-30348-

CON) involving the Hospital’s desire to close the Hospital’s OB/GYN clinic. AFT Connecticut will offer 

testimony on the efficiency of current L+M operations, the impact of aggressive expansion on core 

missions, and expert testimony on trends in consolidation, cost, prices, access and governance. 

CONNECTICUT CITIZEN ACTION GROUP 

Connecticut Citizen Action Group is a statewide membership organization dedicated to involving the 

residents of Connecticut in bringing about a fair and equitable society. For over 40 years, CCAG has been 

at the forefront of advocating for a high quality, affordable and fully accessible health care system for all 

Connecticut residents.  CCAG has worked effectively to advance health care policies that strengthen 

consumer access to fair, affordable health care services, coverage and benefits. CCAG's health care 

reform work includes monitoring hospital consolidation and regulation, expanding and protecting 

Medicaid coverage and benefits, and strengthening the ACA law.   
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CCAG has 500 members who live within the L+M catchment region, and will be directly impacted by 

potential increased costs, loss of local access, and changes in community programing directed toward 

health and well-being.  Our members include a broad, diverse cross-section of the community including 

health care providers, child care providers, municipal workers, senior citizens, and educators.  In 

addition to presenting testimony on the need for controlling cost and sustaining local community access 

to health care services, we will offer testimony on previous attempts to impose public accountability 

conditions on hospital acquisitions, and the need to impose strong community oversight, monitoring 

and accountability measures on this acquisition to ensure that the terms adequately and appropriately 

meet community health care needs and priorities, and that any such terms or conditions are actually 

carried out. 

UNITE HERE CONNECTICUT 

UNITE HERE Connecticut is a labor organization representing more than 7,000 employees in 

Connecticut, including 250 in the primary and secondary service areas of L+M Hospital. We bargain 

health benefits for all of our members in the state, and have a powerful interest in preserving access to 

affordable, high quality health care. UNITE HERE members cook and serve food in corporate, university 

and K-12 cafeterias. These are low-wage, seasonal, often part-time jobs. For them, comprehensive, 

affordable health insurance coverage is essential to achieving any hope of a middle class life. UNITE 

HERE members at Electric Boat in New London are engaged in bargaining for health benefits. Members 

currently pay 20% of the cost, which is unaffordable for workers who make $12 per hour. If regional 

costs continue to escalate, workers will be forced to drop coverage, or be forced to choose between 

rent and health care. The price structure of the Greater New London market is vital to our members’ 

future well-being. 

UNITE HERE’s Taft-Hartley fund, jointly administered by the union and management, has established a 

national health plan tailored specifically for food service workers. In Connecticut, nearly 1,000 members 

have enrolled in the past several years. In some cases, the savings compared to commercial plans have 

been large enough to maintain comprehensive coverage and actually reduce the cost to individual 

members. But the efficiency of this plan will not ultimately protect members if the state’s largest 

hospital is permitted to grow unchecked. 

UNITE HERE will offer evidence of the immediate impact of any pricing changes at L+M on service sector 

workers struggling at the margins of the health care system. UNITE HERE will also offer testimony based 

on experience establishing a specially designed Taft-Hartley health plan for food service workers in 

Connecticut, as market consolidation continues to drive prices up.  

NATIONAL PHYSICIANS ALLIANCE IN CONNECTICUT (NPA-CT) 

The National Physicians Alliance in Connecticut (NPA-CT) is part of a national 501(c)3 organization, the 

National Physicians Alliance (NPA), that creates research and education programs that promote health 

and foster active engagement of physicians with their communities to achieve high quality, affordable 

health care for all.  The NPA offers a home to physicians across medical specialties who share a 

commitment to professional integrity and health justice. NPA-CT physicians are members of the staff of 

the parties involved in the affiliation and primary care physicians in the communities served by the two 

entities. As such, they have a key interest in assuring that their patients and communities have access to 

affordable, high-quality hospital care. 
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NPA will provide evidence that the purported clinical goals of the takeover – tight coordination of care 

and ease of communication and close cooperation among providers – can be achieved without the 

potential loss of local control and threat of monopoly economic power inherent in a takeover. 

CONNECTICUT HEALTH POLICY PROJECT 

Since 1999 as a nonprofit consumer advocacy organization, the CT Health Policy Project has labored to 

expand access to high quality, affordable health care for all Connecticut residents, with a particular 

focus on ensuring access for people in low-income communities of color. The proposed acquisition of 

Lawrence and Memorial Hospital/Health System by Yale-New Haven Hospital/Health System will 

undermine every part of our mission.  

Executive Director Ellen Andrews, who sits on the Governor’s Health Care Cabinet, will provide expert 

testimony regarding the impact of mergers and acquisitions on low-income consumers and the state 

Medicaid program. 

UNITED ACTION CONNECTICUT 

United Action Connecticut is an interfaith, multiracial, multilingual organization of congregations and 

community organizations crossing political, economic, urban and suburban boundaries. UACT is 

dedicated to building powerful, broad based community organizations. UACT brings congregations 

together to help them grow and thrive, develop leaders and move into action on concrete issues of 

social equity and justice. UACT has been working actively toward health care reform for nearly a decade. 

UACT’s New London area congregations include L+M physicians, caregivers and patients, whose 

interests in preserving community access to high quality affordable health care are directly affected by 

the applications. 

UACT will offer evidence on the local need for access and associated social services that will allow all 

Greater New London residents to obtain the care they need in their immediate community. The 

evidence will focus specifically on challenges facing vulnerable populations, including seniors. 

NEW ENGLAND HEALTH CARE EMPLOYEES UNION, DISTRICT 1199, SEIU 

District 1199 represents approximately 25,000 health care workers in the state of Connecticut, including 

state employees, hospital employees, nursing home employees, direct care and professional workers at 

private Mental Health and Developmental Disability agencies and FQHCs, and home care workers 

providing personal care and support services to Medicaid recipients Of those, more than 1,000 health 

care workers live in Lawrence and Memorial’s Primary and Secondary Service Areas. 

At this time, District 1199 is also negotiating first Collective Bargaining Agreements for more than 300 

low-wage nursing home employees of two skilled nursing facilities in New London (Crossings East and 

Crossings West), and one in Mystic, CT (Pendleton Health and Rehabilitation Center). Wages for these 

workers start at just $10.35 per hour and more than 40% are scheduled for fewer than 32 hours per 

week. The cost of providing health benefits to these workers is a key issue in difficult ongoing contract 

negotiations. Current premiums for these workers are so expensive that many elect not to take 

insurance coverage at all or take the least expensive plan in terms of premiums, resulting in high out-of-

pocket and co-pay expenses.  
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Based on 1199’s significant membership in L&M’s service areas and the need to negotiate affordable 

insurance for low-wage workers within the service areas, 1199’s interests are directly affected by potential 

price increases or service cuts that typically accompany mergers. Cost, access and the maintenance of 

quality healthcare services are of vital importance to the organization and to the communities in which 

1199 members reside and receive acute care health services.  

In sum, the undersigned organizations’ interests are directly affected by the proposed Certificates of 

Need. Collectively, they bring vast experience and expertise to inform OHCA’s decision, and  each will 

provide evidence from a different perspective. Respectfully, we request full intervenor status with the 

right to submit pre-file testimony, and fully participate in the OCHA hearing including providing opening 

statements, presenting witness testimony and cross examining the applicants. 

 

      Very truly yours, 

 

  
Laurie Kennington   Bob Proto   Constance Holt 

President    President   Secretary-Treasurer 

UNITE HERE Local 34   UNITE HERE Local 35  UNITE HERE Local 217 

Kennington@yaleunions.org  proto@yaleunions.org  CHolt@unitehere.org 

   

 

UNITE HERE CONNECTICUT  

425 College St.    

New Haven CT 06511   

(203) 624-5161    

 

Please direct correspondence to: 

 

John Canham-Clyne 

425 College St. 

New Haven CT 06513 

203-668-2064  

jcc@unitehere.org   

mailto:Kennington@yaleunions.org
mailto:proto@yaleunions.org
mailto:CHolt@unitehere.org
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AFT Connecticut    Connecticut Citizen Action Group 

 

__________________________________ __________________________________________ 

Signature     Signature 

 

__________________________________ __________________________________________ 

Name      Name 

 

__________________________________ __________________________________________ 

Title      Title 

 

__________________________________ __________________________________________ 

Address      Address 

 

__________________________________ __________________________________________ 

Telephone     Telephone 

 

__________________________________ __________________________________________ 

Email      Email 

 

 

 

Connecticut Health Policy Project 

 

 

__________________________________ 

Signature     

 

__________________________________ 

Name      

 

__________________________________ 

Title      
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__________________________________ __________________________________________ 

Address      Address 

 

__________________________________ __________________________________________ 

Telephone     Telephone 

 

__________________________________ __________________________________________ 

Email      Email 
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National Physicians Alliance Connecticut United Action Connecticut 

 

__________________________________ __________________________________________ 

Signature     Signature 

 

__________________________________ __________________________________________ 

Name      Name 

 

__________________________________ __________________________________________ 

Title      Title 

 

__________________________________ __________________________________________ 

Address      Address 

 

__________________________________ __________________________________________ 

Telephone     Telephone 

 

__________________________________ __________________________________________ 

Email      Email 
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New England Health Care Employees Union 

District 1199 SEIU 

 

__________________________________ 

Signature     

 

__________________________________ 

Name     

 

__________________________________  

Title      

 

__________________________________  

Address      

 

__________________________________  

Telephone     

 

__________________________________  

Email     

 

1 Certificate of Need Docket 15-32033, Transfer of Ownership of L+M to YNHHSC, p. 868. 
2 CCAG et al. Hospital Market Concentration in Connecticut: The Impact of Yale-New Haven Health  System’s 
Expansion, December 2015, p. 4. 
3 The Synthesis Project, “The Impact of Hospital Consolidation – Update”. Robert Wood Johnson Foundation, June 
2012, p. 2. 
4 Zack Cooper, Stuart Craig, Martin Gaynor, John Van Reenen, “The Price Ain’t Right? Hospital Prices and Health 
Spending on the Privately Insured,” Health Care Pricing Project, December 2015. 
http://www.healthcarepricingproject.org/ 
5 Gautam Gowrisankaran, Aviv Nevo and Robert Town, “Mergers When Prices are Negotiated: Evidence from the 
Hospital Industry,”  
6 Office of Health Care Access, Certificate of Need Application, Final Decision. “Integration of Windham Community 
Memorial Hospital, Inc., into Hartford Health Care Corporation, Inc.” p. 6-7. 
7 Docket 15-30233, p.  
8 Local member organizations in the L+M service areas include: Waterford Federation of Teachers; Mitchell College 

Faculty; Region 18 Non-Certified Ed Personnel (Old Lyme); Bozrah Federation of Teachers; Colchester Federation of 

Teachers; Salem Federation of Teachers; State Employees who are members of the State Employees Bargaining 

Coalition (SEBAC) 

 

                                                           

http://www.healthcarepricingproject.org/
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Greer, Leslie

From: Greer, Leslie
Sent: Wednesday, June 22, 2016 3:26 PM
To: 'nancy.rosenthal@ynhh.org'
Cc: Lazarus, Steven; Carney, Brian; Riggott, Kaila; Hansted, Kevin; Martone, Kim; Olejarz, 

Barbara
Subject: Yale-New Haven Health Services Hearing Notice
Attachments: 32032_201606221507.pdf

TrackingTracking: Recipient Delivery Read

'nancy.rosenthal@ynhh.org'

Lazarus, Steven Delivered: 6/22/2016 3:26 PM Read: 6/22/2016 3:47 PM

Carney, Brian Delivered: 6/22/2016 3:26 PM Read: 6/22/2016 3:31 PM

Riggott, Kaila Delivered: 6/22/2016 3:26 PM

Hansted, Kevin Delivered: 6/22/2016 3:26 PM

Martone, Kim Delivered: 6/22/2016 3:26 PM Read: 6/22/2016 3:26 PM

Olejarz, Barbara Delivered: 6/22/2016 3:26 PM

Ms. Rosenthal, 
Attached are the rescheduled hearing notices for Yale‐New Haven Health Services Corporation. 
 

Leslie M. Greer  
Office of Health Care Access 
Connecticut Department of Public Health  
410 Capitol Avenue, MS#13HCA, Hartford, CT 06134 
Phone: (860) 418‐7013 Fax: (860) 418‐7053 
Website: www.ct.gov/ohca 
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Greer, Leslie

From: ADS <ADS@graystoneadv.com>
Sent: Wednesday, June 22, 2016 2:26 PM
To: Greer, Leslie
Subject: Re: DN's 15-32032-CON & 15-32033-CON Hearing Notice

Good day! 
 
 
Thanks so much for your ad request.  
We will be in touch shortly and look forward to serving you. 

If you would like to add diversity to this or future requests don’t hesitate to ask. 
Remember, “Quotes are Free”.  You only pay for the placements you approve. 
 
PLEASE NOTE: New Department of Labor guidelines allow web based advertising when hiring foreign nationals. To provide required 
documentation Graystone will retrieve & archive verification for the 1st and 30th days of posting for $115.00/web site.  If required, notify 
Graystone when ad placement is approved. 
 
If you have any questions or concerns, please don’t hesitate to contact us at the number below. 
 
We sincerely appreciate your business. 
 
Thank you, 
Graystone Group Advertising 
  
2710 North Avenue 
Bridgeport, CT 06604 
Phone: 800-544-0005 
Fax: 203-549-0061  
 
E-mail new ad requests to: ads@graystoneadv.com 
http://www.graystoneadv.com/ 
 
 

From: "Greer, Leslie" <Leslie.Greer@ct.gov> 
Date: Wednesday, June 22, 2016 at 2:13 PM 
To: Ads Desk <ads@graystoneadv.com> 
Cc: "Olejarz, Barbara" <Barbara.Olejarz@ct.gov> 
Subject: DN's 15‐32032‐CON & 15‐32033‐CON Hearing Notice 
 

Please run the attached hearing notice in The Day by 6/24/16. For billing purposes, please refer to P.O. 54772. In 
addition, when the “proof of publication” becomes available, please forward me a copy. 
  
Thank you,  
  

Leslie M. Greer  
Office of Health Care Access 
Connecticut Department of Public Health  
410 Capitol Avenue, MS#13HCA, Hartford, CT 06134 
Phone: (860) 418‐7013 Fax: (860) 418‐7053 
Website: www.ct.gov/ohca 
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Greer, Leslie

From: Robert Taylor <RTaylor@graystoneadv.com>
Sent: Thursday, June 23, 2016 5:05 PM
To: Greer, Leslie
Cc: Olejarz, Barbara
Subject: Re: DN's 15-32032-CON & 15-32033-CON Hearing Notice
Attachments: 15-32032 and 15-32033 The Day 2nd REVISION.docx

Good afternoon, 
 
This notice is set to publish tomorrow. 
$471.21 
 
Thanks, 
 
Robert Taylor 
Graystone Group Advertising  
www.graystoneadv.com  
2710 North Avenue, Suite 200  
Bridgeport, CT  06604  
Phone: 203‐549‐0060 
Toll Free: 800‐544‐0005 
Fax: 203‐549‐0061  
 

From: "Greer, Leslie" <Leslie.Greer@ct.gov> 
Date: Wed, 22 Jun 2016 18:45:26 +0000 
To: RTaylor <rtaylor@graystoneadv.com> 
Cc: "Olejarz, Barbara" <Barbara.Olejarz@ct.gov> 
Subject: RE: DN's 15‐32032‐CON & 15‐32033‐CON Hearing Notice 
 

Thank you! I’ve attached the correct version.  
  

From: Robert Taylor [mailto:RTaylor@graystoneadv.com]  
Sent: Wednesday, June 22, 2016 2:44 PM 
To: Greer, Leslie 
Cc: Olejarz, Barbara 
Subject: FW: DN's 15-32032-CON & 15-32033-CON Hearing Notice 
Importance: High 
  

Hi Leslie, 
  

Is this correct version (for us) to publish? 
  

Thanks, 
  

Robert Taylor 
Graystone Group Advertising  
www.graystoneadv.com  
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2710 North Avenue, Suite 200  
Bridgeport, CT  06604  
Phone: 203‐549‐0060 
Toll Free: 800‐544‐0005 
Fax: 203‐549‐0061  
  
  

From: ADS <ADS@graystoneadv.com> 
Date: Wed, 22 Jun 2016 14:26:09 ‐0400 
To: RTaylor <rtaylor@graystoneadv.com> 
Subject: FW: DN's 15‐32032‐CON & 15‐32033‐CON Hearing Notice 
  
  

From: "Greer, Leslie" <Leslie.Greer@ct.gov> 
Date: Wednesday, June 22, 2016 at 2:13 PM 
To: Ads Desk <ads@graystoneadv.com> 
Cc: "Olejarz, Barbara" <Barbara.Olejarz@ct.gov> 
Subject: DN's 15‐32032‐CON & 15‐32033‐CON Hearing Notice 
  
Please run the attached hearing notice in The Day by 6/24/16. For billing purposes, please refer to P.O. 54772. In 
addition, when the “proof of publication” becomes available, please forward me a copy. 
  
Thank you,  
  

Leslie M. Greer  
Office of Health Care Access 
Connecticut Department of Public Health  
410 Capitol Avenue, MS#13HCA, Hartford, CT 06134 
Phone: (860) 418‐7013 Fax: (860) 418‐7053 
Website: www.ct.gov/ohca 
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Announcements

 Antique & Classic 
Cars

 Automobiles

Automotive

Business
TO ADVERTISE YOUR BUSINESS CALL 860.701.4200

Find
D I R E C T O R Y

"AUTO" MATIC

Classifieds are
ClassifiedClassifieds
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classifieds.theday.com  
860-701-4200

Sam says

...

Increased Sales are a

CLASSIFIED AD AWAY!

TheDay.Jobs

FOLLOW

@THEDAYjobsCT

FOR NEW JOBS 
AND UPDATES

Do you want to 
expand your  

coverage and 
reach every 
household 

 in the area?
Call us and we’ll 

tell you how!

Classified 
Deptartment

860-701-4200

WE BUY
CARS, TRUCKS, & SUV’S

All Makes & Models. Ask For
Pete Sabo At: Bob Valenti
Auto Mall.  860-536-4931

STEBBINS DISCOUNT
TREE SERVICE & 

STUMP GRINDING LLC
Top Notch Service At 
Rock Bottom Prices!

FREE Estimates & Insured. 
860-739-0116

SOSOLI’S
MASONRY LLC
27 Years Experience

Stone Walls, Chimneys, 
Fire Place, Sidewalk,

Patio, Steps. Outdoor Kit
Lic & Ins. # HIC 0618942

FREE Est. 203-598-2524 
or 203-598-2016

BASEMENT WATER 
Problems Solved. 

Guaranteed. Benjamin
Basement Waterproofing, 

LLC. #570226. 860-887-7947

CT SCRAP Will buy your
scrap steel, copper &

aluminum. 33 Pequot Rd
Uncasville  860-848-3366

ROSS RECYCLING
WILL BUY YOUR

Junk Cars, Trucks, Trailers
Pick Up is Available
Call 860-848-3366

21185

TOWN OF MONTVILLE
ZONING BOARD OF APPEALS
NOTICE OF PUBLIC HEARING

The Montville Zoning Board of Appeals will hold a regular meeting and public hearing 
on Wednesday, July 6, 2016 commencing at 7:00 p.m. in Council Chambers at Montville 
Town Hall for the following application: #216ZBA02–189 Connecticut Blvd (M92 L186), 
Oakdale, CT–Roseanne C. Marks for variance of Zoning Regulations Sections 9.6 (R-20 
Min. Side Yard Setback) to construct a detached garage 5.26’ from the north side 
boundary line.     
John R. MacNeil, Chairman
Montville Zoning Board of Appeals

21226

TOWN OF STONINGTON & FIRE DISTRICTS, ASSOCIATIONS & BOROUGHS
STONINGTON, MYSTIC, QUIAMBAUG, OLD MYSTIC, LORDS POINT, 

WAMPHASSUC PT & STONINGTON BOROUGH
OFFICE OF THE TAX COLLECTOR

LEVY OF 2015

All property owners in the Town of Stonington & Fire Districts, Associations & Boroughs 
are hereby notified that taxes on land, buildings, personal property and motor vehicle 
taxes where applicable, are due and payable July 1 through August 1, 2016. Taxes not 
paid within one month of due date will be delinquent and subject to 1-1/2 % interest per 
month from original date due, e.g., if paid on August 2, 2016 there will be a 3% charge. 
Minimum interest is $2 per tax bill. (Sec. 12-146 of the Connecticut General Statutes)

COLLECTIONS - STONINGTON TOWN HALL
152 Elm St., Stonington

8:30 am to 4:00 pm – Monday thru Friday

         Linda Camelio
Stonington Tax Collector

21228

TOWN OF GROTON
PLANNING COMMISSION

NOTICE OF PUBLIC 
HEARING

 Notice is hereby given 
that a public hearing, at 
which parties of interest 
and citizens will have an 
opportunity to be heard, 
will be held on June 29, 
2016 at 6:30 p.m. in Com-
munity Room 1, Town Hall 
Annex, 134 Groton Long 
Point Road, in said Town, 
to consider the draft 2016 
Groton Plan of Conserva-
tion and Development. A 
copy of the plan is on file 
and available at the office 
of the Town Clerk, Town 
of Groton, for public in-
spection. Copies are also 
available on the Town’s 
Website and in the Office 
of Planning and Develop-
ment Services.
 For more 
information, contact the 
Office of Planning and 
Development Services at 
860- 446-5970. Dated this 
24th day of June, 2016 at 
Groton, Connecticut.
James Sherrard, Chairman

21236

TOWN OF GROTON
ZONING COMMISSION

NOTICE OF PUBLIC 
HEARING

 Notice is hereby given that 
the following public hear-
ing will be held on July 6, 
2016 at 6:30 p.m. in Com-
munity Room 2, Town Hall 
Annex, 134 Groton Long 
Point Road, in said Town, 
to consider the following:
Special Permit #349, 
10 Water Street, PIN 
261918306539, WDD Zone. 
Proposal is to convert 750 
square feet of retail to a 
standard restaurant with 
up to 200 square feet of 
seating area. Review is per 
Sections 6.3 and 8.3 of the 
Zoning Regulations. (The 
Mystic Group at Mystic 
LLC, Owner; Melody Pere, 
Applicant)
Application is on file and 
available for public inspec-
tion during normal busi-
ness hours at the Planning 
Department, 134 Groton 
Long Point Road. Dated 
this 24th day of June 2016 
at Groton, Connecticut. 
Susan Sutherland, 
Chairperson

Hyundai XG350 2004 Sedan

 — 71K One owner Excellent 
$4700 860-739-7512

  Ellinwood Landscaping & 
Lawncare Full Service! In-
stallation and Renovation. 
Spring Clean Ups  Pruning, 
land clearing & back hoe 

service. Residentail & 
Comml!  860-912-2225

Ellinwood Landscaping & 
Lawncare, Full Service. 
Lawnmowing, gardening 
& landscape maintenance, 
installation & renovation.  
Planting , weeding & prun-
ing. Tractor & backhoe. Free 
Ests. Lic 603691 & Ins. 860-
912-2225

21264

Town of Groton,
Fire Districts, Subdivisions and Special Tax Districts

located in the Town of Groton
Tax Collector’s Notice of Taxes Due

   All property owners in the Town of Groton are hereby 
notified that taxes on land, buildings, and personal prop-
erty including motor vehicles will be due and payable 
July 1, 2016, based on the Town of Groton abstract of 
October 1, 2015.    
   The Town of Groton and the Groton Sewer District real 
estate and personal property tax bills over $100 may be 
paid in full or in two installments.  The first installment 
will become due July 1, 2016. The second installment will 
become due January 1, 2017.  Real estate and personal 
property taxes under $100, motor vehicle taxes, and all 
other fire district/political subdivision taxes will become 
due in full July 1, 2016. 
   These taxes shall be payable without penalty on or 
before August 1, 2016.  All taxes paid after that date 
will become delinquent and due immediately and subject 
to interest at the rate of one and one-half percent (1.5%) 
per month or fraction thereof from the due date. Failure 
to send out or receive any such bill or statement shall not 
invalidate the tax or interest.

PAYABLE AT:
GROTON TOWN HALL, TAX DIVISION

45 FORT HILL ROAD, GROTON, CT
8:30 AM TO 4:30 PM MONDAY – FRIDAY

For other payment options and information, visit the 
town website at www.groton-ct.gov.

Cynthia L. Small, CCMC, Tax Collector

 
ABLE Construction

Siding & Roofing,
SPRING CLEAN-UP 

FREE Est. 860-428-6863
Lic & Ins. HIC# 623261 

www.ableconstruct1.com

JAMES SALLS ROOFING 

SPRING ROOF
SPECIAL!

Roofing, Siding & Repairs. 
No job too small! 

Insured & Lic. #578787. 
Call 860-235-0361

KNIVES, GARDEN
TOOL, SCISSORS

“WE COME TO YOU”
KNIVES LIKE NEW

860-885-8099

FLOORING
RESURFACING

CERAMIC TILE,
VINYL, CARPET 
Hardwood/
Refinishing

Expertly Installed. 
“Your Floor Or Mine” 
FREE Est. HIC633596

Call: Tim Bartlett
860-319-7426 

 

�
Curtin Transportation 

Currently seeks

DRIVERS 
For its morning shift. 
6am-10am, Mon-Fri & 

Other Drivers for
afternoon shift. 1pm-4pm.

These applicants will be
considered for school
start for August 2016.

Seniors and Others
urged to apply.

Call Crystal 
regarding the positions,

860-443-1655

All Seasons Landscaping 

SPRING CLEANUP
POWER WASHING,

DECK STAINING,
Interior & Exterior Painting,

Dump Runs, Gutters,
Tree Removal, Odd Jobs. 

BEST PRICES!
Call 860-886-3302 

1976 BMW Classic 900 CC 
—  $3,200. 860-912-7706. 
In Mystic

DELIA TREE SERVICE
33 Yrs. Exp.

Small Jobs OK
Fully Insured. Free Estimates 

Call 860-464-0211

ON POINT PAVING
Asphalt Paving,

Seal Coating, Concrete,
Crushed Stone, Paver Blocks.
Free Estimates. LIC#064006 

CALL 860-383-5887 

SULLIVAN CONTRACTING
ROOFING, SIDING, DECKS

ADDITIONS & MORE
Lic & Ins #0582448. FREE Est

CALL  860-373-6664
sullivancontractingct.com

2005 Chevrolet SSR Convert-
ible Pickup — Only 14,500 
miles, 395 HP engine, rare 
six-speed in mint condi-
tion. Loaded with options.  
$29,995. 860-516-4358

Toyota RAV4 — 2.0L L4 En-
gine, no accidents or dam-
ages, 82K miles, runs very 
good.$3300 Please call me 
at 2489528138

Accountant
Construction background. 

Steel fabricator and erector.
Job costing and work in 

progress.  Internal monthly 
statements, cash flow 

projections.  Able to do union
payrolls, Timberline / Excel 

/ Fabtrol for shop 
fabrication.  Excellent 

opportunity for aggressive 
and  willing to work person. 

Excellent salary.
info@capcoerectors.com

21319

TAX COLLECTOR’S NOTICE
TOWN OF LEDYARD

All persons liable to pay property taxes in the Town of 
Ledyard on the October 1, 2015 Grand List are hereby 
notified that any Real Estate or Personal Property Tax of 
100.00 dollars and under is due and payable in full on July 
01, 2016.  If the tax is more than 100.00 dollars, it may be 
paid in two installments.  The first installment is due and 
payable July 01, 2016, and the second installment is due 
and payable on January 01, 2017.  All Motor Vehicle Taxes 
are due and payable in full on July 01, 2016. 

If payment is not made by August 1, 2016, the amount 
due will become delinquent and subject to interest at the 
rate of eighteen per annum (one and one-half percent per 
month) from July 1, 2016.  The minimum interest is 2.00 
dollars.  Failure to receive a tax bill does not invalidate 
the taxes or the interest that accrues.

For collecting said tax, the Tax Collector will maintain the 
following office hours in the Town Hall:

Monday - Friday 8:30 A.M. to 4:00 P.M.

Current taxes may also be paid at the Dime Savings 
Bank – Ledyard branch, during the month of July.  
    
   

Joan L. Carroll, CCMC
Tax Collector

21321

TOWN OF SALEM
ATTENTION SALEM TAXPAYERS
FIRST INSTALLEMENT NOTICE

Notice is hereby given to the taxpayers of the Town of Salem that I have a warrant to 
collect a tax of 31.7 mills on a dollar on the levy of October 1, 2015 which is due and 
payable as follows:

          1) Real Estate and Personal Property bills over$100.00       
                    may be paid in full, or in two equal installments:        
                    first installment due on July 1, 2016 and the second 
                    installment on January 1, 2017.
          2) Real Estate and Personal Property tax bills under $100.00 are
                    due in full on July 1, 2016.
          3) Motor Vehicle taxes are due in full July 1, 2016, regardless of the
                    amount.

You have one month from the due date to pay taxes/installment without interest or 
penalty. Failure to make payment within the prescribed time will invoke a penalty of 1 
1/2 % per month (18% per year) with a $2.00 minimum on each tax bill.

Taxpayers who do not have a bill for the Oct. 1, 2015 list should contact the Salem 
Tax Collector’s office for a duplicate bill.  CT State Statute 12-130 Failure to receive 
a bill does not invalidate the taxes or respective penalties should the account become 
delinquent.

Taxes may be paid at the Salem Town Office building with cash or check Monday thru 
Thursday from 8:00 a.m. to 5:00 p.m. (Thursday from 8:00 a.m. to 6:00 p.m. for the 
months of July and January only.)  The town hall is closed on Friday.  Payment can also 
be made online unsing a checking account,credit or debit card at Salemct.gov.

Dated at Salem Connecticut the 24th   day of June   2015.

Cheryl A. Philopena C.C.M.C. 
Tax Collector
Town of Salem

ocean house management is an equal opportunity employer

Now Hiring
In Mystic, CT and Westerly, RI

We are recruiting hospitality and fi ne dining professionals 

for the following full-time or part-time year round positions:

Cook • Steward • Server • Cocktail Server

Bartender • Server’s Assistant • Houseman/Driver

Full-time positions come with full benefi ts, paid time off  & incentives.

please email resume to: 
Recruiting@OceanHouseRI.com, call 401.584.7032, or stop by 

Ocean House, 1 Bluff  Avenue, Westerly, RI (enter through loading dock)

to complete an application. d
6

6
6

8
4

51

21324
TOWN OF GROTON

WATER POLLUTION CONTROL AUTHORITY

Sanitary Sewer Use Rate Schedule

2016/2017

       The Town of Groton Water Pollution Control Authority hereby adopts the following 
revised Sanitary Sewer Use Rate Schedule:

A.  For FYE17 commencing July 1, 2016 the residential use charge shall be $30.50 
per month for each residential dwelling unit which charge shall be paid quarterly to 
the Town of Groton Water Pollution Control Authority. This represents an increase 
of $1.50 over the current FYE16 rate of $29.00 per month for each residential dwell-
ing unit.

B.  For FYE17 commencing July 1, 2016 the industrial and commercial rate shall be 
$0.0486 per cubic foot or water consumed for each industrial or commercial user, 
provided no industrial or commercial user shall pay less than $30.50 per month, 
which charge shall be paid monthly to the Town of Groton Water Pollution Control 
Authority. This represents an increase of $over the current FYE16 rate of $0.0462 
per cubic foot.

C.  The above rates shall apply to all users of Town sanitary sewer service within the 
Town of Groton, Connecticut.

D.  All previous rate schedules in force at the time of the adoption of the within 
schedule are hereby superseded as of June 30, 2016.

DATED at Groton, Connecticut this 21st day of June, 2016.
      

David Williams
Chairman
TOWN OF GROTON
WATER POLLUTION CONTROL AUTHORITY

21325
 DECISION NOTICE

PLANNING AND ZONING COMMISSION
TOWN OF STONINGTON, CONNECTICUT 06378

Pursuant to the Connecticut General Statutes and the Subdivision and Zoning Regula-
tions of the Town of Stonington, revision of 1958 and all amendments thereto, the 
Planning and Zoning Commission at their regular meeting held on June 21, 2016, 
at Mystic Middle School, 204 Mistuxet Avenue, Mystic, CT, voted on the following 
application(s) as indicated: 

PZ1613BR Denison Pequotsepos Nature Center – Bond Reduction/Release application 
for release of a $25,078.30 Erosion and Sedimentation control bond posted to satisfy 
requirements of approved Special Use Permit application PZ1418SUP & CAM. Property 
located at 162 Greenmanville Ave., Mystic. Assessor’s Map 172 Block 2 Lot 5. Zones 
RM-15 & RA-40. Approved.

PZ1608SUP Goran & Desiree Subotic – Special Use Permit application to extend the 
current permitted hours of operation to Monday thru Saturday, 9:00 AM to 9:30PM, and 
Sunday, no later than 8:00 PM. Property located at 325 Mistuxet Ave., Mystic. Asses-
sor’s Map 133 Block 6 Lot 5B. Zone RA-40. Approved with Stipulations. 

PZ1611RA Suzanne R. Moore – Regulation Amendment to ZR Section 4.3.4 Buffer 
Requirements to change the buffer requirements in the LS-5 Zone to fifteen (15) feet 
of screening for a commercial use adjoining a residential zone, and eliminating the 
screening requirements of ZR Sections 4.3.4.2 and 4.3.4.3. Denied.

PZ1614SUP McQuade’s Mystic, LLC (S & K Wilson) – Special Use Permit application for 
a recreational facility (escape room adventure), in an existing multi tenant building. 
Property located at 14 Clara Drive, Mystic. Assessor’s Map 164 Block 4 Lot 3. Zone 
TC-80. Approved.

Dated at Stonington, Connecticut, this 22nd day of June, 2016 

      
 
                                                                            David Rathbun, Acting Chairman

21326

THE UNIVERSITY OF CONNECTICUT
REQUEST FOR STATEMENTS OF QUALIFICATIONS

FOR
TRADE LABOR CONTRACTOR FOR ACADEMIC RENOVATIONS

PROJECT NUMBER  060116JP

  RELEASED          June 24, 2016
PROPOSALS DUE:   July 21, 2016 by 2:00 PM

THE UNIVERSITY OF CONNECTICUT IS AUTHORIZED TO SOLICIT EXPERIENCED GEN-
ERAL CONTRACTING FIRMS TO PROVIDE TRADE LABOR SERVICES FOR ACADEMIC 

RENOVATIONS ON THE STORRS AND REGIONAL CAMPUSES.  

TO FIND OUT MORE ABOUT THIS RFP AND THE REQUIREMENTS FOR SUBMISSION, 
PLEASE VISIT OUR WEBSITE;  http://cpca.uconn.edu;  OR  

www.das.ct.gov//cr1.aspx?page=12

21327
 Office of Health Care Access Public Hearings

Statute Reference: 19a-638 

Applicant(s):  Northeast Medical Group, Inc. 
                        L&M Physician Association, Inc

Town:  Stratford 

Docket Number: 15-32032-CON 

Proposal:                       Transfer of Ownership of a Group 
                                            Practice by Merger of L&M Physicians
                                            Association into Northeast Medical Group 

Applicant(s):  Yale New Haven Health Services Corporation 
  L&M Corporation

Town:                       New London

Docket Number: 15-32033-CON

Proposal:                       Acquisition of Lawrence + Memorial 
                                            Corporation by Yale New Haven Health
                                            Services Corporation 
     
Date:                       July 11, 2016

Time:  3:00 p.m.

Place:  Holiday Inn New London – Mystic Area
  35 Governor Winthrop Boulevard – Ballroom
  New London, CT 06320

Any person who wishes to request status in the above listed public hearing may file 
a written petition no later than July 6, 2016 (5 calendar days before the date of the 
hearing) pursuant to the Regulations of Connecticut State Agencies §§ 19a-9-26 and 
19a-9-27.  If the request for status is granted, such person shall be designated as a 
Party, an Intervenor or an Informal Participant in the above proceeding.  Please check 
OHCA’s website at www.ct.gov/ohca for more information or call OHCA directly at 
(860) 418-7001. If you require aid or accommodation to participate fully and fairly in 
this hearing, please phone (860) 418-7001.

 Document Control
Specialist Quality
dept. office position at 

medical device manufactur-
ing company. Strong orga-

nizational skills, meticulous 
attention to detail, and 

strong work ethic required. 
Requires strong computer 
skills; Word, Excel (Formu-
las/Graphs/), Data Entry/
Analysis, Adobe PDF and 
Access.  Medical, Dental, 
Paid Vacation, & 401 K. 

Apply at:
Carwild Corporation

3 State Pier Rd,
New London, CT 06320

E-mail resume to
HR@carwild.net
No Phone Calls

EO/AAE

21333 

TOWN OF GROTON
 ZONING BOARD OF 

APPEALS
NOTICE OF DECISION

The Town of Groton Zoning 
Board of Appeals, at its 
meeting on June 22, 2016, 
took the following action:
ZBA#16-07 - 49 Watrous 
Avenue, Brian Barbour/
Owner for a variance to 
Section 5.2 to allow a 29 
foot front yard setback 
in lieu of the required 50 
feet. PIN#270014435910, 
RU-40 Zone – Approved 
with modifications
Additional information 
concerning the above deci-
sion may be obtained from 
the Planning Department, 
134 Groton Long Point 
Road. Dated this 24th day 
of June, 2016, at Groton, 
Connecticut.
Ed Stebbins, Chairman

2001 Jeep Wrangler Sport — 
6 Cly, 5spd, hard top, lifted,  
many extras, good cond. 
$7,800. OBO 860-428-5400

1989 Chevy Camaro RS —  
305 engine, auto. $1,500. 
860-941-7600

 Drivers

Employment

 Financial / 
Accounting

 Flooring - 
Resurfacing

 General Help

 Landscaping 
Service

 Lawncare & 
Gardening

Customer Service:   Monday-Friday 8:00AM - 4:30PM  |  class@theday.com  |  1.860.701.4200
PLACE YOUR AD ANYTIME AT theday.com/classified

 Masonry & 
Stonework

 Motorcycles / 
Dirtbikes

 Notes of Interest

 Paving/Blacktop

 Public Notices  Public Notices  Public Notices  Public Notices  Public Notices Public Notices  Public Notices  Public Notices

 Roofing  Sharpening 
Service

 Sport Utility 
Vehicles

 Tree Service

 Wanted 
Automotive

 Waterproofing
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Greer, Leslie

From: Greer, Leslie
Sent: Thursday, June 23, 2016 10:33 AM
To: jfeldman@goodwin.com
Cc: 'nancy.rosenthal@ynhh.org'; Lazarus, Steven; Carney, Brian; Riggott, Kaila; Hansted, 

Kevin; Martone, Kim
Subject: Ruling on Petition for Intervenor Status
Attachments: 32032 Ruling.pdf

TrackingTracking: Recipient Delivery Read

jfeldman@goodwin.com

'nancy.rosenthal@ynhh.org'

Lazarus, Steven Delivered: 6/23/2016 10:33 AM

Carney, Brian Delivered: 6/23/2016 10:33 AM Read: 6/23/2016 10:34 AM

Riggott, Kaila Delivered: 6/23/2016 10:33 AM

Hansted, Kevin Delivered: 6/23/2016 10:33 AM

Martone, Kim Delivered: 6/23/2016 10:33 AM

Attorney Feldman,  
Attached is the Ruling on Petition for Intervenor Status. 
 

Leslie M. Greer  
Office of Health Care Access 
Connecticut Department of Public Health  
410 Capitol Avenue, MS#13HCA, Hartford, CT 06134 
Phone: (860) 418‐7013 Fax: (860) 418‐7053 
Website: www.ct.gov/ohca 
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Greer, Leslie

From: Greer, Leslie
Sent: Thursday, June 23, 2016 11:00 AM
To: 'delivingston@lapm.org'
Cc: 'nancy.rosenthal@ynhh.org'; Lazarus, Steven; Carney, Brian; Riggott, Kaila; Hansted, 

Kevin; Martone, Kim
Subject: OHCA Ruling on Petition for Intervenor Status
Attachments: 32032 Ruling.pdf

TrackingTracking: Recipient Delivery

'delivingston@lapm.org'

'nancy.rosenthal@ynhh.org'

Lazarus, Steven Delivered: 6/23/2016 11:01 AM

Carney, Brian Delivered: 6/23/2016 11:01 AM

Riggott, Kaila Delivered: 6/23/2016 11:01 AM

Hansted, Kevin Delivered: 6/23/2016 11:01 AM

Martone, Kim Delivered: 6/23/2016 11:01 AM

Attorney Murray,  
Attached is the Ruling on Petition for Intervenor Status. 
 

Leslie M. Greer  
Office of Health Care Access 
Connecticut Department of Public Health  
410 Capitol Avenue, MS#13HCA, Hartford, CT 06134 
Phone: (860) 418‐7013 Fax: (860) 418‐7053 
Website: www.ct.gov/ohca 
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Greer, Leslie

From: Greer, Leslie
Sent: Thursday, June 23, 2016 2:31 PM
To: jfeldman@goodwin.com
Cc: 'nancy.rosenthal@ynhh.org'; Lazarus, Steven; Carney, Brian; Riggott, Kaila; Hansted, 

Kevin; Martone, Kim
Subject: OHCA Order Regarding DN's 15-32032-CON & 15-32033-CON
Attachments: 32032 Order.pdf

Attorney Feldman,  
 
Please see the attached Order regarding docket numbers 15‐32032‐CON & 15‐32033‐CON. 
 
Sincerely,   
 

Leslie M. Greer  
Office of Health Care Access 
Connecticut Department of Public Health  
410 Capitol Avenue, MS#13HCA, Hartford, CT 06134 
Phone: (860) 418‐7013 Fax: (860) 418‐7053 
Website: www.ct.gov/ohca 
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Greer, Leslie

From: Greer, Leslie
Sent: Thursday, June 23, 2016 2:16 PM
To: 'hfmurray@lapm.org'
Cc: Lazarus, Steven; Carney, Brian; Riggott, Kaila; Hansted, Kevin; Martone, Kim
Subject: OHCA Ruling on Petition for Intervenor Status & Order
Attachments: 32032 Ruling.pdf; 32032 Order.pdf

TrackingTracking: Recipient Delivery Read

'hfmurray@lapm.org'

Lazarus, Steven Delivered: 6/23/2016 2:16 PM

Carney, Brian Delivered: 6/23/2016 2:16 PM Read: 6/23/2016 2:17 PM

Riggott, Kaila Delivered: 6/23/2016 2:16 PM

Hansted, Kevin Delivered: 6/23/2016 2:16 PM

Martone, Kim Delivered: 6/23/2016 2:16 PM

Attorney Murray,  
Attached is the Ruling on Petition for Intervenor Status and Order regarding hearing.  
 

Leslie M. Greer  
Office of Health Care Access 
Connecticut Department of Public Health  
410 Capitol Avenue, MS#13HCA, Hartford, CT 06134 
Phone: (860) 418‐7013 Fax: (860) 418‐7053 
Website: www.ct.gov/ohca 
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WRITER'S DIRECT DIAL: 
(860) 570-4635 
EMAIL:hfmurray@Iapm.org  

Via Email and Hand Delivery 

Kimberly Martone, Director of Operations 
Kevin Hansted, Hearing Officer 
Office of Health Care Access 
Department of Public Health 
State of Connecticut 
410 Capitol Avenue 
Hartford, CT 06106 

Re: 	Certificate of Need Applications, 
OHCA Docket No. 15-32032-CON, Merger of L & M Physicians Association and 
Northeast Medical Group, Inc. and, 
OHCA Docket No. 15-32033-CON, Affiliation of Lawrence & Memorial 
Corporation and Yale New Haven Health Services Corporation 

Dear Ms. Martone and Mr. Hansted: 

Attached please find originals and two copies of pre-file testimony submitted by the 
Intervenors in the above captioned matters. Thank you. 

HFM:vds 
Enclosure 



Henry F Murray, Esq. 

CERTIFICATION 

This certifies that the Intervenors' pre-file testimony was sent via email and First Class 
Mail, pre-paid on July 1, 2016, to the following counsel of record: 

Joan W. Feldman, Esq. 
SHIPMAN & GOODWIN LLP 
One Constitution Plaza 
Hartford, CT 06103-1919 
jfeldman@goodwin.com  



The Grove, 760 Chapel St., New Haven CT 06510 
Phone (203) 562-1636 • Fax (203) 562-1637 • www.cthealthpolicy.org  

TESTIMONY to the Office of Health Care Access 
July 1, 2016 
Re: CON application regarding acquisition of Lawrence & Memorial Hospital and its physicians' group by Yale-New 

Haven Health System 

Ellen Andrews, PhD, Executive Director 

My name is Ellen Andrews. I reside at 49 Wilkins St., Hamden Connecticut. I am Executive Director of the 

Connecticut Health Policy Project. I'm here today to urge OHCA not to approve the application of Yale-New Haven 

Health System to take over Lawrence and Memorial Health. 

We are in the midst of enormous transition in our health care system. The Affordable Care Act has enabled 16 

million Americans to gain health insurance coverage, and covered thousands of Connecticut's previously uninsured 

residents. The ACA offers ongoing incentives and supports to help our state get coverage for the remaining 250,000 

uninsured that live in Connecticut. 

But not all the news is good. The continued consolidation of providers and insurers is driving an ongoing cost spiral 

that threatens to undo much of the positive change that we've seen in the past few years.. Dr. Hyde has described 

the overwhelming body of research demonstrating that as competition is drained from our health care system, costs 

inevitably go up, and consumers lose choice. 

The Connecticut Health Policy Project is particularly concerned about the impact of these trends on low income and 

underserved communities, the state budget and the growing trend of underinsurance among those with private 

coverage. 

Connecticut has received national recognition for its work reining in Medicaid costs.' We are the only state to take 

back Medicaid recipients from private managed care plans and negotiate provider rates ourselves. That decision and 

resulting reforms has reduced per member costs, increased the number of physicians participating in the Medicaid 

program, and reduced emergency room visits. More people covered for less money seen by more providers and 

better quality care in the appropriate setting. Sounds like a win. 

But it hasn't been enough. Underlying provider prices are destroying access to care for many in our state. Due to 

budget constraints, 11,677 working parents are losing HUSKY coverage at the end of this month. Medicaid 

beneficiaries in high cost areas like New Haven still struggle to get appointments. HUSKY families "transitioning" to 

coverage in AccessHealthCT insurance plans, our state's health insurance exchange, are expected to meet a $500 

deductible and spend 10-12% of their income on health care. Enrollees in AccessHealthCT plans face enormous 

Melinda Beck, "Connecticut Moves Away From Private Insurers to Administer Medicaid Program," Wall Street Journal, March 

18, 2016. http://www.wsj.com/articles/connecticut-moves-away-from-private-insurers-to-administer-medicaid-program-

1458325696   



deductibles as subsidies decrease up the income scale. Even workers with decent jobs are increasingly stuck in cost-

prohibitive plans. Nearly a quarter of workers are in high deductible plans, up from just 4% in 2006. According to the 

Kaiser Family Foundation deductibles have increased at nearly seven times the rate of workers' earnings. 

Some policymakers insist that high cost sharing is necessary to reduce excess utilization. But utilization isn't really 

our main problem. Despite progress, Medicaid members, the remaining uninsured and the growing ranks of 

underinsured state residents still struggle to access recommended care. The US has the highest health care costs by 

far in the world — we spend twice as much per person on average as the rest of the world, and nobody spends even 

three quarters as much as we do. Except for Switzerland, we already have the highest out of pocket costs. So if out 

of pocket costs are the solution, why isn't the problem solved? 

As Dr. Hyde's literature review shows, our problem is price, not utilization, and monopoly creates a disaster for 

prices. Jason Pelletier's testimony contains a shocking fact — workers at a corporate cafeteria run by a global food 

service company serving food to workers at one of the most profitable companies in the world are forced to go  

without health insurance or be covered by state assistance programs because their premium share is too high.  

Shame on those employers, but let's not kid ourselves. Employers are fighting with workers over premiums because 

underlying provider prices are forcing them to. 

And when you lose your coverage, or your deductible goes up to five thousand dollars, what happens? You go to the 

doctor, and, now that the hospitals are buying up all the doctors, you get charged a facility fee for the privilege of 

seeing a new sign on your doctor's office door. You find yourself choosing between rent, food, and the electric bill 

for your family or going to the doctor for yourself. 

To approve this CON, OHCA must look the public in the eye and say "Yale is different." Unlike all the other giant 

monopolies, Yale will throw away its monopoly bargaining advantage and keep prices low. Or you must say "New 

London County is different." For some reason Yale won't buy up all the doctors the way they have in the New Haven 

area. 

No one can take those arguments seriously. One of the few things that Yale's proposed $300 million investment 

clearly identifies as a specific priority is physician recruitment. To most of us, that suggests recruiting neurologists to 

move to New London so that telemedicine visits or an hour's drive to New Haven aren't patients' only options. But 

Yale's past behavior in the New Haven area suggests that money is earmarked for physician practice acquisitions — 

which means more market power, more facility fees, higher prices and people skipping needed care because of cost. 

Perhaps the most telling passage in the CON can be found on page 34. Asked how "low income persons, racial and 

ethnic minorities, disabled persons and other underserved groups" will benefit from the proposal, YNHHS replies 

that L+M and YNHHS provide services to the uninsured, underinsured and all patients regardless of race, ethnicity, 

income or ability to pay. "That will not change as a result of this proposal." 

The proposal offers no visions for improvement of services to underserved populations save for the general clinical 

benefits presumed to accrue to all patients. One must assume that this, like so many other specifics, would be left to 

the post-acquisition strategic planning process to decide. The rest of us are supposed to wait and hope. 

As a member of the Governor's Health Care Cabinet, I view this proposal as the leading example of one of the most 

dangerous trends in health care, and one of the few key issues we must grapple with to set Connecticut on course 



for an accountable 21st  Century health care system. I urge you not to rule on this application until my colleagues and 

I, and our counterparts on the Certificate of Need Task Force have completed our recommendations. If you must 

rule before that, you must deny the application. Without dramatic changes to address the issues of access, price and 

quality within a framework of true accountability to the community and protections for underserved and at-risk 

residents, you must deny it whenever it ripens for decision. There is no public need for this deal and very great risk 

to state residents and the state's budget. 



Pre-file testimony from Stephen R. Smith, M.D., M.P.H. 

My name is Stephen R. Smith, M.D. I am a professor emeritus of family medicine at 
the Warren Alpert Medical School of Brown University. I live in New London. 

I am a family physician working at the Community Health Center of New London. I 
also speak on behalf of the National Physicians Alliance in Connecticut. This group 
includes physicians from a variety of different specialties who serve on the medical 
staff and/or work as community-based physicians who refer their patients to either 
Yale/New Haven Hospital or Lawrence and Memorial (L+M) Hospital. 

I am also speaking on behalf of the Universal Health Care Foundation of Connecticut 
in my capacity as a member of the board of directors of the Connecticut Health 
Advancement and Research Trust (CHART), the parent organization of the 
foundation. 

I am a lifelong resident of New London residing at 899 Montauk Avenue and have 
served on the medical staff at Lawrence and Memorial Hospital in the past. 

The initial position that the Office of Health Care Access should take when 
considering any hospital merger or acquisition is that such mergers are not in the 
best interest of the public and should be denied. As our testimony has previously 
shown, hospital mergers are, by their very nature, anti-competitive and generally 
lead to higher prices without concomitant improvements in efficiency, quality, 
accessibility, or accountability. Mergers and acquisitions should be permitted only 
when convincing evidence has been presented demonstrating that no other means 
is available to achieve the purported goals of the merger that would serve the 
community's interests in preserving high-quality, affordable, and accessible health 
services. 

The proposed acquisition of L+M by Yale/New Haven Health Services Corporation 
does not demonstrate any compelling public interest, or evidence suggesting a 
public good. 

Close clinical coordination and cooperation is already achieved between the two 
institutions and with health care providers in the community without the benefit of 
formal acquisition. 

As a family physician working in an independent community health center in New 
London, I already have instant access to the L+M computers to obtain laboratory 
data, x-ray reports, emergency room reports, and hospital discharge summaries on 
my patients. If a patient of our health center is seen in the emergency room at L+M, 
procedures already exist that allow the emergency physician to schedule a visit for 
the patient with us within 24 hours. Yet our community health center and L+M are 
separate, independent entities. 



I already have excellent relationships with the specialists at Yale/New Haven, many 
of whom have office hours at L+M for the convenience of our patients. Yale/New 
Haven specialists have often called me on the telephone to discuss mutual patients 
with serious vascular problems and pulmonary conditions. At their behest, I have 
seen the patients and ordered tests and managed their conditions in between visits 
to the specialists in New Haven. All of this is done without the need for one hospital 
to "own" the other, especially given all of the bad results from such ownership. 

The neonatal intensive care unit at L+M is already staffed by Yale/New Haven 
neonatologists. The NICU staff already arrange for babies to be seen within 24 hours 
at our community health center following their discharge. This occurs without the 
necessity of L+M being owned by Yale/New Haven. 

This and other evidence demonstrates that close clinical coordination and 
cooperation already exists between L+M and Yale/New Haven. This clinical 
coordination already exists between Yale/New Haven personnel and community 
health providers in the New London area. The formal acquisition of L+M by 
Yale/New Haven is neither required nor justified to achieve clinical goals—that is, 
to serve our patients. 

Should the Office of Health Care Access nevertheless consider approval of such an 
acquisition, it must condition such an acquisition on agreement by both parties to 
stipulations that would safeguard health care services in Southeastern Connecticut. 
These stipulations should be in force for at least 10 years and would include: 

• Retaining existing health services in the New London community and not 
outsourcing them to other Yale hospitals or relocating them to more affluent 
communities in the L+M service area 

• Freezing the prices charged and negotiated by L+M to existing levels with 
annual increases no greater than the Consumer Price Index 

• Ensuring help with any transportation for health care that has to be 
delivered at another hospital 

• Expanding health services to Southeastern Connecticut by fully funding and 
implementing all the recommendations emanating from the 2016 
Community Health Needs Assessment conducted by L+M and the Ledge Light 
Health District 

• Requiring that L+M and Yale/New Haven negotiate with a representative 
cross-section of the community a written Community Benefits Agreement 
with binding commitments enforced by an independent monitor on the 
issues of access, affordability, community benefits, efficiencies and jobs 

• Assuring that L+M Hospital remains under the control of a locally controlled 
and locally elected Board of Directors with decision making authority and 
accountability to the community. 



The Office of Health Care Access must consider this proposed acquisition in the 
context of the entire state's health care system. Consolidation of the health care 
system is not in the best interests of patients or communities. Consolidation 
weakens accountability to the communities these hospitals serve. Consolidation 
erodes competition and innovation, increase costs, and provides little or no 
additional benefits in terms of quality, safety, or accessibility. 

I urge the Office of Health Care Access to deny the proposals to transfer ownership 
of L+M to Yale/New Haven Health Services Corporation and the merger of L&M 
Physician Association, Inc. into Northeast Medical Group, Inc. 



Stephanie Johnson, RPSGT 

President, AFTCT Local 5051 LPN/Technologists 

43 Converse Pl. 

New London CT 

(c) 860-961-1635 

Pre-filed Testimony 

July 1, 2016 

Office of Health Care Access 

My name is Stephanie Johnson and I am the president of AFTCT Local 5051 which represents more than 

270 LPN's and Technologists at Lawrence Memorial Hospital. I am a 15 year employee, the last 13 years 

being in my current position as a polysomnographic technologist and a resident of East Lyme. Today I 

am here to ask you, Office of Health Care Access, to follow Governor Malloy's directive to hold off on 

this takeover of Lawrence Memorial Hospital by Yale New Haven Hospital. 

As a caregiver in the hospital and as president of the union, I have seen many changes and understand 

that sometimes change is necessary. In this instance I would say that not only is this change for the sake 

of change but also the changes that are made can be devastating to our community. I have reservations 

about many things but primarily I am concerned about access to the quality care that we provide. I 

think it is irresponsible for a community hospital to not be there for the region we are supposed to be 

here to care for. The story has already played out in Windham, how long before it reaches New London 

and Westerly? 

I was at a meeting held jointly by L&M and Yale recently and heard for myself from Bruce Cummings, 

CEO of L&M Hospital that Westerly Hospital does not have the physical footprint that the hospital needs 

to do inpatient and outpatient services. As an employee of the New London hospital, which is also land 

locked and has constraints that might prevent future growth, how long until we are told that the 

services we provide are not going to continue. How far will our patients have to travel to receive care? I 

am not just a care giver but I also utilize the hospital for my care. I was born at Lawrence and Memorial 

Hospital, gave birth to my son there and have said final good byes to close relatives who died there. I 

cannot imagine having to drive to Yale to visit a sick family member and more importantly, I cannot 

imagine how our patients who may not have the benefit of transportation and rely on public 

transportation will get there. 

Decisions about which services will be kept at both campuses will be made by Yale. We are asking for 

assurances that services for our patients will not be made by a board that seeks to fatten the already 

large pocket of Yale New Haven's system, as there will no longer be any viable competition which. That 

means reduced patient's choice to seek care at a lower cost. I have personally read the bylaws changes 

in the Certificate of Need and have seen the handover of control to Yale. When I asked about it, I was 

not taken seriously and told "Oh those are just words written in the contract." Luckily, I know how to 
read contracts. 

We were surprised to see Yale and L+M say that L+M lacks the financial and clinical resources to run the 

programs necessary to take care of our community. We've watched management spend $17 million 

dollars that could have gone to take care of people in Greater New London on strikebreakers, lawyers 



and other expenses to lock their workers out of their jobs. We've watched management spend $35 

million dollars to buy an unprofitable hospital out of bankruptcy. We've watched management spend 

more $78 million of our hospital's profits subsidizing the growth of its physician practice, and now Yale-

New Haven says the combined NEMG/LMPA practice will run $70 million a year in losses. 

All of that money could have, and should have gone to strengthening our hospital's clinical programs. 

Instead, we see staffing cuts, the first of what may be many. In the CON, Yale-New Haven says it doesn't 

have any planned service cuts, but it may reduce "duplicate" services in the future. We are concerned 

that the duplicate services may simply be the profitable services, which will be extracted from the 

hospital and placed far from New London, where poorer patients and those who need help with 

transportation will struggle with access. 

When you look at this proposal, make sure you ask what Yale's goals will be. We've already lived under 

management that thought they were building a small empire. Now the biggest empire in the state wants 

to take over. 

We are asking that services be made available to this community in this community. We are asking that 

the community be made aware of who will be in control of these services. We are asking that any 

promises be guaranteed, in writing, with enforcement and oversight by the community. We are asking 

for you, Office of Healthcare Access to slow down this process. If, after all is said and done, and the 

bodies that Governor Malloy put in place to look into the laws that govern deals like this find that our 

concerns are not necessary, we can start a new conversation about the future of Li-M, Yale and our 

health care system. Please allow the process to be followed, and give us time so that all questions can 

be asked and answered—truthfully. 



Pre-filed testimony of Jason Pelletier 

Office of Health Care Access 

Docket #s 15-30233 CON and 15-30233, Acquisition of L+M Health Care by Yale-New Haven Health 

Services Corporation and Merger of Lawrence and Memorial Physicians Association into Northeast 

Medical Group 

June 30, 2016 

My name is Jason Pelletier. I live at 28 E Street, Groton Connecticut. I am a cook in the cafeteria at Pfizer 

in Groton, and a shop steward for UNITE HERE Local 217. 

I am now almost 49 years old and have always been in great health until last year, when I contracted 

Lyme disease. After a run of antibiotics, all was well until symptoms started to recur this year. 

My health care coverage is very important in order to cover costs of recurring doctor visits and 

prescriptions. I am also concerned about having adequate health coverage as I get older and have more 

health issues. 

We are in in contract negotiations with our employers. So are 7 other corporate cafeterias in 

Connecticut that are operated by Compass, including our brothers and sisters at Electric Boat. We pay 

20% of our premiums now, and are trying to reduce that percentage at the bargaining table. 

The cost of employees' share of the premiums went up by 10% last October. That means that everyone 

who had coverage had a big bite taken out of the raises that we negotiated with our employer. We have 

a really good health plan and have fought to keep costs down, but I have coworkers who are uninsured 

or on state assistance because they can't afford the premiums. 

Before I talk about Yale taking over our hospital, I want to tell you how hard our union works on health 

care costs. Our health plan, UNITE HERE Health, is run jointly by our union and employers in our 

industries. Workers in our union take leave from their jobs for several weeks to educate their coworkers 

and help them sign up for a primary care doctor and get their bionnetric tests so that they can work with 

our health plan to improve their health and avoid going the hospital. We have run a union-wide 

education program to educate our coworkers on how to tell the difference between a health care 

problem and a real emergency, and to use Urgent Care or see their doctors instead of the Emergency 

Room, unless they really need to go. As a steward, I'm trained to help my coworkers use health care the 

right way, and to help them connect with our health plan if they have problems. 

But that won't matter if prices for hospitals and doctors go up because Yale takes over our hospital. 

Even if we convince our employer to lower the percentage of the premiums that we pay, if the care 

itself gets more expensive, premiums will go up and we'll be paying what we paid before. Please stop 

this takeover, or, if it is approved, make Yale-New Haven guarantee in writing that they won't raise 

prices. 

We don't make a lot of money. As a cook, I make $16.44 an hour, and I'm one of the better paid people 

in our workplace. I'm fortunate to have full-time hours and a steady paycheck. But none of us can afford 



to pay more for health care. Affordable health insurance has always been important to me, but where 

I'm at in my life now, I can't do without it. Thank you. 



Pre-filed Testimony 
July 1, 2016 

Fred Hyde, M.D. 
57 Main Street 
Ridgefield, CT 06877 

A. General Background 

(1) The proposed acquisition of L+M Health Corporation (L+M) by Yale-New Haven Health 
Services Corporation (YNHHSC) comes at an important moment in the American and 
Connecticut health care systems. 

(2) The Patient Protection and Affordable Care Act (PPACA) has failed to control the ongoing 
growth of health care costs. 

(3) In the five years since passage of the PPACA, private sector health care insurance premiums 
grew at three times the rate of general inflation, faster in relation to inflation than during the 
five years prior to passage. 

(4) A portion of this increase in health and hospital expense can be directly attributable to the 
consolidation of hospitals and health systems. These consolidations result in: 

(a) Higher prices through monopoly market position; 

(b) Inflated expenses resulting from more complex and more generously compensated 
management, with hospital administration now accounting for 1.43% of the nation's 
Gross Domestic Product; and 

(c) Compromise to the integrity of physician judgment when such hospital and health system 
consolidations include physician practices. 

(5) The burden of these costs falls on the patient, the patients' families, and society, through 
_ higher health insurance premiums, higher out-of-pocket payments and compromises to choice 

and freedom. The Kaiser Family Foundation reports that insurance deductibles grew nearly 
seven times faster than worker earnings in the five years following PPACA passage. 

(6) This is the background against which OHCA is called upon to evaluate yet another attempt at 
monopoly acquisition (another hospital by a health system) and consolidation of institutional 
control over professional judgment through hospital-sponsored medical groups. 

(7) OHCA 's task is non-delegable. Legal redress opposing or attempting to remedy hospital 
monopolies has proven to be unreliable: even when "after-the-merger" remedies or checks 
are in place, inevitable cost increase occurs. 

The FTC has allowed the Hart-Scott-Rodino review period to lapse, and the federal 
government continues to struggle to win cases under antitrust laws. 

(8) OHCA awards a Certificate of Need "franchise" to private corporations which are engaged in 
publicly funded services: the award must be based on the public good, not on private gain. 

1 



One state with challenges parallel to those of Connecticut is Massachusetts. Testimony is 
offered on the applicability of findings from that state to the challenge facing OHCA in this 
and similar Certificate of Need applications. 

B. The Applicants assert these arguments in support of Docket No. 15-32033-CON (affiliation of 
Lawrence + Memorial Corporation with Yale-New Haven Health Services Corporation), 
and Docket No 15-32032, (merger of L&M Physician Association and Northeast Medical 
Group): 

(1) Lawrence + Memorial as a system does "not have the clinical and financial resources" 
to "integrate service delivery and assume responsibility for achieving specific quality, 
cost and service outcomes." 1; 

a. Lawrence + Memorial only lacks financial resources as a result of empire 
building and other imprudent management decisions, including: 

(i) Expensive attempts to outsource services, and to "lock out" unionized employees 
performing those services, about which other members of the coalition will provide 
more detailed testimony; 

(ii) The acquisition of the bankrupt Westerly Hospital for a reported price of $35 
million; and 

(iii) The extraordinary subsidy of physician practices. The first attachment to this 
document shows the extent to which hospital revenues are generating adequate 
margins to support operations and maintenance, but are subsidizing physician 
practice and other "system" losses. Those losses amount to $78 million over the past 
five years. The combined new NEMG practice is expected to lose $70 million per 
year. 

b. In general, not-for-profit hospitals are doing well financially.2  In fiscal year 
2015 Moody's reports that not-for-profit hospitals had median annual growth rate 
of 7.4% and median three-year revenue compounded annual growth rate of 5.6%. 

(2) If acquired by Yale-New Haven Health Services Corporation, Lawrence + Memorial as a 
system would achieve efficiencies through economies of scale, and patients will receive 
"the right care at the right time and in the most cost effective setting." 

a. However, evidence provided here (the second attachment, a list of peer-
reviewed journal articles provided electronically) shows that such economies 
have not been achieved in similar health system acquisitions in the past, and that 
consolidation leads to significant price increases and resulting systemic cost 
growth. Consider these critical examples from a body of literature that grows 
daily: 

i. A comprehensive study by the Massachusetts Health Policy Commission 
found that market power is the primary determinant of prices in the state, 

OHCA Docket 15-32033-CON, p. 25 
2  Health Care Policies and Trends, Healthcare Financial Management, June 2016, Page 18 
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and that community hospitals provide the same care at much lower price 
as the dominant system. 

Cooper3  et al studied nearly 4 billion private sector claims nationwide 
and found that the primary determinant of health care costs is the price of 
provider services, and that the most powerful determinant of provider 
price is market power — not quality, not size, not academic status or 
reputation. Parenthetically, these authors noted that one area of the 
country with both high Medicare and high private commercial health 
insurance costs is New Haven, CT. 

Gowrisankaran4  et al studied data on post-merger pricing and found that 
separately negotiated prices do not negate the impact of a system's 
market power. Newly purchased hospitals still gain a price premium. 

A new study of leverage in California hospitals5  indicates that 
monopolist health systems took active advantage of their status, leading 
to steadily increasing price differentials, separating them from non-
monopolist hospitals by as much as $4,000 per discharge. 

iv. The Applicant's own evidence makes this point. The Health Care Cost 
Institute's report submitted with the application notes that the primary 
driver of health care cost increases is provider and pharmaceutical 
pricing. 

b. Despite OHCA's request and the urging of legislators, the Applicants flatly 
refuse to provide comparative price data between L+M and the YNHHS 
hospitals. However, original analysis of Medicare payments submitted as part of 
this testimony shows that, almost uniformly, payments for services at Yale-New 
Haven (including low acuity services) are significantly higher than those at 
Lawrence + Memorial and much higher than other currently independent 
hospitals. 

The third attachment to this testimony is excerpted from 2013 CMS records of 
billing and payment by DRG by hospital for the top 100 DRGs in Connecticut 
hospitals. 

No evidence has been offered by applicants to demonstrate that past acquisitions 
or affiliations (Bridgeport, Greenwich) have produced economies similar to those 
predicted in the current application. To the contrary, these hospitals remain 
among the most expensive in Connecticut; 

3  Cooper, Z. et al, "The Price Ain't Right? Hospital Prices and Health Spending on the Privately Insured," NBER 
Health Care Pricing Project, December 2015 

4  Gowrisankaran, G., et al, "Mergers When Prices Are Negotiated: Evidence from the Hospital Industry," The 
American Economic Review, March 2013 

5 Melnick, G. and K. Fonkych, "Hospital Price Increases in California, Especially Among Hospitals in the Largest 
Multi-hospital Systems," INQUIRY: The Journal of Health Care Organization, Provision, and Financing, Volume 
53: 1-7, 2016 
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c. A report by members of the intervenor coalition from December of last year, 
submitted as the fourth attachment, demonstrates that this acquisition will lead 
to extreme market concentration in the L+M service area, and intensify Yale-
New Haven's market power from New York to the Rhode Island border. If this 
acquisition is consummated, Yale-New Haven Health Systems will account for 
83% of discharges in L+M's primary service area, and nearly 60% of all inpatient 
discharges in the southern half of the state. Using the federal government's 
standard measure, the growth in market concentration in each of those areas 
would be presumed to create excessive market power. 

d. Consolidation can alter financial and referral relationships to create a "death 
spiral" for community hospitals. The Massachusetts Health Policy Commission, 
in its comprehensive study of community hospitals and the effect of monopolist 
systems, has concluded that the provision of routine hospital care at academic 
medical centers and teaching hospitals leads to lower total and commercial 
inpatient volume at community hospitals. 

This sequence of events, in turn, leads to lower prices at community hospitals, 
poor hospital financial performance, limited ability to invest, and barriers to 
adoption of new technology. This cycle reinforces patient preferences for 
academic medical centers and teaching hospitals, even for routine hospital care. 

For patients left behind in communities like Windham and New London, 
especially those (i) without transportation to the central hospital, (ii) good health 
insurance, or (iii) well-connected doctors, this practice results in patient red-
lining, leaving the poor and aged to be served by inferior hospitals, made inferior 
as their patients are drawn out of local services, and into the central "name-
brand" academic medical center. 

The initial and understandable community "rapture" at being part of a larger, 
more exciting, more capable health system becomes, in short order, the 
recognition that the community hospital has been "left behind." 

e. The Applicants have offered no evidence that the acquisition of Lawrence + 
Memorial Physicians Association, L+M's 70-physician group medical practice, 
will create efficiencies with any meaningful return to patients and payers. 
Extensive bibliographic evidence of studies in academic, professional and public 
service literature, submitted as the fifth attachment, indicates that such 
efficiencies will not result. 

f. For example, Robinson6  et al, found that physician practices in California that 
were owned by local community hospitals had costs 10% higher than physician-
owned organizations. Practices owned by regional multi-hospital systems 
generated costs 20% higher than physician-owned practices. 

g. Excessive bureaucracy will increase expenses, including (a) more layers of 
management between the physician and the patient, (b) attempts to conform 

6  Robinson, J. and K.Miller, "Total Expenditures per Patient in Hospital-Owned and Physician-Owned Physician 
Organizations in California," JAMA, October 22/29, 2014;312(16):1663-1669 
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physician behavior to purchasing, referral or other financial direction, (c) 
hospital-oriented -- that is, institutional and hospital revenue cycle-oriented --
information systems. 

h. OHCA should view with skepticism the idea that installation of the EPIC 
electronic medical record system will generate efficiency or improve quality. The 
Partners system in Massachusetts spent $1.2 billion to go live in 2015, double the 
original budgeted $600 million. Auditors for Southcoast Health hospitals in 
Massachusetts attribute a $30 million 2014 operating loss and 105 layoffs in part 
to the cost of EPIC.' Southcoast (and other Massachusetts hospitals) are 
attempting to "keep up" with the highest priced system, Partners, as Partners 
attempts to meet its own budget requirements by electronic steering of patients 
from distant corners of that State. 

Moreover, "efficiencies" or quality improvements resulting from the use of one 
or another brand of electronic health record systems are purely speculative. There 
is no generalizable data showing that EHRs are actually helping control health 
costs, and EPIC is an extraordinarily expensive product. 

(3) If acquired by Yale-New Haven Health Services Corporation, Lawrence + Memorial 
would achieve higher quality in care provided. 

a. The recent comprehensive study of all hospitals in Massachusetts by the Health 
Policy Commission (HPC), cited above, reveals that spending at community 
hospitals is lower for low acuity inpatients and "is not associated with any 
difference in quality." 

b. In fact, the HPC study showed that "Most community hospitals provide care at a 
lower cost per discharge, without significant differences in quality," nearly 
$1,500 less per inpatient according to that study. This HPC study is the sixth 
attachment to this testimony. 

c. The fifth attachment (as also noted above) is a list of peer-reviewed journal 
articles that report, among other findings, no evidence that consolidation of large 
and small hospital systems produces higher quality care. There is, to the 
contrary, some evidence that care improvements and patient safety both become 
victims of bureaucratic inertia and indifference. 

d. Extensive bibliographic evidence of studies in academic, professional and public 
service literature indicates that the "quality" of physician services will not 
increase, and may, in fact, be compromised. 

(4) That access to primal), and advanced specialty care will be greatly enhanced for the citizens of the 
Lawrence and Memorial hospital service area through the acquisition. This argument is contradicted by: 

a. The example of Windham Hospital's acquisition by Hartford HealthCare, to which 
testimony will be given by others. 

7  Akanksha Jayanthi, "8 Epic ERR implementations with the biggest price tags in 2015," Becker s' Health IT and 
CIO Review, 7/1/2015 
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b. Compromise to physician resistance achieved through acquisition of medical 
practices. Doctors will ordinarily be fighting for their patients' rights, with insurance 
companies, vendors and even with hospitals. When the doctor is owned by the 
hospital, judgments may be altered concerning necessary services, referrals and costs. 
See the fifth attachment for journal studies in this area; 

c. Changing governance and control will render local officials and L+M itself incapable 
of protecting local services. The hearing notice makes clear that OHCA rejects the 
notion that this is not an acquisition. Upon consummation, the deal will leave all 
relevant decision-making authority in the hands of Yale-New Haven Health System. 

d. Patient choice will be severely compromised, if not eliminated. The Massachusetts 
Health Policy Commission study indicated that, as the result of consolidation in that 
state, "Patients often mentioned that they did not feel they had a choice of hospitals 
because their primary care provider or insurance plan determined where they could 
go for care." 

In fact, insurance carriers are driven by the financial impact of monopolist pricing to 
develop narrow networks of providers. This results in limited or non-existent 
flexibility for the patient and the patient's treating physician. Insurers are compelled 
to this strategy as a means of attempting to secure discounted prices from price-
gouging monopolist systems, in return for assurance of increased volume. 

e. Physician integrity may be compromised. Since patients rarely evaluate the quality 
of medical care, instead valuing the recommendations of physicians, those 
recommendations become very important. 

Contracts involving "owned" physicians reveal requirements for which service to 
use, what imaging center, what laboratory, what pharmaceutical products have been 
included in the formulary of the monopolist system, all of these limitations on the 
ability of the practicing physician to put their patients' interest first. 

Many physicians in independent practice face overwhelming bureaucracy and micro-
regulation. These bureaucratic challenges are complicated by the extraordinary 
difficulty of actually being paid for work done. Many therefore have thrown in this 
particular "towel," resigned to doing the best they are able under the constraints of 
monopolist systems. By way of recompense, physicians who have ceded such 
freedoms now have salaries or practice income guarantees supported by double 
billing and price-gouging associated with large health systems. 

f. Applicants' submission of misleading data about the flow of patients to out-of-state 
providers, obscuring a potential reduction in the diversity of providers. The 
applicants break out discharges from New York and Massachusetts providers, but 
neglect discharges from Rhode Island Hospital. RIH, the affiliated hospital of Brown 
University Medical School, is the most obvious competitor for subspecialty care to 
Yale-New Haven Hospital — the two hospitals are exactly equidistant from New 
London. 

OHCA must ask the Applicants what mechanism they will use to shift patient flows 
from "distant" competitors. Why should an acquisition change referral patterns? 
Without reviewing all provider employment, affiliation and practice management 



agreements between YNHHS, NEMG and all employed physicians and/or affiliated 
group practices, OHCA cannot fairly evaluate the impact on access. If doctors are 
contractually bound to refer to YNHHS, patients — especially those in towns west of 
the Thames River — will lose choice and will incur higher costs due to monopoly 
pricing effects. 

The cancellation of L+M's affiliation with the Dana Farber Institute offers an 
ominous foreshadowing of this effect. There is no reason L+M can't allow its 
doctors and their patients access to two brand-name cancer hospitals. Patients should 
have their choice of providers when their care requires subspecialty services only 
available outside New London. 

g. The terms of the supposed $300 million investment in health in Southeastern 
Connecticut. The applicants refuse to offer specifics about how much they will really 
invest, what they will invest in, or where the money will come from. 

All of the hypothetical $300 million appears to be contingent on future programs 
being consistent with the YNHHSC strategic plan, mutually agreed upon (between 
YNHHS and L+M), and displaying a positive return on investment. In other words, 
there would be no new investment in the Greater New London community's health 
unless that investment earns Yale-New Haven Health System a profit. 

The proposed expenditures for "physician and clinical recruitment" require scrutiny. 
The system spent $54.5 million in cash to buy PriMed LLC in 2014. If by 
"recruitment," Yale actually means "buying up the physician practices that L+M 
hasn't already purchased," patients will not benefit. 

In fact some or all of the $300 million is supposed to come from efficiencies that lead 
to lower expenses in L+M's future operations, or perhaps from the other YNHHS 
hospitals. The application assumes that L+M will eliminate more than 200 jobs and 
more than $130 million in wage and benefit expense during the first three years. 
(See attachment seven, excerpts from the application.) Over seven to ten years, 
L+M could generate its own $300 million in funds to invest, and have control over 
how they would be invested. Of course, these may be needed jobs for the delivery of 
patient services. 

h. Financial pressure on patients will be increased, perhaps intolerably so, as 
evidenced by these examples: 

There is a well-known history of abusive bill collection practices at Yale-New 
Haven. These abuses were investigated by the then-Attorney General; 

Approximately 35% of the accounts receivable of the nation's hospitals is now 
categorized as "patient responsibility." Articles in the hospital field call the 
patient the "new payer." Pressure on hospital revenue cycle performance will, of 
necessity, be addressed now more directly and forcefully to patients; 

Also, narrow networks allow referral only to "approved" doctors, leading to 
"surprise" bills (for out-of-network services, specialties not covered, services in 
other parts of Connecticut, other states). 



Hospitals Owning Doctors 

The shift of physician practices from 70% physician-owned in 2003 to less than 55% physician-owned by 
the end of 2010 (Mathews, A., "When the Doctor Has a Boss," The Wall Street Journal, November 8, 
2010) was accompanied by extraordinary increases in the cost of medical care, even by the standards of 
high prices and inflation in the health care field. 

Who benefits? If these proposals before OHCA will not produce efficiency, improvement in quality or 
control of cost, but will, to the contrary, lead to bureaucratic inefficiency, decline in physician integrity 
and accountability, and increase in cost, why then do their sponsors put them forward? 

Hospitals and the Public Interest 

Put simply, executives prosper. At Yale-New Haven, for example, attachment eight demonstrates that 
compensation of the top ten most highly compensated executives has increased by 100% in the time 
period (2006-2014) when smaller and independent hospitals have had increases of 20 – 25%. 

Moreover, the doubling of administrative cost has an impact on the perception of those less handsomely 
compensated, such as practicing doctors. The surge of doctors seeking to become administrators has 
spawned extraordinary growth in schools of business, public health and hospital administration. Doctors 
see the lavish compensation of executives, the unhurried hours, and quickly deduce the market strategy 
(get bigger, earn more). Of course, all of this affects the patient. 

A study published in Health Affairs and summarized by the Commonwealth Fund compared hospital 
administrative costs in eight countries and found that such costs accounted for 25% of hospital spending 
in the United States, twice the proportion seen in other advanced nations. 

The hospital administration share of gross domestic product for the entire country rose from .98% to 
1.43% between 2000 and 2011. Moreover, "There was no apparent link between higher administrative 
costs and better-quality care." 

This anomaly—societal concern and even outrage over health prices, yet skyrocketing compensation for 
hospital administrators—is made possible by the financial insulation enjoyed by members of those 
hospital boards. 

In short, public agencies—not private boards or conflicted executives—will have to "stand in" for 
governance, if public interests are to be served. 

C. Summary 

In summary, the applicants have failed to successfully address these issues identified by OHCA: 

(1) Public need: 

a. There is no "public need" demonstrated for this proposal; 

b. To the contrary, the public good (preservation of the lowest possible rates for health 
services and health insurance; the guarantee of local autonomy concerning decisions 
involving access to services; measures preserving the independence and integrity of 
physicians) argues against this proposal; 
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(2) Impact on residents, including how access to services (including specialty care) will be 
maintained or improved: 

a. The applicants have failed to provide evidence that the access to specialty services 
will be improved. To the contrary, evidence has been presented that in other 
acquisitions by market-leading health systems in Connecticut (e.g., Hartford 
HealthCare acquisition of Windham Hospital), services have diminished. In that 
example, specialty and hospital care has been transferred incrementally to centrally-
located specialists with Hartford. 

b. Similar migration of specialty services has been demonstrated in a comprehensive 
study of community hospitals in Massachusetts by the Massachusetts Health Policy 
Commission. 

(3) Benefits achieved in the Bridgeport/Greenwich Hospitals service areas: 

a. There is no evidence that has been presented that either financial stability or 
enhanced programs or services have taken place in the Bridgeport and/or Greenwich 
Hospital services areas, beyond whatever trends and factors have applied to the 
hospital industry as a whole. 

b. Neither OHCA nor the applicants have produced complete records of the "before" 
and "after" assessment of "financial stability or enhanced programs or services." 
The submission of incremental and selected information by the applicants more than 
six months after the beginning of the CoN process indicates that demonstration of the 
benefits of previous hospital acquisitions has not been a priority. 

These applications fail to meet the standards in PA 14-168 Section 7(a)(3), (4), (5), (11) and (12). 

(3) Applicants have not demonstrated a clear public need. 

(4) By refusing to provide price data, applicants have failed to adequately demonstrate how the 
proposal will impact the financial strength of the health care system, particularly if one views 
patients and payers as part of the system. 

(5) Applicants have not satisfactorily demonstrated how the proposal will improve the quality, 
accessibility, and cost effectiveness of health care. Intervenors have presented a large volume of 
evidence to the contrary. 

(11) Applicants have not satisfactorily demonstrated that the proposal will not  negatively impact 
the diversity of health care providers and patient choice in the geographic region. This is a new 
and much higher burden of proof for both OHCA and the Applicants. Intervenors have raised a 
series of questions about the vague generalities in the application, without answers to which 
OHCA cannot plausibly certify having met this standard. 

(12) Applicants have failed to provide any evidence that the consolidation from the proposal will 
not adversely affect health care costs or accessibility to care. Again, this is a new standard, 
enacted by the General Assembly specifically to address the circumstances currently under 
review. When OHCA pressed the applicants to say whether any of the supposed cost savings 
from the acquisition would be passed on to consumers, they simply refused. 
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These proposals should not be ruled on until January 15, 2017 or until the Governor's Task Force makes 
its recommendations. If forced to rule by the statutory calendar, OHCA must deny them. Regardless of 
Executive Order 51, the applications as written fail the relevant statutory tests and must be denied 
whenever they ripen for decision. 

The only possible scenario under which a proposed takeover of L+M by YNHHS or any other major 
system could proceed is with permanent, concrete written guarantees on access, cost, quality and 
workplace standards, all negotiated directly with a representative cross-section of the community and 
with ongoing enforceable community oversight. We have attached our coalition's "Vision and Values 
Statement" which includes details of our vision for the future of the Southeastern Connecticut health care 
system. 

Thank you for your attention. 

10 



EXHIBIT I 



YNHHS and L+M, Holding Company Profit and Loss, Hospital Profit, Physician Subsidy 

2015 2014 2013 2012 2011 

Yale New Haven Health System 

Holding Company Profit (Loss) $144,091,000 $204,301,000 $168,660,000 $130,416,000 $71,016,000 

Hospital/Hosp + Sub Profit $105,816,000 $160,785,000 $178,722,000 $130,609,000 $67,162,000 

Physician Subsidy $53,931,000 $45,621,000 

Lawrence + Memorial 

Holding Company Profit (Loss) $1,536,369 ($3,388,068) $2,253,354 $7,721,331 $15,902,773 

Hospital Profit $14,522,752 $5,979,688 $10,767,187 $17,549,573 $16,766,396 

Physician Subsidy $20,061,502 $20,865,372 $15,724,357 $12,069,947 $9,263,443 

Source: audited financial statements 
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EXHIBIT 3 



Variation in Connecticut Hospital Charges and Medicare Payment (Medicare plus patient) 

Septicemia or Severe Sepsis W MV 96+ Hours 

Hospital Discharges Average Charge 

(Hospital bills 

Medicare) 

Average Payment 

(Medicare and 

patient) 

Average Medicare 

Payment 
Average Patient 

Payment 

Yale-New Haven Hospital 81 $310,648 $85,235 $74,434 $10,801 

St. Francis Hospital & Medical Center 29 $158,137 $60,347 $48,067 $12,280 

Bridgeport Hospital 15 $158,715 $57,016 $53,003 $4,013 

Hospital of Central Connecticut 28 $124,601 $52,428 $41,063 $11,365 

Hartford Hospital 33 $139,676 $52,283 $46,420 $5,863 

Manchester Memorial Hospital 16 $174,226 $50,655 $49,772 $883 

William W. Backus Hospital 11 $91,957 $48,128 $38,732 $9,396 

Saint Mary's Hospital 19 $72,890 $45,681 $42,864 $2,817 

Lawrence & Memorial Hospital 15 $93,194 $44,932 $44,211 $721 

Waterbury Hospital 25 $143,911 $43,622 $39,899 $3,723 

Middlesex Hospital 16 $161,074 $43,016 $41,385 $1,631 

MidState Medical Center 12 $71,954 $38,774 $38,038 $736 

Source: FY2013, CMS Data 	 1 



Variation in Connecticut Hospital Charges and Medicare Payment (Medicare plus patient) 

Infectious & Parasitic Diseases W O.R. 

Procedure W MCC 

Hospital Discharges Average Charge Average Payment Average Medicare Average Patient 
(Hospital bills (Medicare and Payment Payment 
Medicare) patient) 

John Dempsey Hospital 12 $140,156 $68,723 $62,636 $6,087 

Yale-New Haven Hospital 120 $202,690 $63,477 $56,019 $7,458 

Norwalk Hospital Association 15 $214,160 $62,501 $56,386 $6,115 

Bridgeport Hospital 23 $156,619 $54,100 $43,510 $10,590 

Stamford Hospital 34 $178,845 $51,370 $49,450 $1,920 

St. Francis Hospital & Medical Center 34 $128,416 $51,080 $44,622 $6,458 

Waterbury Hospital 25 $200,489 $50,593 $46,907 $3,686 

Hartford Hospital 98 $114,399 $48,902 $43,311 $5,591 

Saint Mary's Hospital 25 $78,892 $44,855 $42,893 $1,962 

St. Vincent's Medical Center 22 $108,916 $43,810 $36,102 $7,708 

Griffin Hospital 15 $111,374 $41,967 $40,039 $1,928 

Lawrence & Memorial Hospital 37 $86,724 $41,567 $39,538 $2,029 

William W. Backus Hospital 37 $83,688 $41,302 $36,969 $4,333 

Danbury Hospital 16 $86,609 $40,480 $38,556 $1,924 

Middlesex Hospital 27 $152,242 $39,522 $37,910 $1,612 

Hospital of Central Connecticut 42 $78,346 $38,158 $34,812 $3,346 

Greenwich Hospital Association 11 $123,456 $38,080 $36,732 $1,348 

Manchester Memorial Hospital 30 $112,079 $37,533 $36,745 $788 

MidState Medical Center 26 $71,300 $35,872 $33,463 $2,409 

Charlotte Hungerford Hospital 17 $53,134 $31,503 $30,075 $1,428 

Source: FY2013, CMS Data 2 



Variation in Connecticut Hospital Charges and Medicare Payment (Medicare plus patient) 

Major Small & Large Bowel Procedures W MCC 

Hospital Discharges Average Charge Average Payment Average Medicare Average Patient 
(Hospital bills (Medicare and Payment Payment 
Medicare) patient) 

John Dempsey Hospital 11 $130,340 $63,059 $58,620 $4,439 

Yale-New Haven Hospital 90 $174,277 $58,706 $52,041 $6,665 

Stamford Hospital 24 $205,005 $50,763 $48,905 $1,858 

Norwalk Hospital Association 17 $161,687 $49,798 $46,130 $3,668 

Bridgeport Hospital 14 $183,169 $49,112 $45,626 $3,486 

St. Francis Hospital & Medical Center 34 $138,873 $48,929 $45,632 $3,297 

Danbury Hospital 26 $122,442 $47,977 $42,206 $5,771 

St. Vincent's Medical Center 22 $168,701 $46,987 $43,328 $3,659 

Hartford Hospital 42 $99,028 $42,729 $39,399 $3,330 

Middlesex Hospital 21 $172,377 $42,616 $41,002 $1,614 

Lawrence & Memorial Hospital 12 $96,118 $40,832 $35,154 $5,678 

Saint Mary's Hospital 11 $96,824 $40,716 $38,949 $1,767 

Greenwich Hospital Association 12 $125,846 $38,204 $36,592 $1,612 

Bristol Hospital 16 $118,331 $37,414 $36,530 $884 

Waterbury Hospital 15 $136,953 $37,140 $35,004 $2,136 

Hospital of Central Connecticut 27 $88,070 $36,713 $35,055 $1,658 

MidState Medical Center 27 $75,716 $36,492 $33,697 $2,795 

Manchester Memorial Hospital 13 $89,343 $34,247 $29,579 $4,668 

William W. Backus Hospital 14 $61,329 $32,713 $31,709 $1,004 

Charlotte Hungerford Hospital 14 $57,485 $31,433 $30,673 $760 

Source: FY2013, CMS Data 3 



Variation in Connecticut Hospital Charges and Medicare Payment (Medicare plus patient) 

Respiratory System Dx W Ventilator Support 

96+ Hours 

Hospital Discharges Average Charge Average Payment Average Medicare Average Patient 

(Hospital bills (Medicare and Payment Payment 

Medicare) patient) 

Yale-New Haven Hospital 60 $202,775 $60,818 $56,656 $4,162 

Bridgeport Hospital 13 $176,297 $56,366 $52,897 $3,469 

Norwalk Hospital Association 26 $185,081 $54,524 $52,202 $2,322 

Hartford Hospital 28 $176,005 $52,351 $47,429 $4,922 

Manchester Memorial Hospital 14 $145,965 $52,058 $40,189 $11,869 

Danbury Hospital 13 $123,626 $50,969 $36,085 $14,884 

St. Francis Hospital & Medical Center 24 $142,835 $50,483 $47,648 $2,835 

St. Vincent's Medical Center 12 $169,032 $47,863 $39,396 $8,467 

Saint Mary's Hospital 14 $72,570 $42,707 $33,796 $8,911 

Lawrence & Memorial Hospital 20 $72,632 $42,362 $35,254 $7,108 

William W. Backus Hospital 14 $94,899 $42,219 $35,684 $6,535 

Hospital of Central Connecticut 24 $102,087 $40,720 $38,574 $2,146 

Waterbury Hospital 11 $133,217 $38,140 $34,802 $3,338 

MidState Medical Center 13 $84,483 $37,188 $36,733 $455 

Middlesex Hospital 21 $127,717 $35,824 $34,429 $1,395 

Charlotte Hungerford Hospital 13 $58,770 $34,149 $32,069 $2,080 

Source: FY2013, CMS Data 4 



Variation in Connecticut Hospital Charges and Medicare Payment (Medicare plus patient) 

Spinal Fusion Except Cervical W/O MCC 

Hospital Discharges Average Charge 

(Hospital bills 

Medicare) 

Average Payment 

(Medicare and 

patient) 

Average Medicare 

Payment 

Average Patient 

Payment 

Yale-New Haven Hospital 107 $88,003 $41,497 $35,917 $5,580 

John Dempsey Hospital 55 $54,387 $40,845 $37,805 $3,040 

Bridgeport Hospital 23 $100,121 $37,203 $31,497 $5,706 

Hartford Hospital 78 $57,900 $34,783 $27,294 $7,489 

Norwalk Hospital Association 29 $100,576 $34,032 $32,417 $1,615 

Danbury Hospital 54 $72,815 $33,594 $27,322 $6,272 

Stamford Hospital 17 $129,246 $32,690 $29,709 $2,981 

Saint Mary's Hospital 25 $81,847 $32,119 $25,184 $6,935 

St. Vincent's Medical Center 21 $70,481 $32,054 $30,560 $1,494 

Greenwich Hospital Association 28 $158,360 $31,394 $27,047 $4,347 

St. Francis Hospital & Medical Center 70 $42,545 $31,302 $27,700 $3,602 

Lawrence & Memorial Hospital 16 $75,241 $30,013 $28,832 $1,181 

Waterbury Hospital 26 $144,435 $29,952 $25,218 $4,734 

Hospital of Central Connecticut 29 $79,744 $29,488 $28,308 $1,180 

New Milford Hospital 13 $36,857 $28,916 $24,487 $4,429 

Middlesex Hospital 19 $110,939 $28,693 $25,097 $3,596 

MidState Medical Center 12 $72,749 $27,806 $26,627 $1,179 

William W. Backus Hospital 72 $47,418 $27,151 $24,440 $2,711 

Rockville General Hospital 29 $45,887 $24,461 $22,523 $1,938 

Charlotte Hungerford Hospital 33 $21,714 $23,945 $21,278 $2,667 

Source: FY2013, CMS Data 5 



Variation in Connecticut Hospital Charges and Medicare Payment (Medicare plus patient) 

Other Vascular Procedures With MCC 

Hospital 	 Discharges 	Average Charge 	Average Payment Average Medicare Average Patient 
(Hospital bills 	(Medicare and 	Payment 	 Payment 
Medicare) 	patient) 

Middlesex Hospital 12 $174,250 $38,456 $36,551 $1,905 

Yale-New Haven Hospital 79 $135,606 $38,296 $35,731 $2,565 

Stamford Hospital 12 $159,728 $34,254 $32,540 $1,714 

Danbury Hospital 22 $96,541 $32,267 $25,353 $6,914 

Hartford Hospital 73 $83,857 $29,041 $26,612 $2,429 

St. Francis Hospital & Medical Center 30 $83,915 $26,624 $25,165 $1,459 

St. Vincent's Medical Center 16 $76,358 $25,618 $24,552 $1,066 

Saint Mary's Hospital 13 $52,451 $25,068 $24,006 $1,062 

Source: FY2013, CMS Data 	 6 



Variation in Connecticut Hospital Charges and Medicare Payment (Medicare plus patient) 

Hip L& Femur Procedures Except Major Joint 

W MCC 

Hospital Discharges Average Charge Average Payment Average Medicare Average Patient 
(Hospital bills (Medicare and Payment Payment 
Medicare) patient) 

Yale-New Haven Hospital 41 $138,463 $38,348 $33,057 $5,291 

Stamford Hospital 13 $127,169 $29,561 $28,118 $1,443 

Bridgeport Hospital 14 $81,959 $28,016 $25,755 $2,261 

Hartford Hospital 56 $60,199 $25,384 $22,919 $2,465 

Norwalk Hospital Association 13 $79,773 $25,255 $23,679 $1,576 

St. Vincent's Medical Center 15 $86,790 $25,218 $23,223 $1,995 

Lawrence & Memorial Hospital 16 $46,929 $24,778 $19,022 $5,756 

St. Francis Hospital & Medical Center 25 $69,793 $24,706 $23,328 $1,378 

Danbury Hospital 25 $57,373 $24,119 $22,871 $1,248 

Hospital of Central Connecticut 25 $64,529 $22,876 $21,677 $1,199 

Waterbury Hospital 15 $79,965 $22,327 $20,985 $1,342 

Greenwich Hospital 14 $101,216 $22,016 $20,670 $1,346 

Middlesex Hospital 20 $78,502 $20,670 $19,232 $1,438 

MidState Medical Center 15 $55,966 $20,173 $19,315 $858 

Charlotte Hungerford Hospital 12 $37,816 $18,874 $17,996 $878 

Source: FY2013, CMS Data 7 



Variation in Connecticut Hospital Charges and Medicare Payment (Medicare plus patient) 

Major Small & Large Bowel Procedures W CC 

Hospital Discharges Average Charge Average Payment Average Medicare Average Patient 
(Hospital bills (Medicare and Payment Payment 
Medicare) patient) 

John Dempsey Hospital 14 $47,604 $27,884 $25,212 $2,672 

Yale-New Haven Hospital 93 $74,952 $26,205 $21,802 $4,403 

Stamford Hospital 24 $124,873 $25,037 $23,465 $1,572 

Norwalk Hospital Association 23 $86,327 $24,176 $21,118 $3,058 

Bridgeport Hospital 20 $74,235 $23,887 $19,380 $4,507 

Greenwich Hospital Association 42 $78,156 $23,388 $17,851 $5,537 

Waterbury Hospital 19 $106,740 $23,111 $21,013 $2,098 

Hartford Hospital 68 $51,502 $22,477 $18,355 $4,122 

MidState Medical Center 25 $53,290 $22,143 $13,714 $8,429 

St. Francis Hospital & Medical Center 62 $56,193 $21,189 $18,850 $2,339 

Danbury Hospital 33 $67,201 $20,728 $18,782 $1,946 

St. Vincent's Medical Center 32 $52,380 $20,438 $17,881 $2,557 

Hospital of Central Connecticut 33 $43,989 $19,505 $17,296 $2,209 

Saint Mary's Hospital 25 $54,208 $19,306 $17,936 $1,370 

Griffin Hospital 13 $67,822 $19,135 $17,659 $1,476 

Middlesex Hospital 31 $86,394 $18,870 $17,074 $1,796 

Lawrence & Memorial Hospital 17 $48,783 $18,657 $17,678 $979 

William W. Backus Hospital 45 $39,831 $17,888 $15,142 $2,746 

Manchester Memorial Hospital 21 $50,777 $17,071 $14,998 $2,073 

Bristol Hospital 15 $57,521 $16,599 $15,813 $786 

Charlotte Hungerford Hospital 21 $31,548 $15,957 $14,889 $1,068 

Source: FY2013, CMS Data 8 



Variation in Connecticut Hospital Charges and Medicare Payment (Medicare plus patient) 

Circulatory Disorders Except AMI, W Card Cath 

W MCC 

Hospital 
	

Discharges 	Average Charge 	Average Payment Average Medicare Average Patient 
(Hospital bills 	(Medicare and 	Payment 	 Payment 
Medicare) 	patient) 

Yale-New Haven Hospital 65 $120,592 $28,531 $25,275 $3,256 

Hartford Hospital 64 $71,032 $21,132 $16,888 $4,244 

St. Vincent's Medical Center 26 $79,241 $19,916 $16,494 $3,422 

St. Francis Hospital & Medical Center 40 $53,805 $18,661 $16,819 $1,842 

Danbury Hospital 12 $48,886 $18,543 $13,047 $5,496 

Lawrence & Memorial Hospital 14 $39,395 $15,344 $14,496 $848 

Hospital of Central Connecticut 11 $36,002 $14,949 $13,855 $1,094 

Source: FY2013, CMS Data 	 9 



Variation in Connecticut Hospital Charges and Medicare Payment (Medicare plus patient) 

Intracranial Hemorrhage or Cerebral Infarction 

W MCC 

Hospital Discharges Average Charge Average Payment Average Medicare Average Patient 
(Hospital bills (Medicare and Payment Payment 
Medicare) patient) 

Yale-New Haven Hospital 138 $94,839 $24,649 $21,717 $2,932 

John Dempsey Hospital 19 $27,682 $20,308 $18,596 $1,712 

Bridgeport Hospital 29 $49,352 $19,343 $15,691 $3,652 

Hartford Hospital 143 $55,092 $17,903 $15,145 $2,758 

St. Francis Hospital & Medical Center 86 $57,287 $17,058 $15,649 $1,409 

Windham Community Memorial Hospital 13 $19,960 $16,147 $15,323 $824 

Danbury Hospital 50 $37,247 $15,970 $14,198 $1,772 

Norwalk Hospital Association 39 $48,086 $15,837 $13,720 $2,117 

St. Vincent's Medical Center 33 $45,394 $15,776 $14,137 $1,639 

Stamford Hospital 39 $62,925 $15,021 $13,826 $1,195 

Saint Mary's Hospital 29 $25,038 $14,670 $13,448 $1,222 

Hospital of Central Connecticut 53 $34,972 $14,643 $12,615 $2,028 

Waterbury Hospital 33 $49,025 $14,378 $13,132 $1,246 

Griffin Hospital 15 $42,608 $13,961 $12,562 $1,399 

Greenwich Hospital Association 37 $47,276 $13,639 $12,463 $1,176 

Lawrence & Memorial Hospital 41 $30,269 $13,047 $12,207 $840 

Middlesex Hospital 36 $55,045 $12,635 $11,568 $1,067 

William W. Backus Hospital 19 $26,775 $12,458 $11,657 $801 

MidState Medical Center 31 $32,481 $12,041 $11,245 $796 

Charlotte Hungerford Hospital 15 $14,539 $11,321 $10,460 $861 

Source: FY2013, CMS Data 10 
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The last twenty years have transformed the Connecticut health care system. As 
recently as 1995, every hospital in the state was independent, but the era of the 
community hospital is over. If currently proposed mergers are completed, more 
than 80% of Connecticut's patients will receive care from hospitals owned by 
large, powerful multi-hospital systems. Driven in part by new "shared savings" 
reimbursement policies in the state Medicaid and federal Medicare programs, 
this trend is accelerating. 

Connecticut now has five major acquisitions pending, including the expansion of 
the state's most powerful health care entity. The Yale-New Haven Health System 
has proposed to buy Lawrence and Memorial Health, which owns both Lawrence 
and Memorial Hospital in New London and Westerly Hospital in Rhode Island. At 
the same time, Milford Hospital was forced to shut down Labor and Delivery ser-
vices when its leading Obstetrician/Gynecologists defected to Yale-New Haven 
Hospital. Financially distressed, Milford now leases space to Yale-New Haven 
Hospital for its regional inpatient rehabilitation services. A slow-motion takeover 
appears to be in process. 

The most recent data available show that Connecticut has the 4th highest health 
care costs in the United States, but lags in most measures of quality. Numerous 
academic studies show that as providers take each other over and limit compe-
tition, prices go up without service improvement—and the more heavily concen-
trated the market is to begin with, the higher the price increases. 

The co-authors of Hospital Market Concentration in Connecticut: The Impact of Yale-
New Haven Health System's Expansion, have worked together on legislative solu-
tions to the challenges of growing hospital monopoly for the past several years. 
In continuing that work, we have analyzed state inpatient hospital discharge data 
and mapped the potential changes to the state's health care markets if Yale-New 
Haven buys L+M and swallows up Milford Hospital. The report examines five 
geographic areas, from L+M's relatively small self-defined service area, to an 
area covering the southern half of the state. 
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The data yield three key metrics: the percentage market share held by Yale-New 
Haven Health, the score for each area on a standard government measure of market 
concentration called the Herfindahl-Hirschmann Index, or "HHI", and the amount of 
change in the concentration of the hospital market in each area. The findings include: 

• Though consumers already face a market with limited competitive pressure 
to protect them, the Milford and L+M takeovers will significantly increase the 
Yale-New Haven Health System's market share in all five areas. In L+M's pri-
mary service area, Yale-New Haven Health System will grow from 14% to 83% 
of inpatient discharges. 

• All five geographic regions studied easily meet the federal government's 
standard for a "highly concentrated" market even before the two takeovers. 
Highly concentrated markets lack competition and can lead to artificially 
excessive prices. 

• In the market areas studied, the size of the increase in consolidation caused 
by YNHHS's expansion would be significantly higher—by a factor ranging 
between 50% and 900%—than the level that requires regulators to presume 
that merging entities will "obtain market power," which federal regulatory 
standards warn against.' Studies show that mergers in already highly consoli-
dated markets can often lead to price increases of 20%. 

• Although hospitals are consolidating across the state, the shoreline areas 
dominated by YNHHSC are the most heavily concentrated regions in 
Connecticut, and thus most vulnerable to price increases. The three-hospital 
Yale-New Haven system claims a "local service area" comprising nearly half 
the state's population. Upon full absorption of Milford and L+M, the Yale-New 
Haven system will account for 59% of discharges in this area. 

The report's co-authors urge public officials to take three steps before any decisions 
are made on whether or not, and under what conditions, the merger should proceed. 

• In 2015, Connecticut passed a sweeping health care consumer protection law, 
SB 811. The law requires a cost and market analysis prior to regulatory action 
on hospital mergers. Although Yale-New Haven and L+M applied for approval 
before the new law took effect, state officials should conduct the cost and 
market analysis prior to any action on the proposed merger. 

• In particular, state officials should examine the pricing impact in Greater 
New Haven of Yale-New Haven Hospital's 2012 takeover of the Hospital of 
St. Raphael. No data will better illuminate the potential impact of Yale-New 
Haven's expansion than what happened to prices after this deal, which created 
the 6th largest hospital in the United States. 

• The L+M transaction should not be viewed in isolation. Yale-New Haven's 
market power on the shoreline is expanding by leasing a wing of Milford 
Hospital. This adds a small but significant further increase in the extent of 
Yale-New Haven's market control. State officials should include the potential 
absorption of Milford in their analyses. 
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LGR W 4G CONCENTRATION 
IN THE HEALTH CARE 
MARKET LACE 

The last twenty years have transformed the Con-
necticut health care system. As recently as 1995, 
every hospital in the state was independent, but the 
era of the community hospital is over. If current pro-
posed mergers are completed, more than 80% of 
Connecticut's inpatients will pass through hospitals 
owned by large, powerful multi-hospital systems, 
with few legal checks on price increases to protect 
them. 

The Affordable Care Act has delivered health 
insurance to millions of people, a significant pol-
icy victory. At the same time, however, changes in 
reimbursement policies, mandates for technology 
improvements, and new regulations have tilted 
the market even further in favor of large, wealthy 
hospital systems. In Connecticut, the State Innova-
tion Model (SIM) and "shared savings" policies for 
Medicare and Medicaid are creating incentives for 
large combinations of hospitals and doctors that 
can accept risk for broad patient populations. These 
systems are taking advantage of the new condi-
tions to overrun their smaller competitors and build 
market power. 

Unfortunately, the ACA contains few proven cost 
control measures. Congress largely left it up to 
states, employers, payers, municipalities, and 
individual patients to rein in costs as health care 

systems undergo rapid consolidation. Academic 
studies consistently show that the main impact of 
hospital consolidation is increased prices without 
improvement in quality.2  Nationally, ballooning 
prices threaten newly expanded access. Although 
increasing numbers of Americans have health 
insurance, out of pocket costs are rising at 3-4 
times the rate of wages.3  More Americans than 
ever report delaying needed medical care for cost 
reasons.4  Without cost control, the long-overdue 
expansion of health insurance coverage will not be 
sustainable. 

These challenges have become clear in Connecticut 
in recent years. Despite a dramatic growth in their 
market power - which will continue if the combined 
$91 billion Anthem-Cigna and Aetna-Humana deals 
are completed - health insurers have done little to 
restrain costs.5  Meanwhile, the rise of multi-hos-
pital systems has created concentrated markets in 
the state, and the Yale-New Haven and Hartford 
HealthCare systems have developed a dominant 
grip on health care statewide. The two major 
health systems account for nearly half the inpatient 
discharges in the state, and each has even tighter 
regional control in its respective market. Hospi-
tal consolidation and price inflation will continue 
unless checked at the state level. 
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Acquisition and Absorption: 
	

multispecialty physician practice; and several other 

Yale-New Haven Expands 
	 outpatient facilities.9  

Yale-New Haven Hospital (YNHH) began the 
process of industry consolidation in Connecticut 
in 1995, when YNHH added Bridgeport Hospital to 
its network. Greenwich Hospital joined the growing 
system in 1998. In 2010, the health system added 
Northeast Medical Group, a start-up physician mul-
tispecialty group that now employs over 550 doc-
tors and is wholly owned by the Yale-New Haven 
Health Services Corporation, the parent corporation 
of the Yale-New Haven Health System (YNHHS). 

In 2012, Yale-New Haven Hospital's takeover of the 
Hospital of St. Raphael created the 6th largest hospi-
tal in the country.6 After the merger, the Yale-New 
Haven Health System (YNHHS) market share rose 
to 98% of inpatient discharges among New Haven 
residents and 76% in Greater New Haven, up from 
68% and 48% respectively! 

In 2014, Texas-based for-profit hospital operator 
Tenet Healthcare proposed purchasing five Con-
necticut hospitals in an equity partnership with 
YNHHS, with Tenet owning 80% and Yale-New 
Haven 20%. Adding five of its competitors to Yale-
New Haven's existing market share would have 
meant that 37.5% of all discharges in the state were 
from the newly merging system, a major expansion 
of the Yale network. The deal fell through after the 
Office of Health Care Access imposed unusually 
strong requirements on the terms of the deal, in the 
face of concerns about the impact of the transac-
tion on cost, access, services, financial burden on 
the uninsured, and accountability of the hospitals to 
local communities. 

Now, YNHHS has two impending hospital takeovers 
that will expand its control over the health care 
market along Connecticut's coastline. 

One is widely known. The Yale-New Haven Health 
System has announced a deal to purchase Law-
rence + Memorial Health, a smaller system that 
controls: Lawrence + Memorial Hospital in New 
London; Westerly Hospital in Westerly, Rhode 
Island; L+M Physicians Association, a 72-member 

In a series of less publicized moves, YNHHS seems 
to be quietly acquiring pieces of financially strug-
gling Milford Hospital. 

Milford has reported negative operating margins in 
each of the last seven years. The hospital's license 
allows it to operate 118 beds, but due to declin-
ing patient volume, only 43 are currently staffed. 
Documents filed with the state Office of Health 
Care Access reveal that physician defections to 
Yale-New Haven Hospital contributed to those 
losses and inflicted severe competitive damage on 
Milford's labor and delivery service. According to 
these documents, in 2012, six OB/GYN doctors 
who accounted for a majority of Milford Hospital's 
deliveries told management that they would no 
longer deliver babies there. One had decided to 
stop delivering babies altogether, but the other five 
told Milford management that they were making 
Yale-New Haven Hospital their "exclusive hospital 
provider."'° 

Milford subsequently attempted to hire additional 
obstetricians, but could not keep them. In February 
of 2015, Milford applied for state approval to termi-
nate its Labor and Delivery service. Milford's family 
birthing center, which occupies a large portion 
of the hospital's third floor, will no longer accept 
patients." 

Having expanded its OB/GYN network due to Mil-
ford's financial distress, Yale-New Haven Hospital 
announced last fall that it would open a 24-bed 
inpatient rehabilitation clinic on one of the three 
floors of Milford Hospital. The clinic would serve 
patients suffering from certain neurological, ortho-
pedic, musculoskeletal, and other conditions. These 
patients typically have received inpatient treatment 
such as surgery for their conditions, and require 
extensive nursing care and supervision while under-
going treatments such as physical or occupational 
therapy. 

YNHH's proposal would shift all patients who 
would have been treated in the current rehab unit 
at the St. Raphael's campus to Milford. Shortly after, 
YNHHS-owned Bridgeport Hospital submitted its 
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own paperwork to terminate its inpatient reha-
bilitation services as wel1.12  In essence, YNHHS is 
regionalizing its inpatient rehabilitation services at 
its leased space at Milford Hospital, even as Mil-
ford's traditional hospital services decline and close. 
Taken together, these events suggest that Yale-New 
Haven Health System's absorption of Milford Hos-
pital is in process. Yet state regulators have treated 
each submission—Milford's closure of its Labor and 
Delivery service, the opening of Yale-New Haven's 
inpatient rehabilitation unit, and the two separate 
YNHHS inpatient rehabilitation unit closures—as 
distinct, unrelated events. 

In contrast to Milford Hospital, Lawrence + Memo-
rial Hospital is a financially successful 256-bed 
hospital in New London that recently acquired 
Westerly Hospital in Rhode Island, pledging to 
invest $36.5 million over five years in the new 
acquisition. In September, the parent company 
of the two hospitals and Yale New Haven Health 
System filed a Certificate of Need application for 
YNHHS to take over the L+M system. In the appli-
cation, YNHHS promises to make a $300 million 
capital investment in the region.'3  This deal is now 
in front of state regulators seeking approval. 

state's discharges, a lopsided market for Connecti-
cut consumers. 

In the year since the UHCF report, at least five 
major hospital affiliations or purchases have been 
announced or proposed: private for-profit Prospect 
Medical Holdings has moved to purchase the East-
ern Connecticut Health Network and Waterbury 
Hospital; St. Francis Hospital affiliated with Trinity 
Health Corporation, a $16 billion national company 
based in Michigan, has acquired Johnson Memo-
rial Hospital, and has moved to acquire St. Mary's 
Hospital; and Ascension Health has purchased 
St. Vincent's Medical Center—all in addition to 
Yale's proposed acquisition of L+M and progressive 
annexation of Milford. Today, the eight hospitals 
that will remain independent if all pending trans-
actions are approved provide only 15% of inpatient 
discharges in the state. 

Unless radical change to reimbursement and sup-
port for financially distressed hospitals is on the 
horizon, some consolidation is inevitable. Unlike 
many of the other recent and proposed hospital 
acquisitions, however, the Lawrence + Memorial 
deal is not spurred by a community hospital's finan-
cial crisis. The conditions of this proposal create an 
opportunity for regulators to take a closer look at 
the growing monopolies in the state. 

Connecticut's Growing Monopolies 

Hospital consolidation is a recent and rapid phe-
nomenon in Connecticut: twenty years ago, every 
hospital in the state was independent. 

The trend has accelerated recently. A tally of trans-
actions by the Universal Health Care Foundation in 
December 2014 reported that "between 2009 and 
2013 there were thirteen attempted and seven suc-
cessful hospital consolidations and/or partnerships 
[in Connecticut], a substantial increase from the 
four that occurred in the previous decade."14  

As a result of these consolidations, Hartford 
HealthCare accounted for 20.7% of inpatient 
discharges in the state in FY 2013, while Yale-New 
Haven Health System saw another 27.1%. The 
two health systems combine for nearly half of the 
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St. Vincent's Medical Center 	I 
	 Essent Healthcare 

(Warburg Pincus PE - 8 hosps) 
Sharon Hospital 

Ascension Health (MO; $20.1 billion rev.) 

Figure 1: Hospital Ownership Changes, 1995-2015 

Independent CT Hospitals, 1995 
	

Ownership and Control, 2015 
with % of statewide inpatient discharges 

	— CONNECTICUT MULTI-HOSPITAL SYSTEMS 	  

Hartford Hospital 

Hospital of Central Connecticut 

William W. Backus Hospital 

Midstate Medical Center 

Windham Community Memorial Hospital 

Danbury Hospital 

Norwalk Hospital 

New Milford Hospital 

Yale-New Haven Hospital 

Hartford HealthCare Corporation 
20.7% total discharges 

Western Connecticut Health Network 
8.1% total discharges 

Greenwich Hospital 

Bridgeport Hospital 

Hospital of St. Raphael 

Lawrence and Memorial (Proposed) 

Milford Hospital (In Progress) 

ECHN - Manchester Mem. Hospital (Proposed) 

ECHN - Rockville General Hospital (Proposed) 

Waterbury Hospital (Proposed) 

Yale-New Haven Health Services Corporation 
27.1% total discharges without 
L+M & Milford; 31.4% with 

Prospect Medical Holdings 
[CA; Private for-profit] 
13.7% total discharges 

OUT-OF-STATE HOSPITAL SYSTEMS 

St. Francis Hospital (Pending) 

St. Mary's Hospital (Proposed) 

Johnson Memorial Medical Center 

Trinity Health Corporation 
(MI; $13.5 billion rev.) 
13.5% total discharges 

Bristol Hospital Remains Independent 

Charlotte Hungerford Hospital Remains Independent 

Day Kimball Hospital (in talks to join Hartford HC) I Remains Independent 

CT Children's Medical Center 
15% discharges, 

Remains Independent 

Griffin Hospital combined Remains Independent 

Middlesex Hospital Remains Independent 

Stamford Hospital Remains Independent 

University of CT Health Center Public—State Owned 
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New data make it possible to chart the develop-
ment of Connecticut's hospital systems, including 
the expansion of Yale's regional control in the last 
several years, and to anticipate how such control 
will grow as hospital networks expand. The authors 
obtained general acute inpatient care discharge 
data from the Office of Health Care Access, show-
ing the number of discharges from each hospital by 
patients' town of residence during fiscal year 2013. 

The question of how to define health care markets 
is highly contested and technically complex. For a 
detailed discussion, see Appendix A. Courts, hospi-
tals, and regulators have disputed market boundar-
ies for a quarter of a century while hospital systems 
completed 1,881 mergers.15  

Recently, economists have developed improved 
tools to measure market boundaries, but courts are 
still catching up. Despite an academic consensus 
that hospital markets are much smaller and there-
fore more concentrated than courts were willing to 
accept a decade ago, only a handful of cases have 
actually seen anti-trust remedies applied to merg-
ers.16  Meanwhile, mergers are proceeding at a rate 
of more than 90 per year.17  

For our initial analysis, we focus on market areas 
defined by the health systems and hospitals them-
selves, including concentric areas surrounding 
different hospitals that define smaller and larger 

markets. This approach gives a thorough prelim-
inary analysis of market concentration at varying 
scales. The analysis examines five areas: 

• Yale-New Haven Health System's local 
service area: In the Official Statement 
accompanying its most recent bond offering, 
YNHHSC defined the "local service area" for 
its full system as a 55-town region encom-
passing roughly the southern half of the state. 
The area includes 1.6 million people, 46% of 
the state's population.'s 

• Yale-New Haven Hospital local service 
area: A 34-town region also defined in 
YNHHS bond statements.19  

• Greater New Haven Area/Southern 
Connecticut Region Council of 
Governments (SCRCOG): We use 
the area defined by membership in the 
Southern Connecticut Regional Council of 
Governments (SCRCOG) as a definition 
of Greater New Haven. SCRCOG con-
tains fifteen towns with 16% of the state's 
population. 

• Lawrence + Memorial Hospital Primary 
Service Area: L+M Hospital defines its 
primary service area as a ten-town region 
surrounding New London, both in the Official 
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Statement for its most recent bond issue and 
in its Certificate of Need application. 

• Lawrence and Memorial Hospital 
Secondary Service Area: In the same 
sources, L+M also identifies as its secondary 
service area a twenty-town area surrounding 
New London.2° 

Within these five areas, our analysis focuses on 
three key metrics: 

• The percentage market share for the Yale-
New Haven Health System in each area prior 
to and after the absorption of Milford and the 
purchase of L+M Health. 

• The Herfindahl-Hirschman Index, or "HHI," 
score for each area pre- and post-acquisi-
tions. HHI measures the degree to which 
a market is concentrated, and thus how 
likely consumers are to face anticompeti-
tive practices. It is a standard FTC and DOJ 
metric, also used by the American Medical 
Association, Congressional Budget Office, 
Kaiser Family Foundation, insurance indus-
try, and other economists and regulators for 
analyses. 

• The change in HHI for each area before and 
after a transaction, a prediction of merging 
hospitals' gain in market power. 

In examining these metrics, we found that: 

• Though consumers already face a market 
with limited competitive pressure to protect 
them, the ongoing absorption of Milford and 
the proposed purchase of L+M will signifi-
cantly increase the Yale-New Haven Health 
System's market share in all five areas we 
examined - by a factor of 5 or 6 in the mar-
kets surrounding New London - at the further 
expense of competition. 

• All five geographic regions studied easily 
meet the federal government's standard for a 
"highly concentrated" market even before the 
two takeovers. Highly concentrated markets 
can lead to artificially excessive prices. 

• In the market areas studied, the size of the 
increase in consolidation caused by YNHHS's 
expansion would be significantly higher—by 
a factor ranging between 50% and 900%—
than the level that requires regulators to 
presume that merging entities will "obtain 
market power," which federal regulatory stan-
dards warn against.21  

• Although there is rapid consolidation across 
the state, the coastline areas dominated by 
YNHHS are the most heavily concentrated 
regions of the state and therefore are most 
vulnerable to price increases. 

In each of these areas, the expansion is significant. 
The ultimate absorption of Milford Hospital and 
the L+M deal as proposed will leave YNHHS with 
nearly 60% of inpatient discharges in the Yale-
New Haven Health System's local service area, 
which covers roughly the southern half of the state, 
including 46% of its population. It will also add the 
L+M service area to the swath of coastal areas in 
which YNHHS dominates the market. [See Figures 3 
and 4.] Yale-New Haven Hospital already treats the 
second highest volume of patients in L+M's primary 
service area and third highest in its larger secondary 
service area. Combining the two hospital networks 
will leave YNHHS with monopoly pricing power. 

When federal and state anti-trust regulators mea-
sure the degree to which a market is concentrated, 
they use a tool called the Herfindahl-Hirschman 
Index (HHI), which measures market concentration 
by aggregating measures of firms' market shares. 

The DOJ and FTC assert that "mergers should not 
be permitted to create, enhance, or entrench mar-
ket power or to facilitate its exercise" because of 
the threat to competition. When a merger increases 
the HHI in a highly concentrated market by 100 
points, regulators expect that merger to "poten-
tially" raise significant concerns because of an 
increase in market power. When it increases by 200 
points or more, they "presume" that an impermis-
sible market power increase is likely. This presump-
tion can be rebutted only by "persuasive evidence 
showing that the merger is unlikely to enhance 
market power."22  We applied HHI to the discharge 
data from towns and multi-town areas to determine 
the health of the state's markets. 
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Figure 2: YNHHS inpatient discharge share by region, before and after addition of L+M and Milford 

Population 
YNHHS discharge 

share now 
YNHHS discharge 
share with deals 

Statewide 3,570,000 27% 31% 

YNHHS local service area 1,650,000 51% 59% 

YNHH local service area 1,096,135 60% 65% 

GNH/SCRCOG 570,000 74% 83% 

L+M primary service area 175,000 14% 83% 

L+M secondary service area 362,000 12% 59% 

Figures 3 and 4: YNHHS local service area market share, before and after 

These maps illustrate the percentage of inpatients from each town within the Yale-New Haven Health System's local 
service area who were discharged from a hospital in the YNHHS, before and after the addition of L-FM and Milford. 

11 



Measuring Market Power 

To calculate HHI, one adds the squares of the 
market shares together to get a number on a 
scale of 100-10,000: 

• A region with a pure monopoly on a good 
or service would score an HHI of 10,000: 
(100%)2  = 10,000. 

• A region with 10 competitors, each with 
equal market shares of 10% would score 
1,000: (10%)2  =100 for each competitor. 
100 x 10 competitors =1,000. 

• A region with five competitors, one with 
50% market share, one with 20% market 
share, and three with 10% market share 
would score 3,200 on HHI. (50%)2  = 
2,500; (20%)2  = 400; (10%)2  =100 x 3 
competitors = 300. 

The federal government divides markets into 
three categories based on HHI scores to assess 
the risk of monopoly: 

• Less than 1,500—unconcentrated market 
with adequate competition 

• Between 1,500 and 2,500—"moderately 
concentrated" market 

• Above 2,500—"highly concentrated" 
market with an elevated risk of ineffi-
ciency and collusion to fix prices. 

Regulators apply the strictest scrutiny to 
"highly concentrated" markets with scores of 
2,500 or above.18  

We found that every one of the five regions is 
already a highly concentrated hospital market to 
begin with. In every region, the increase in HHI was 
dramatic. The maps on the opposite page illustrate 
the HHI increase in the L+M service area. For the 
full table showing HHI and change in HHI for each 
geographic area, see Appendix B. 

In every relevant local or regional area we exam-
ined, the HHI indicates that the market is already 
highly concentrated. When concentration is already 
high, increases to HHI are more concerning: federal 
standards indicate that the strictest scrutiny should 
be applied to markets like these because of the 
risk to competition. In every one of these markets, 
the magnitude of the HHI increase is far higher 
than the 200-point threshold at which federal 
regulations presume an impermissible increase to 
market power. In the L+M primary service area, the 
increase is over nine times the 200-point standard. 
In the YNHHS local service area—which encom-
passes 46% of the state's population—the increase 
is more than quadruple the standard. 

The state of Connecticut is far too large to consider 
a "market." Even if we did consider Connecticut as a 
"market" of its own, however, it would already have 
an HHI of 1412. After these transactions, it would 
have an HHI of 1716—an increase of 304 points 
that would move it from the "unconcentrated" cat-
egory to the "moderately concentrated" category. 
These two acquisitions constitute a substantial 
increase to overall market concentration in the state 
because they bolster the market power of its largest 
health system. 

Consolidation is not equally threatening every-
where, however. We also calculated market concen-
tration on a town-by-town basis for the entire state 
to demonstrate the distribution and comparative 
level of concentration across regions. Hartford's 
expansion in northern Connecticut has been more 
diffuse than Yale-New Haven's southern growth to 
date. In Hartford, for example, Hartford Hospital 
continues to face direct competition from St. Fran-
cis, which is now aligned with a multi-billion dollar 
national non-profit chain and is itself seeking to 
buy two hospitals. In the southern half of the state, 
highly concentrated multi-town regions clearly 
show the dominance of the Yale-New Haven Health 
System. 
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Growth in HHI far Exceeds Federal Standard for 

Increased Power in all 4 Markets 
Change in HHI Post-Milford & 1.+M Takeovers 
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Figures 5 and 6: L÷A4 Service Area HHI, before and after YNHHS takeover 

This map demonstrates the dramatic increase in market concentration for the L+M Primary Service Area that will 
result from the potential takeovers. Because the market is already highly concentrated before the acquisition, combin-
ing YNHHS and L+MH will cause a large spike in market concentration, leaving few alternatives to the newly domi-
nant Yale-New Haven system. 

Figure 7 
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Figure 8: Town-by-town market concentration, Connecticut 

This map shows the existing HHI scores for each town in Connecticut. Though discrete towns are not complete 
health care markets in themselves, the map shows roughly the distribution of highly and extremely concentrated 
markets throughout the state. Though Hartford HealthCare controls a large number of hospitals statewide, its 

hospitals are distributed in such a way that most towns in the north of the state exhibit comparatively lower 
market concentration, although most would still be defined as "highly concentrated" under federal standards. 
In the Yale-New Haven-controlled southern half, however, we see the highest density of towns with extremely 
high market concentration—above 6,000, indicating that Yale-New Haven's control of the market is geograph-

ically consolidated. Note that the region around New London is already heavily concentrated, and will become 
even more so if Yale-New Haven takes over L+M. 
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3.1°HE UN FFORD LE 
CONSTTUENCES OF 
M _,EKE C NCEATRAT 

Prices Go Up as Hospitals Gain 

Market Power 

Hospitals often claim that consolidation increases 
efficiency. There is little evidence to support this 
claim. 

Independent comprehensive reviews of the aca-
demic literature have rejected this interpretation. 
Nationally, the Robert Wood Johnson Foundation 
reports, based on a review of five independent stud-
ies, that when hospitals "merge in already concen-
trated markets, the price increase can be dramatic, 
often exceeding 20 percent."23  Locally, the Universal 
Health Care Foundation of Connecticut concluded 
in its December 2014 review that "almost all retro-
spective studies suggest that hospital consolidation 
results in concentration of market power and a rise 
in the price of care."24  

In Massachusetts, the Attorney General has doc-
umented that monopoly pricing, especially by the 
non-profit Harvard-affiliated Partners system, is 
the state's most significant cost driver.25  In a court 
ruling this year against a hospital merger involv-
ing Partners, the Massachusetts judge found that 
the system was able to "exercise 'near monopoly 
power' that allows it to charge prices far in excess 
of its competitors for the same services."26  

The fact that the dominant systems in Connecticut 
are nominally not-for-profit corporations does not 
protect Connecticut patients. A majority of U.S. 
acute care hospitals are structured as private, non-
profit enterprises. That fact has not prevented a 
massive wave of mergers and skyrocketing prices. 

For years, judges permitted mergers of non-profit 
hospitals on the theory that they would behave 

charitably with greater market power. In 2007, 
the Federal Trade Commission studied the pricing 
impacts of a non-profit merger in Illinois. It found 
that, according to the hospitals' own economist, 
managed care prices increased by 42% over four 
years, 12% above the market as a whole.27  

With rising health care costs one of the largest driv-
ers of perennial state budget crises, state officials 
are increasingly concerned about the long-term 
cost of consolidation to taxpayers. Comptroller 
Kevin Lembo, who administers the state employee 
health plan covering 210,000 people at a cost 
of $1.4 billion annually, recently testified stating, 
"We're going to be negotiating potentially with 2 or 
3 large systems and that's basically it, if things keep 
going the way they are going. I don't think you need 
to be an actuary to know that that's going to be a 
tough spot for us."28  

Non-profit hospitals claim they need surplus 
revenue to serve low income people. But Duke 
University Professor Clark Havighorst points out 
that the IRS allows non-profit hospitals "to spend 
their untaxed surpluses on anything that arguably 
'promotes health.' Much of what hospitals count 
as charitable behavior or community benefit is 
not spent on lower income people."29  University of 
Illinois tax law professor John Colombo adds: 

"The standard non-profit hospital doesn't act like a 
charity any more than Microsoft does—they also 
give some stuff away for free. Hospitals' primary 

purpose is to deliver high quality health care for a 
fee, and they're good at that. But don't try to tell 

me that's charity. They price like a business. They 
make acquisitions like a business. They are busi-
nesses."' 
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We're Not Getting the Quality Care 
We're Paying For 

Already, Connecticut has the 4th highest per capita 
health care costs in the nation: we paid 27% more 
per person than the national average for health 
care in 2009, the most recent year for which data 
are available,31 and what we spend at the hospital 
annually nearly tripled from 1991 to 2009, from 
$3.9 billion to $9.3 billion.32  

The science of measuring hospital quality is still 
in its infancy. No single set of metrics is backed by 
a wide consensus. However, we examined several 
federal and independent evaluations. The available 
data provide no evidence that Connecticut's high 
health care costs are correlated to high quality. On 
several currently available metrics, Connecticut 
ranks among the states with the lowest scores. 

For example, Medicare penalizes hospitals if 
patients are frequently readmitted within a month 
of their discharge. Based on these readmission 
standards, 90% of Connecticut hospitals received 
penalties for the 2015-2016 fiscal year, the second 
highest penalty rate for any state.33  These 28 penal-
ized hospitals included all three in the Yale-New 
Haven Health System, and Yale-New Haven Hospi-
tal itself received the seventh most severe penalty 
in the state." 

2015.37  Maine and Massachusetts were 1st and 2"d 
nationally. Yale-New Haven and Greenwich Hospi-
tals received "C" grades, Bridgeport a "D". Three of 
Hartford HealthCare's five hospitals received "C" 
grades, one a "B" and one a "D".38  

As the science of quality measurement improves, 
and analysts are better able to account for factors 
such as the severity of patients' conditions across 
populations, these scorecards may yield differ-
ent results. However, the Robert Wood Johnson 
Foundation examined the literature on hospital 
consolidation in relation to currently available 
quality indicators, and found that "a slim majority 
of studies find that, at least for some procedures, 
increases in hospital concentration reduce quality. 
The strongest studies confirm this result."39  

Medicare also assesses hospitals based on patient 
satisfaction across a number of areas like commu-
nication, cleanliness, and pain management. In the 
most recent scores compiled from quarterly Hos-
pital Consumer Assessment of Healthcare Provid-
ers and Systems surveys, no Connecticut hospital 
received the top rating of five stars. Eighteen out of 
twenty-five hospitals received a three star rating, 
including YNHHS's Bridgeport and Yale-New Haven 
hospitals.33  

The independent Leapfrog Group assesses hospital 
quality nationally and grades hospitals "A" to "F" 
based on factors such as safe surgery practices, 
infection rates, and use of correct staffing and pro-
cedures to minimize mistakes.36  Connecticut ranked 
36th in the percentage of hospitals scoring "A" in Fall 
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4.00 F ONTING 
CON rECTICUT S 
.DSP1TA- 

NOPOLIES 

The Affordable Care Act and new Connecticut 
reimbursement policy are accelerating changes 
in how care is delivered and measured, and how 
the business of health care is structured. Before 
our very eyes, Connecticut is being carved up by 
a few hospital systems. The leader is clearly Yale-
New Haven, with a level of control in many areas 
that easily meets any definition of market power. 
Meanwhile, our patients and payers are carrying a 
heavier and heavier financial burden as their health 
care costs rise. 

Fortunately, Connecticut's legislative leaders have 
acted to curb the threat of consolidation by giving 
more tools to public consumers and to regulators. 
Two hospital regulatory bills in the last two years 
leave Connecticut better prepared to protect its 
consumers from the ill effects of monopoly. These 
reforms have put us in the forefront of states 
asserting the public interest in creating a fair health 
marketplace that benefits all. State regulators and 
advocates should use those tools now. 

The acquisition of Lawrence + Memorial Health by 
the Yale-New Haven Health Services Corporation 
is a pivotal opportunity for stemming the growth 

of monopoly in Connecticut's health care market 
and limiting the ill effects of consolidation. The 
proposal will be reviewed under Public Act 14-168, 
which passed in 2014. Portions of Public Act 14-168 
were quickly superseded by SB 811, which passed 
in 2015. However, the L+M acquisition application 
was submitted before the newer law took effect. 
Nevertheless, PA 14-168 added new standards for 
the Certificate of Need. In any decision to grant or 
refuse a CoN, the law requires the Office of Health 
Care Access to take into account whether the appli-
cants have 

"satisfactorily demonstrated that the proposal will 
not negatively impact the diversity of health care 
providers and patient choice in the geographic 

region; and rw]hether the applicant has satisfacto-
rily demonstrated that any consolidation resulting 

from the proposal will not adversely affect health 
care costs or accessibility to care."4° 

The sale as proposed unquestionably poses a threat 
to both provider diversity and health care costs 
along the shoreline. 

In light of this threat, state officials should 
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rigorously examine the likely consequences of the 
transaction in order to decide whether to allow it 
to proceed. In particular, we recommend that prior 
to any approval or rejection, and prior to develop-
ing any proposed conditions, regulators take the 
following steps: 

• SB 811 requires the state to undertake a 
"cost and market analysis" for such mergers. 
Although SB 811 does not formally apply, 
the Attorney General retains responsibility 
to enforce the Connecticut Anti-trust Act, 
and the Office of Health Care Access now 
must specifically examine the impact of 
merger-related consolidation on cost and 
access. Having public market analysis was 
critical to the process of public comment to 
the judge in the case of proposed mergers by 
Partners Health System in Massachusetts. 
Accordingly, we urge regulators to conduct 
the cost and market analysis that our state 
legislators have deemed appropriate for sales 
like this one. 

Milford Hospital has been viewed as a series 
of individual transactions. 

The changes to the market statewide pose high 
potential risks to patients. In the interest of quality 
and affordability in our health care marketplace, 
regulators must use these tools and more before 
they decide whether this transaction should 
proceed. 

• In order to understand the likely results of 
these acquisitions, we also believe that a 
thorough analysis of potential consolida-
tion-related cost and access impacts calls 
for a retrospective look at any price changes 
following YNHH's acquisition of the Hospital 
of St. Raphael three years ago. This is a clear 
test of whether or not YNHHS exercises 
market power to artificially inflate prices: if 
St. Raphael's or Yale-New Haven's overall 
prices increased significantly post-merger, 
there is no question that the system is flexing 
monopoly muscle within the SCRCOG region. 
Understanding any changes in the two hos-
pitals' prices may portend similar behavior in 
eastern Connecticut. 

• We urge OHCA and the Attorney General to 
view the L+M acquisition in tandem with the 
unannounced takeover of Milford Hospital. To 
date, the relationship between YNHHS and 
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APPENDIX A: DEFINING AND MEASURING HOSPITAL MARKETS 

The authors have chosen to apply HHI to the five 
geographic areas identified in the report as an initial 
illustration of the challenges posed by YNHHS's 
slow-motion consumption of Milford Hospital and 
proposed acquisition of L+M Health. We are await-
ing further data to allow more thorough analysis, 
and also expect that regulators will apply a more 
rigorous methodology as full information on the 
transaction becomes available. 

The definition and measurement of hospital mar-
kets is a hotly contested legal subject. As noted 
in the body of the report, for many years courts 
tended to assume that it was appropriate to entrust 
not-for-profit entities with market power because 
of their "charitable" nature. As courts began to take 
the threat to competition from consolidating non-
profit hospitals seriously, the prosecution of anti-
trust cases foundered on the use of analytic tools 
that fail adequately to account for the inelasticity of 
hospital demand. 

In 1982, the FTC and Department of Justice Guide-
lines adopted a test that sets the boundaries of a 
monopoly market at the furthest limits at which a 
potential cartel or monopolist can impose a small 
but significant non-transitory increase in price 
("SSNIP"). A SSNIP is generally assumed to be a 
5% increase for a year without losing market share. 

To define the SSNIP boundary, economists used 
two tests. For hospitals, the Elzinga-Hogarty test 
uses "patient flow" data to determine consumers' 
ability to enter and exit the market boundaries. 
Any boundary in which 10% or more patients leave 
to get care elsewhere is assumed to have enough 
competition to preclude anti-competitive behav-
ior. "Critical Loss Analysis" examines the ability of 
firms to withstand profitably the loss of customers 
expected under a given market definition following 
a price increase. Once the market was defined, 

analysts would then apply a measure of market 
concentration such as the Herfindahl-Hirschman 
Index (HHI) to determine the anti-trust risk. 

E-H and CLA both proved inadequate for hospital 
mergers. Neither accounts for factors that influence 
patient choice other than price (3rd party pay-
ment, role of the physician, proximity, availability of 
subspecialty services, etc.). Standard CLA analysis 
often results in "inconsistent logic and erroneous 
conclusions." Use of these tools allowed hospital 
defendants to win a series of cases between 1997 
and 2004 in part by successfully defining markets 
as large geographic areas within which any single 
combination of hospitals posed a minimal threat to 
competition. 

Gaynor, Kleiner, and Vogt estimate that these 
older methods overstated the elasticity of hospital 
demand "by a factor of 2.4 to 3.4 and were likely a 
contributing factor to the permissive legal environ-
ment for hospital mergers." That permissive envi-
ronment allowed 1,425 mergers and acquisitions 
to be consummated between 1994 and 2009. Dr. 
Elzinga himself questioned the value of his own test 
on hospital markets in 2011. 

In the early 2000s, economists developed the 
"option demand" analysis (Town and Vistnes, 2001; 
Capps, Dranove, and Satterthwaite, 2003) and 
the Differentiated Bertrand Oligopoly Model (DB). 
These models attacked the issue of third party 
reimbursement by envisioning a hypothetical health 
plan attempting to construct a provider network 
in the region of the merging competitors. "This 
is a reasonable characterization of managed care 
markets," write Gaynor, et al., of the option demand 
model. 

The new methods yield markets far smaller and 
closer to economic reality than the older tests, and 
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lead to clearer pictures of market concentration. 
According to Gaynor et al, they allow analysts "to 
assess merger effects without a market definition." 

However, they are not yet universally accepted 
in court, and even though the new methods are 
capable of assessing merger effects without a 
market definition, courts expect definitions and 
FTC guidelines for state Attorneys General insist 
on them as well. The new tools are powerful, and 
once we obtain data sufficient to apply them we will 
attempt to do so. 

For our initial analysis, we have chosen to examine 
markets defined by the hospitals in their public 
descriptions of themselves. These analyses serve 
as an adequate preliminary basis for gauging the 
degree of concentration, and we examine several 
concentric markets that present analyses at varying 
scales of market definitions. 

However, we recognize that in the policy process, 
any attempt at market definition will be conten-
tious. Therefore, we urge regulators to heed the 
words of Kenneth Elzinga closely. In evaluating the 
usefulness of his original model in the context of 

hospital mergers, Dr. Elzinga notes "where direct 
evidence of anticompetitive effects attributable to 
a merger is available, its use may diminish the need 
to rely on geographic market definition tools such 
as the E-H test," writes Dr. Elzinga. "Such direct 
evidence is most readily available in post-closing 
merger challenges such as the FTC's Evanston 
case." 

Connecticut patients cannot wait until Milford 
and L+M are fully in the Yale-New Haven orbit to 
understand the potential price impact of the deals. 
Although there is no direct evidence, there is a use-
ful precedent. Yale-New Haven's purchase of the 
Hospital of St. Raphael resulted in intense market 
concentration in the Greater New Haven area. 

The Certificate of Need filed for that transaction 
in 2012 states that "YNHH has no plans to raise 
charges as a result of the HSR acquisition," lan-
guage similar to that in the Certificate of Need for 
L+M. If an analysis of the market before and after 
that merger reveals significant price increases, 
there will be little question that YNHHS exerts 
monopoly pricing power. 
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APPENDIX B: 
HHI TABLE, BEFORE AND AFTER BOTH HOSPITAL ACQUISITIONS, BY AREA 

Market name HHI before HHI after Change 

Lawrence + Memorial Primary Service Area 5087 6982 +1895 

Lawrence + Memorial Secondary Service Area 3485 4598 +1113 

YNHHS Local Service Area 2911 3735 +823 

Greater New Haven (SCRCOG) 5665 6931 +1266 

YNHH Primary Service Area 3920 4222 +302 

APPENDIX C: 
MARKET SHARE AND HHI CALCULATIONS FOR L+M ACQUISITION ONLY, 
WITHOUT MILFORD HOSPITAL ACQUISITION, BY AREA 

Data in this table include YNHHS's proposed acquisition of L+M, but not the addition of Milford Hospital. HHI 
increase is compared to HHI with the Yale-New Haven system as is. 

YNHHS HHI 
Market name Discharges HHI Increase 

State 31% 1667 +254 

Lawrence + Memorial Primary Service Area 83% 6972 +1884 

Lawrence + Memorial Secondary Service Area 59% 4592 +1107 

YNH HS Local Service Area 57% 3539 +628 

Greater New Haven (SCRCOG) 79% 6309 +643 

YNHH Primary Service Area 61% 3933 +14 
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Community Hosoital 
 

at a Crossroads 
Findings from an Examination of 
the Massachusetts Health Care 

System 

MASSACHUSETTS 
HEALTH POLICY COMMISSION 



Background of the report: building a path to a thriving, community-based 
health care system 

• Hospitals and health systems across the 
country are facing unprecedented 
impetus to adapt to new care delivery 
approaches and value-based payments 

• Community hospitals are under particular 
pressure to change and are uniquely 
challenged by current market and 
utilization trends, as evidenced by a 
number of recent consolidations, 
closures, and conversions in 
Massachusetts 

• The state is pursuing sweeping delivery 
system transformation to achieve shared 
cost containment goals, and effective, 
action-oriented planning is necessary 

• To understand and describe the current 
state of and challenges facing 
community hospitals 

• To examine the implications of market 
dynamics that can lead to elimination or 
reduction of community hospital services 

• To identify challenges to and 
opportunities for transformation in 
community hospitals 

• To encourage proactive planning to 
ensure sustainable access to high-quality 
and efficient care and catalyze a multi-
stakeholder dialogue about the future of 
community health systems 

I don't see any future for community hospitals...I think there's a fantastic future for 
community health systems. If small stand-alone hospitals are only doing what hospitals have 
done historically, I don't see much of a future for that. But I see a phenomenal future for health 

systems with a strong community hospital that breaks the mold [of patient care]." 

COMMUNITY HOSPITAL CEO 
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ospitals 
i.ue value to the Massachus 
ommuni 

Key themes of the report 

• While individual characteristics vary, as a 
cohort community hospitals play a critical 
role in care for publicly insured patients; 
providing local, community-based access; 
and, in particular, meeting behavioral 
health needs 

• Community hospitals provide more than 
half of all inpatient discharges and more 
than 2/3 of all ED visits statewide 

• Community hospitals generally provide 
high-quality health care at a low-cost, 
providing a direct benefit to the 
consumers and employers who ultimately 
bear the costs of the health care system 

• Community hospitals generally have 
worse financial status, older facilities, and 
lower average occupancy rates than 
AMCs and teaching hospitals 

• Many hospitals face barriers to 
transformation: 

• Consolidation of acute and 
physicians services into major 
health systems 

▪ Routine care going to AMCs and 
teaching hospitals 

• Lower commercial volume and 
prices leading to lack of resources 
for reinvestment 

• Difficulty participating in current 
alternative payment models 
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Consolidation and 
in-system referrals 

Lower total & commerical 
inpatient volume at 

community hospitals 

elk d 

Community hospitals face self-reinforcing challenges that lead to more 
expensive and less accessible care 

Patient preferences, 
for AMCs and 

teaching hospitals 

THE RESULT: 

more expensive and 
less accessible care 

- Barriers to adapting 
and transforming Routine care going to AMCs 

and teaching hospitals 
• c) 0 ci  

4cD,  471> 

Limited ability 
to invest 

A. 	Poor community 	 Lower prices at v,\,\/\/  
hospital financial 	 community hospitals r 
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Community Hospitals at a Crossroads: Findings from an Examination of 
the Massachusetts Health Care System 

• An overview of community hospitals in Massachusetts 

• The value of community hospitals to the health care system 

• Challenges facing community hospitals 

• The path to a thriving community-based health care system 
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An overview of community hospitals in Massachusetts 

• Key distinguishing features of community hospitals 
(geographic distribution, patient populations, services, 
financial condition) 

• Key community hospital trends (transitions, consolidation 
and closure) 
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Community hospitals serve all parts of the Commonwealth 
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Community hospitals at a glance 
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local patients drive 9.3 
minutes on average to 
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Total Hospitals and Beds in Massachusetts 
(Acute andNon-Acute) _ 120 - 30,000 
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Consolidations and closures over the last 30 years have contributed to a 
dynamic hospital market in Massachusetts 

Recent Conversions in 
Massachusetts Have  

Had Varied Impact 

North Adams Regional 
Hospital 

Steward Quincy Medical 
Center 

Two Conversions Are 
Being Currently 
Contemplated  

Baystate Mary Lane 
Hospital 

Partners North Shore 
Medical Center— Union 

Hospital 
we= Total Hospital Beds 

Source: American Hospital Association 

Total Hospitals 

mergers or acquisitions of one 
hospital by another 

new contracting or clinical 
relationships between hospitals 

hospitals acquiring physician 
groups 
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The value of community hospitals to the health care system 

Community-based care and access 
• Care close to home / drive time analyses 
• Patient populations / payer mix 

Quality and Efficiency 
• Examination of quality performance by community hospitals 

and patient perception of quality and value 
• Variation in spending and costs for community-appropriate 

care at community vs other hospitals 
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Community hospitals provide local access for local patients 

Average Drive Times for Patients Using Their Local Community Hospital 
Analysis of patients who use their closest community hospital as a usual site of care 

Average Drive Time to Closest 
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Average Additional Drive Time 
to Next Closest Hospital 
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Community hospitals serve a high proportion of vulnerable populations 
for whom access to care is often difficult, such as elders, individuals with 
disabilities and individuals with low incomes 

Percent of Hospital Gross Patient Revenue from 
Public Payers by Hospital Cohort, FY13 
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The community hospital plays a role as a 
cultural and social staple for the community 
that it serves. It's the place you're born at, 

that you grow up with, and get most of your 
basic care at...The state should ensure 

access to community-based, cost-effective 
care 
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Most community hospitals provide care at a lower cost per discharge, 
without significant differences in quality 

e Hospital 

n P,ovider Cltaality 

On average, community--%\ 
hospital costs are nearly 
$1,500 less per inpatient 

stay as compared to AM Cs, 
although there is some 

variation among the 
hospitals in each group 

Although costs per 
discharge for community 
hospitals have grown at a 
slightly higher rate than 
those for AMCs, the gap 

between AMC and 
community hospital costs 

has not substantially 
changed 

Reasons for differences in 
efficiency likely vary, and 

may include service 
offerings, support for 

teaching programs, and, 
particularly for community 
hospitals, the pressure of 
tight operating margins } 
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Increases in health care spending on inpatient care would result from the 
closure of most community hospitals, due to commercial price variation 

The HPC modeled where patients would likely seek care if community hospitals were to 
close and to estimate commercial spending impact. 

• In most cases, a community hospital closure would increase annual spending on 
inpatient care 

• The majority of these increases would be less than $4 million, due to the 
disproportionately low volume of commercially insured patients at many community 
hospitals 

▪ Spending would increase by more than $5 million for seven community hospitals 

• The closure of Lowell General Hospital would cause the greatest increase: 
over $16 million 

• Spending would actually decrease in the event of the closure of any of eight 
community hospitals, primarily those with higher relative prices 

• The greatest decreases in spending would result from South Shore Hospital 
($4.2 million annually) or Cooley-Dickinson Hospital ($22 million annually) 
becoming unavailable 
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Challenges facing community hospitals 

• Referral patterns and consumer perceptions 

• Consolidation of hospitals and primary care providers with 
large systems 

• Decreasing inpatient volume and misalignment of supply 
and demand for hospital services (current and future) 

• Payer mix, service mix, and variation in prices 

• Competition from non-traditional market entrants 

• Implications if current trends continue 
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Driven by referrals and perceived quality, many patients are choosing 
AMCs and teaching hospitals over community hospitals for routine care 

HPC commissioned qualitative analyses 
(8 focus groups in four regions of the 

state) by Tufts University to better 
understand what drives consumer 

choices of hospitals 

 

I guess it might be something in your psyche 
because I like brand-name products. So maybe 

that's what drives me to Boston. 

FOCUS GROUP PARTICIPANT 

   

0 Patients often mentioned that they did not feel that they had a choice of hospitals 
because their primary care provider or insurance plan determined where they could go 
for care 

n Two in three Massachusetts adults have never sought information about the 
safety or quality of medical care, instead valuing the experiences of peers and 
recommendations of their primary care physicians. 

0 Many patients stated that they felt that AMCs and teaching hospitals were better 
because they had the best physicians, including doctors who had graduated from 
medical schools they considered prestigious. Many patients indicated that they 
believed AMCs and teaching hospitals had developed reputable brands 

0 Some patients stated that the higher costs of AMCs and teaching hospitals must 
mean that they provided better quality, regardless of what quality data showed. 
Many also said they wanted to "get their money's worth" from the health care system 
after investing heavily in health insurance coverage. Others reported that cost is not 
a factor when it comes to health 
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Retaining primary care staff and 
specialists, 'the gatekeepers to 

volume' is challenging. Providers 
continue to leave for big-name 

systems and AMCs — and patients 
follow 

Synthesis of 
MASSACHUSETTS PROVIDER INTERVIEWS 2012 2013 2014 

Increased consolidation of providers has driven referrals to large 
provider systems, including their anchor AMCs and teaching hospitals 

Percent of Statewide Inpatient Discharges at the Five Largest 
MA Provider Systems, 2012 — 2014 
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Most primary care services are now delivered by physicians affiliated with 
major provider systems 

Percentage of Primary Care Services Delivered by Independent versus Affiliated 
Physicians by Region, 2012 

Percentage of 
PCPs Affiliated 

with Eight 
Largest 

Systems Grew 
from 

62% 
in 2008 to 

76% 
in 2014 

iff) Independent 
	e Independent with hospital affiliation .c.Z Part of a major provider system 
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Percentage of Patients Leaving their Home Regions for 
Community-Appropriate Deliveries, 2013 
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change in proportion of all 

births in community hospitals 
from 1992 — 20121  

Large proportions of patients leave their home regions for deliveries 

6 hospitals saw 53% 
of low risk births in 2011-2012. 
5 of these hospitals had above 

average delivery costs. 

Massachusetts General 
Hospital and Brigham and 

Women's Hospital 
have highest costs statewide 
for maternity care and saw 

20% 
\o.fall low-risk births in the staty 
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A significant portion of the care provided at Boston AMCs could be 
appropriately provided in a community hospital setting 

Inpatient Discharges at Boston AMCs, 2013 
Community-Appropriate Volume as a Proportion of Total Volume 
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I 
Consumers don't yet see the value of 

community hospitals over larger, brand name 
hospitals, though expanded and enhanced 
value-based insurance products may help 

MASSACHUSETTS EMPLOYER GROUP 

2'13 .i:•• Sourc. 	iFC 
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Patient migration to Boston increases health care spending 

Average Additional Case-Mix Adjusted Cost for Each Commercial Discharge at a Boston Hospital Rather 
Than a Local Hospital, by Region of Patient Origin 

CAPE AND iSLANDs 

$981 
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Northeastern 

Massachusetts 

Metro South Metro West 

The total hospital bed supply in region Average daily utilization of hospitals 

in region by patients in the region 

2,463 beds 
in region 

1,199 beds 
in region 

In most regions, hospitals have the capacity to treat more patients locally 

Average Use of Hospitals in Regions Neighboring Metro Boston 
versus Average Use of All Hospitals by Region Residents, 2013 

3,000 

2,500 

2,000 

1,500 

1,000 

500 

0 

Sojrc; HP( 

Average daily utilization by all patients from 

region (at hospitals anywhere in Massachusetts) 

ti3 JJro: daLI 	C: Health Policy Commission 24 



Commercially insured patients and patients from wealthier communities 
are more likely to migrate to Boston for care 

Probability that Patient will Travel Outside of His/Her Home Region for Inpatient 
Care, Based on Home Community Income 

60% 

50% 

40% 

30% 

20% 

10% 

0% 
<$35,000 $35,000- $50,000- $75,000- >$100,000 

$49,999 $75,000 $100,000 

Average Income of Patient's Home Community 

re: 1-IPC anal'sT MHDC 2012 • 	 dala. Health Policy Commission 25 



In addition to lowering volume, migration results in community hospitals 
seeing larger proportions of government payer patients and those 
seeking low-margin services 

Community Hospital Staffed Bed Occupancy Rate by Admission Type 
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15% reduction in 
ADC from baseline 

Declining inpatient utilization poses a structural challenge to the 
traditional community hospital model 

Total Average Daily Census Projections for all Massachusetts Hospitals, 2009 - 2025 
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Community hospitals have lower average occupancy, and declining 
hospital utilization has further impacted occupancy rates 

Total Inpatient Occupancy by Hospital Cohort, 
2009 — 2013 

f If current trend continues, 
community hospitals could 

face average occupancy rates 
of less than 

50% within 

10 years 

AMCs 

Teaching Hospitals 

Community Hospitals 
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Declining inpatient utilization is driven in part by growing accessibility of 
non-hospital health care providers 

Percent of MA Residents Living Within 5 Miles of Retail Clinics and Urgent Care Centers 
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0% 
2008 	2009 	2010 	2011 	2012 	2013 	2014 	2015 

- Percent of MA residents 	- Percent of MA residents 
within 5 miles of an 	 within 5 miles of a retail clinic 
urgent care center 

When [they] opened an urgent care center down the block we saw an 
immediate and precipitous decline in ED volume, especially the commercially 
insured, non-acute patients. It might be good for costs in the short term, but if 

we cannot keep our ED open, then what's next? 

COMMUNITY HOSPITAL CHIEF STRATEGY OFFICER 
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Lower occupancy is associated with lower operating margins for 
community hospitals, and may threaten their financial stability 

Massachusetts Community Hospitals 
Inpatient Occupancy vs. Operating Margin, FY13 
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Community hospitals tend to receive lower commercial relative prices 
than AMCs or teaching hospitals 

Hospital Relative Prices by Cohort, BCBS 2013 

The gap in prices, [which is] a - 
reflection of the market power 

dynamics in,the state, is probably 
the biggest threat to a lot of the 

community hospitals 
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Community hospitals affiliated with systems tend to have higher relative 
prices 

Community Hospital Relative Prices and Affiliation Status, BCBS FY13 
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Hospitals with higher public payer mix tend to have lower relative prices, 
compounding financial stresses; cross-subsidization of higher public 
payer mix with higher commercial prices is not observed 

Hospital Commercial RP and Percent of Revenue from Public Payers by Cohort, BCBS FY13 
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Market participants report facing additional barriers to transformation 

To successfully meet challenges and adapt to a changing delivery and payment system, 
community hospitals must overcome barriers and utilize resources and capabilities that may 
not be readily available. Barriers reported to the HPC during stakeholder interviews include: 

n Lack of resources, including financial resources and the ability to attract and retain new 
staff. 

Q Lack of needed data and analytic support to enable transformation efforts, including a 
lack of information about health needs and coordinated health planning. 

O Concern about change by hospital governing bodies and community representatives. 

n Challenges aligning the interests of hospital labor and management to more effectively 
' pursue transformation efforts. 

O 
Difficulty participating in alternative payment models, including challenges under current 
risk adjustment methodologies for hospitals serving patient populations with socioeconomic 
disadvantages. 

O Insufficient alignment among programs designed to fund or assist transformation efforts. 

O Policy or regulatory frameworks that limit deployment of new structures of care. 
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The path to a thriving community-based health care system 

J 

• Most patients should get most care in an efficient and high-
quality setting close to home 

• Providers must adapt to make this possible, and incentives 
and policies should align to support them 

• Call to develop an Action Plan in concert with market 
participants 
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Building a path to a thriving community-based health care system 

Vision of Community-based Health 

A health care system in which patients in Massachusetts are able to get 
most of their health care in a local, convenient, cost-effective, high- 

quality setting. 

OThe traditional role and operational model for many community hospitals faces tremendous 
challenges: 

• evolution in the health care delivery and payment system 
• persistent market dysfunction --> resource inequities and overreliance on higher cost care 

settings 

OA re-envisioning of the role of community hospitals will require: 
• development of a roadmap for care delivery transformation focused around the community 
• planning and investment for better alignment of providers with community needs 

°Multi-sector dialogue is necessary to build consensus and identify a series of targeted actions to 
be taken by providers, payers, consumers, and government 
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Fostering dialogue and developing an Action Plan 

An` 

Community Hospitals at a Crossroads: 
A Conversation to Foster a Sustainable Community 

Health System 

March 29, 2016 at 9:00AM at Suffolk University School of Law 
The HPC Commissioners and staff will convene industry leaders and stakeholders to 

discuss findings from the report and its implications for transformation of the 
Commonwealth's community hospitals. Interested members of the public are invited to 

attend: register online at wvvw.mass.gov/hpc   

In collaboration with stakeholders, HPC will develop an Action Plan to address findings of 
the report. Action Plan recommendations will be oriented towards providers, payers, 

purchasers and policymakers 
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Key themes for further discussion, consensus-building, and action 
planning 

Community Hospitals at a Crossroads: 
A Conversation to Foster a Sustainable Community 

Health System 

Planning and support for community 
hospital transformation 

Encouraging consumers to use high-value 
providers for their care 

Creating a sustainable, accessible, and 
value-based payment system 

We need to stop playing defense and start playing offense. This [challenge of supporting 
community hospitals] is one of the most complex health policy issues we have, but we cannot keep 
just relying on short term fixes. These hospitals are the backbones of our communities — we owe it 

to our communities to come together to develop a plan for their future 

MASSACHUSETTS STATE LEGISLATOR 
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Lawrence ÷ Memorial Health System Affliation with Yale New Haven Health System 
Assumptions 

Net Revenue Rate Increases FY 2016 FY 2017 FY 2018 FY 2019 

1) Government 0 - 1.4% 0 - 1.4% 0 - 1.2% 0 - 1.2% 

2) Non-Government 0 - 2.5% 0 - 2.0% 0 - 2.0% 0 - 2.0% 

3) Inpatient Volume 1.1% 0.1% 0.0% 0.2% 

4) Outpatient Volume 1.0% 1.6% 0.8% 0.5% 
FY 2016 FY 2017 FY 2018 FY 2019 

EXPENSES 
A. Salaries and Fringe Benefits 1.5% 1.5% 1.5% 1.5% 	. 

B. Non-Salary 

1) Supplies and Drugs 2.0% 1.5% 1.5% 1.5% 

2) Professional and Contracted Services 2.0% 1.5% 1.5% 1.5% 

3) Malpractice Insurance and Lease Expense 0.0% 0.0% 0.0% 0.0% 

4) All Other Expenses 1.0% 1.0% 1.0% 1.0% 

6) All Other Expenses 

FY 2016 	FY 2017 	FY 2018 	FY 2019 

FTEs 

1) Total estimated FTEs 	 2,641 	 2,386 	2.378 	 2,378 

Note - The above increase projections reflect all changes relating to Medicare and Medicaid reimbursement 
regulations. 

587 
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YALE-NEW HAVEN System 
Lawrence + Memorial Affiliation 

Assumptions 

Net Revenue Rate Increases FY 2016 FY 2017 FY 2018 FY 2019 

1) Government 1.0% 1.0% 1.0% 1.0% 

2) Non-Government 1.0% 1.0% 1.0% 1.0% 

3) Inpatient Volume 1.0% 1.0% 1.0% 1.0% 

4) Outpatient Volume 1.0% 1.0% 1.0% 1.0% 
FY 2016 FY 2017 FY 2018 FY 2019 

EXPENSES 
A. Salaries and Fringe Benefits 3.0% 3.0% 3.0% 3.0% 

B. Non-Salary 

1) Supplies and Drugs 3.0% 3.0% 3.0% 3.0% 

2) Professional and Contracted Services 3.0% 3.0% 3.0% 3.0% 

3) Malpractice Insurance and Lease Expense 3.0% 3.0% 3.0% 3.0% 

4) All Other Expenses 3.0% 3.0% 3:0% 3.0% 

FY 2016 FY 2017 FY 2018 FY 2019 

FTEs 

1) Total estimated FTEs 	 14,391 	14,412 	14,418 	14,450 
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EXHIBIT 9 



William W. Backus Hospital 

Position Title 2014 2013 2012 2011 2010 2009 2008 2007 2006 

Former President & CEO $3,357,690 $738,636 $666,118 $925,503 $645,419 

Regional President $858,680 

President & CEO $975,550 $664,781 $573,317 $410,672 $627,001 $596,473 

Regional VP, Finance $598,856 

Medical Affairs Regional VP $410,993 $577,237 

Medical Director, Medicare Care Admin $552,137 

BPS Physician $622,339 $558,100 $523,896 $497,357 

Hospita list Physician $489,374 

Sr. Vice President & CFO $659,230 $488,297 $438,868 $494,684 $407,839 $404,988 $382,897 

Chief of Emergency Medicine $495,605 $357,592 

Clinical Services Sr. VP & CM0 $587,917 

ER Physician $424,203 $414,709 $437,095 $415,402 $406,279 $345,324 

Medical Director $479,197 $458,448 $407,519 $380,678 $366,158 

ER Physician $418,265 $414,453 $469,984 $471,117 $404,362 $379,087 $347,302 $330,183 

Vice President & COO $391,942 $360,153 $345,700 $317,502 

BPS Physician $551,117 $548,961 $400,639 $397,513 

BPS Physician $504,965 $384,636 $377,448 

ER Physician $416,812 

ER Physician $409,255 $405,635 $481,414 $380,816 $382,452 $369,115 $346,575 $339,930 $328,021 

ER Physician $391,415 $396,123 $421,693 $372,326 $380,316 $362,716 $344,000 $336,916 $326,419 

ER Physician $411,993 $358,594 $343,575 $332,063 $322,176 

ER Physician $403,912 $342,098 $326,881 $320,727 

Rhuematology Physician $407,038 

Total $4,541,831 $5,270,515 $8,353,325 $4,903,208 $4,642,954 $4,562,202 $3,964,826 $3,833,218 $3,627,314 



Bridgeport Hospital 

Position Title 2014 2013 2012 2011 2010 2009 2008 2007 2006 

President & CEO $1,447,989 $1,222,022 $1,101,139 $764,779 $1,352,509 $1,702,615 $2,543,047 $1,021,040 $932,810 

Chief Financial Officer $510,450 

Physician Chief $1,222,471 

Sr. VP of Administration $955,867 $929,905 $885,638 

Senior VP of Finance & CFO $941,809 $796,077 $741,380 $668,999 $687,985 $646,716 $572,020 $572,249 

VP of Finance $778,986 

Medical Director $632,905 $570,304 $571,351 $748,468 

Physician General Surgery $561,283 

Sr. VP Medical Affairs $582,014 $516,861 $640,909 $646,930 

Senior VP of Hurnan Resources $468,241 $494,194 $464,453 $449,781 $445,356 $425,297 

Surgeon in Chief & Chairman of Surgery Dept $518,721 

Senior VP & COO $458,001 $529,615 $514,318 $475,065 $477,510 $416,311 

Chief, ER Physician $353,048 

Chief, Section of Cardiology $504,253 

Chief, Maternal Fetal Medicine $488,249 

VP $452,611 

Senior VP, Planning & Marketing $522,220 $487,114 $460,560 $465,508 $328,370 

ER Physician $481,515 $457,886 $455,310 $409,341 $414,117 $386,542 $327,312 

ER Physician $466,707 $433,118 $402,984 $404,703 $375,929 $353,626 $315,697 

VP of Performance Management $436,837 

Sr. VP of Quality Control and Risk Management $412,762 $397,219 $396,540 $355,398 $331,960 

ER Physician $393,898 $403,033 $397,495 $391,752 $366,594 $354,567 $337,643 $308,417 

ER Physician $399,524 $393,302 $365,621 $351,726 $334,460 $307,444 

ER Physician $381,032 $392,410 

Total $7,007,842 $6,026,572 $5,872,901 $4,940,611 $5,678,340 $5,928,307 $6,425,053 $6,458,062 $4,225,156 



Bristol Hospital 

Position Title 2014 2013 2012 2011 2010 2009 2008 2007 2006 

President & CEO $756,841 $659,742 $605,526 $495,299 $441,821 $368,985 $358,071 $301,300 $145,757 

Interim CEO/d0 $250,043 

Chief Operating Officer $236,857 

Senior Vice President, Chief Medical Officer $395,340 $375,135 $368,261 $392,474 $353,187 $307,376 

Vice President of Admin Services $202,603 

Oncology Physician $327,712 $280,817 

Senior Vice President, Patient Care Services & CNO $318,668 $308,975 $304,551 $237,201 $212,105 

Senior Vice President/CFO $328,273 $268,516 $331,856 $287,078 $134,945 

Vice President/CFO $348,020 $200,460 $186,930 

Vice President, Human Resources and Support Services $221,100 $207,363 $204,326 

Clinic Physician $197,383 $202,405 $199,016 

Vice President of Operations $227,176 $195,850 

Occupational Health Physician $179,366 $177,125 $176,987 $157,692 $213,798 $216,973 $186,222 

Assistant Vice President, Information Services $215,018 $210,272 $198,613 $197,149 $180,780 

Assistant Vice President/In House Counsel $166,354 $146,325 

Vice President of Patient Care Services $195,892 $196,267 $143,244 

Assistant Vice President, Human Resources & Support $181,069 $146,022 $142,091 

Director of Physician Recruitment $140,180 

Controller $168,117 $174,159 

Director of Revenue Cycle $157,556 

Staff Psychiatrist $168,640 $206,727 $189,381 $200,513 

Psych Physician $143,448 $194,500 

Psych Physician $140,095 

Assistant Vice President, Chief Development Officer $193,117 $186,781 $169,549 $168,198 $149,114 

Director, Clinical Operations $168,848 $165,578 $168,106 

Director, Diagnostic Imaging $167,114 

Biomedical Technician $149,554 

Director of Perioperative Services $148,407 

Manager of Applications & Programming $156,752 $145,775 $147,965 $139,438 

Psychologist $138,061 $135,572 

Clinical Staff Pharmacist $143,422 

Total $2,963,432 $2,767,974 $2,630,024 $2,378,187 $2,325,880 $2,396,732 $2,073,595 $1,842,651 $1,718,795 



Hospital of Central Connecticut 

Position Title 2014 2013 2012 2011 2010 2009 2008 2007 

President & CEO $2,325,846 $999,354 $1,499,546 $2,764,505 $609,893 $2,851,220 $1,110,502 $852,338 

Physician, Private Practice $625,058 

Executive Vice President and CMO $849,179 $776,392 $736,855 $603,486 

Senior VP of Medical Affairs $652,298 $498,636 

Chief of Pediatrics $563,571 $401,551 $360,656 

Hospitalist $763,388 $568,564 $395,449 

Chief Emergency Room Physician $728,973 $663,474 $550,999 $497,610 $499,051 $475,774 $400,568 $379,873 

Chief Operating Officer $454,785 $473,762 $445,037 

Chief of Medicine $664,689 $555,465 $500,547 $480,323 $474,233 $411,214 $374,604 

Neurosurgeon $542,218 

Director of Cardiology $476,866 $463,175 $459,292 $382,490 $377,094 $360,863 

Director Hospitalist Medicine $438,866 

Hospitalist $598,728 $491,528 $450,815 $415,460 $439,224 

Director Surgical Oncology $712,251 $645,121 $487,581 

Chief of Psychiatry $498,562 $484,686 $440,082 $360,201 

Medical Director of Quality $420,419 

Vice President Human Resources $644,445 $461,731 

Vice President Patient Services $455,425 

Vice President Finance $598,466 $458,671 

VP Analytics & Decision Report $604,754 

Oncologic Surgeon $439,374 $376,249 

Chief Financial Officer $309,038 $547,595 $604,747 $479,362 

Medical Director BMH ED $461,593 $447,047 $364,789 $356,421 $337,862 

Medical Director NEIG ED $474,401 $438,419 $418,618 

Total $7,651,627 $6,459,721 $6,275,211 $7,281,676 $4,642,558 $7,119,196 $5,022,706 $4,611,102 



Charlotte Hungerford Hospital 

Position Title 2014 2013 2012 2011 2010 2009 2008 2007 2006 

Physician Surgeon $784,306 $748,423 $661,640 $619,607 $378,765 

Pathologist Medical Director $498,959 $511,240 $520,852 $530,760 $536,040 $499,855 $473,687 $455,147 $249,074 

CEO President $625,107 $522,445 $503,491 $504,603 $540,443 $476,023 $456,011 $413,138 $358,641 

Physician Surgeon $745,495 $659,650 $581,148 $473,947 

Cardiologist $459,094 $443,487 $515,457 

VP Medical Affairs $409,022 $400,445 $368,032 $427,464 $447,908 $363,622 $340,417 $309,144 

Physician Surgeon $592,094 $640,888 $498,646 $365,008 

Cardiologist $450,788 $430,722 $483,052 

Cardiologist $4433,352 $430,225 $4441,292 

Cardiologist $422,353 $435,124 

Psychiatrist Medical Director $349,331 $372,589 $356,994 $312,884 $293,876 $278,137 

CFO $330,796 $375,568 $288,650 $300,901 $251,468 

Orthopedic Surgeon $724,504 $343,470 $285,223 

Physician Hospitalist $289,357 $312,841 $303,332 $213,128 

VP Administration $292,016 $220,139 $240,948 $195,225 

Physician Surgeon $279,548 $308,569 

Pathologist $254,361 $243,633 $233,915 

VP Human Resources $252,639 

Physician Hospitalist $249,054 

Walk in Physician $211,324 

Physician Walk In Med Director $217,483 $218,017 

Psychiatrist $212,833 $215,421 $208,815 

Psychiatrist $204,676 

VP Patient Care $201,576 

Medical Physicist $181,556 

Hospitalist Med Director $546,781 $288,930 

Total $5,722,721 $5,356,214 $5,041,147 $4,123,663 $3,781,660 $3,507,750 $3,002,070 $2,893,336 $2,468,080 



CT Children's Medical Center 

Position Title 2014 2013 2012 2011 2010 2009 2008 2007 2006 

Physician in Chief $460,190 $512,905 $468,345 $468,999 $388,964 $513,586 $366,915 $380,057 

Former President & CEO $735,259 

Executive VP & CFO $426,289 $478,476 $429,575 $443,284 $352,157 

Senior VP & CFO $485,969 $354,737 $388,977 

EVP & COO $444,836 $420,424 $468,676 

Chief Operating Officer $336,211 $375,179 $339,764 $399,608 $282,887 

President & CEO $618,181 $516,728 $748,347 $315,696 $480,870 $336,532 $490,926 $368,969 

Senior VP and General Counsel $413,375 $367,734 $391,769 $299,663 

General Council $338,238 $250,232 $308,223 $251,259 $264,825 

VP Clinical Services & Chief RN Officer $286,793 $250,382 $285,981 $237,795 $292,464 $239,987 $251,280 

Senior VP Quality Improvement & Patient Safety $548,936 $469,599 $253,456 $277,035 $391,164 $264,622 

Executive VP Community & Child Health $506,930 

VP Quality Improvement & Patient Safety $248,438 $231,484 $189,791 

Interim CFO $315,779 

CIO $299,080 $292,330 $300,302 $266,623 

President, Specialty Group $267,602 

Chief Medical Information Officer $335,252 $293,608 

VP Human Resources $292,022 $229,430 $262,535 $211,180 $266,708 $233,645 

Director, Human Resources $175,107 

Director of IT $210,421 $185,045 

VP Marketing & Business Development $334,482 $323,482 

VP Strategy & Regional Development $191,027 $402,005 $326,282 $323,556 

Staff Nurse-Operating Room $167,452 $213,405 

Staff Nurse - Emergency Department $197,469 $169,796 

Mid-Level Practitioner NICU $204,601 

Professional Practice RN IV $221,543 

Director, Perioperative Services $235,505 $173,491 

Total $4,108,873 $3,857,177 $3,907,420 $3,017,612 $3,447,698 $2,733,743 $3,612,528 $2,853,634 $3,092,053 



Danbury Hospital 

Position Title 2014 2013 2012 2011 2010 2009 2008 2007 2006 

Chief Executive Officer $1,173,053 $1,056,889 $955,838 $1,075,078 $1,867,610 $6,445,204 $1,010,458 $957,098 $734,223 

Executive VP/CEO $862,137 $475,935 

VP Human Resources $820,052 $948,869 $836,281 $872,756 $838,535 $726,912 $2,050,637 $470,470 $400,817 

Chief Information Officer $412,631 $377,700 $570,359 $362,411 $312,899 $318,742 $355,439 

Chief Financial Officer $672,565 $616,267 $614,912 $562,520 $555,894 $309,028 $4,650,958 $839,689 $496,428 

Chief Operating Officer $475,605 $428,450 $456,821 $399,887 $550,628 $513,664 $452,822 

Executive VP, Medical Education $413,029 

Medical Director Southbury Geriatric $331,878 

VP IT $323,281 

VP Planning $338,621 $307,327 $387,954 

Chief Nursing Officer $389,086 $363,505 $366,115 $368,420 $439,491 $373,122 $347,111 

VP Marketing $327,799 $384,914 $343,416 $300,910 

Medical Director Community Health Center $362,936 $362,935 $333,882 $278,085 

Senior VP Operations $349,398 $309,492 $333,766 

Cardiac Perfusionist $272,516 $256,225 

VP Operations $279,730 

General Counsel $410,471 $385,527 $318,627 

VP Compliance $273,892 

Executive Medical Director $324,499 $319,748 

Director Education and Research $380,708 $368,511 $317,847 $316,265 

VP Facilities $322,491 $311,890 $288,360 $314,273 $326,248 $318,800 $308,571 $311,928 $316,438 

Chief Compliance Officer $269,435 

Total $5,395,283 $5,164,935 $4,748,735 $5,127,105 $6,349,574 $9,977,743 $10,124,609 $4,599,519 $4,147,141 



Day Kimball Hospital 

Position Title 2014 2013 2012 2011 2010 2009 2008 2007 2006 

President & CEO $516,452 $513,986 $514,375 $474,666 $560,836 $411,409 $507,590 $345,096 

Interim President & CEO $216,080 

Director, OBS/GYN $354,236 

Director, ICU $323,919 

OB/GYN Physician $411,489 $407,455 $336,629 $313,335 $338,181 $331,018 $299,684 

ICU Physician $300,114 $296,501 

Chief Nursing Officer/C00 $258,269 

VP Philanthropy/Corp. Communications $274,810 

VP Information Technology $414,745 $227,892 

Director Informatics $224,605 

Pulmonary Physician $376,468 $349,728 $346,213 $296,573 $256,479 

VP Medical Affairs $344,214 $336,971 $364,114 $339,071 $306,047 $294,738 $305,808 

Senior VP Human Resources $273,219 $230,147 

Primary Care Physician $345,634 $310,908 $303,899 

Sr. VP of Finance/CFO $223,937 $224,475 $269,690 $248,725 $264,433 

Corporate Controller $188,798 

Director, Pulmomary Services $242,043 

Clinical Coordinator $165,232 

Psychiatric Physician $257,275 $368,447 $285,299 $282,325 $315,466 $334,821 

Senior VP, MAS. $240,796 

Director, Pediatric Center $238,397 

Pulmonary Physician $261,912 $263,369 $233,040 

OB/GYN Physician $233,012 $230,477 $300,832 

Psychiatric Physician $250,064 $260,024 

Psychiatric Physician $232,919 

Cardiologist $309,121 $266,480 $253,808 $263,028 $240,878 

OB/GYN Physician $230,630 $237,022 $301,577 

Pediatrician $228,861 $226,361 $230,070 $210,606 $236,100 

Pediatrician $225,507 $223,035 $226,780 $209,303 

Pediatrician $221,314 

Director of Diagnostic Imaging $262,389 

Sr. VP of Patient Services $204,924 $241,376 $220,463 $232,287 

Total $2,737,274 $3,209,023 $3,232,414 $3,054,816 $3,070,343 $2,726,445 $3,139,395 $2,659,599 $2,642,022 



Essent-Sharon 

Position Title 2014 2013 2012 2011 2010 2009 2008 2007 2006 

Chief Executive Officer $277,021 $314,605 $736,907 $259,785 $270,070 $317,324 $474,064 $283,984 $262,966 

General Surgeon $306,608 $325,221 

Hospitalist $259,673 $239,511 

Chief Financial Officer $244,320 $268,966 $149,605 $243,219 $223,506 $218,844 $210,290 $154,111 $157,443 

Chief Nursing Officer $169,868 $189,966 $166,424 $173,838 $170,212 $216,423 $195,159 $136,670 

Hospita list $183,785 $191,623 

Registered Nurse $145,966 $168,971 $164,087 $147,995 

Registered Nurse, Operating Room $141,012 $129,873 

Director of Clinical Services, RN $134,126 

Director, Rehab Services $148,054 $140,011 $134,254 

Radiology Technician $150,220 $120,207 $141,799 

Registered Nurse, ICU $150,198 $119,137 

Associate Administrator/Director HR $178,790 $176,514 $168,637 $165,449 $156,926 $151,963 

Director, Human Resources $139,260 $118,928 

Registered Nurse, Surgical Services $136,772 

Chief Quality Officer $154,903 $149,086 $145,354 

Assistant Chief Financial Officer $141,916 $136,640 

Director Information Management $151,335 $133,325 

Director $141,526 

Director Cardiology $131,238 

Director, 06/OR $133,378 

Ultrasound Technician $131,927 $126,922 

Corp. Compliance/Director HIM $154,697 $140,648 $139,163 

Director ICU/Medical Floor $137,798 

Registered Nurse $130,821 $138,152 $124,818 

Director $132,448 $136,750 

Director, Facilities $137,605 $134,220 

Director Surgical Services $132,286 $130,566 $123,914 $121,299 

Director, Emergency Services $140,971 $137,453 $132,012 

Registered Nurse $130,196 

Director, Quality $137,992 $136,886 $130,009 

Total $1,735,284 $1,735,128 $2,034,693 $1,700,565 $1,689,632 $1,668,134 $1,863,089 $1,871,465 $1,861,424 



Greenwich Hospital 

Position Title 2014 2013 2012 2011 2010 2009 2008 2007 2006 

President & CEO $1,357,317 $1,523,283 $1,530,629 $1,712,494 $5,220,127 $1,370,221 $1,197,091 $1,043,126 $967,072 

Executive VP & COO $854,537 $687,992 $791,085 $773,054 $2,249,823 $697,391 $606,122 $561,225 

Senior VP & CFO $794,818 $772,022 $716,899 $717,888 $749,638 $701,024 $613,265 $580,578 

CFO $555,583 

COO $538,885 

Physician - Emergency Medicine $600,733 

Director, Pathology $630,556 $594,309 $602,825 $588,104 $637,971 $633,638 $530,313 $653,882 $568,169 

Pathologist $586,829 $568,771 $592,050 $566,033 $591,098 $599,523 $571,407 $543,299 $505,003 

Breast Cancer Surgeon $487,387 $493,628 

Pathologist $543,930 $567,963 $562,933 $568,572 $570,470 $518,699 $538,592 $485,429 

Pathologist $484,800 $538,472 $555,083 $550,747 $568,928 $452,651 $521,624 $474,045 

Pathologist $483,016 $433,270 $548,782 $501,860 $464,975 $431,605 $449,961 

Sr VP of Medical Services $545,816 $476,104 

Perinatologist $469,742 $444,738 

VP YNHH/C00 Greenwich $546,303 

SVP - Health System Development $564,526 $524,668 $504,529 $510,007 $520,234 $501,699 $429,141 

Pathologist $564,333 $451,166 $419,929 

Chief Quality Officer $513,401 $506,060 $500,206 

Chief Safety Officer/Director OPC $392,587 

Total $6,774,335 $6,646,446 $6,896,815 $7,135,111 $12,090,276 $6,559,035 $5,837,681 $5,881,800 $5,408,814 



Griffin Hospital 

Position Title 2014 2013 2012 2011 2010 2009 2008 2007 2006 

Chief Executive Officer $557,181 $499,284 $558,543 $489,758 $547,978 $411,802 $454,181 $443,596 $395,345 

Chief, Psychiatric Physician $291,115 $320,377 $314,419 $291,232 $296,341 $299,790 $308,476 $303,398 

Chief Financial Officer $296,929 $256,683 $289,096 $346,302 $244,324 $268,883 $262,323 $219,846 

Chair, Preventative Medicine $337,159 

Director, Preventative Medicine $282,169 $308,557 $277,693 $301,503 $273,033 $240,111 $217,064 

Chief, Pulmonary Physician $287,582 $280,819 $279,175 $272,275 $307,978 $246,624 $241,934 $234,407 $187,340 

Psychiatric Physician $280,396 $310,078 $303,559 $269,168 $332,866 $257,518 $249,306 $229,293 

Chief Medical Director $244,481 $271,028 $255,557 $344,552 

Vice President Ancillary Services $255,685 $227,218 $255,880 $233,095 

Vice President Communication $244,003 $224,973 $301,463 $237,288 $240,378 

Vice President Support Services $219,892 

Emergency Room Physician $261,883 $309,873 $232,257 $293,228 

Chief, Emergency Room Physician $265,122 $320,932 $316,904 $308,016 

Emergency Room Physician $239,993 $299,902 $273,151 $246,891 

Emergency Room Physician $237,606 $208,609 $230,109 

Emergency Room Physician $215,742 

Emergency Room Physician $215,163 

Vice President, Facilities $218,056 $215,178 

Vice President, Nursing $255,126 $231,317 $211,004 

Psychiatric Physician $231,109 $225,621 $206,328 

Psychiatric Physician $215,966 

Total $2,889,145 $2,978,160 $2,992,102 $2,813,851 $3,305,988 $2,841,177 $2,857,681 $2,697,999 $2,439,285 



Hartford Hartford 

Position Title 2014 2013 2012 2011 2010 2009 2008 2007 2006 

Director of Arrythmia Center $493,748 $1,900,259 $481,940 

VP, Medical Affairs $1,820,511 

VP Academic Affairs & Chief Academic Officer $659,689 $3,351,507 

VP Physician Relations $775,366 $2,975,037 

President and CEO $917,623 $1,738,078 $1,730,709 $1,200,432 $1,037,800 $1,225,925 $1,129,631 

Director of Maternal & Fetal Medicine $1,198,676 

President and CEO (former) $1,176,466 $7,222,700 $1,271,472 

VP Finance and CFO (former) $2,183,659 $732,281 

Executive VP and COO (former) $686,910 

VP, Support Services (former) $691,664 

VP, Human Resources $1,946,399 $672,239 

Executive VP and COO $1,023,714 $770,537 $718,644 $916,347 $820,361 $632,172 

SVP & Chief Strategy Officer $662,244 

SVP & Treasurer $647,196 

Director of Nuclear Cardiology $863,309 

VP, Finance and Admin Services $731,102 $663,234 

Director of Surgery $807,330 $735,506 $687,588 $708,508 $637,627 $623,888 $587,306 $582,937 $552,460 

Chair, Cancer Institute $673,632 

VP, Psychiatry $3,235,078 $736,656 $705,069 $726,491 

VP Behavioral Health $747,573 

Director of Cardiology $599,205 $694,590 $1,694,841 $694,379 $671,144 $635,051 $602,750 $571,217 $522,269 

Director of Electrophysiology $532,089 

Director of Critical Care $511,264 

Director of Medicine $466,270 

Executive VP and CFO $879,820 $783,046 $673,245 $642,618 

VP, Academic Affairs $724,793 $705,560 $660,035 $840,004 $1,838,533 $601,862 $592,607 $563,150 

VP, HR and Support Services $575,835 $539,645 

SVP & Chief Medical Officer $821,632 $663,431 

Chief Medical Officer $615,860 

Director of Emergency Med. & Trauma Svcs. $604,599 $601,875 $638,169 $704,026 $680,234 $627,615 

Director of OB/GYN $693,448 $522,364 $495,873 

Director of Women's Health Services $594,607 

Total $6,212,041 $10,172,146 $13,713,965 $7,764,917 $9,645,837 $18,068,487 $7,588,310 $8,123,093 $6,207,989 



John Dempsey Hospital 

Position Title 2014 2013 2012 2011 2010 2009 2008 2007 2006 

CFO $423,912 $467,571 $433,800 

Professor/Clinical Operation/CEO $366,377 $226,139 

Assistant Professor/Clinical/ ER $302,012 $305,075 $270,370 $336,160 $298,171 $282,759 $323,057 $339,593 $340,415 

Assistant Professor/Clinical/ ER $300,619 $297,040 $264,648 $280,994 $280,062 $282,087 $287,737 $284,186 $272,033 

Assistant Professor/Clinical/ ER $297,959 $291,942 $258,459 $279,646 $279,395 $281,404 $281,933 $247,466 

Assistant Professor/Clinical/ ER $263,242 $289,832 $226,433 $256,709 $278,719 $255,721 

Assistant Professor/Clinical/ ER $268,015 $256,097 $273,502 

Associate VP/Quality Assurance $255,248 

Associate Vice President/Nursing $264,858 $261,801 

Associate VP/Clinical Operation $239,014 $280,309 $245,858 $358,640 $229,110 

Associate VP/Clinical Operation $239,070 

Professor/Clinical Operation $227,704 $266,034 

Assistant Professor/Clinical/ ER $246,747 $260,249 $235,231 

Assistant Professor/Clinical/ ER $224,026 

Instructor/Clinical $235,563 $273,965 $219,033 

Director of Nursing/Clinical/COO $268,125 $257,788 

Director/Nursing $320,187 

Director/Nursing $294,743 

Assistant VP/Application Development $219,585 

Professor, Clinical Care Improvement $256,050 

Professor/Clinical Operation $263,030 

CEO $332,520 $613,215 $477,518 $228,363 $122,728 $427,968 

Chief Operating Officer/Finance/CFO $171,946 $274,404 

COO $322,932 $309,737 $143,634 $288,884 $278,220 

Staff Nurse $258,118 

Pharmacist $264,600 $249,078 

Chief Perfusionist $235,662 

Director/Care Coordination $258,829 

Medical Physicist/Clinical Radiology $243,983 $237,831 $230,310 

Associate VP/Quality Assurance $231,828 

Associate Professor/Clinical/ ER $363,522 $357,331 $322,819 

Total $2,998,233 $3,268,358 $2,876,525 $2,611,438 $2,680,335 $2,731,526 $3,030,638 $2,800,163 $2,542,023 



Johnson Memorial Hospital 

Position Title 2014 2013 2012 2011 2010 2009 2008 2007 2006 

President $198,324 $477,819 $483,070 $439,647 $605,558 $682,469 $236,771 

Vice President Medical Affairs $176,895 $365,673 $409,004 $405,455 $392,694 $314,833 $230,598 

VP Human Resources $169,393 $159,122 $193,937 

Chief Financial Officer $311,922 $309,070 $313,450 $277,196 

Medical Director of Emergency Medicine $142,788 $416,901 

Emergency Room Physician $132,475 $362,056 $322,870 $541,108 

Chief of Pathology $121,619 $297,052 $279,230 $238,786 

Emergency Room Physician $119,808 $338,007 $381,418 $285,669 $310,265 

Emergency Room Physician $119,592 $308,800 $342,751 $274,052 $305,792 

Emergency Room Physician $118,828 $305,737 $331,902 $244,867 $274,657 

Emergency Room Physician $91,680 $291,416 $222,387 $267,637 

Pathologist $19,825 $265,952 

Vice President Operations $144,662 $231,870 

Emergency Room Physician $213,194 $288,524 $257,326 

Vice President, Patient Care Services $184,847 $205,683 $208,759 $189,280 

Vice President Finance $268,980 $297,447 $215,515 

Emergency Room Physician $267,113 $245,908 

Director, Perioperative Services $129,118 $130,075 $155,610 

RN $170,448 $178,553 $154,463 $153,493 

Corporate Director, Information Technology $153,090 

Corporate Director, Physical Therapy $155,226 $150,314 

Corporate Controller $152,428 $147,108 $145,680 

RN $148,565 5147,631 $145,058 $147,917 

Corporate Director, Pharmacy $143,925 

RN $142,565 $143,158 

RN, Nursing Administration $150,823 $125,578 

RN, Med Surg Unit $148,549 $143,973 

Total $1,779,961 $2,007,098 $2,055,834 $2,176,145 $1,434,741 $3,107,091 $3,449,586 $3,115,250 $2,885,577 



Lawrence and Memorial Hospital 

Position Title 2014 2013 2012 2011 2010 2009 2008 2007 2006 

President, CEO $761,873 $694,776 $761,734 $743,210 $723,845 $682,508 $607,001 $506,695 $521,633 

President, CEO $413,795 $488,744 

VP, Medical Staff $351,265 $323,290 

Chair, Amb. Services $411,637 

VP, COO $456,567 $434,976 $382,094 $342,528 

Executive Vice President/C00 $323,371 

Neonatologist $313,122 

Chair, Dept. of Medicine $304,762 $303,344 

Chief Operating Officer $455,107 $484,902 $448,642 $426,450 

Chair, Department of Surgery $428,327 $392,627 $329,508 

Vice President, CFO $375,843 $431,702 $409,269 $390,983 $384,955 $363,470 $292,612 

Vice President of Strategic Planning $305,928 $301,458 $347,841 $328,400 $317,427 

Vice President, Chief Transformation Officer $370,291 

Chief Legal Officer $314,655 $291,513 $324,214 $307,829 $298,788 

Vice President, Human Resources $303,273 

Chief Information Officer $279,344 $263,482 $300,811 $291,003 

Vice President, Patient Care $289,965 $268,052 $307,103 $287,396 

Vice President, Physician Practice Mgrnt $571,419 $259,091 $287,114 

Vice President, Development $259,338 $227,889 

ER Physician $293,348 $292,898 $318,715 $459,149 $339,944 

ER Physician $292,410 $292,249 $280,475 $282,018 $334,402 

ER Physician $281,359 $288,100 $269,065 $308,049 

ER Physician $283,183 $268,588 $296,538 

ER Physician $267,590 $267,500 

ER Physician $266,996 $266,945 

ER Physician $265,510 

Neonatologist $280,617 

Medical Director Physician $237,574 $260,900 $269,719 $280,326 $305,139 $351,937 

Total $3,845,494 $3,399,571 $3,943,467 $3,791,975 $3,667,783 $3,536,866 $3,289,363 $3,546,563 $3,650,952 



Manchester Memorial Hospital 

Position Title 2014 2013 2012 2011 2010 2009 2008 2007 2006 

CEO $683,398 $558,098 $560,793 $730,743 $475,878 $509,190 $433,628 $430,334 $386,610 

CFO $416,311 $306,482 $335,082 $323,493 $301,441 $285,916 

Behavioral Health Director, MD $314,757 

Senior VP of Medical Affairs $375,056 $333,973 $376,267 $304,418 

Medical Director ED $486,729 $347,998 $377,339 $304,562 $286,005 $315,238 $331,415 

Emergency Room MD $411,993 $407,087 $410,390 $280,429 $262,183 $361,900 $359,032 $339,513 $296,890 

Emergency Room MD $384,580 $401,584 $378,568 $302,168 $260,466 $331,476 $309,185 $321,084 $296,661 

Emergency Room MD $374,550 $372,004 $374,663 $274,218 $255,360 $330,931 $311,748 $334,337 $293,784 

Psychiatrist $317,634 

Treasurer/Exec VP $338,414 $342,391 

Emergency Room MD $371,405 $363,455 $359,568 $272,895 $259,570 $321,268 $305,500 $304,625 $286,261 

Emergency Room MD $362,526 $355,113 $340,878 $267,058 $247,008 $316,460 $305,252 $290,023 $285,301 

Medical Director ED $396,992 $336,920 

Emergency Room MD $370,834 $334,601 $258,061 $235,264 $327,577 $288,101 $287,442 $264,082 

Emergency Room MD $316,051 $284,711 

Medical Director MD $383,624 $281,648 $275,259 

Total $4,230,853 $3,848,560 $3,816,111 $3,482,712 $2,892,634 $3,465,173 $3,284,988 $3,175,158 $2,985,521 



Middlesex Hospital 

Position Title 2014 2013 2012 2011 2010 2009 2008 2007 2006 

President/CEO $1,059,523 $1,047,527 $1,022,460 $855,550 $1,377,566 $1,894,107 $1,933,120 $1,884,150 

President/CEO (11 mos), Retired 8/31/10 $1,698,891 

Sr. VP, Finance & Operations (11 mos), $713,168 
Pres/CEO (Imo) 

VP, Quality and Patient Safety $552,948 $514,956 $495,392 

Sr. VP/C00 $583,273 $568,734 

VP, Clinical Affairs $639,942 $712,317 $692,616 $527,592 $522,169 $425,075 

VP, Nursing $515,525 $455,108 $589,921 $422,093 

Chairman, Emergency Medicine $4$5,412 $457,572 $437,030 $458,361 $437,785 $414,514 $407,600 $530,229 $359,355 

VP, Finance/CFO/Treasurer $507,273 $491,453 $472,027 $443,841 $420,113 $366,834 $476,898 

VP, Human Resources $407,633 $485,999 $458,638 $771,255 $571,732 

Sr. VP, Finance & Operations $688,373 

Sr. VP, Strategic Planning & Operations $410,991 $398,871 

Associate Director, Family Practice $326,086 

VP, Operations $437,276 $345,141 $398,682 

Chairman, Dept. of Medicine $402,393 $383,550 $355,939 

Physician, Emergency Department $404,116 $438,794 $410,969 $412,833 $383,357 $359,933 $380,476 $313,468 

Physician, Emergency Department $382,622 $342,129 $302,881 

Physician, Emergency Department $333,436 

Chief, Dept. of Psychiatry $480,747 $319,133 

Medical Director/MMC Shoreline $306,084 

Clinical Director of Infectious Disease $393,196 $384,870 $397,220 $399,022 $373,789 $471,634 

Clinical Director, Family Practice $385,914 

Chief, Department of Medicine & Secretary $410,301 $395,704 $387,577 $391,924 $398,797 

ED Physician, Shoreline $383,310 

Former President/CEO $390,210 

Medical Director/Emergency Department $396,768 $385,161 $354,820 $363,313 $305,760 

Total $5,254,907 $5,336,389 $5,144,201 $4,699,968 $5,891,220 $5,094,462 $5,580,796 $6,465,357 $5,165,547 



Midstate Medical Center 

Position Title 2014 2013 2012 2011 2010 2009 2008 2007 2006 

President/CEO $943,218 $958,020 $903,186 $852,851 $856,294 $818,081 $724,372 $583,640 

CFO $500,859 $472,514 $417,879 $370,141 $325,521 $318,218 

Hospitalist Physician Director $402,481 $384,467 $362,957 $334,211 

Hospitalist $389,707 $450,232 

Hospitalist $347,566 $383,916 

Hospitalist $336,773 $372,952 

Hospitalist $324,813 $365,712 

Hospitalist $320,553 $359,039 

Hospitalist $316,325 $348,383 

Hospitalist $257,561 $347,761 

Per Diem Hospitalist $314,391 

Medical Director Mediquick $365,164 

Vice President $390,197 $361,186 

Physician/ED Physician $409,553 $357,013 $523,033 $515,538 $452,689 $454,104 $416,177 

Physician/ED Physician $409,432 $338,014 $392,805 $426,115 $410,223 $395,225 $368,814 

Physician/ED Physician $351,649 $327,442 $373,523 $366,218 $354,336 $345,308 $336,495 

CM0 $538,417 $419,637 $324,801 

Senior VP Operations $362,653 

Vice President $317,948 

COO $418,703 $418,216 $372,092 

Physician/ED Physician $348,160 $310,134 $359,090 $352,368 $319,583 $341,842 $316,487 

Physician/ED Physician $340,888 $352,973 $343,935 $319,411 $329,998 $311,835 

Physician/ED Physician $340,517 $345,949 $336,351 $310,987 $323,821 $311,615 

Physician/ED Physician $339,775 $343,328 $331,467 $310,000 $322,437 $305,567 

Total $3,335,506 $4,528,333 $4,307,828 $4,143,064 $4,400,533 $4,309,122 $3,999,662 $3,980,844 $3,640,940 



Milford Hospital 

Position Title 2014 2013 2012 2011 2010 2009 2008 2007 2006 

President $875,081 $596,448 $579,475 $409,804 $369,792 $368,100 $584,198 $564,048 $542,425 

Physician, Dir. ICU $435,314 $436,656 $366,809 $311,211 

Vice President Finance $367,778 $359,990 $335,416 

Physician, Chief Operating Officer $824,032 $556,742 $538,527 $390,015 $451,013 

Hospitalist $363,430 $351,489 $358,094 $370,807 $308,051 

Pathologist $369,566 $344,700 $345,094 $350,286 

ER Physician $274,722 $373,044 $341,173 $333,021 $337,610 $341,036 $332,309 $324,830 $313,159 

ER Physician $246,745 $359,350 $341,090 $332,969 $337,610 $350,539 $331,769 $324,668 $311,318 

ER Physician $339,255 $340,882 $331,803 $327,796 $335,078 $330,092 $321,487 $306,348 

Physician, Dir., ER $329,567 $334,377 $319,726 $318,225 

Hospita list $346,959 $329,539 $318,975 $332,513 

House Physician $373,895 $294,558 $269,738 

House Physician $357,857 

House Physician $346,822 

House Physician $286,221 

House Physician $267,192 

ER Physician $339,099 $339,691 $322,711 $327,783 $325,638 $326,820 $320,258 

ER Physician $335,714 $332,195 $323,799 $326,493 $307,639 $291,567 $241,487 

ER Physician $335,209 $322,325 $234,035 

ER Physician $315,317 

Vice President Finance $301,943 

Total $4,222,133 $3,942,991 $3,856,575 $3,487,809 $3,499,562 $3,452,353 $3,627,255 $3,487,941 $3,183,362 



New Milford Hospital 

Position Title 2014 2013 2012 2011 2010 2009 2008 2007 2006 

VP Human Resources $598,225 

President/CEO $240,264 $216,471 $195,774 $579,769 $551,928 $378,612 $510,994 

SVP Operations $305,899 $390,795 $399,446 

Controller $175,328 $169,748 $187,679 

Director, Finance $202,764 $197,173 $187,168 

Ex-President $504,699 $520,642 $556,305 

Director, Patient Experience $185,544 $181,583 

PVT-Physician $524,365 $415,363 $388,286 $314,473 $294,239 

PVT-Physician $402,659 

PVT-Physician $372,602 

Lab-Physician $480,036 $433,162 $458,129 $444,620 $431,352 $393,499 $395,072 

Dir., Emergency Services $425,241 $455,760 $442,595 $493,692 $391,352 $397,819 

Ear, Nose & Throat Physician $393,109 $419,422 

Chief Medical Physicist $241,166 $236,050 $236,050 

Manager, Cancer Center $172,631 

Radiology-Physician $237,151 $388,596 $463,809 $453,172 $452,354 $409,046 $390,278 

ER-Physician $324,724 $356,520 $357,558 $333,064 $303,683 

VP, Finance $304,635 $320,582 $1,574,460 $332,954 $286,657 $291,461 

ER-Physician $296,090 $325,727 $341,992 $324,888 $301,257 $301,090 

ER Physician $296,044 $297,204 

ER Physician $290,550 

VP, Nursing, COO $206,897 $279,629 $335,896 $379,013 $377,312 

PVT-Physician $268,123 

Director, Nursing $169,779 $213,871 

Director, Medical Affairs & Quality $199,888 $197,694 

Director, Planetree $180,756 

Director, Employee Health $171,529 $173,850 $180,359 

Mgr, Pharmacy Operations $157,679 

MIS Officer $178,965 

Total $2,064,792 $2,134,914 $2,670,281 $3,842,790 $3,907,047 $5,501,715 $4,262,102 $3,660,309 $3,472,390 



Norwalk Hospital 

Position Title 2014 2013 2012 2011 2010 2009 2008 2007 2006 

VP & Chief Medical Officer $810,916 $911,520 

President & CEO $1,268,795 $1,050,930 $901,148 $797,727 $941,545 $947,473 $753,038 $712,447 

COO $624,360 

President & CEO (through April 2010) $2,769,742 

VP & Chief Operating Officer/President & CEO $631,222 

VP & Chief Operating Officer $580,806 

VP Quality $651,642 

Physician, Emergency Department $590,305 $626,548 $685,615 $644,978 $598,761 $546,877 $571,541 $581,690 

Chairman, Dept. of Emergency Medicine $568,977 $585,218 $582,032 $520,710 $499,071 $471,022 $530,410 

VP Planning/VP and Chief Operating Officer $495,864 

Chairman, Dept. of OB/GYN $576,298 $787,458 $510,698 $469,596 $458,545 

Sr. VP & COO $535,681 $534,321 $715,282 $475,350 

Physician, Emergency Department $516,291 $475,854 $519,445 $518,578 $616,208 $539,434 $508,100 $555,721 $464,069 

Chairman, Dept. of Medicine $499,713 $545,236 $827,220 $708,223 $574,213 $564,770 

VP & Chief Financial Officer $664,111 $610,069 $489,543 $461,558 

VP Nursing Patient Care Services $436,783 

VP Planning and Business Development $407,117 $358,054 

Sr. VP Strategy & System Development $601,931 

Sr. VP & COO $560,049 $413,961 

VP, Human Resources $926,697 $472,049 

Chairman, Dept. of Surgery $478,153 $437,306 $400,520 $436,043 

Chief Pulmonary/Critical Care $495,115 

Director, Real Estate $411,611 

Physician, Emergency Department $501,242 $478,304 $392,756 $392,120 $380,719 $401,936 

Chief Financial Officer $399,721 

VP & Chief Nursing Officer $472525 

Chairman, Psychiatry $454,227 $395,655 

Physician, Emergency Department $473,446 $420,766 $442,639 

Physician, Emergency Department $472,663 $411,006 $412,040 

Physician, Emergency Department $455,025 

Total $6,470,506 $5,650,475 $5,522,158 $6,094,358 $7,893,730 $5,980,070 $5,736,427 $5,109,003 $4,909,967 



Rockville General Hospital 

Position Title 2014 2013 2012 2011 2010 2009 2008 2007 2006 

CEO $269,844 $239,511 $240,340 $313,176 $203,947 $218,224 $185,155 $184,429 $165,690 

Medical Director $338,865 $353,700 $324,458 

Medical Director $279,461 $267,332 

Emergency Room Staff MD $298,633 $288,830 $316,140 $284,842 

Urgent Care MD $311,021 $237,773 

Urgent Care MD $256,590 $198,751 

Urgent Care MD $237,577 

00/GYN $296,847 $287,075 $253,645 $134,771 

VP Patient Care Services $224,341 $194,226 $168,500 

Infection Control Director MD $264,351 $267,035 $213,063 $231,082 $231,252 $251,377 

Emergency Room Staff MD $156,625 $286,392 $308,333 $279,951 

Emergency Room Staff MD $233,212 $275,186 

Infectious Disease MD $250,121 

Emergency Room Staff MD $227,994 

Psychiatrist $261,240 $226,768 

CFO $178,419 $131,350 $143,386 $140,036 $129,190 $122,535 

Senior VP of Medical Affairs $161,257 $131,123 $134,648 

RN - Amb Surg $144,581 

VP Quality $151,625 $153,245 

Emergency Room Staff MD $135,879 

Senior Director $128,113 

RN Supervisor $174,125 $167,806 $144,695 $126,755 

RN Supervisor $185,757 

Registered Nurse $176,954 $148,917 

Treasurer/Exec VP $146,739 

Admin Director $147,232 $140,026 $139,004 $131,485 

Medical Director MD $149,601 $144,450 $120,706 

Staff Nurse Practitioner $119,658 

Registered Nurse $126,837 

Senior VP/Medical Director $124,441 

Clinician $155,922 

Adrnin Director $134,895 

RN-ICU $146,783 $135,200 $132,657 

RN-ICU $128,826 

Medical Director ED $130,526 $135,102 $142,034 $117,224 

Pharmacist $126,810 

Medical Imaging Director $149,607 

Total $2,496,705 $2,239,673 $1,859,820 $1,935,577 $1,641,946 $1,843,006 $1,826,475 $1,907,079 $2,023,556 



Saint Francis Hospital and Medical Center 

Position Title 2014 2013 2012 2011 2010 2009 2008 2007 2006 

President $3,135,570 $1,697,418 $1,521,090 $1,422,730 $1,534,640 $1,225,460 $1,295,178 $1,161,713 $1,052,791 

Retired President $842,802 

Senior Vice President and CFO $715,743 $820,051 $764,883 $782,085 $592,563 $525,978 

Executive Vice President $776,959 $732,722 $624,226 $553,559 

Executive Vice President and COO $635,702 $898,975 $731,103 $693,126 $629,960 $506,142 

Executive Vice President, Chief Admin Officer $785,531 $843,425 

Senior Vice President and General Counsel $395,262 $739,382 $543,618 $436,409 

Department Chairman, Surgery $731,925 $667,064 $627,085 $433,126 

Executive Vice President and CPO $823,171 $564,996 

President - Saint Francis Foundation $568,974 $475,818 $480,084 

Senior Vice President, Chief Academic Officer $505,762 $522,703 $497,259 $515,074 $498,851 $453,270 

Senior Vice President, Chief Den. Officer $483,872 $487,359 

Section Chief- Pathology $489,166 $434,053 $487,549 $473,932 $455,029 

President, JIYIMC $442,406 

Vice President, Financial Planning $380,990 $495,310 

Department Chairman - Pathology $467,804 $471,696 $460,763 $442,915 

Senior Vice President - Nursing $441,176 $4419,088 

Program Director - Pathology $442,922 $440,671 $428,034 $409,916 

Vice President - Interim CFO $436,565 $494,094 

Department Chairman - Emergency $427,080 $410,602 $473,425 $433,598 $415,766 

Senior Vice President - Planning $415,876 $412,053 $413,512 $426,075 $444,464 $418,495 

SVP, Human Resources $376,149 

SVP, Chief Information Officer $374,456 

Staff Physician - Emergency $417,086 $398,410 $422,436 

Staff Physician - Emergency $419,896 $348,989 

Staff Physician - Emergency $394,466 $397,797 

Psychiatrist $388,889 

Total $7,887,249 $7,174,334 $6,380,448 $5,721,072 $6,214,278 $6,307,453 $6,043,849 $5,397,924 $5,470,181 



St. Mary's Hospital 

Position Title 2014 2013 2012 2011 2010 2009 2008 2007 2006 

President & CEO $913,009 $853,512 $791,256 $649,453 $599,134 $765,051 $764,919 

Medical Director Cardiology $314,576 

Vice President & CFO former $306,178 $166,517 

Executive Vice President $593,749 $404,367 

Vice President and CFO $334,247 $266,887 $218,577 $479,091 $363,355 $392,216 $424,741 $199,564 $299,653 

Vice President & CNO $256,164 $338,629 

Vice President & CNO, former $265,011 

Vice President Patient Services $560,617 $284,285 $293,715 $296,546 $343,210 $259,189 $228,563 

VP, Marketing & Business Development $224,306 $172,878 

Former President & CEO $305,243 

Vice President Human Resources $303,346 $280,376 $290,284 $255,565 $240,600 $246,038 $247,611 $163,764 

Physician Hospitalist Program Internal Med. $190,874 

Chairman, Department of Medicine $275,582 

Vice President & Chief Medical Officer $435,298 $245,516 $425,825 $432,762 $475,162 $270,057 

Chief Information Officer $228,524 $244,993 $240,094 $200,300 $178,502 $181,117 $152,782 

Chief Marketing Officer $257,678 $240,125 $226,403 $221,048 $201,173 $178,752 $159,775 

Vice President Surgical Services $353,905 $318,435 $201,394 

Vice President Surgical Services, Former $372,127 

Vice President Operations $349,154 $325,082 $333,779 $296,349 $241,116 $284,820 $222,746 $167,537 

Chief Operating Officer $307,756 

Critical Care Nurse $162,859 

Div. Dir. Perioperative and Invasive Services $168,939 $161,555 

Divisional Director, Clinical Quality $185,905 $185,753 $173,009 $163,605 $158,061 

Director of Pharmacy $151,739 

Director, Operating Room $178,178 $162,039 $146,949 

Executive Director Revenue Cycle $219,286 

Total $3,748,065 $3,319,244 $3,631,544 $3,362,835 $2,994,127 $2,653,767 $2,683,428 $2,601,171 $2,616,230 



St. Raphael 

Position Title 2012 2011 2010 2009 2008 2007 2006 

President $1,803,605 $1,043,560 $911,333 $4,282,605 $1,013,140 $903,330 $890,725 

Former President $2,168,074 

Senior Vice President, COO & CFO $734,111 $987,313 $635,609 

Senior Vice President, CMO (MD) $724,139 $705,420 $773,004 $651,886 

Clinical Chair, Surgery (MD) $680,736 $713,955 $648,922 $624,624 $527,845 

Clinical Chair, Emergency Medicine (MD) $460,733 $630,934 $629,011 $516,934 $437,898 

Vice President - Medical Services $488,498 

Clinical Chair, Medicine (MD) $541,652 $595,195 $714,365 $534,595 $503,169 $483,632 

Former Sr. Vice President, CM0 (MD) $635,338 

Cardiologist (MD) $514,489 $524,696 $501,371 $325,398 

Clinical Chair, Women's/Children's Services (MD) $472,267 $580,409 $621,357 $613,674 $545,164 

Associate Clinical Chair, Surgery (MD) $400,079 $387,694 

Director, Cardiology Fellowship/CDU (MD) $503,734 $510,919 $515,784 

Director, Surgical Intensive Care Unit (MD) $478,876 $487,030 $439,540 $405,821 $384,802 

Section Chief, Thoracic Surgery (MD) $564,767 $484,735 $486,810 $468,291 $493,505 

Section Chief, Cardiology (MD) $447,832 $420,950 $397,602 $621,619 $386,114 

Associate Clinical Chair, Medicine (MD) $368,478 $387,201 $377,221 $360,560 $348,214 $340,498 

Directors, McGivney Cancer Center (MD) $308,371 

Medical Information Officer (MD) $345,612 

Total $6,432,740 $6,103,801 $7,983,445 $9,457,641 $5,359,421 $5,352,083 $4,728,243 



St. Vincent's Medical Center 

Position Title 2014 2013 2012 2011 2010 2009 2008 2007 2006 

Chief Executive Officer $1,076,770 $984,669 $2,394,278 $1,484,755 $1,485,490 $1,275,826 $922,813 $954,683 $813,986 

Former Chief Executive Officer $1,110,833 

President/Chief Academic Officer $978,878 

Chairperson Medicine $771,879 

Senior Vice President $929,797 

CMO/Clinical VP Cardiology $715,872 $815,402 $588,172 

Chief, Cardiothoracic Surgery $714,299 $688,391 $470,873 

Clinical Chair Oncology $659,205 $567,940 $562,094 

Corp. Sr. VP Marketing/Govt Relations $624,541 $575,899 $497,550 $640,952 

Sr. VP Chief Clinical/Chief Medical Officer $921,307 $910,454 $717,509 

Clinical Chair Oncology/Chief Medical Officer $837,791 

Clinical Vice President Cardiac Services $774,448 $634,145 

Clinical Vice President Surgical Services $894,493 $778,042 $630,797 $587,507 $594,139 $561,609 $562,403 

Senior Vice President/Chief Financial Officer $688,869 $673,021 $747,134 $567,478 $527,089 

Clinical Vice President Medicine $675,890 $643,993 $613,539 $554,058 $622,403 $624,660 $602,937 $732,012 

Vice President/Chief Legal Counsel $534,713 $513,004 

Sr. VP/Chief Nuring Officer/C00 $497,600 $482,467 

Senior VP, Corporate Affairs $390,699 $354,899 

Chairperson, Department of Surgery $481,159 

Director, Cardiothoracic Surgery $536,707 $582,197 

General Surgeon $506,107 $622,697 

Trauma Surgeon $491,733 

Chair Neonatology $505,356 

Chairperson Emergency Care $443,244 $592,032 $525,145 $626,929 $454,732 $457,191 $476,961 

Vice Chairperson Emergency Care $491,021 $527,678 $354,263 

ED Physician $4443,302 $378,793 $331,842 

ED Physician $435,153 $313,453 

Chief Financial Officer $4420,933 

Senior Vice President $456,215 $653,854 

Sr. VP/Chief Administrative Officer $590,696 $427,992 

Chairperson, Obstetrics & Gynecology $376,404 $390,454 

Sr. VP/Chief Human Resources Officer $454,673 $477,436 

Vice President CHRO Employee Council $455,920 

Total $6,086,655 $7,022,506 $8,876,280 $6,637,325 $6,716,381 $6,411,682 $6,260,557 $5,792,865 $5,234,977 



Stamford Hospital 

Position Title 2014 2013 2012 2011 2010 2009 2008 2007 2006 

President & CEO $2,402,748 $2,222,554 $1,532,094 $2,241,639 $1,695,727 $2,399,609 $1,552,751 $1,424,969 $1,505,731 

Sr. VP Finance CFO $1,177,667 

Sr. VP of Medical Affairs $929,239 $779,389 $681,212 $1,080,817 $911,568 $844,466 $1,084,950 $916,043 $827,193 

VP of Physician Network Development $873,017 

Surgery Physician $707,094 

Pediatric Physician $612,001 

Chief of Cardiac Surgery $898,824 $996,839 $1,180,752 $992,541 

Chief of Surgery $857,348 $768,216 $906,571 $716,968 $677,257 $718,271 $603,072 

Exec. VP and Chief Operating Officer $1,316,300 $784,363 $756,653 $586,964 $556,035 $669,998 $555,285 

Sr. VP Operations COO $807,104 $531,798 

Sr. VP of Strategy & Marketing $721,788 $649,400 $663,125 $740,648 $584,749 $555,766 $702,165 $560,141 $516,754 

VP of Finance & Chief Financial Officer $1,008,955 $816,687 $735,596 $720,187 

Chief Information Officer $572,108 $659,960 

Chief Financial Officer $538,917 $584,026 $685,468 $642,151 

VP Ambulatory Services $662,001 $656,204 $537,897 

Chief of Cardiology $619,201 $608,165 $580,278 

Chair, Dept. of Pediatrics $535,091 $599,219 $596,484 

Cardiac Surgeon $604,033 $526,501 

Director of Cardiology $577,961 $527,830 $567,360 $533,258 

Chief of Bariatric Surgery $719,194 $616,054 

Sr. VP Patient Services $523,138 $608,443 

VP and Chief Information Officer $688,889 

Chief Financial Officer $527,027 

Dept. of Medicine Physician $500,240 

Sr. VP of Talent & Culture $507,757 $560,848 

Chief, Dept Medicine $489,451 

Chair, Dept. of Obstetrics $1,063,073 $673,597 $579,437 $579,607 

Total $10,606,358 $9,053,842 $8,219,557 $9,254,975 $7,245,997 $7,767,444 $7,630,481 $7,018,390 $7,513,422 



Waterbury Hospital 

Position Title 2014 2013 2012 2011 2010 2009 2008 2007 2006 

COO $285,001 $372,533 $349,800 $346,933 $336,115 $303,422 

President $700,205 $663,566 $520,298 $559,086 $557,177 $543,225 $497,412 $495,175 

Medical Director ICU $429,416 $404,073 $368,600 

Chief Financial Officer $412,354 

Chief Information Officer $390,922 $343,254 

Physician, Director of ED $220,141 $434,224 $419,545 $385,225 $360,832 

VP Medical Affairs $168,103 $200,000 $401,415 $399,001 $386,234 $361,690 $356,362 

VP Patient Care/CNO $277,791 $246,766 

Vice President Operations $182,207 

Medical Director Internal Medicine $406,881 $390,191 $374,049 $363,491 

Psychiatrist $241,985 $206,039 

Medical Director ICU $401,214 

ED Physician $375,695 $347,516 $301,684 $292,832 

Staff Pharmacist $183,278 

Physician Assistant Director of Surgery $337,710 

Associate Director of Surgery $350,943 $342,946 

Attending Faculty Surgeon $351,552 $340,601 $354,404 

Physician, Director of ED $357,059 

CFO $174,602 $366,538 $342,259 $340,322 $304,167 

Chief Medical Information Officer: MD $279,141 $241,679 

Chief Medicaid Information Officer $235,757 

Medical Director Behavioral Health $250,037 $235,528 $204,736 $245,009 $253,710 

Medical Director Behavioral Health $234,438 $193,939 $234,970 $234,482 

Medical Director Adolescent Services $230,941 

Psychiatrist $189,684 $200,840 $240,995 $242,964 

VP Human Resources $272,995 $249,234 $177,500 $224,139 $213,388 

Psychiatarist $238,483 $237,376 $237,430 

ED Physician $327,404 $334,097 $313,796 $282,454 

COO $214,294 

VP Finance $191,630 

Total $3,250,151 $2,697,377 $2,383,096 $2,606,625 $3,076,213 $3,940,403 $3,877,883 $3,692,338 $3,465,045 



Windham Community Memorial Hospital 

Position Title 2014 2013 2012 2011 2010 2009 2008 2007 2006 

Chief Executive Officer $545,243 $585,128 $520,920 $469,982 $367,447 $368,288 

Director of ER $454,329 

Associate Director Emergency Department $323,865 $434,562 

Physician/Hospitalist $288,962 $463,270 $441,376 $376,126 

Medical Director $347,208 $359,517 $290,378 

Chief Financial Officer/VP Finance $249,090 $337,633 $341,410 $318,624 $293,324 $241,639 

Chief Financial Officer $242,778 

Emergency Department Physician $293,059 $414,618 $376,809 

Emergency Department Physician $246,715 $366,186 $345,570 

Emergency Department Physician $242,264 $352,725 $302,407 

Emergency Department Physician $214,742 $315,865 $289,138 

Emergency Department Physician $206,331 $312,993 $273,434 

Emergency Department Physician $143,862 $306,390 $226,486 

Emergency Department Physician $247,438 $178,510 

Physician/Hospitalist $378,887 $436,964 $433,682 $269,810 $221,757 

Physician/Hospitalist $296,315 $320,462 $284,341 $265,443 

Physician/Hospitalist $279,557 $305,674 $279,696 $264,125 

Physician/Hospitalist $264,022 $269,719 

Physician/Hospitalist $261,230 

Vice-President Operations $263,290 $257,531 $245,308 

Physician/Hospitalist $250,041 $301,846 $245,831 

Physicia n/Hospita list $233,954 

Medical Director $223,976 $229,559 $222,030 

Vice President Patient Care $255,343 $237,440 $292,675 $190,886 

Vice President Human Resources $198,295 $349,509 $199,093 $183,859 

IT Director $248,557 

Registered Nurse $232,524 $257,641 $193,937 

Registered Nurse $212,515 $214,202 $196,156 $165,936 

Director Inpatient Nursing $162,875 

Registered Nurse $160,759 

Registered Nurse $160,524 

Registered Nurse $192,973 $158,314 

Total $2,607,340 $3,040,326 $3,042,266 $3,172,216 $2,862,491 $2,318,423 $2,625,030 $3,359,863 $3,057,749 



Yale-New Haven Hospital 

Position Title 2014 2013 2012 2011 2010 2009 2008 2007 2006 

President & CEO (YNHH & YNHHS) $3,520,872 $3,263,758 $2,803,228 $2,592,381 $2,547,699 $2,612,895 $2,022,544 $1,798,621 $1,488,980 

Exec. VP, COO (YNHH & YNHHS) $2,143,135 $1,942,688 $1,680,133 $1,636,424 $1,643,996 $1,625,653 $1,516,169 $1,403,271 $350,233 

SR VP, Chief of Staff (YNHH & YNHHS) $1,593,847 $1,482,123 $1,673,612 $1,383,291 $2,713,552 $1,339,602 $1,234,724 $1,115,331 

SR VP Finance, CFO (YNHH & YNHHS) $1,806,166 $1,597,211 $1,432,214 $1,359,691 $1,345,514 $1,260,656 $1,114,791 $1,083,817 $1,124,783 

SVP, Med. Aft/Chief $1,102,233 

Sr. VP of Quality & Safety $909,375 

Senior VP HR (YNHH & YNHHS) $1,078,184 $1,002,344 $945,388 $963,800 $954,346 $976,093 $725,218 $656,327 

Senior VP Administration $920,989 $924,331 $870,911 $726,378 $636,947 $577,249 

VP of Legal Services $1,100,951 $998,877 $903,335 $802,811 $780,372 

VP & Exec Dir of Childrens Hospital $853,117 $739,113 $594,779 

Sr. VP of OPS/Children $875,071 

Senior VP Patient Services $703,474 $769,813 $736,309 $724,577 $729,091 $1,093,847 $565,102 $528,715 

Senior VP, CIO (YNHH & YNHHS) $1,133,727 $1,003,592 $895,982 $687,019 $902,132 $985,608 $739,064 $686,872 $676,045 

Vice President, Administration $508,390 

Vice President, Administration $486,639 

SVP OPS/Smilow $898,353 $800,103 $647,666 

VP Finance $726,759 $718,587 $574,932 $539,790 

VP Ambulatory Services $622,898 $654,217 $601,502 $562,377 

Total $15,059,681 $13,647,287 $12,374,269 $11,736,932 $13,263,278 $11,858,209 $10,218,730 $9,117,346 $7,499,594 
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Greer, Leslie

From: Feldman, Joan <JFeldman@goodwin.com>
Sent: Wednesday, July 06, 2016 1:07 PM
To: Hansted, Kevin; Riggott, Kaila; Greer, Leslie
Cc: Carannante, Vincenzo; hfmurray@lapm.org
Subject: FW: Applicants' Supplemental Prefiled Testimony Rebutting Prefile Testimony of Fred 

Hyde 15-32032-CON and 15-32033-CON
Attachments: 15-32032-CON.PDF; 15-32033-CON.PDF

Please accept our supplemental prefiled testimony in response to the Intervenors’ Prefile Testimony. 
Thank you. 
Joan 
 

Shipman & Goodwin LLP 
C O U N S E L O R S  A T  L A W  
 

 

Joan W. Feldman
Partner 
One Constitution Plaza 
Hartford, CT 06103-1919 

 

Tel (860) 251-5104 
Fax (860) 251-5211 
jfeldman@goodwin.com 
www.shipmangoodwin.com 

 

 

Privileged and confidential. If received in error, please notify me by e-mail and delete the message.  

 please consider the environment before printing this message  
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Greer, Leslie

From: Martone, Kim
Sent: Wednesday, July 06, 2016 3:50 PM
To: Lazarus, Steven; Carney, Brian; Ciesones, Ron
Cc: Greer, Leslie
Subject: FW: L & M / YNHHS
Attachments: 2016 7-6-Response to Pre-Filed Testimony of Dr  Monica Noether.pdf; intervenors 

cover letter response_20160706104112669.pdf

 
 
Kimberly R. Martone 
Director of Operations, Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13 CMN, Hartford, Connecticut 06134 
Phone: 860‐418‐7029 Fax: 860‐418‐7053 
Email: Kimberly.Martone@ct.gov Website: www.ct.gov/ohca 
 

 
 

From: Henry F. Murray [mailto:hfmurray@lapm.org]  
Sent: Wednesday, July 06, 2016 3:13 PM 
To: Martone, Kim; Hansted, Kevin 
Cc: jfeldman@goodwin.com 
Subject: L & M / YNHHS 
 
Please find attached Intervenor’s Response to the Pre‐File testimony of Dr. Monica Noether. 
 
Hank Murray 
 
 

Henry F. Murray, Esq. 
Livingston, Adler,Pulda, Meiklejohn & Kelly PC 
557 Prospect Avenue 
Hartford, Connecticut 06105 
860.233.9821 
860.570.4635 (direct) 
860.232.7818 (fax) 
hfmurray@lapm.org 
www.lapm.org (website) 
 
_________________________________________________________ 
This Transmittal is intended for a particular addressee(s).  It may contain confidential attorney-client 
communication.  If it is not clear you are the intended recipient, you are hereby notified that you have 
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received this transmittal in error.  Any review, copying, distribution or dissemination of this 
communication is strictly prohibited.  If you suspect that you have received this transmittal in error, 
please notify the sender at the telephone numbers and email addresses above and delete the 
transmittal and any attachments. THANK YOU 
 
Please think about the environment before deciding to print this email. 
 



LAW OFFICES 

LIVINGSTON, ADLER, PITLDA, MEIKLEJOHN & KELLY, P.C. 
557 PROSPECT AVENUE • HARTFORD, CONNECTICUT 06105-2922 

TELEPHONE: (860) 233-9821 • FAX (860) 232-7818 
'WWWLAPIVI.ORG 

c 126 

DANIEL E. LTVLNGSTON 
GREGG D. ADLER 
THOMAS W MEEKLEJOHN 
MARY E. KELLY 
HENRY F. MURRAY 
NICOLE M. ROTHGEB. 

 

RUTH L. PTJLDA 
1955-2008 

or COUNSEL 
PETER GOSELLY 

.ALSO ADMITTED 
MASSACHUSETTS 

WRITER'S DIRECT DIAL: 
(860) 570-4635 
EMAIL:hfmurray@lapm.org  

 

July 6,2016 

Via Email and First Class Mail 

Kimberly Martone, Director of Operations 
Kevin Hansted, Hearing Officer 
Office of Health Care Access 
Department of Public Health 
State of Connecticut 
410 Capitol Avenue 
Hartford, CT 06106 

Re: 	Certificate of Need Applications, 
OHCA Docket No. 15-32032-CON, Merger of L & M Physicians Association and 
Northeast Medical Group, Inc. and, 
OHCA Docket No. 15-32033-CON, Affiliation of Lawrence & Memorial 
Corporation and Yale New Haven Health Services Corporation 

Dear Ms. Martone and Mr. Hansted: 

Attached please find the Intervenor's response to the Applicants' Pre-file Testimony. 
Thank you. 

Very truly yours, 

HFM:vds 
Enclosure 



CERTIFICATION 

This certifies that the Intervenors' Response to the Applicants' pre-file testimony was 
sent via email and First Class Mail, pre-paid, on July 6, 2016, to the following counsel of record: 

Joan W. Feldman, Esq. 
SHIPMAN & GOODWIN LLP 
One Constitution Plaza 
Hartford, CT 06103-1919 
jfeldman@goodwin.com  
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Comments and Response to Pre-Filed Testimony of  Monica Noether, PhD. 
 
Fred Hyde, M.D. 
57 Main Street 
Ridgefield, CT 06877 
 
July 6, 2016 
 
Price Information, Historical Challenges in Examining Hospital Mergers 
 
Dr. Noether’s pre-filed testimony and published articles discuss price information, the difficulty 
of obtaining that information, and of knowing what it means.  This difficulty reflects the 
challenges facing OHCA generally in the evaluation of this application: the complexity of the 
field, the difficulties facing researchers in the field, but also the unwillingness of applicants (such 
as those now before OHCA) to share what they are able to.  Dr. Noether noted this problem 
almost thirty years ago in a major report done with staff at the Federal Trade Commission.1  
Unfortunately, however, Dr. Noether’s testimony does not recognize more modern work, in fact 
“breakthrough” information about hospital monopoly prices.  
 
New Information on Hospital Prices 
 
Major changes have taken place in the intervening three decades since Dr. Noether’s original 
work in this field. 
 
First, Medicare payments have become available to the press and public, through the efforts of 
the Association of Health Care Journalists working with the Centers for Medicare and Medicaid 
Services.  These comparisons have been offered by the Intervenor.2  No mention is made of these 
differences in Medicare payments by Dr. Noether in her testimony.   
 
Second, a major study of information gathered by the Health Care Cost Containment Institute3 
shows price disparities in payments by commercial health insurers.  Dr. Noether faults this 
Cooper study4 for not including Blue Cross information.  Unfortunately, Blue Cross information 
which would complement that available through the Health Care Cost Containment Institute is 
not available.  Dr. Noether does not dispute a  finding of the Cooper report pertinent to this 
application, namely that New Haven, Connecticut, the home of the Yale-New Haven Health 
Services Corporation, is an epicenter of extraordinarily high prices in both the private sector and 
for Medicare.   
 

                                                           
1 Noether, M., “Competition Among Hospitals,” Staff Report of the Bureau of Economics, Federal Trade 
Commission, 1987 
2 Exhibit Two,, Pre-Filed Testimony, Fred Hyde, MD 
3 Cooper, Z., et al, “The Price Ain’t Right? Hospital Prices and Health Spending on the Privately Insured,” NBER 
Health Care Pricing Project, December 2015 
4 Noether, M., “Commentary on ‘The Price Ain’t Right? Hospital Prices and Health Spending on the Privately 
Insured,’” Charles River Associates, January 7, 2016 
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Third, information from the Department of Social Services in Connecticut will shortly be made 
available to a task force studying certificate of need in Connecticut.  This information will 
directly impact one question, namely, to what extent does the State of Connecticut pay Medicaid 
rates which reflect monopoly pricing by Yale-New Haven? 
 
Finally, Section 2(c) of PA 15-146 requires the Connecticut Department of Public Health and the 
Department of Insurance to have transmitted lists of the fifty most common inpatient and 
outpatient diagnoses and procedures and the twenty-five most common outpatient surgical and 
imaging procedures in the State to the Health Insurance Exchange and to the public.  Under 
section 2(d), the Exchange is required to publish reports from insurance carriers showing prices – 
both billed and allowed amounts – for these procedures broken down by specific payer by 
specific provider on January 1, 2017.   
 
The applicant therefore has two choices to demonstrate that it has been responsive to the 
information required by OHCA.  The first would be to make known its prices, including those 
paid by Blue Cross.  The second would be to voluntarily defer action until the hearing record can 
be completed.  If the applicant takes neither route, we recommend that OHCA hold the public 
hearing record open until January to obtain the data that the applicant is not providing. 
 
In summary, Dr. Noether’s comments concerning pricing reflect challenges to regulators and the 
public generally, as well as to economists.  Information made available more recently has been 
either not included in her testimony, or has been refuted on grounds (Blue Cross) of its 
incompleteness.  Dr. Noether’s concerns with regard to prices have been reflected in her writings 
over three decades, not however fully accommodating more recent information. The statute  
requires OHCA to make written findings to determine whether the applicant has “satisfactorily 
demonstrated that any consolidation resulting from the proposal will not  adversely affect health 
care costs or accessibility to care.” Given the volume of literature on the relationship between 
consolidation, provider prices and health care costs, OHCA’s responsibility to obtain current 
information which will reflect the impact of monopoly pricing is clear. 
 
New Studies on Hospital (and Physician) Monopoly Behavior 
 
Dr. Noether has written that separate negotiations need not necessarily lead to monopolist 
behavior.  However, again, Dr. Noether has not taken into account more recent work (see paper 
in Exhibit One by Gowrisankaran).  Dr. Noether, a speaker at a February 2015 Federal Trade 
Commission and Department of Justice conference in which Gowrisankaran and colleagues 
presented their findings, does not address those findings or refute them. 
 
Parenthetically, Dr. Noether’s career-long writing is critical of certificate of need5, that is, that 
prices seem to be higher and/or increase in states with certificate of need.  Her hypothesis has 
been that regulation creates market barriers and allows price increases to exceed what otherwise 
would have taken place.  However, there is no legitimate control with which to evaluate that 
hypothesis, or “counterfactual.”  In addition, there are plausible alternative hypotheses: for 
example, that prices are higher in certificate of need states because the extent of that price 
                                                           
5 Noether, M., “Competition Among Hospitals,” Staff Report of the Bureau of Economics, Federal Trade 
Commission, 1987 
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differential has created the political climate which made possible the passage of certificate of 
need legislation, and/or protection against CoN  repeal by those who would rely on “market 
forces.” 
   
In evaluating monopoly behavior, Dr. Noether, in support of the application, appears to take a 
position contrary to the majority of economists who have studied the merger of non-profit 
hospitals.  The Intervenor has submitted an exhibit with extensive evidence that other economists 
have evaluated hospital mergers with traditional tools.6 
 
Even current and former colleagues of Dr. Noether have taken the opposite position.  For 
example, Seth Sacher of Charles River Associates and Michael G. Vita of the U.S. Federal Trade 
Commission have written on “The Competitive Effects of Not-for-Profit Hospital Mergers: A 
Case Study.”  In that paper, in which non-profit competitors were reduced from three to two, 
Sacher and Vita found the following: “We find that the transaction resulted in significant price 
increases; we reject the hypothesis that these price increases reflect higher post-merger quality.”7  
Sacher and Vita indicate that “Studies using data from the mid-1980s and after” present this 
general relationship: “a positive relationship between concentration and price.”8  In this paper, 
further reference to case studies indicated price increased for medical-surgical services of as 
much as 9%.   
 
Moreover, Dr. Noether has commented9 on the favorable results from a reduction in 
concentration.  In a paper written during Dr. Noether’s tenure at the FTC, she says that reduction 
in concentration “may lead to an increase in both price and quality competition.”10 [The word 
“quality” in Dr. Noether’s reports “is used to refer to all non-price aspects of competition,” not as 
we generally refer to quality in hospital and regulatory discussions today.11  She notes “an 
increase in ‘quality’ is not necessarily welfare-enhancing…]  In this paper, Dr. Noether goes on 
to note that “when concentration is reduced, prices (per unit of output, not adjusted for quality) 
are prevented from rising by a concomitant increase in price competition.  This result implies 
that, for a given level of quality, price is lower in areas with less concentrated markets.”  She 
concludes that “the hospital industry can be analyzed, for the most part, like other industries 
when, for example, applying the anti-trust laws.12  In her conclusion, Dr. Noether writes that, 
“The results suggest that hospital margins rise and expenses fall with increases in hospital 
industry concentration.”13  Addressing one of the changes already underway by the 1987 
publication of the FTC report, Dr. Noether writes that “This study also provides no evidence to 
support the conjecture that managed and system hospitals are more efficient than independent 
ones.  Expenses for both former types appear to be greater.”14 
 
                                                           
6 Exhibit  Two, Pre-file Testiomony, Fred Hyde, M.D. 
7 Vita, M. and S. Sacher, “The Competitive Effects of Not-for-Profit Hospital Mergers: A Case Study,” 1999, page 
one 
8 Ibid, page six 
9 Noether, M., “Competition Among Hospitals,” Journal of Health Economics, 7, 1988, 259-284 
10 Ibid, at. Pg. 260 
11 Ibid, page one 
12 Ibid, page three 
13 Ibid, page 81 
14 Ibid, page 83 



4 
 

Questions remain that are not addressed in Dr. Noether’s testimony. The first is: Will health 
plans be able to offer a marketable network to residents in the New London area that for 
whatever reason excludes Yale-New Haven Hospital, the Northeast Medical Group, the Yale 
Medical Group, and the other Yale-New Haven Health System entities?  The Intervenors would 
answer unequivocally, “No.” 
 
Also, this question: Are there additional market factors that tip the balance of negotiating power 
in favor of the Yale-New Haven Health System?  The Intervenors’ answer to this question is, 
“Yes.” 
 
Indeed, the applicants have signaled that eliminating competition may be one of the goals of their 
transaction, for example, by cancellation of the Lawrence + Memorial affiliation with the Dana-
Farber Institute,  Partners’ best-known cancer hospital.   
 
New research (for example, the Dafny, Ho and Lee paper included in those submitted by the 
Intervenor) has analyzed the impact of cross-market mergers on prices.15  Their findings are as 
follows: 
 

We find that hospitals gaining system members in-state (but not in the same geographic 
market) experience price increases of 6 – 10 percent relative to control hospitals, while 
hospitals gaining system members out-of-state exhibit no statistically significant changes 
in price.  The former groups are likelier to share common customers and insurers.  This 
effect remains sizeable even when the merging parties are located further than 90 
minutes apart.  The results suggest that cross-market, within-state hospital mergers 
appear to increase hospital systems’ leverage when bargaining with insurers.16 

 
In summary, the proposed acquisition would appear to fit all of the criteria that Dafny, Ho and 
Lee find most closely associated with the risk of higher prices, that is, Yale-New Haven and 
Lawrence + Memorial occupy immediately contiguous markets, the anchor hospitals are less 
than 90 miles apart, they share common insurers who value both systems, and they share 
common customers who value both systems.   
 
In fact, three of the organizations intervening in this transaction are themselves common 
customers of the two systems under these authors’ definitions.   
 
This research (Dafny, Ho, Lee) was presented at a conference organized by the Federal Trade 
Commission and the Department of Justice in February 2015.  Dr. Noether, also a speaker at the 
conference, did not acknowledge this work in her pre-filed testimony.  The weight of this paper, 
as well as the work of Cooper and Gaynor, makes clear that private sector pricing is the factor 
which best explains the continued unsustainable growth of U.S. health care costs. 
 
Dr. Noether reflected some aspects of this issue in comments at the FTC/DoJ seminar17 when she 
said that “patients who are using those hospitals don’t overlap, and they’re not going to travel 
                                                           
15 Dafny, L., et al, “The Price Effects of Cross-Market Hospital Mergers,” NBER, March 18, 2016 
16 Ibid, page 1 
17 FTC Workshop Transcript, February 25, 2015, page 117 
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from one market to another.  On the other hand, if they’re both employed- and Leemore Dafny 
mentioned this- by the same employer, and that employer is looking for a single payer to cover 
all of its employees, then maybe the customer in this case is the employer or the plan who is 
contracting with the employer.  And you need to kind of think about the whole market definition 
a little bit differently.” 
 
Other Issues 
 
Finally, with regard to the “companion” application concerning physicians, Dr. Noether 
indicated in the February 25, 2015 FTC conference18 that “a lot of those questions are relevant 
within what we would normally consider a single geographic market, when you’ve got a system, 
and – is there a bundled or tying kind of issue.  And it can also happen between hospitals and 
physicians for example as well.”  The potential for tie-in pricing—more services, more “linked 
services,” at higher prices—would be the result.  
 
Another issue not addressed in Dr. Noether’s testimony is narrow networks and tiering, that is, 
the prospect that insurers would be compelled - - if these applications were approved - - to 
charge additional amounts for entry into the most favorable tier.   
 
At the FTC/DoJ conference, Dr. Noether observes, “Of course, you need to have something that 
controls the providers from saying, you have to take me…But I think like in any kind of 
exclusive contract situation, if you’ve got competition to be part of that exclusive or narrow 
network, then that can certainly work.”19  She points to the effectiveness of these narrow 
networks “for price-sensitive customers where they’re willing to forgo complete freedom of 
choice in return for having lower premiums.”  It isn’t clear what Dr. Noether’s advice would be 
to those in New London who, for reasons of insurance, transportation or socioeconomic 
immobility, would be unable to participate in the new networks. 

                                                           
18 Ibid, page 117 
19 Ibid, page 130 
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Greer, Leslie

From: Martone, Kim
Sent: Monday, July 11, 2016 10:05 AM
To: Riggott, Kaila; Carney, Brian
Cc: Greer, Leslie
Subject: FW: Intervenor Pre-file
Attachments: ohca maritza bond testimony_20160711095928164.pdf

Importance: High

 
 
Kimberly R. Martone 
Director of Operations, Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13 CMN, Hartford, Connecticut 06134 
Phone: 860‐418‐7029 Fax: 860‐418‐7053 
Email: Kimberly.Martone@ct.gov Website: www.ct.gov/ohca 
 

 
 

From: Henry F. Murray [mailto:hfmurray@lapm.org]  
Sent: Monday, July 11, 2016 10:05 AM 
To: Hansted, Kevin; Martone, Kim; Lazarus, Steven 
Cc: jfeldman@goodwin.com 
Subject: Intervenor Pre-file 
Importance: High 
 
Please see attached letter and brief two‐page pre‐file testimony of Maritza Bond that was inadvertently not included in 
the Intervenor’s pre‐file testimony on July 1. 
 
Hank Murray 
 

Henry F. Murray, Esq. 
Livingston, Adler,Pulda, Meiklejohn & Kelly PC 
557 Prospect Avenue 
Hartford, Connecticut 06105 
860.233.9821 
860.570.4635 (direct) 
860.232.7818 (fax) 
hfmurray@lapm.org 
www.lapm.org (website) 
 
_________________________________________________________ 
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This Transmittal is intended for a particular addressee(s).  It may contain confidential attorney-client 
communication.  If it is not clear you are the intended recipient, you are hereby notified that you have 
received this transmittal in error.  Any review, copying, distribution or dissemination of this 
communication is strictly prohibited.  If you suspect that you have received this transmittal in error, 
please notify the sender at the telephone numbers and email addresses above and delete the 
transmittal and any attachments. THANK YOU 
 
Please think about the environment before deciding to print this email. 
 



LAW OFFICES 

LIVINGSTON, ADLER, PULDA, MEIKLEJOHN & KELLY, P.C. 
557 PROSPECT AVENUE • HARTFORD, CONNECTICUT 06105-2922 

TELEPHONE: (860) 233-9821 • FAX (860) 232-7818 
WWW.LAPM.ORG  

0.a> C126  
DANIEL E. LIVINGSTON 
GREGG D. ADLER 
THOMAS W. MEEKLEJOILV 
MARY E. KELLY 
HENRY E MURRAY 
NICOLE M. ROTHGEB. 

 

Runt L. PULDA 
1955-2008 

OF COUNSEL 
PETER GOSELLV 

ALSO ADMITTED IN 
MASSACHUSETTS 

WRITER'S DIRECT DIAL: 
(860) 570-4635 
EM Al L:lifinurray@lapm.org  

 

July 11, 2016 

Via Email and Hand Delivery 

Kimberly Martone, Director of Operations 
Kevin Hansted, Hearing Officer 
Office of Health Care Access 
Department of Public Health 
State of Connecticut 
410 Capitol Avenue 
Hartford, CT 06106 

Re: 	Certificate of Need Applications, 
OHCA Docket No. 15-32032-CON, Merger of L & M Physicians Association and 
Northeast Medical Group, Inc. and, 
OHCA Docket No. 15-32033-CON, Affiliation of Lawrence & Memorial 
Corporation and Yale New Haven Health Services Corporation 

Dear Ms. Martone and Mr. Hansted: 

Attached please find the pre-file testimony of Maritza Bond, Executive Director of 
Eastern Connecticut Health Education Centers. Ms. Bond's testimony was inadvertently left out 
of the Intervenor's pre-file testimony submitted on July 1, 2016. We ask that OHCA accept the 
testimony. Ms. Bond is prepared to adopt this pre-file testimony at today's hearing or submit it 
at that time. Thank you. 

Ve y truly yours, 

HFM:vds 
Enclosure 



enry '.Murray, Esq. 

CERTIFICATION 

This certifies that the foregoing was sent via email Julyll, 2016, to the following counsel 
of record: 

Joan W. Feldman, Esq. 
SHIPMAN & GOODWIN LLP 
One Constitution Plaza 
Hartford, CT 06103-1919 
jfeldman@goodwin.com  



Mailing address:  

AFEC 
Eaaeus emmeeticut 

Eastern Area Health Education Ctrs. 
Eastern AHEC, Inc. 
165 State Street, Suite 313 
New London, CT 06320 
Phone: 860-465-8281 
Fax: 860-724-2568 
www.eastemctahec.org  

Eastern Area Health Education Ctrs. 
Eastern AHEC, Inc. 
872 Main Street, Lower Level 
Willimantic, CT 06226 
Phone: 860-465-8281 
Fax: 860-724-2568 
www.easternctahec.org  

TO: Kimberly Martone, Director, Office of Healthcare Access 
Kevin Hansted, Hearing Officer 

RE: Proposed Yale New Haven (YNH) acquisition of L+M Hospital, OHCA Docket #15-32032, and 
32033 

DATE: July 1, 2016 

Dear Ms. Martone and Mr. Hansted, 

As a local nonprofit organization who implements programs that aim to enhance access to culturally 

and linguistically appropriate healthcare education and increase the diversity, quality, and distribution of 

future healthcare professionals within Eastern Connecticut, I urge your agency to take the necessary steps to 

ensure that communities of New London County will not be negatively affected by the proposed Yale and 

Lawrence & Memorial Hospital merger. This community is primarily comprised of low socioeconomic status' 

including veterans and urban Hispanic residents who are primarily Spanish speaking. Regionalizing healthcare 

is not an adequate means to quality and equitable care. 

Reducing, eliminating, our outsourcing health services is detrimental to communities' ability to access adequate 

and timely care, impact our health care workforce, and worsen health disparities among underserved 

communities. In Windham, we are already experiencing the impact of what can occur when hospital services 

are reduced following a merger. This past fall, a woman in her early 50s, with limited English proficiency 

suffered a minor stroke. When transported to Windham Hospital, the family was told they could not provide the 

care she needed because they did not have a neurologist on site. Instead, the woman was put in a Life Star 

helicopter and transported to Hartford Hospital. Thankfully, this woman's story didn't end tragically. The 

community in Windham County deserves quality health care that is delivered in a culturally and linguistic 

appropriate manner. Transporting patients to facilities over 30 minutes away can be catastrophic. In particular, 

the ability for ambulatory care to effectively communicate with patients that experience language barriers is 

nonexistent. With the CCU closed, patients are traveling long distances by ambulance, private car or even 

helicopter for urgently needed care that used to be available at Windham. 



I raise this issue because when Hartford HealthCare bought Windham their application strongly suggested that 

they would not reduce services. Windham selling out to Hartford was supposed to "increase the services and 

technology offered locally," and to "decrease the out-migration of patients."i  Hartford also said that "currently 

they will not be terminating any services." But they also left the door open to reducing "duplicate" services. At 

the end, Hartford's original CON was filled with broken promises. 

Now, Yale is using almost identical language. We're told the acquisition will bring expanded access to clinical 

programs, and that there are no "planned" reductions in services. But we're also told that there may be a need 

to reduce "duplicate" services. Again, no guarantees, no real commitments. 

It is critical your department carefully reviews this upcoming merger to ensure that communities within New 

London county's health are not compromised. Thank you for the opportunity to submit public comment for the 

Health Care cabinet meeting. If you wish to discuss the detrimental impact hospital mergers, call (860) 465-

8281 ext. 402 or bond@easternctahec.org  

Thank you for your consideration. 

Sincerely, 

Maritza Bond 
Executive Director 

Office of Health Care Access, Certificate of Need Application, Final Decision. "Integration of Windham Community Memorial 
Hospital, Inc., into Hartford Health Care Corporation, Inc." p. 6-7. 



1

Greer, Leslie

From: Rosana Garcia <rgarcia@universalhealthct.org>
Sent: Monday, July 11, 2016 1:07 PM
To: User, OHCA
Cc: Lazarus, Steven; Frances Padilla; Jill Zorn; Lynne Ide; Adam Chiara; Stephanye Clarke
Subject: Public Comment for CON Hearing on L+M & Yale (Dockets 15-32032-CON & 

15-32033-CON)
Attachments: FINAL - L+M & YNHHS July 11 2016 Testimony (UHCF).pdf

To: Office of Health Care Access 
From: Universal Health Care Foundation of Connecticut 
Date: July 11, 2016 
Re: Public Comment for CON Hearing on L+M & Yale (Dockets 15‐32032‐CON & 15‐32033‐CON)                     
 
Please see attached (and text inline below) for Universal Health Care Foundation of Connecticut’s testimony in regards 
to the CON Hearing on L+M & Yale (Dockets 15‐32032‐CON & 15‐32033‐CON). 
 
Thank you, 
 
Rosana Garcia   Policy Associate 
Universal Health Care Foundation of Connecticut 

203.639.0550 ext. 314   rgarcia@universalhealthct.org 
290 Pratt Street, Meriden, CT 06450 
 

CONNECT WITH US: Website |Facebook | Twitter | Blog  YouTube 
 
 

 
 

 
 

Testimony Concerning the L+M Hospital / Yale New Haven Health System Proposed Deal 
Frances G. Padilla, President 

Universal Health Care Foundation of Connecticut 
July 11, 2016 

 
Like politics, all health care is local. This is even truer in Connecticut, with our 169 towns and municipalities, 
and our parochial attitudes about local control.  Health care is also intensely personal.   
 
The Office of Health Care Access (OHCA) has an enormous responsibility in reviewing Certificate of Need 
applications, especially ones such as this, where one health system and medical group (L+M Hospital & 
Medical Group) is proposing to affiliate with another, larger, system (Yale New Haven Health & Northeast 
Medical Group). 
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As this Certificate of Need application is reviewed, it is important to consider the both parties’ answers to the 
following questions: 
 

 How will this affiliation between L + M and YNHHS help the greater New London community? 

 How will the city of New London and its surrounding region be better off in terms of health care 
services, health outcomes, employment, and the social determinants of health? 

 How will Lawrence and Memorial Hospital’s ability to meet its mission and serve its community be 
strengthened? 

 How will L + M remain connected to its community as a resource for health and health care? 

 
We ask that OHCA consider the conditions urged by local residents and leaders.  L + M and Yale must not only 
listen to the community, but satisfactorily demonstrate that they are addressing the concerns underlying the 
proposed conditions.  The community has serious concerns about this proposed deal.  As L + M should 
ultimately be accountable to the people and community it serves, this community deserves measures in place to 
directly address their concerns. 
 

 Members of the community are worried they may lose essential services like behavioral and 
reproductive health.  Where will decision-making about service elimination or addition reside, in the 
local community, informed by local priority needs and members of the community, or in the board room 
in New Haven? 

 Population health should be the driving force behind affiliations and mergers, and OHCA’s decision-
making.  Hospitals should use local health needs assessments as a roadmap for improved community 
health.  Accountability should be built into any approval, so that the hospital(s) must demonstrate clearly 
and publicly what they have done to make a positive difference in the priorities identified by the needs 
assessment.   

 Health care in Connecticut is unaffordable to many, many people. Hospital costs are a big part of this. 
How will affiliation demonstrably address affordability to the patient? 

       Lower income people, the elderly, families with only one car, and others, struggle with transportation in 
Connecticut.  Public transportation is unreliable. Auto insurance is expensive, particularly in low income 
urban areas. Health care reform has shifted delivery of care from inpatient to outpatient, often 
requiring travel and reliable supports to get you back and forth from procedures and 
appointments.  Providing financial support for creative transportation solutions (in the short-term) and 
using hospitals’ lobbying influence for improved public transportation should become an integral 
component of “community benefit.”  Moreover, accessibility to the target population must be a prime 
consideration of locational decisions. 

 Local people do not trust that these institutions have their interests at heart. It is incumbent on the 
institutions to acknowledge and genuinely address this mistrust. Whether affiliated or merged, every 
hospital should have a robust local board of directors with true governance power.  In L + M’s case, 
their governing board must also be able to effectively influence the YNHHS board and not merely have 
an insignificant seat at the table.  Moreover, the local hospital board should be accountable to an 
independent community body for demonstrated results on community benefit, progress on local needs 
assessment priorities and hospital financial stability.  That independent community body should 
represent a cross-section of the public, private, nonprofit and resident population of the community. 
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Greer, Leslie

From: Martone, Kim
Sent: Tuesday, July 12, 2016 11:56 AM
To: Hansted, Kevin; Riggott, Kaila; Lazarus, Steven; Carney, Brian
Cc: Greer, Leslie; Olejarz, Barbara
Subject: FW: Docket Number 15-32032-CON and 15-32033-CON Public Information Testimony 

from Kathleen Stauffer
Attachments: The Arc NLC_Testimony YaleNH 2016 (2) (2).pdf

 
 
Kimberly R. Martone 
Director of Operations, Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13 CMN, Hartford, Connecticut 06134 
Phone: 860‐418‐7029 Fax: 860‐418‐7053 
Email: Kimberly.Martone@ct.gov Website: www.ct.gov/ohca 
 

 
 

From: Karen Warfield [mailto:kwarfield@thearcnlc.org]  
Sent: Tuesday, July 12, 2016 11:02 AM 
To: Martone, Kim 
Subject: Docket Number 15-32032-CON and 15-32033-CON Public Information Testimony from Kathleen Stauffer 
 
Ms. Martone, 
 
 
Please see Kathleen Stauffer’s written testimony regarding docket number(s) 15‐32033‐CON and 15‐32033‐CON.  A 
hardcopy will be mailed to your office at: 
 
Division of the Depart. Of Public Health 
410 Capitol Avenue, MS #13 HCA 
P.O. Box 340308 
Hartford, CT 06134‐0308 
 
If you have any questions, please contact me at the email below. 
 
 
 
Thank you in advance, 
 
 
Karen Warfield 
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Executive Assistant 
The Arc‐NLC 
125 Sachem Street 
Norwich, CT 06360 
 
T:860.889.4435  x126 
E: kwarfield@thearcnlc.org 
 
www.thearcnlc.org 
 



 
 
 
 
 
 
 
 
 
 

 

The Arc New London County 

125 Sachem Street 

Norwich, CT  06360 

T 860.889.4435 

F 860.889.4662 

www.thearcnlc.org 

For people with intellectual and developmental disabilities 

11 July 2016 
 

TESTIMONY RE: PROPOSED MERGER OF YALE NEW HAVEN HOSPITAL WITH L+M HOSPITAL 
 

1. THANK YOU. The Arc New London County thanks the panel for the opportunity to offer 

testimony. 

 

2. WHO WE ARE. The Arc New London County is a 64-year-old, grassroots agency in Southeastern 

Connecticut founded by families to support loved ones with Intellectual and Developmental 

Disabilities (I/DD). Driven by a philosophy that every person deserves full inclusion, The Arc 

walks with people as they live their best lives as independently as possible saving millions of 

taxpayer dollars each year. Our sphere of influence – families served, employees, volunteers 

and Board members – number approximately 2,000 people in New London County. 

 

3. HEALTH AND WELLNESS. Of critical concern to The Arc NLC is the health and wellness of people 

with I/DD in Southeastern Connecticut. Healthcare supports for the vulnerable residents of SE 

CT must be measurably enhanced by this merger. Special populations can be challenging in 

several respects: Healthcare providers too frequently are untrained in supporting fragile 

populations whose challenges can present physically, emotionally and behaviorally. It is 

essential that demonstrating a data-driven suitability and preparedness to serve vulnerable 

people, specifically people with I/DD, be a critical criterion for approval of this merger. 

 

4. NONPROFIT HOSPITALS AND COMMUNITY WELFARE. The first hospitals in the United States 

were for-profit enterprises, established by doctors to serve wealthy clients. As an 

understanding of public health, sanitation and prevention evolved, nonprofit hospitals were 

established to serve the public good. Among the critical services nonprofit hospitals provide to 

a community: 

 Community health. Nonprofit hospitals are less likely to engage in turnkey services, 

shortening stays inadvisably for quicker profit. 

 Community research. Nonprofit hospitals are more likely to invest in research to find 

cures for disease. 

 Community well-being. Nonprofit hospitals readily serve patients whose services are 

Medicaid reimbursed and provide other critical supports such as community 

investment, rate caps to hedge against runaway costs, regional economic stability, jobs 

and facilities investment. 



 

 

Regrettably, over the last two decades, nonprofit hospitals have increasingly found it 

necessary to compete with for-profit entities to survive, behaving more like for-profit 

hospitals. For this reason, the above concerns require established remedies that are 

measurable, enforceable and ongoing to ensure that this merger benefits New London 

County and its residents rather than the deal-makers at the top of the healthcare food 

chain. 

5. SOUTHEASTERN CONNECTICUT’S ECONOMIC WELL BEING. As one of the wealthiest states in 

America with the second-richest capital city in the nation, Connecticut will not be better off if 

this partnership does not leave New London County better off economically. As one of 

America’s 10 most economically distressed regions, New London County must benefit by this 

merger in the following, data-driven ways or the merger cannot and should not be permitted to 

happen: 1) A significant number of new, quality jobs must be created and maintained. 2) 

Demonstrated facilities investment in the region must be a part of this plan; 3) A demonstrated 

commitment to investment and wellness for the region for the next decade must be provided 

by means of a written plan. Penalties for falling short of these goals must be clear, enforceable 

and implemented as appropriate.  

Kathleen Stauffer, MPA 
Chief Executive Officer 
The Arc New London County  
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Greer, Leslie

From: Lazarus, Steven
Sent: Thursday, July 28, 2016 3:47 PM
To: hfmurray@lapm.org; Feldman, Joan (JFeldman@goodwin.com); Carannante, Vincenzo 

(VCarannante@goodwin.com)
Cc: Greer, Leslie; Hansted, Kevin; Riggott, Kaila; Carney, Brian; Ciesones, Ron
Subject: List Of Late Files Requested by OHCA, DNs 15-32033 & 15-32032
Attachments: List Of Late Files Requested by OHCA.docx

Good Afternoon, 
 
Please see the attached document that was created to help clarify the Late Files dues and other hearing related 
materials in the above referenced dockets. Please feel free to contact Brian, Ron or myself, if you have any questions at 
860‐418‐7001. 
 
Thank you, 
 
Steve 
 
 
 

Steven W. Lazarus 
Associate Health Care Analyst 
Division of Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue 
Hartford, CT 06134 
Phone: 860‐418‐7012 
Fax:        860‐418‐7053 

 
 
 



 
Office of Health Care Access 

 
Public Hearing held on July 11 & 26, 2016 
Docket Numbers: 15-32032 & 15-32033 

Late Files Requested by OHCA  
 

• Late File # 1:  A list of additional services, specialists and/or sub-specialists added / 
recruited to the L&M service area (post-merger). [DN- 15-32032] 
 

• Late File # 2:  A list of L&M /commercial payer contracts and the expiration dates of 
said contracts. [DN- 15-32033] 
 

• Late File # 3: Submit separate forms for year- to-date (YTD) actual results through June 
2016 for L+M Health System, Lawrence + Memorial Hospital (hospital only and 
consolidated) and Yale-New Haven Health System.  Use the same format as used 
previously a Financial Attachment A of the original application. [DN- 15-32032 & DN- 
15-32033 ] 
 

•  Late File # 4:  Provide separate YTD Financial Measurement Indicators through June 
2016 for L+M Health System, Lawrence + Memorial Hospital and Yale-New Haven 
Health System in the same format as previously submitted on page 602 (and resubmitted 
on page 863) of the application which includes amounts for the prior year time period 
(June 2016.)  [DN- 15-32033] 
 

• Late File # 5:  A copy of L+M Hospital’s most recent DPH licensing survey (July 13, 
2016) and all communication between L+M Hospital and DPH regarding said 
survey.  [DN- 15-32033] 

 
 
Due Dates: 
 

1. All late files are due no later than August 5, 2016. 
 

2. Applicants Objection in writing to OHCA’s taking Administrative Notice of Exhibits KK 
(Letter from State of Connecticut Comptroller, Kevin Lembo), and Exhibit LL (the 
Milliman Analysis), due no later than July 29, 2016. 

 
3. Intervenors’ response to the Applicants Objection to OHCA taking Administrative Notice 

of Exhibits KK and LL, due not later than August 5, 2016. 
 
 

http://www.ct.gov/dph/lib/dph/ohca/conapplications/2015/15_32032_con.pdf
http://www.ct.gov/dph/lib/dph/ohca/conapplications/2015/15_32032_con.pdf
http://www.ct.gov/dph/lib/dph/ohca/conapplications/2015/15_32032_con.pdf
http://www.ct.gov/dph/lib/dph/ohca/conapplications/2015/15_32032_con.pdf
http://www.ct.gov/dph/lib/dph/ohca/conapplications/2015/15_32032_con.pdf
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Greer, Leslie

From: Lazarus, Steven
Sent: Wednesday, August 03, 2016 7:14 AM
To: Greer, Leslie
Cc: Hansted, Kevin
Subject: FW: YNHH/L+M Late Files Docket No.-15-32033 and 15-32032
Attachments: Late Files.PDF

Leslie, 
 
Please add to the record. 
 
Thank you, 
 
Steve 
 
 

Steven W. Lazarus 
Associate Health Care Analyst 
Division of Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue 
Hartford, CT 06134 
Phone: 860‐418‐7012 
Fax:        860‐418‐7053 

 
 

From: Feldman, Joan [mailto:JFeldman@goodwin.com]  
Sent: Tuesday, August 02, 2016 5:51 PM 
To: Hansted, Kevin; Carney, Brian; Lazarus, Steven; Riggott, Kaila 
Cc: hfmurray@lapm.org; jennifer.willcox@ynhh.org; Aseltyne, Bill; manderson@lmhosp.org 
Subject: YNHH/L+M Late Files Docket No.-15-32033 and 15-32032 
 
Attorney Hansted: 
Attached you will find an electronic version of the requested late files in connection with the above‐referenced 
dockets.  We will hand‐deliver a hard copy of the late files in the a.m. 
Many thanks. 
Joan 
 

Shipman & Goodwin LLP 
C O U N S E L O R S  A T  L A W  
 

 

Joan W. Feldman
Partner 
One Constitution Plaza 
Hartford, CT 06103-1919 

 

Tel (860) 251-5104 
Fax (860) 251-5211 
jfeldman@goodwin.com 
www.shipmangoodwin.com 

 

 

Privileged and confidential. If received in error, please notify me by e-mail and delete the message.  
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 please consider the environment before printing this message  
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Greer, Leslie

Subject: FW: Docket Numbers 15-32032 and 15-32033
Attachments: Letter to Kevin Hansted.pdf

From: Feldman, Joan [mailto:JFeldman@goodwin.com]  
Sent: Friday, August 12, 2016 10:51 AM 
To: Hansted, Kevin; Riggott, Kaila; Carney, Brian; Lazarus, Steven 
Cc: hfmurray@lapm.org; jennifer.willcox@ynhh.org 
Subject: Docket Numbers 15-32032 and 15-32033 
 
Dear Attorney Hansted: 
Attached you will find a letter requesting the addition of new information to the above‐referenced records.  We believe 
it is relevant in that Intervenors provided testimony (Mr. Hyde) relating to hospitals having positive operating margins. 
Thank you. 
Joan 
 

Shipman & Goodwin LLP 
C O U N S E L O R S  A T  L A W  
 

 

Joan W. Feldman
Partner 
One Constitution Plaza 
Hartford, CT 06103-1919 

 

Tel (860) 251-5104 
Fax (860) 251-5211 
jfeldman@goodwin.com 
www.shipmangoodwin.com 

 

 

Privileged and confidential. If received in error, please notify me by e-mail and delete the message.  

 please consider the environment before printing this message  
 
 
 















1

Greer, Leslie

From: Greer, Leslie
Sent: Wednesday, September 07, 2016 9:58 AM
To: jfeldman@goodwin.com; 'hfmurray@lapm.org'
Cc: Lazarus, Steven; Carney, Brian; Riggott, Kaila; Hansted, Kevin; Martone, Kim; Ciesones, 

Ron
Subject: Closure of Public Heaings DN's 15-32032-CON & 15-32033-CON 
Attachments: 32032 Clousre of Hearing.pdf; 32033 Closure of Hearing.pdf

TrackingTracking: Recipient Delivery

jfeldman@goodwin.com

'hfmurray@lapm.org'

Lazarus, Steven Delivered: 9/7/2016 9:58 AM

Carney, Brian Delivered: 9/7/2016 9:58 AM

Riggott, Kaila Delivered: 9/7/2016 9:58 AM

Hansted, Kevin Delivered: 9/7/2016 9:58 AM

Martone, Kim Delivered: 9/7/2016 9:58 AM

Ciesones, Ron Delivered: 9/7/2016 9:58 AM

Please see attached closure of public hearing for DN’s 15‐32032‐CON & 15‐32033‐CON.  
 
Thank you,  
 
Leslie  
 

Leslie M. Greer  
Office of Health Care Access 
Connecticut Department of Public Health  
410 Capitol Avenue, MS#13HCA, Hartford, CT 06134 
Phone: (860) 418‐7013 Fax: (860) 418‐7053 
Website: www.ct.gov/ohca 
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Greer, Leslie

From: Greer, Leslie
Sent: Thursday, September 08, 2016 3:46 PM
To: jfeldman@goodwin.com; 'hfmurray@lapm.org'
Cc: Lazarus, Steven; Carney, Brian; Riggott, Kaila; Hansted, Kevin; Martone, Kim; Ciesones, 

Ron
Subject: Docket Number 15-32032-CON Agreed Settlement 
Attachments: 32032 Agreed Settlement.pdf

TrackingTracking: Recipient Delivery

jfeldman@goodwin.com

'hfmurray@lapm.org'

Lazarus, Steven

Carney, Brian

Riggott, Kaila

Hansted, Kevin Delivered: 9/8/2016 3:46 PM

Martone, Kim

Ciesones, Ron

Downes, Maura

Wolf, Brie

Attorney Feldman and Attorney Murray,  
Attached is the Agreed Settlement for Northeast Medical Group, Inc., L&M Physician Association, Inc. d/b/a L+M 
Medical Group, Lawrence +Memorial Corporation and Yale New Haven Health Services Corporation’s certificate of need 
application.  
 
Thank you,  
 

Leslie M. Greer  
Office of Health Care Access 
Connecticut Department of Public Health  
410 Capitol Avenue, MS#13HCA, Hartford, CT 06134 
Phone: (860) 418‐7013 Fax: (860) 418‐7053 
Website: www.ct.gov/ohca 
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Greer, Leslie

Subject: FW: OHCA Conditions Document for Docket Numbers: 15-32033-CON and 15-32032-
CON

Attachments: Yale New Haven Summary of Conditions (102116).pptx

 
 

From: Capozzalo, Gayle [mailto:Gayle.Capozzalo@ynhh.org]  
Sent: Friday, October 21, 2016 2:18 PM 
To: Martone, Kim 
Cc: Rosenthal, Nancy; Tammaro, Vincent; Willcox, Jennifer; Aseltyne, Bill; O'Connor, Christopher; Perrone, Brett 
Subject: OHCA Conditions Document for Docket Numbers: 15-32033-CON and 15-32032-CON 
 
Kim, 
Attached please find the document we discussed yesterday.  Nancy and I attempted to document the discussions that 
we have had regarding integrating the conditions and providing a coordinated way of addressing them.  Once you’ve 
had time to review it, we look forward to discussing it with you.  You will receive Deloitte’s qualifications and workplan 
early next week.  Thank you very much for working with us on this. 
Gayle 
 
Gayle Capozzalo 
Executive Vice President and 
Chief Strategy Officer 
 
789 Howard Avenue 
New Haven, CT  06519 
 
Phone: 203-688-2605 
Fax: 203-688-3472 
 
Email: gayle.capozzalo@ynhh.org 

 
 
 
 

 
 
 
This message originates from the Yale New Haven Health System. The information contained in this message may be privileged and confidential. If 
you are the intended recipient you must maintain this message in a secure and confidential manner. If you are not the intended recipient, please 
notify the sender immediately and destroy this message. Thank you.  



Executive Vice President and
Chief Strategy Officer

789 Howard Avenue
New Haven, CT  06519

Phone: 203-688-2605
Fax: 203-688-3472

Email: gayle.capozzalo@ynhh.org

 
 
 

This message originates from the Yale New Haven Health System. The information contained in this message may be
privileged and confidential. If you are the intended recipient you must maintain this message in a secure and confidential
manner. If you are not the intended recipient, please notify the sender immediately and destroy this message. Thank you.

mailto:gayle.capozzalo@ynhh.org
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Review of OHCA Conditions 
Strategic Plan 

• YNHHSC shall submit a strategic plan by March 7th, 2017 (180 days after Closing Date) demonstrating how health care 
services will be provided by L+MH for five years following the Transfer Agreement, including any consolidation, reduction, 
or elimination of existing services or introduction of new services (the “Services Plan”).  The strategic plan must include 
recruiting and retaining eight (8) additional PCPs and other providers to Eastern CT (New London, Windham and Tolland 
counties).  The PCPs are defined as physicians in internal medicine, family practice, pediatrics, OB/GYN and geriatrics.  The 
achievements attained in the strategic plan will be reported semi-annually for the 1st year (60 Days after March 31st and 
September 30th)  and annually thereafter for a total of 5 years (Condition 32f), until March 31, 2021   

• YNHHSC shall submit to OHCA a narrative report on the resource investments(“Resource Investment Report”) it has made in 
L+M in semi-annually and its affiliates from the $300M Commitment Amount. It must include list of expenditures, why the 
expenditure, and timeframe, and the funding source. The reports shall be signed by L+MH’s or L+M’s Chief Financial Officer.  
The first reporting period is through March 31st 2017 (Report due May 31st), the second reporting period is April 1, 2017 – 
September 30th, 2017 (report due November 30th, 2017).  Semi-Annual reporting shall continue for 3 years ending 
September 30th,  2019 (Report due November 30, 2019). 

15-32033-CON 
CONDITIONS  4 / 19 / 32b 
Submit Strategic Plan by 3/7/2017  

and report for 5 years 
15-32033-CON 
CONDITION 7 

Until Capital Commitment Is Satisfied  
or 5 years 

• YNHHSC shall provide OHCA with notice of any reallocation of inpatient beds and relocation of outpatient services  for L+MH 
specific to those services that existed at L+MH as of the Decision Date.   

15-32033-CON 
CONDITION 5  

Until Services Plan Submitted 

• L+M Hospital shall continue to maintain emergency room services, inpatient general medicine services, cardiology services 
(including emergency and elective PCI), inpatient obstetrics/gynecology services, inpatient behavioral health services, critical 
care unit services, and oncology services, which such services shall assure patient affordability and adhere to standards of 
care, quality, and accessibility and reflect local community need.  Affirmation that these services will continue for 5 years.  
Reporting periods will be 60 days after March 31, 2017 and September 30, 2017 (Reports due May 31 and November 30th 
2017) and on an annual basis thereafter (60 days after September 30)  each year thereafter for a total of 5 years. (Ending 
September 30th 2021) 

15-32033-CON 
CONDITIONS 18 / 32a 

5 Years 
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• The Applicants shall file with OHCA the total price ( weighted average price for all government and non-governmental payers) per unit 
of service for each of the top 25 most frequent MS-DRGs (inpatient) and top 25 most frequent CPT codes (outpatient) for L+MH 
services.  This will be reported at the end of each fiscal year for 3 years.  

15-32033-CON 
CONDITION 6 

3 Years 

• YNHHSC shall submit to OHCA a semi-annual financial measurement report. This report must show current month and year-to-date 
data and comparable prior year period data for L+MH and L+M. It includes various financial indicators related to margins, liquidity, 
leverage, and other statistics.  The first reporting period is through March 31st 2017 (Report due May 31st), the second reporting 
period is April 1, 2017 – September 30th, 2017 (report due November 30th, 2017).  Semi-Annual reporting shall continue for 3 years 
ending September 30th,  2019 (Report due November 30, 2019). 

15-32033-CON 
CONDITIONS 8 

3 Years 

• A five year synergy financial plan will be submitted by March 7, 2017.  This plan will provide a 5 year projection of synergies expected 
broken down by fiscal year, resulting from non-clinical shared services opportunities such as L+M’s integration of YNHHSC Information 
Technology systems and platforms, supply chain management services, integration of clinical and business practices across LMMG and 
NEMG, L+M’s reduced cost of capital and L+M’s participation in population health initiatives.  Annually, YNHHSC shall also submit 
reports 100,150,175 or successor  reports.  The first reporting period for all of the reports is through March 31st (Report due by May 
31st).  Reporting periods will be 60 days after March 31, 2017 and September 30, 2017 (Report due May 31 and November 30th 2017) 
and on an annual basis thereafter (60 days after September 30)  each year thereafter for a total of 5 years. (Ending September 30th 
2021) 

15-32033-CON 
CONDITIONS 32f 

 
 

15-32032-CON 
CONDITION 7c 

5 Years 
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• For purposes of determining the price per unit of service: 
• (a)   A "unit of service" for inpatient hospital services shall be a case categorized by an ICD-9-DM/ICD-IO-DM diagnosis code or a Diagnosis-

Related Group (DRG) code and identified by the Connecticut Department of Insurance pursuant to P.A. 15-146 Section 2 as among the fifty 
most frequently occurring acute care hospital inpatient primary diagnoses, the fifty most frequently provided acute care hospital inpatient 
principal procedures, and the twenty-five most frequent inpatient surgical procedures. 

• (b)  A "unit of service" for outpatient hospital services shall be a procedure or service categorized by a Current Procedural Terminology 
(CPT) or Healthcare Common Procedure Coding (HCPC) code and identified by the Connecticut Department of Insurance pursuant to P.A. 
15-146 Section 2 as among the fifty most frequently provided outpatient procedures, the twenty-five most frequent outpatient surgical 
procedures and the twenty-five most frequent imaging procedures performed in the state. 

• (c)  A "unit of service" for physician services shall be a work Relative Value Unit (wRVU). 
• (d) The baseline to be established as ofthe Date of Closing for L+M's total price per unit of service for physician services and inpatient and 

outpatient hospital services is inclusive of all administrative overhead, other ancillary fees including, but not limited to facility fees and the 
total price per unit shall reflect the total price of such service. 

• (e)  All administrative costs for overhead, ancillary fees, facility fees or any other fees which are reflected in the total price per unit shall be 
determined by the independent consultant to be within any annual cap established. 

15-32033-CON 
CONDITION 23 

 
15-32032-CON 
CONDITION 4 

5 Years 

• YNHHS shall initiate a cost and market impact review, within 90 days (12/7/2016) of the Closing date to establish a baseline cost structure and 
total price per unit of service for L+MH and LMMG, and establish a cap on the annual increase in the total price per unit of service.    YNHHS 
shall retain an independent consultant, subject to OHCA’s approval, to conduct the baseline  Cost and Market Impact Review ("CMIR") and 
annual updates and pay all costs associated with the CMIR. The report shall analyze factors relative to L+MH and LMMG and the Eastern CT 
market including: a)  L+MH and LMMG's size and market share within their primary and secondary service areas; b) L+MH's and LMMG's prices 
for units of service, including its relative price compared to other providers for the same services in Eastern CT; c) L+MH and LMMG cost and 
cost trends in comparison to total healthcare expenditures statewide; d) availability and accessibility of services similar to those provided by 
L+MH and LMMG in their primary and secondary service areas; e) the role of L+MH and LMMG in serving at-risk, underserved and government 
payer populations, including those with behavioral, substance use disorder and mental health conditions, within their primary and secondary 
service areas; f) the role of L+MH and LMMG in providing low margin or negative margin services within their primary and secondary service 
areas; g) general market conditions for hospitals and medical foundations in the state and in Eastern CT; and h) other conditions that the 
independent consultant determines to be relevant to ensuring that L+MH and LMMG prices do not exceed the market price for similar services 
in Eastern CT.   If the review finds a likelihood of materially increased prices as a result of the affiliation, DPH and YNHHS must meet to create a 
performance improvement plan to address the conditions and the Commissioner of DPH will determine whether YNHHS is in compliance.  Prior 
to the end of each fiscal year, the consultant will conduct the annual CMIR update and use the results to establish a cap on any increase in the 
price per unit of service for the upcoming fiscal year. The consultant will report to DPH and provide reports to OHCA within 30 days of 
completion of the report, which shall be kept confidential.   The consultant, in establishing the cap, shall take into consideration the cost 
reductions resulting from the affiliation and the annual cost of living of the primary service area of Eastern CT. 

15-32033-CON 
CONDITION 22 

 

15-32032-CON 
CONDITION 3 

5 Years,  
Initiate by 12/7/2016 
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Review of OHCA Conditions 
Cost and Market Impact Review 

• L+MH shall maintain the current L+M Hospital commercial health plan contracts and rates through 12/31/2017, although 
scheduled increases  previously negotiated prior to the date of Closing (9/8/2016) may be maintained.  Any L+MH commercial 
plan contract that expires prior to 12/31/2016 shall be extended to 12/31/2017 and any contracts without an expiration date 
shall be continued (as of Closing date 9/8/2016), under their current negotiated term, to 12/31/2017.   No negotiations for price 
increases shall take place between 9/8/2016 and 12/31/2017.  After 12/31/2017, L+MH shall negotiate new rates based on 
L+MH's post-Closing cost structure, taking into account price or cost reductions, i.e. efficiencies, achieved as a result of the 
affiliation .  No single system-wide rates shall be imposed and negotiated rates should be reflective of the market conditions of 
hospitals in Eastern CT.  Any annual increase in the total price per unit of service for L+MH shall be subject to a price cap  
determined through the process identified in OHCA Condition 22 (CMIR process).  An annual price cap will remain in place until 
9/8/2021 (5 years).  Affirmation that commercial Health Plans are in place as of closing date are maintained new contracts and 
consistent with Conditions 20a, 21a and 22 

15-32033-CON 
CONDITIONS 20a / 32c 

 

15-32032-CON 
CONDITIONS 1 / 7a 

Commercial plan contracts 
maintained until 12/31/2017, and 

no rate increase during this 
period. rate increase subject to 

price cap until  9/8/2021 for L+MH 

• LMMG shall maintain the current LMMG commercial health plan contracts and rates through 12/31/2017, unless scheduled 
increases  previously negotiated prior to the date of Closing (9/8/2016)shall be maintained.  Any LMMG commercial plan 
contract that expires prior to 12/31/2016 shall be extended to 12/31/2017 and any contracts without an expiration date shall be 
continued as of 9/8/2016, under their current negotiated term, to 12/31/2017.   No negotiations for price increases shall take 
place between 9/8/2016 and 12/31/2017.  After 12/31/2017, LMMG shall negotiate new rates based on LMMG's post-Closing 
cost structure, taking into account and price or cost reductions, i.e. efficiencies, achieved as a result of the affiliation.  
Negotiated rates should be reflective of the market conditions of like medical foundations in Eastern CT.  Any annual increase in 
the total price per unit of service for LMMG shall be subject to a price cap  determined through the process identified in OHCA 
Condition 22 (CMIR process).  The process to establish annual price cap will remain in effect from 12/31/2017 until 1/8/2019 (28 
months).  Affirmation  that commercial health plans in place as of closing date are maintained and any new plans are consistent 
with Conditions 20b, 21b, 22  

15-32033-CON 
CONDITIONS 20b  / 32C 

 

15-32032-CON 
CONDITION 1 

 Commercial plan contracts 
maintained until 12/31/2017, and 

no rate increase during this 
period. Rate increase subject to 

price cap until  1/8/2019 for 
LMMG.  
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Review of OHCA Conditions 
Cost and Market Impact Review 

• LMMG and NEMG will align by 1/1/2017.  When NEMG is able to charge site specific prices for LMMG physicians and therefore 
abide by LMMG  commercial health plan contracts and price caps, then LMMG and NEMG may merge.  OHCA will be notified when 
the merger is completed. 

15-32033-CON 
CONDITION 21a 

 

15-32032-CON 
CONDITION 2a  

After Closing 

• Physicians who are hired, recruited, or contracted by YNHHS to provide services in the primary service area (East Lyme, Lyme, Old 
Lyme, Groton, Ledyard, Montville, New London, North Stonington, Preston, Salem, Stonington and Waterford) in the following 
specialties:  family medicine, general medicine, internal medicine, OBGYN, endocrinology, and psychiatry, shall be required to bill at 
the same rate as LMMG until 1/8/2019 (28 months).   

15-32033-CON 
CONDITION  21b 

 

15-32032-CON 
CONDITION 2b  

28 Months until 1/8/2019.    
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Review of OHCA Conditions 
Independent Monitor 

• Within sixty (60) days after the Closing Date, YNHHSC shall contract with an independent Monitor who has experience in hospital 
administration and regulation to serve as a post-transfer monitor. The Independent Monitor shall be retained at the sole expense 
of YNHHSC. Representatives of OHCA and FLIS will approve the Independent Monitor's appointment. The Independent Monitor 
shall be engaged for a minimum period of two (2) years following the Closing, which may be extended for another year at OHCA's 
and/or FLIS's discretion. The Independent Monitor will be responsible for monitoring the Applicants‘ compliance with the 
Conditions set forth in this Order. The Applicants shall provide the Independent Monitor with appropriate access to L+MH and its 
applicable records in order to enable the Independent Monitor to fulfill its functions hereunder. OHCA is imposing this Condition to 
ensure continued access to health care services for the patient population and to verify and monitor compliance with the 
Conditions set forth herein. 

• The monitor shall meet with community representatives six months after the 9/8/2016 Closing date  (March 7, 2017) and annually 
thereafter and shall report to OHCA:   a) L+M's compliance with the CON Order and b) the level of community benefits and 
uncompensated care provided by L+M during the prior period.  The Monitor will report to OHCA within 30 days of its on-site 
reviews and meet with OHCA and FLIS to discuss its written reports. L+M shall provide the monitor with reasonable access to its 
public filings and facilities and all other financial information necessary for the purposes of carrying out his/her duties.  L+MH shall 
hold a public forum in New London 180 days after the Closing date (March 7, 2017) and not less than annually thereafter during the 
five year monitoring period to provide public review and comment on the monitor's reports and findings.  If the monitor 
determines that YNHHS and L+MH are substantially out of compliance with the CON conditions, the monitor shall issue a notice to 
YNHHS and L+MH regarding the deficiency(is).  Within two weeks of receiving the notice, the monitor will convene a meeting with 
representatives of YNHHS and L+MH to determine an appropriate corrective plan of action.  If the plan is not implemented by 
YNHHS and L+MH satisfactory to the monitor within thirty (30) days of the meeting, the monitor shall report the noncompliance 
and its impact on health care costs and accessibility to OHCA.  OHCA will determine whether the non-compliance has had a 
material negative impact and what remedy is reasonably necessary to bring YNMHHS and L+MH into compliance and shall have the 
right to enforce these conditions by all means and remedies available to it under law and equity, and the right to impose and 
collect a civil penalty.  In the event OHCA determines that YNHHS and L+MH are in material non-compliance, OHCA may order 
YNHHS and L+MH to provide additional community benefits as necessary to mitigate the impact.  

15-32033-CON 
CONDITION 15 / 33 

 
15-32032-CON 
CONDITION 8 

By 11/7/16 and for 5 Years 

• The Independent Monitor will report to both OHCA and FLIS, conduct on-site visits no less than a semi-annual basis, and report to 
OHCA within 30 days of the on-site review. As necessary, the Independent Monitor will meet with OHCA and FLIS to discuss its 
written reports.   At a minimum, two years duration. 

15-32033-CON 
CONDITION 16 

2 Years 
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Review of OHCA Conditions 
Community Benefit 

• The Applicants shall apply no less than a 1% increase per year, for the next 3 fiscal years, toward the L+MH’s community building 
activities in terms of dollars spent, consistent with L+M’s most recent Scheduled H of IRS Form 990 and its Community Health Needs 
Assessment (CHNA).  . Annually, for 3 years (ending September 30, 2019), YNHHSC shall identify the amounts and uses related to 
community benefits and community building and shall discuss how such investments and support are being applied toward the 
health needs identified in the CHNA and population health management objectives.  Such reporting shall be filed within 30 days of 
the end of the fiscal year and shall be posted on L+MH’s website. Condition 31 – submission to OHCA of the 2016 CHNA and CHIP has 
been completed. 

• After the 3 years, and for the subsequent 2 years of the total 5 year period, L+M and YNHHSC will be provide at least the same level 
of community benefit consistent with L+MH’s most recent Schedule H with IRS Form 990 and its CHNA.  The narrative should provide 
a description of L+MH’s community benefit commitments in the communities L+M serves and amounts spent.  

15-32033-CON 
CONDITION 11  

3 years 
 

15-32033-CON 
CONDITION 31/32h  

5 years 
 

• The Applicants shall work toward making culturally and linguistically appropriate services available and integrated throughout 
L+MH's operations. Specifically, the Applicants shall ensure that L+MH shall take reasonable steps to provide meaningful access to 
each individual with limited English proficiency eligible to be served or likely to be encountered in its health programs and activities, 
in accordance with the implementing regulations of Section 1557 of the Patient Protection and Affordable Care Act. Additionally, the 
Applicants shall provide at L+MH, appropriate insurance navigator services for patients and, where appropriate, English as a second 
language and cultural competency training for employees. In complying with this Condition, the Applicants shall ensure that L+MH 
shall be guided by the National Standards for Culturally and linguistically Appropriate Services in Health and Health Care published by 
the U.S. Department of Health and Human Services' Office of Minority Health. For three (3) years following the Closing Date, YNHHSC 
shall submit a written report on its activities directed at meeting this Condition. Such reporting shall be filed within thirty (30) days of 
the anniversary date of the Closing and shall be posted on L+MH's website.  

15-32033-CON 
CONDITION 12 

3 Years  
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Review of OHCA Conditions 
Charity Care Policies 

• L+MH will adopt YNHHSC’s financial assistance (charity and free care) policies or adopt other policies that are at least as generous 
and benevolent to the community as L+MH’s current policies. Any new policies will be provided to OHCA once approved by the L+MH 
Board.  Post to L+MH  website. 

15-32033-CON 
CONDITION 9 
Following Closing 

• For 3 years, YNHHSC shall provide written notice to OHCA of any modification, amendment or revision to the charity care, indigent 
care and community volunteer services policies of L+M Hospital within 30 days of such change. The notice of these changes shall be 
accompanied by copies of any revised policies and the notice and revised policies shall be posted on the website of L+MH 
simultaneously with their submission to OHCA.  All adopted or amended policies are at least as generous as the YNHHS Charity and 
Free Care policies. Affirmation that L+M has adopted the financial assistance policies to OHCA on March 31 and September 30, 2016 
and annually thereafter until September 30th  2021 (Report due November 30th each year. 

15-32033-CON 
CONDITION 10 

3 years 
 

15-32033-CON 
CONDITION 32e 

5 years 
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• L+M shall continue to recognize all collective bargaining units currently organized at an L+M affiliate, and honor the collective 
bargaining agreements currently in place. Affirmation provided to OHCA on March 31 and September 30, 2016 and annually  
thereafter until September 30th  2021 (Report due November 30th each year). 

15-32033-CON 
CONDITIONS 27 / 32g 

5 Years 

• Employees of any L+M affiliate or LMMG shall not be required to reapply for their positions as a result of the affiliation.  
Affirmation provided to OHCA on March 31 and September 30, 2016 and annually thereafter until September 30th  2021 (Report 
due November 30th each year). To the extent that any L+M or LMMG employees leave their employment at L+M or LMMG service 
sites within ninety days following the Closing Date and obtain employment with a YNHHSC affiliate, such employees' seniority 
shall be preserved (e.g., eligibility for benefits consistent with total years of service).  Affidavit will be sent in after 12/7/16 

15-32033-CON 
CONDITIONS 28 / 32g 

 

15-32032-CON 
CONDITION 6 

5 Years  

• L+MH shall maintain its current wage and salary structures for its non-bargaining or nonrepresented employees based on 
hospitals of similar scope, size and market conditions in Connecticut.  Affirmation provided to OHCA on March 31 and September 
30, 2016 and annually  thereafter until September 30th  2021 (Report due November 30th each year). 

15-32033-CON 
CONDITIONS 29 / 32g 

5 Years 

• L+M and YNHHSC shall use their best efforts to achieve efficiencies through the management of vacancies and attrition and to 
minimize the elimination of individuals‘ jobs.  Affirmation provided to OHCA on March 31 and September 30, 2016 and annually  
thereafter until September 30th  2021 (Report due November 30th each year). 

15-32033-CON 
CONDITIONS 30 / 32g 

5 Years 
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• For three (3) years following the Closing Date, the Applicants shall allow for one (1) community representative to serve as voting 
members of L+MH's Board of Directors with rights and obligations consistent with other voting members under L+MH's Board of 
Director Bylaws. The Applicants shall select the community representative in a manner that ensures the appointment of an 
unbiased individual who will fairly represent the interests of the communities served by L+MH.   OHCA shall be notified of the 
Applicant’s choice of the community representative to join the L+MH Board and provide background information. 

15-32033-CON 
CONDITION 14 

3 Years 

• Joint meeting of YNHHSC and L+M Boards to be held at least twice annually for 3 years ending October 7, 2019.   Meetings to be 
followed by a public meeting to which the public is invited in advance and the public is informed of L+MH’s activities and may ask 
questions and comment.  Affirmation will be sent to OHCA that these meetings have taken place. 

15-32033-CON 
CONDITION 17 

3 years 

• L+M Board continues as a fiduciary board composed of members who reside in the communities served by L+MH and an YNHHS 
representative. Serving as an ex-officio member.  Each Director of the L+MH Board shall have an equal vote, and subject to 
certain reserved powers for YNHHSC, will have the right to approve any new programs and clinical services, or the 
discontinuation or consolidation of programs. The L+M Board shall be empowered and supported to oversee local performance 
and to create and sustain connections with the community.  L&M’s bylaws will be submitted to OHCA and any future 
modifications will be sent to OHCA.  Affirmation provided annually for 5 years ending September 30th, 2021. 

15-32033-CON 
CONDITION 26 

5 Years 
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• Abide by all requirements of licensure by FLIS and DPH.  Affirmation provided annually, ending September 30th 2021. 
15-32033-CON 
CONDITION 13 

5 Years 

• L+M and YNHHSC shall not convert any L+M physician offices (including those that will be merged into NEMG) to hospital-based 
status.  Affirmation provided to OHCA on March 31 and September 30, 2016 and annually  thereafter until September 30th  2021 
(Report due November 30th each year). 

15-32033-CON 
CONDITION 24 / 32d 

 

15-32033-CON 
CONDITIONS 5 / 7b 

5 Years 

 
• L+M shall attain cost savings as a result of the affiliation with YNHHSC as described in the CON application.    Affirmation provided 

annually, ending September 30th 2021. 

15-32033-CON 
CONDITION 25 

5 Years 
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Greer, Leslie

From: Martone, Kim
Sent: Wednesday, October 26, 2016 12:39 PM
To: Greer, Leslie
Subject: FW: Docket Numbers: 15-32032-CON and 15-32033-CON:  Independent Monitor 

Engagement Letter
Attachments: DT-YNHHS Independent Monitor Eng Letter Draft 102416 FINAL (SENT TO OHCA).docx

 
 
Kimberly R. Martone 
Director of Operations, Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13 CMN, Hartford, Connecticut 06134 
Phone: 860‐418‐7029 Fax: 860‐418‐7053 
Email: Kimberly.Martone@ct.gov Website: www.ct.gov/ohca 
 

 
 

From: Capozzalo, Gayle [mailto:Gayle.Capozzalo@ynhh.org]  
Sent: Tuesday, October 25, 2016 9:07 AM 
To: Martone, Kim; Roberts, Karen 
Cc: 'Sauders, Kelly (US - New York)'; Tammaro, Vincent; Rosenthal, Nancy; Willcox, Jennifer; O'Connor, Christopher 
Subject: Docket Numbers: 15-32032-CON and 15-32033-CON: Independent Monitor Engagement Letter 
 
Kim and Karen, 
 
For your review, attached please find the Engagement Letter between Yale New Haven Health System and Deloitte to 
act as Independent Monitor.  In the Engagement Letter “Appendix A” is the monitoring plan which I sent to you 
yesterday.   
 
I look forward to hearing from you regarding next steps.   
 
Thank you. 
Gayle 
 
Gayle Capozzalo 
Executive Vice President and 
Chief Strategy Officer 
 
789 Howard Avenue 
New Haven, CT  06519 
 
Phone: 203-688-2605 
Fax: 203-688-3472 
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This message originates from the Yale New Haven Health System. The information contained in this message may be privileged and confidential. If 
you are the intended recipient you must maintain this message in a secure and confidential manner. If you are not the intended recipient, please 
notify the sender immediately and destroy this message. Thank you.  
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October 24, 2016 

Bill Aseltyne 
Senior Vice President & General Counsel 
Yale-New Haven Hospital/Yale New Haven Health System 
789 Howard Ave., CB 230 
New Haven, CT  06519 

Dear Bill,    

This engagement letter is to confirm the engagement of Deloitte & Touche LLP (“D&T” or “we”), effective 
as of the date hereof, to provide Yale New Haven Health Services Corporation and its subsidiaries 
(collectively referred to as “YNHHSC” or the “Company”) the services described below (the “Services”). 
 
Scope and Approach 

We understand you are seeking an independent monitor related to the agreed settlement (“Agreement” or 
“Order”) between YNHHSC and State of Connecticut’s Office of Health Care Access (“OHCA”) to monitor 
the YNHHSC’s compliance with the Conditions of the Order in the transfer of ownership of Lawrence and 
Memorial Corporation and its subsidiaries to YNHHSC.   

Specific anticipated activities we will assist YNHHSC with will include two work streams: 

Workstream 1: Assist YNHHSC with the planning and preparing for monitoring reviews 

• Hold kick-off with YNHHSC responsible persons to discuss the monitor requirements 
• Meet with the Connecticut Office of Health Care Access (OHCA), as requested 
• Review and agree upon with YNHHSC and OHCA, as applicable, the elements of monitor services as 

documented in the work plan in Appendix A. 

Workstream 2: Assist YHHHS with the independent monitoring activities 

• Refer to Appendix A for a detailed monitor work plan which describes the various required activities 
and activities associated with each condition of the Order. 

 
We anticipate providing our services both off-site and on-site.  Where possible we will perform analysis and 
preparation activities remotely.  We anticipate providing these services for a period of approximately two 
years (as requested by YNHHSC based on requirements of OHCA).    
 
  

Deloitte & Touche LLP 
30 Rockefeller Plaza 
New York, New York 10112 
Tel: 212-436-3180 
Fax: 212-653-7033 
www.us.deloitte.com 
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Engagement Team 

Kelly J. Sauders, Partner, Deloitte & Touche LLP, will serve as the lead engagement leader to provide 
oversight and direction.  Ed Sullivan, Principal, Deloitte & Touche LLP will serve as the quality assurance 
partner, supporting Kelly and the team in the execution of the work.  Kaitlin McCarthy, Manager, Deloitte & 
Touche LLP, will serve as the overall project manager. Additional support will be provided by other 
professionals from Deloitte & Touche LLP’s Regulatory & Compliance practice, as needed, during the 
course of this engagement. 

Deliverables 

The following deliverables will be produced during the course of this engagement: 

Workstream 1: Assist YNHHS with planning and preparing for monitoring reviews 
1. D&T will create and maintain a written plan for fulfilling the duties set forth in the agreement.  

Workstream 2: Assist YNHHS with independent monitoring activities 
1. D&T will draft and submit a written report within thirty (30) days of the completion of each (semi-

annual) on-site review on YNHHSC compliance with the conditions of the Order, totaling two 
reports per reporting year. 

Professional Fees and Timing 
 
The total fees related to this engagement are estimated as follows: 
 
Year 1: $180,000 - $190,000 
Years 2 through 5 (as required)* $150,000-$160,000 
  
We will bill for our services based on actual hours incurred at the following billing rates:  
 

Resource Level Hourly Rate 

Partner $625 

Senior Manager $550 

Manager $510 

Senior Consultant $445 

Consultant $380 
 
* Note that hourly rates will increase approximately 3% per year for years 3, 4 and 5. 
 
This estimated fee and time estimate is based upon our current understanding of the project requirements, 
our proposed approach, our estimate of the level of effort required, our roles and responsibilities, any 
assumptions set forth herein, and active participation of Company’s management and other personnel.   We 
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plan to meet with you on no less than a quarterly basis to review time incurred and estimates to completion 
throughout the duration of this engagement. 
 
Based on our experience, issues sometimes arise that require procedures beyond what was initially 
anticipated. If this should occur, we will discuss it with you promptly and early in the process before we 
perform any additional work.  

We understand that you will reimburse us for all reasonable expenses incurred in performing the Services on 
this engagement (including, but not limited to, our reasonable travel, meal, lodging, and mileage expenses). 
Expenses will be noted separately on our invoices and segregated by expense type. 

Fees for this engagement will be billed biweekly as the work progresses for fees accrued and expenses 
incurred by us since our last invoice in performing our Services. 

Other Matters 

YNHHSC is, among other things, a regulatory/compliance and merger & acquisition services client of D&T 
and/ or its affiliated and related entities.  We do not believe that the proposed services impair the objectivity 
for D&T to perform the proposed services for YNHHSC.  However, we are bringing this to your attention to 
avoid any misunderstanding.  

Should a potential conflict come to the attention of the engagement leader with respect to potential future 
work being performed or to be performed by D&T or one of its affiliated or related entities for YNHHSC, 
D&T will advise YNHHSC promptly. YNHHC will, at its option and in consultation with the Connecticut 
Office of Health Care Access as appropriate, promptly request, in writing, (1) such entity not to proceed with 
the proposed services or (2) such entity to proceed with the proposed services, provided that such entity 
agrees to proceed.  If YNHHSC requests such entity to proceed with the proposed services, YNHHSC agrees 
that D&T and its affiliated and related entities’ are able to perform the proposed services objectively. If 
appropriate, such entity will establish an ethical wall and confidentiality safeguards so that the services will 
be performed by different personnel on the various engagements. 

Acknowledgements and Agreements 
 
The Company specifically acknowledges and agrees to the following: 
 

• Substantial and meaningful involvement of management of the Company is critical to the success of 
this engagement. The Company shall be responsible for ensuring that the identified Company 
personnel actively participate in both the planning and execution of this engagement. 

 
• D&T will not make any management decisions, perform any management functions, or assume any 

management responsibilities.  

• The Company agrees that any deliverables provided to the Company hereunder by D&T may be 
disclosed to the State of Connecticut’s Office of Health Care Access (“OHCA”) to the extent 
required by such regulator in connection with an investigation or examination of the Company.  To 
the extent permitted by law, rule, regulation and applicable professional standards, YNHHSC shall 
be promptly notified in the event such deliverable(s) are provided by D&T to the OHCA. 
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• Company will limit sensitive information, such as PII, PHI, trade secrets and other information that 
it considers sensitive or highly confidential, it provides to D&T (or otherwise makes available to 
D&T to only that which is reasonably necessary to allow D&T to provide the Services. D&T will 
provide Company with a list of D&T personnel who are authorized to receive or have access to 
Company sensitive information.  Such list may be updated as needed.  Any disclosure of sensitive 
information by Company to D&T will utilize levels of information security and data encryption 
appropriate to maintain security of Company sensitive information being accessed by or transferred 
to D&T, and as required by applicable information protection laws. 

• The Services will be performed in accordance with the Statement on Standards for Consulting 
Services that is issued by the American Institute of Certified Public Accountants (“AICPA”). 
However, the Services will not constitute an engagement to provide audit, compilation, review, or 
attestation services as described in the pronouncements on professional standards issued by the 
AICPA, the Public Company Accounting Oversight Board, or other regulatory body and, therefore, 
we will not express an opinion or any other form of assurance as a result of performing the Services. 

• We will not provide any legal advice regarding our Services nor will we provide any assurance 
regarding the outcome of any future audit or regulatory examination or other regulatory action; the 
responsibility for all legal issues with respect to these matters, such as reviewing all deliverables and 
work product for any legal implications to the Company, will be the Company’s. 

• The Services may include advice and recommendations, but all decisions in connection with the 
implementation of such advice and recommendations shall be the responsibility of, and made by, the 
Company. 

***** 
 

During the term of this engagement, the Company may request that D&T perform additional services that are 
not encompassed by this engagement letter. D&T may perform such additional services upon receipt of a 
separate signed engagement letter with terms and conditions that are acceptable to D&T and the Company. 
Our observations and recommendations will be based solely on the results of the assessment performed.  
 
This engagement letter, together with the General Business Terms attached hereto as Appendix B and the 
Business Associate Addendum attached hereto as Appendix C and made a part hereof constitute the entire 
agreement between the Company and D&T with respect to this engagement, supersede all other oral and 
written representations, understandings, or agreements relating to this engagement, and may not be amended 
except by the mutual written agreement of the Company and D&T. 
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Please indicate your acceptance of this agreement by signing in the space below and returning a fully 
executed copy of this engagement letter to us. A duplicate of this engagement letter is provided for your 
records. We look forward to serving you. If you have any questions please contact Kelly Sauders at (212) 
436-3180. 
 
 
Very truly yours,  
 
Deloitte & Touche LLP 
 
 
 
 
By: Kelly J. Sauders 
Partner 
 
 
Accepted and Agreed to by: 
 
Yale New Haven Health Services Corporation on behalf of itself and its subsidiaries  
 
By:    
 
 
Title:    
 
 
Date:    

 
 



1

Greer, Leslie

Subject: FW: Independent Monitoring Plan for Docket Numbers: 15-32032-CON and 15-32033-
CON

Attachments: YNHHS Monitor Quals and Bios draft 10-22-16.pptx; DT-YNHHS Independent Monitor 
Draft Procedures (102416).pdf

 

From: Capozzalo, Gayle  
Sent: Monday, October 24, 2016 2:52 PM 
To: 'kimberly.martone@ct.gov' 
Cc: Willcox, Jennifer; Rosenthal, Nancy; O'Connor, Christopher; 'Sauders, Kelly (US ‐ New York)'; Tammaro, Vincent 
Subject: Independent Monitoring Plan for Docket Numbers: 15‐32032‐CON and 15‐32033‐CON 
 
Attached please find Deloitte’s credentials and experience in providing independent monitoring services to other 
organizations.  The second attachment is the Draft Workplan Deloitte would use as the Independent Monitor.  We are 
still working on the Engagement Letter, which should be submitted to you to ty tomorrow.  I look forward to speaking 
with you at your earliest convenience in order to allow us to have the Independent Monitor in place by November 8.   
Thank you. 
Gayle  
 
Gayle Capozzalo 
Executive Vice President and 
Chief Strategy Officer 
 
789 Howard Avenue 
New Haven, CT  06519 
 
Phone: 203-688-2605 
Fax: 203-688-3472 
 
Email: gayle.capozzalo@ynhh.org 

 
 
 

 
 
 
This message originates from the Yale New Haven Health System. The information contained in this message may be privileged and confidential. If 
you are the intended recipient you must maintain this message in a secure and confidential manner. If you are not the intended recipient, please 
notify the sender immediately and destroy this message. Thank you.  



Yale New Haven Health System and 
Lawrence + Memorial Corporation 
Independent Monitor Qualifications 

October 22, 2016 



Qualifications 
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Independent Review Organization (IRO) and Monitor Qualifications 
Related experience 

• Deloitte is currently serving as an IRO for a large health care system that entered into a 5 year CIA that requires the IRO 
to perform claim reviews at various facilities that provide hospital services. Deloitte’s specialists are working with key 
stakeholders, including the OIG, to design a risk-based approach to the facility selection and claims review that will bring 
value above and beyond that of a simple random review selection.    

• Deloitte served as the IRO for a stand-alone hospital in California that entered into a 3 year CIA that required the IRO to 
perform Claims Reviews, Cost Report Reviews and an Unallowable Cost Review.  Deloitte specialists with deep 
experience in coding and billing were utilized to perform the claims reviews, while specialists with cost reporting and 
reimbursement experience were utilized to perform the cost report and unallowable cost reviews.  The Claims Review 
included a sample of claims from the population of claims that had been submitted and reimbursed by the Medicare 
Program during the Reporting Period. 

• Deloitte served as the IRO for a hospital that was part of a larger health system that had entered into a 3 year CIA that 
required the IRO to perform Claims Reviews and an Unallowable Cost Review.  Specialists with certifications in inpatient 
medical record coding performed reviews of inpatient claims that had been billed to and paid by the Medicare Program 
that were included in the Discovery Samples as required by the CIA.  Our work involved also included an Unallowable 
Cost Review performed by reimbursement and cost reporting specialists. 
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Independent Review Organization (IRO) and Monitor Qualifications (continued) 

 

Related experience 

• Deloitte is currently working with outside legal counsel for a physician-owned hospital in the southern United States and 
pursuant to a non-prosecution agreement after an investigation by the United States Department of Justice (DOJ) related 
to alleged violations of the Physician Self-Referral Law (Stark Law), federal and State anti-kickback laws and other anti-
bribery anti-corruption (ABAC) laws and regulations.  Deloitte was selected to be the ethics and compliance monitor to 
assess the operation of the compliance program, to conduct proactive monitoring of risk areas, and to make 
recommendations for improvement. To initiate the project, the Deloitte team conducted a comprehensive assessment of 
the existing compliance program, including the review of policies and procedures, hotline operations, training programs, 
and organizational structure.  A detailed report was prepared and presented to the executive leadership, the governing 
board, and the Department of Justice.  This report compared the existing compliance program to best practices for 
hospital compliance programs, and provided a roadmap on where the program met standards or required improvements. 

• Deloitte has acted as the Independent Consultant for a Top 5 Bank as required by Consent Orders from both the Federal 
Reserve Board and the Office of the Comptroller of the Currency in multiple complex areas of mortgage servicing and 
foreclosure related activities. Activities for this engagement included: performed detailed review of loans with a 
foreclosure action taken over a five-year period, including reviewing millions of individual mortgage loan files; maintained 
high quality of work across multiple work streams with diverse U.S. and U.S. India teams; stood up a quality assurance 
process for the project in line with the expectations and practices required by the regulatory bodies; established a strong 
PMO for status reporting, metrics, and analysis as part of oversight by the regulatory bodies as well as the Bank; and, 
developed electronic tools/accelerators for capturing and documenting the results of the individual file reviews.  
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Independent Review Organization (IRO) and Monitor Qualifications (continued) 
Related experience 

• Deloitte has acted as the Independent Consultant for a Top 5 Student Loan Servicer as required by Consent Orders from 
both the Federal Deposit Insurance Corporation and the United States Department of Justice(DOJ). Engagement activities 
included the following: Performed predictive analytics as part of a multiple year lookback  to estimate remediation related 
to multiple sections within the Servicemembers Civil Relief Act (SCRA); Performed detailed reviews of loans and related 
documents as well as court documents over multiple years related to multiple SCRA sections; stood up a quality 
assurance process;  established a strong PMO; provided a detailed report as required within the consent order with the 
results of both the estimated remediation as well as the results of the detailed loan review based on regulatory criteria and 
direction. 

• Deloitte Acted as the Independent Consultant for a Top 5 Bank as required by Consent Order and Judgement from the US 
Department of Justice (DOJ).  Engagement activities included the following: Executed a retrospective review on qualifying 
military personnel in accordance with § 3937 of the federal SCRA; developed tools which utilized financial data at the 
transactional level to assess loan attributes, including payment and fees data, to calculate preliminary remediation 
amounts resulting from misapplied or missing benefits payable to borrowers under the SCRA; performed manual 
document assessment for select sub-set of loans identified through a data driven waterfall approach to reduce the number 
of manual touches; designed and executed quality assurance procedures; facilitated monthly meetings between Bank and 
US DOJ; provided a detailed report as required by the consent order along with full loan information used in the 
assessment using custom built databases; trained Bank and DOJ on how to utilize the custom built databases. 

 



Project Leadership 
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We have a core team ready to work with you 
Proposed engagement team 
Engagement Leadership 

Kelly Sauders 
Partner 
Advisory 
 

Lead Engagement Partner 
Kelly is a Partner with Deloitte & Touche LLP who has over 20 years of 
experience in the health care industry. She specializes in providing regulatory 
compliance and risk services in the health care industry. Kelly has led numerous 
regulatory compliance program assessments, implementation projects and 
responses to government investigations. She has also been involved in many 
enterprise-wide risk assessment and ERM program development projects. In 
these roles she works frequently with boards of directors and executive teams. 
She has assisted numerous clients with CIA-readiness, government 
investigations, OIG audits, and self-disclosures regarding documentation, coding 
and billing matters and has led a number of Independent Review Organization 
(IRO) engagements and other projects with health care regulators. 

Ed Sullivan 
Principal 
Advisory 

Quality Assurance Advisor 
Ed is a Principal within the Governance & Regulatory Risk Services group of the 
Advisory Practice. He has over 19 years’ experience providing regulatory, 
internal control, risk services and enforcement action oversight to our largest 
banking clients.  He has lead a numerous of engagements assisting top 5 US 
banks deal with regulatory matters as both an advisor and independent 
consultant.  Additionally, he has assisted clients in preparation for regulatory 
examinations, conducted independent testing, provided training and developed 
policies and procedures directly related to regulatory matters. He routinely 
serves as an independent consultant related to regulatory matters for Federal 
Reserve Bank, Office of the Comptroller of Currency, FDIC, Consumer Financial 
Protection Bureau and the  Department of Justice. 
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We have a core team ready to work with you 
Proposed engagement team 
Engagement Leadership 

Kaitlin McCarthy 
Manger 
Advisory 

Monitor Engagement Lead 
Kaitlin has over 8 years of experience in the life science and health care 
industry, with a specialization in health care compliance and regulatory matters. 
She has conducted compliance program assessments, enterprise risk 
assessments, and been engaged by clients for compliance program 
enhancement and implementation in preparations for pending CIAs. Kaitlin has 
provided interim compliance program assistance to clients, serving as interim 
Chief Privacy Officer for a large academic medical center. Kaitlin has 
participated in OIG investigation responses and remediation. She has also 
provided litigation support surrounding billing and coding compliance matters.  

Ryan DeMerlis 
Manger 
Advisory 

Subject Matter Expert 
Ryan is a certified Project Management Professional (PMP) with more than 9 
years of experience in commercial health care and Federal government 
consulting and management. Ryan principally consults with clients on issues 
related to regulatory impacts to strategy and operations, including the 
establishment of effective corporate compliance programs, physician contract 
compliance related to Stark and anti-kickback regulations, general billing 
compliance, and organizational responses to Federal regulators. A focus of his 
work relates to Federal health payment regulations, leading him to manage 
several engagements related to voluntary refunds, self-disclosures, and 
organizational monitoring, including managing an Independent Review 
Organization engagement.  
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We have a core team ready to work with you 
Proposed engagement team (continued) 

Engagement Leadership 

Mark  Giguere 
Consultant 
Advisory 
 

Subject Matter Expert  
Mark has over 3 years of experience in the life sciences and health care industry, 
specifically in the areas of regulatory compliance and risk management. Mark is 
currently working on an IRO engagement with a large health system. Mark also 
supports Deloitte’s Health Care Regulatory Leader advising clients on emerging 
health care policy. Prior to joining Deloitte, Mark consulted provider 
organizations on regulatory matters related to Medicare payments.  



Copyright © 2016 Deloitte Development LLC. All rights reserved. 
Member of Deloitte Touche Tohmatsu Limited 

The Services will not constitute an engagement to provide audit, compilation, 
review, or attestation services as described in the pronouncements on 
professional standards issued by the AICPA, the Public Company Accounting 
Oversight Board, or other regulatory body and, therefore, we will not express an 
opinion or any other form of assurance as a result of performing the Services. 
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DRAFT  
10/24/16 
 
INDEPENDENT MONITORING PROCEDURES (per Docket Numbers 15-32032-CON and 15-32033-CON)  
 

Condition D&T Procedure 

Strategic Plan  

15-32033-CON Condition 4: Within one hundred and eighty 
(180) days following the Closing Date of 9/8/16, YNHHSC shall 
submit a plan demonstrating how health care services will be 
provided by L+MH for the first three years following the 
Transfer Agreement, including any consolidation, reduction, or 
elimination of existing services or introduction of new services 
(the "Services Plan"). The Services Plan will be provided in a 
format mutually agreed upon by OHCA and YNHHSC. OHCA is 
imposing this Condition to ensure continued access to health care 
services for the patient population. 
NOTE 1:  This applies only to Eastern Connecticut which has 
been defined in the Affiliation Agreement as Tolland, Windham 
and New London counties.   
Note 2:  Refer to Condition #19 which addresses the same/similar 
requirements 

D&T will obtain a copy of the 
Services Plan, verify timely 
submission, verify that it 
incorporates the required 
elements and that it meets the 3-5 
year requirement.    

15-32033-CON Condition 19: L+M and YNHHSC shall develop 
a strategic plan to focus on the retention and enhancement of 
healthcare services in the primary service area, i.e. towns served 
by L+M, which assures patient affordability and is consistent with 
appropriate standards of care, quality, and accessibility.  Such 
plan shall seek to minimize travel for patients requiring clinical 
services that can be provided appropriately at L+M service sites, 
and to support the return of patients back to L+M and its medical 
staff for care should patients be referred to other YNHHSC 
affiliated facilities for specialized care not available locally.  The 
strategic plan shall include but not be limited to the following 
components: 

 
a. L+M shall enhance access to primary care physician 

services in the Eastern Connecticut region by 
recruiting and retaining eight additional primary care 
providers and other providers required to respond to 
local community need, in accordance with the 
community needs assessment in paragraph 31 herein 
and shall accommodate improvements to delivery 
models including value based care during such 

D&T will obtain the Plan and 
review the plan for inclusion of 
these required elements.  
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Condition D&T Procedure 
period. L+M shall demonstrate annual progress 
toward achieving these goals. 

b. YNHHSC and L+M shall abide by the resource 
commitments for clinical service programming as set 
forth in the Affiliation Agreement. 

NOTE 1: Refer to Condition #4 which addresses the same/similar 
requirements. 

 
15-32033-CON Condition 32b: A narrative description of the 
achievement of the strategic plan components to retain and 
enhance healthcare services in the communities served by L+M, 
including with respect to physician recruitment and resource 
commitments for clinical service programming, whether the 
commitments described in the Affiliation Agreement were 
achieved, as well as the purposes, dates and amounts for which 
expenditures were made. 
 
 

 

For 15-32033-CON Condition 32 
requirements a through e and g, 
D&T will obtain a copy of 
YNHHSC’s Management 
Representation to OHCA that 
Condition 32 requirements a 
through e and g have been met. 

 

15-32033-CON Condition 7: Within one hundred and eighty 
(180) days following the Closing Date and thereafter until the 
capital commitment 1is satisfied, YNHHSC shall submit to 
OHCA a report on the capital investments ("Capital Investment 
Report") it has made in L+M and its affiliates from the $300M 
Commitment Amount.  The Capital Investment Report shall 
include the following in a format to be agreed upon: 
 

a. A list of the capital expenditures 2that have been 
made in the prior one hundred and eighty (180) days  
with descriptions of each associated project; and 

 
b. An explanation of why each expenditure was made 

and a timeframe for the roll out of the associated 
capital project (including estimated beginning, 
ending a11d startup/operation dates); and 

D&T will obtain the Plan (per 15-
32033-CON Conditions #4 and 
#19).  We will read the plan and 
verify that 
expenditures/investments made 
are in accordance with the Plan.   
D&T will confirm timely 
submissions of all required 
reports.  

                                                 

1 Per discussion with OHCA, we understand that “capital requirement” per this Order is intended to mean 
“resource commitment”.  YNHHSC will describe the plan/resource commitment per Conditions #4 and 
#19 of this Order.   

2 See footnote 4. 
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Condition D&T Procedure 
 

c. The funding source of the capital investment 
3indicating whether it was drawn from operating 
revenue, capital contributions from YNHHSC or 
another source and, if funding was drawn from 
another source, indicating the source. 

 

       For purposes of this Order, semi-annual periods are October 1-
March 31 and April 1 - September 30. The required information 
is due no later than two (2) months after the end of each semi-
annual period.  Due dates are May 31st and November 30th 
beginning. November 30, 2016.  The reports shall be signed by 
L+MH's or L+M's Chief Financial Officer. OHCA is imposing 
this Condition to ensure continued access to health care services 
for the patient population and to verify the continued financial 
feasibility of the project. 

 

15-32033-CON Condition 5: Until such time as the Services Plan 
is submitted4, YNHHSC shall provide OHCA with notice of any 
reallocation of inpatient beds and relocation of outpatient 
services for L+MH specific to those services that existed at 
L+MH as of the Decision Date. Such notice shall be provided 
within ten (10) days of any such reallocation or relocation and 
published on the website pages of L+MH. OHCA is imposing 
this Condition to ensure continued access to health care services 
for the patient population. 
NOTE 1: Cross-reference to Condition #18 

D&T will confirm that notices of 
reallocation or relocation were 
submitted in a timely manner and 
published on the L+MH website 
within ten days.  
Per related 15-32033-CON 
Condition #18, D&T will confirm 
that any changes or reallocation 
of services are not in conflict with 
the requirements of 15-32033-
CON Condition #18. 
 

                                                 

3 Per discussion with OHCA, we understand that “capital investment” per this Order is intended to mean 
expenditures/investment made”.   

4 The Services Plan is due 180 days after the closing date of September 8, 2016.  Therefore this provision 
only applies until the Services Plan per Condition #4 is submitted. 
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Condition D&T Procedure 

15-32033-CON Condition 18: L+MH shall continue to maintain 
emergency room services, inpatient general medicine services, 
cardiology services (including emergency and elective PCI), 
inpatient obstetrics/gynecology services, inpatient behavioral 
health services, critical care unit services, and oncology services, 
which such services shall assure patient affordability and adhere 
to standards of care, quality, and accessibility and reflect local 
community need. 
 
NOTE 1: See related Condition #1 which applies to the first 180 
dates post-closing.  Following that time, YNHHSC is bound by 
Condition #4 and the Services Plan created per Condition #4 

D&T will confirm that these 
services are properly maintained 
by conducting site visits, and 
ongoing data analysis of unit and 
patient data.  
YNHHSC will provide a 
Management 
Attestation/Representation to 
OHCA that it is in compliance 
with 15-32033-CON Condition 
#18.  D&T will obtain a copy of 
that Management Representation. 

15-32033-CON Condition 32a: Every six months ( the "six 
month reports") until December 1, 2018 and each year thereafter 
(each an "annual report"), YNHHSC shall submit notarized 
reports to OHCA for the periods of January to June (due July 
31'') and July through December (due January 31'  certifying the 
achievement of each and every commitment described herein, 
including without limiting the foregoing the following specific 
detail: 

a. Affirmation of the continuation of all L+MH services 
as described herein. 

 

For 15-32033-CON Condition 32 
requirements a through e and g, 
D&T will obtain a copy of 
YNHHSC’s Management 
Representation to OHCA that 15-
32033-CON Condition 32 
requirements a through e and g 
have been met. 

 

Financial Reporting 
 

 

15-32033-CON Condition 8: For three (3) years following the 
Closing Date, YNHHSC shall submit to OHCA a financial 
measurement report. This report shall be submitted on a semi-
annual basis and show current month and year-to-date data and 
comparable prior year period data for L+MH and L+M. The 
required information is due no later than two (2) months after the 
end of each semi-annual period. Due dates are May 31st and 
November 30th, beginning November 30, 2016. The following 
financial measurements/indicators should be addressed in the 
report: (i) Operating performance to include operating margin, 
non-operating margin, and total margin; (ii) Liquidity to include 
current ratio, days cash on hand, days in net accounts receivables, 
and average payment period; (iii) Leverage and capital 
structure to include long-term debt to equity, long-term debt to 
capitalization, unrestricted cash to debt, times interest earned 
ratio, debt service coverage ratio, and equity financing ratio; and 
(iv) Additional Statistics to include income from operations, 
revenue over (under) expense, cash from operation, cash and cash 
equivalents, net working capital, free cash flow (and the elements 

D&T will obtain the financial 
measurement report and read to 
confirm that the required 
elements are addressed in the 
report; we will confirm the timely 
submission of each report.  
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Condition D&T Procedure 
used in the calculation, unrestricted net assets/retained earnings, 
bad debt as a percentage of gross revenue, and credit ratings. 
 
15-32033-CON Condition 32f: A detailed and comprehensive 
document showing a five-year plan (the "plan") to generate and 
achieve efficiencies for L+M resulting from non-clinical shared 
services opportunities, L+M's integration with and adoption of 
YNHHSC information technology systems and platforms, 
YNHHSC's supply chain management services, integration of 
clinical and business practices across LMMG and NEMG, 
L+M's reduced cost of capital, and L+M's participation in 
YNHHSC population health initiatives.  Subsequent to 
submission of the plan in its six month report, YNHHSC shall 
include the following additional information in its annual report. 

i. Narrative updates on the progress of 
implementation of the plan. These updates shall 
include the status of integration activities and 
adoption by L+MH and L+M of YNHHSC non-
clinical shared services opportunities; 
 

ii. A report identifying L+M and L+MH cost saving 
totals since the Closing Date for the following 
Operating Expense Categories: Salaries and 
Wages, Fringe Benefits, Contractual Labor Fees, 
Medical Supplies and Pharmaceutical Costs, 
Depreciation and Amortization, Bad Debts, 
Interest Expense, Malpractice Expense, Utilities, 
Business Expenses and Other Operating 
Expenses.  The categories shall be consistent with 
the major operating expense categories 
(Categories A,B,C,D,E,F,G,H,I,J, and K) that are 
in use at the time of reporting in the OHCA 
Hospital Reporting System ("HRS") Report 175 
or successor report.  YNHHSC shall also file a 
narrative describing the specifics of the cost 
savings for each of these major expense 
categories; 
 

iii. A completed Balance Sheet, Statement of 
Operations, Statement of Cash Flow for L+MH, 
L+M and LMMG (or of NEMG in the event of an 
NEMG-LMMG merger).  For L+MH, the format 
shall be consistent with that which is in use at the 
time of reporting in OHCA's HRS Report 100 and 
Repo1t 150 or successor reports; and 
 

For 15-32033-CON Condition 
#32F, D&T will obtain the Five-
Year Plan prepared by YNHHSC 
and the ongoing six month 
reports.  We will verify that the 
required elements are included in 
the report.  We will confirm 
timely submission to OHCA. 
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Condition D&T Procedure 
iv. For L+MH, a completed Hospital Operating 

Expenses by Expense Category and Department 
report. The format shall be consistent with that 
which is in use at the time of reporting in OHCA's 
HRS Report 175 or successor report. 

15-32032-CON Condition 7c: Every six months (the "six month 
reports") until December 1, 2018 and each year thereafter (each 
an "annual report"), YNHHSC shall submit notarized reports to 
OHCA for the periods of January to June (due July 31st) and July 
through December (due January 31st) certifying the achievement 
of each and every commitment described herein, including 
without limiting the foregoing the following specific detail: 
 
A detailed and comprehensive document showing a five-year 
plan (the "plan") to generate and achieve efficiencies for L+M 
resulting from non-clinical shared services opportunities, L+M's 
integration with and adoption of YNHHSC information 
technology systems and platforms, YNHHSC's supply chain 
management services, integration of clinical and business 
practices across LMMG and NEMG, L+M's reduced cost of 
capital, and L+M's participation in YNHHSC population health 
initiatives. Subsequent to submission of the plan in its six month 
report, YNHHSC shall include a completed Balance Sheet, 
Statement of Operations, Statement of Cash Flow for L+MH, 
L+M and LMMG (or of NEMG in the event of an NEMG-
LMMG merger).  For L+MH, the format shall be consistent with 
that which is in use at the time of reporting in OHCA's HRS 
Report 100 and Report 150 or successor reports; and 
 

Refer to procedures for 15-32033-
CON Condition #32f in the work 
plan above. 

15-32033-CON Condition 6: Within one hundred and eighty 
(180) days following the Closing Date, the Applicants shall file 
with OHCA the total price5 per "unit of service" for each of the 
top 25 most frequent MS-DRGs (inpatient) and top 25 most 
frequent CPT codes (outpatient) for L+MH services. The first 
filing shall be for the period September 1, 2015-August 30, 2016.  
The Applicants shall provide the same information for three (3) 
full fiscal years thereafter, within sixty (60) days following the 
end of a fiscal year. OHCA shall provide the format for the 
filing. OHCA is imposing this condition to ensure that the 

D&T will obtain YNHHSC’s 
analysis of the top 25 most 
frequent MS-DRGs and CPT 
codes and related weighted 
average price information.  

D&T will confirm the timely 
submission of YNHHSC’s filings 
as required by this Order.  
* 1st filing is due within 180 days 
(March 2017); 2nd filing is due 60 
days after the close of FY2017 

                                                 

5 Per guidance from OHCA, “total prices per unit of service” is meant to be the weighted average price 
across all payers per unit of service. 
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proposed transfer of ownership does not adversely affect health 
care costs. 

which is 11/30/17 and the 3rd 
filing is due 60 dates after the 
close of FY2018 which is 
11/30/18. 

Cost and Market Impact Review  

15-32033-CON Condition 22: Within ninety days of the Date of 
Closing, YNHHSC shall initiate a cost and market impact review 
which shall comply with Connecticut General Statute Section 
19a-639f, which such analysis shall include and shall be utilized 
to establish the baseline cost structure set forth below: 
 

a. Establishing a baseline cost structure and total price 
per unit of service (the "baseline CMIR") and 
establishing a cap on annual increases in total price 
per unit of service (as defined below) for L+MH and 
LMMG (the "annual CMIR update"). YNHHSC shall 
retain an independent consultant, subject to OHCA's 
approval, to conduct the baseline CMIR and the 
annual CMIR update and shall pay all costs 
associated with the cost and market review. To the 
extent that all data is not available to comply with the 
provisions of section l 9a-639f the baseline CMIR 
shall be adjusted to reflect such information when it 
becomes available. 

 
b. In conducting the baseline CMIR and annual CMIR 

update, the cost and market impact review shall 
analyze the factors relative to L+MH and LMMG in 
accordance with subsection (d) of section 19a-639f 
of the general statutes and the Eastern Connecticut 
market more specifically: (a) L+MH and LMMG's 
size and market share within their primary and 
secondary service areas; (b) L+MH's and LMMG's 
prices for units of service, including its relative price 
compared to other providers for the same services in 
Eastern Connecticut; (c) L+MH and LMMG cost and 
cost trends in comparison to total healthcare 
expenditures statewide; (d) the availability and 
accessibility of services similar to those provided by 
L+MH and LMMG in their primary and secondary 
service areas; (e) the role of L+MH and LMMG in 
serving at-risk, underserved and government payer 
populations, including those with behavioral, 
substance use disorder and mental health conditions, 
within their primary and secondary service areas; (f) 
the role of L+MH and LMMG in providing low 

D&T will confirm that YNHHSC 
initiated this review within 90 
days of closing. D&T will also 
confirm that the analysis 
addresses the required elements.  

 

D&T will obtain a copy of the 
CMIR performed by the 
Independent Consultant. 

D&T will meet annually with the 
Independent Consultant. 



 
 

 

 

Page 8 of 25 

Condition D&T Procedure 
margin or negative margin services within their 
primary and secondary service areas; (g) general 
market conditions for hospitals and medical 
foundations in the state and in Eastern Connecticut in 
particular; and (h) and other conditions that the 
independent consultant determines to be relevant to 
ensuring that L+MH and LMMG prices do not 
exceed the market price for similar services in 
Eastern Connecticut. 

 
c. In recognition that the baseline CMIR pursuant to 

Connecticut General Statute Section 19a-639f shall 
be conducted after the Date of Closing, in the event 
that the baseline CMIR finds a likelihood of 
materially increased prices as a result of the L+M 
affiliation with YNHHSC, notwithstanding these 
conditions, the Commissioner of Public Health 
(Commissioner) and YNHHSC shall meet and confer 
for the purposes of determining further conditions as 
necessary to correct such condition and to create a 
performance improvement plan to address the 
conditions.  The Commissioner shall determine 
whether YNHHSC is in compliance with such 
performance improvement plan. Prior to the end of 
each fiscal year, the independent consultant shall 
conduct the annual CMIR update and use the results 
of such annual CMIR update to establish a cap on 
any increase in the price per unit of service for the 
upcoming fiscal year. Nothing herein shall prohibit 
the independent consultant from considering and 
recommending any recommendations of the 
Certificate of Need Task Force on cost containment 
measures or a cap on annual cost or price increases. 

 
d. The independent consultant shall report to and take 

direction from the Commissioner.  The independent 
consultant in establishing the cap shall take into 
consideration the cost reductions reflective of the 
efficiencies resulting from the affiliation and the 
annual cost of living of the primary service area or 
the Eastern Connecticut area. 

 
e. The independent consultant shall provide the 

baseline CMIR and the annual CMIR update to 
OHCA within thirty days of completion.  OHCA 
shall keep confidential all nonpublic information and 
documents obtained as part of the baseline CMIR 
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and the annual CMIR update and shall not disclose 
the information or documents to any person without 
the consent of YNHHSC and L+M, unless required 
to do by law. 

15-32032-CON Condition 3: Within ninety days of the Date of 
Closing, YNHHSC shall initiate a cost and market impact review 
which shall comply with Connecticut General Statute Section 
19a-639f, which such analysis shall include and shall be utilized 
to establish the baseline cost structure set forth below: 

a. Establishing a baseline cost structure and total price per 
unit of service (the "baseline CMIR") and establishing a 
cap on annual increases in total price per unit of service 
(as defined in D. below) for L+MH and LMMG (the 
"annual CMIR update").  Yale New Haven shall retain an 
independent consultant, subject to OHCA's approval, to 
conduct the baseline CMIR and the annual CMIR update 
and shall pay all costs associated with the cost and 
market review.  To the extent that all data is not available 
to comply with the provisions of section 19a-639f the 
baseline CMIR shall be adjusted to reflect such 
information when it becomes available. 
 

b. In conducting the baseline CMIR and annual CMIR 
update, the cost and market impact review shall analyze 
the factors relative to L+MH and LMMG in accordance 
with subsection (d) of section 10a-639f of the general 
statutes and the Eastern Connecticut market more 
specifically: (a) L+MH and LMMG's size and market 
share within their primary and secondary service areas; 
(b) L+MH's and LMMG's prices for units of service, 
including its relative price compared to other providers 
for the same services in Eastern Connecticut; (c) L+MH 
and LMMG cost and cost trends in comparison to total 
healthcare expenditures statewide; (d) the availability 
and accessibility of services similar to those provided by 
L+MH and LMMG in their primary and secondary 
service areas; (e) the role of L+MH and LMMG in 
serving at-risk, underserved and government payer 
populations, including those with behavioral, substance 
use disorder and mental health conditions, within their 
primary and secondary service areas; (f) the role of 
L+MH and LMMG in providing low margin or negative 
margin services within their primary and secondary 
service areas; (g) general market conditions for hospitals 
and medical foundations in the state and in Eastern 
Connecticut in particular; and (h) and other conditions 
that the independent consultant determines to be relevant 

Refer to procedures for 15-32033-
CON Condition #22 above.   
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to ensuring that L+MH and LMMG prices do not exceed 
the market price for similar services in Eastern 
Connecticut. 
 

c. In recognition that the baseline CMIR pursuant to 
Connecticut General Statute Section l 9a-639f shall be 
conducted after the Date of Closing, in the event that the 
baseline CMIR finds a likelihood of materially increased 
prices as a result of the L+M affiliation with YNHHSC, 
notwithstanding these conditions, the Commissioner of 
Public Health (Commissioner) and YNHHSC shall meet 
and confer for the purpose of determining further 
conditions as necessary to correct such condition and to 
create a performance improvement plan to address the 
conditions.  The Commissioner shall determine whether 
YNHHSC is in compliance with such performance 
improvement plan.  Prior to the end of each fiscal year, 
the independent consultant shall conduct the annual 
CMIR update and use the results of such annual CMIR 
update to establish a cap on any increase in the price per 
unit of service for the upcoming fiscal year.  Nothing 
herein shall prohibit the independent consultant from 
considering and recommending any recommendations of 
the Certificate of Need Task Force on cost containment 
measures or a cap on annual cost or price increases. 
 

d. The independent consultant shall take direction from the 
Commissioner of the Department of Public Health.  The 
independent consultant in establishing the cap shall take 
into consideration the cost reductions reflective of the 
efficiencies resulting from the affiliation and the annual 
cost of living of the primary service area or the Eastern 
Connecticut area. 

 
e. The independent consultant shall provide the baseline 

CMIR and the annual CMIR update to OHCA within 
thirty days of completion.  OHCA shall keep confidential 
all nonpublic information and documents obtained as part 
of the baseline CMIR and the annual CMIR update and 
shall not disclose the information or documents to any 
person without the consent of YNHHSC and L+M, 
unless required to do so by law. The confidential 
information and documents shall not be public records 
and shall be exempt from disclosure under Connecticut 
General Statute Section 1-210. 
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15-32033-CON Condition 23: For purposes of determining the 
price per unit of service: 

f. A "unit of service" for inpatient hospital services shall be 
a case categorized by an ICD-9-DM/ICD-10-DM 
diagnosis code or a Diagnosis-Related Group (DRG) 
code and identified by the Connecticut Department of 
insurance pursuant to P.A. 15-146 Section 2 as among 
the fifty most frequently occurring acute care hospital 
inpatient primary diagnoses, the fifty most frequently 
provided acute care hospital inpatient principal 
procedures, and the twenty-five most frequent inpatient 
surgical procedures. 

 
g. A "unit of service" for outpatient hospital services shall 

be a procedure or service categorized by a Current 
Procedural Terminology (CPT) or Healthcare Common 
Procedure Coding (HCPC) code and identified by the 
Connecticut Department of Insurance pursuant to P.A. 
15-146 Section 2 as among the fifty most frequently 
provided outpatient procedures, the twenty-five most 
frequent outpatient surgical procedures and the twenty-
five most frequent imaging procedures performed in the 
state. 

 
h. A "unit of service" for physician services shall be a work 

Relative Value Unit (wRVU). 
 

i. The baseline to be established as of the Date of Closing 
for L+M's total price per unit of service for physician 
services and inpatient and outpatient hospital services is 
inclusive of all administrative overhead, other ancillary 
fees including, but not limited to facility fees and the 
total price per unit shall reflect the total price of such 
service. 

 
j. All administrative costs for overhead, ancillary fees, 

facility fees or any other fees which are reflected in the 
total price per unit shall be determined by the 
independent consultant to be within any annual cap 
established. 

D&T will obtain a copy of the 
CMIR performed by the 
Independent Consultant. 
D&T will meet annual with the 
Independent Consultant. 
 

D&T will not perform any 
additional procedures in the role 
of Monitor as it relates to 15-
32033-CON Condition #23. 

 
15-32032-CON Condition 4: For purposes of determining the 
price per unit of service: 

a. A "unit of service" for inpatient hospital services shall be 
a case categorized by an ICD-9-DM/ICD-10-DM 
diagnosis code or a Diagnosis-Related Group (DRG) code 
and identified by the Connecticut Department of 
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insurance pursuant to P.A. 15-146 Section 2 as among the 
fifty most frequently occurring acute care hospital 
inpatient primary diagnoses, the fifty most frequently 
provided acute care hospital inpatient principal 
procedures, and the twenty-five most frequent inpatient 
surgical procedures. 
 

b. A "unit of service" for outpatient hospital services shall 
be a procedure or service categorized by a Current 
Procedural Terminology (CPT) or Healthcare Common 
Procedure Coding (HCPC) code and identified by the 
Connecticut Department of Insurance pursuant to P.A. 
15-146 Section 2 as among the fifty most frequently 
provided outpatient procedures, the twenty-five most 
frequent outpatient surgical procedures and the twenty-
five most frequent imaging procedures performed in the 
state. 
 

c. A "unit of service" for physician services shall be a work 
Relative Value Unit (wRVU). 
 

d. The baseline to be established as of the Date of Closing 
for L+M's total price per unit of service for physician 
services and inpatient and outpatient hospital services is 
inclusive of all administrative overhead, other ancillary 
fees including, but not limited to facility fees and the total 
price per unit shall reflect the total price of such service. 
 

e. All administrative costs for overhead, ancillary fees, 
facility fees or any other fees which are reflected in the 
total price per unit shall be determined by the independent 
consultant to be within any annual cap established. 
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15-32033-CON Condition 20a: L+M and YNHHSC shall 
maintain the current L+MH and Lawrence & Memorial Medical 
Group (LMMG) commercial health plan contracts in effect as of 
the Date of Closing for a period following the Date of Closing to 
December 31, 2017. Rates or scheduled increases in such 
previously negotiated rates that are in effect on the Date of 
Closing shall be maintained for a period ending December 31, 
2017.  Any L+M commercial health plan contracts that expire 
prior to December 31, 2017shall be extended to December 31, 
2017 and any contracts without expiration dates shall be 
continued under their current previously negotiated terms for a 
period from the Date of Closing to December 31, 2017.  No 
increase in negotiated rate schedules shall be negotiated during 
the periods set forth in this paragraph. 

 

D&T will evaluate and verify that 
contracts are maintained in 
accordance with this condition.  

15-32033-CON Condition 32c: Affirmation that L+MH and 
LMMG commercial health plan contracts in place as of the Date 
of Closing are/were maintained through the remainder of their 
terms, and that any new contracts are consistent with the 
commitments of paragraphs (20), (21) and (22) above. 

 

For 15-32033-CON Condition 
32c, D&T will obtain a copy of 
YNHHSC’s Management 
Representation to OHCA that 
Condition 32c requirements have 
been met. 

15-32032-CON Condition 1: Lawrence & Memorial Medical 
Group (LMMG) commercial health plan contracts in effect as of 
the Date of Closing for a period following the Date of Closing to 
December 31, 2017. Rates or scheduled increases in such 
previously negotiated rates that are in effect on the Date of 
Closing shall be maintained for a period ending December 31, 
2017.  Any L+M commercial health plan contracts that expire 
prior to December 31, 2017shall be extended to December 31, 
2017 and any contracts without expiration dates shall be 
continued under their current previously negotiated terms for a 
period from the Date of Closing to December 31, 2017.  No 
increase in negotiated rate schedules shall be negotiated during 
the periods set forth in this paragraph. 
 
Upon the expiration of any such L+M commercial health plan 
contracts after such period, L+M and YNHHSC shall negotiate 
new rates based on L+M's post-Closing cost structure, taking into 
account any cost or price reductions, i.e. efficiencies, achieved as 
a result of the affiliation. YNHHSC shall not impose a single 
System-wide rate and shall, for L+MH and LMMG, maintain a 
negotiated rate structure reflective of the market conditions 
applicable generally to hospitals and medical foundations in 
Eastern Connecticut. 
 

Refer to procedures for 15-32033-
CON Condition #20 above. 
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For a period of five years from the Date of Closing in the case of 
L+MH, and twenty-eight months from the Date of Closing in the 
case of LMMG, any annual increase in the total price per unit of 
service (as defined below) for L+MH and LMMG shall be 
subject to a cap determined through the process set forth in 
Paragraphs 3 and 4 below. It is the intent of the parties that such 
cap shall serve as a cap for the purpose of assuring patient 
affordability for services delivered by L+MH and LMMG. 
 

15-32032-CON Condition 7a: Every six months (the "six month 
reports") until December 1, 2018 and each year thereafter (each 
an "annual report"), YNHHSC shall submit notarized reports to 
OHCA for the periods of January to June (due July 31st) and July 
through December (due January 31st) certifying the achievement 
of each and every commitment described herein, including 
without limiting the foregoing the following specific detail: 

a. Affirmation that L+MH and LMMG 
commercial health plan contracts in place as 
of the Date of Closing are/were maintained 
through the remainder of their terms, and 
that any new contracts are consistent with 
the commitments of paragraphs (20), (21) 
and (22) above. 

 

Refer to procedures for 15-32033-
CON Condition #32f. 

 

15-32033-CON Condition 20b: Upon the expiration of any such 
L+M commercial health plan contracts after such period, L+M 
and YNHHSC shall negotiate new rates based on L+M's post-
Closing cost structure, taking into account any cost or price 
reductions, i.e. efficiencies, achieved as a result of the affiliation 
and in addition as set forth in paragraph 25 herein.  YNHHSC  
shall not impose a single System-wide rate and shall, for L+MH 
and LMMG, maintain a negotiated rate structure reflective of the 
market conditions applicable generally to hospitals and medical 
foundations in Eastern Connecticut. 
 

D&T will obtain the Independent 
Consultant/CMIR Report which 
should address/provide analysis to 
confirm paragraphs 2 and 3 of 15-
32033-CON Condition #20.  
D&T as the Monitor will not 
independently perform 
additional/separate procedures 
related to paragraphs 2 and 3 of 
15-32033-CON Condition #20. 
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15-32033-CON Condition 21a: With respect to the proposed 
merger of LMMG and Northeast Medical Group (NEMG): 

a. LMMG and NEMG will integrate as of the Closing 
Date, and when NEMG is able to abide by the 
commitment set forth in paragraph 20 above, i.e. 
physicians providing services through NEMG to L + 
M patients, that were not providing services as of the 
Date of Closing, shall charge prices for services (site 
specific charges) based upon LMMG commercial 
health plan contracts and total price per unit of 
service, LMMG and NEMG shall implement the 
statutory merger contemplated in the Certificate of 
Need Application. 

 

Refer to procedures related to 15-
32033-CON Conditions #4 and 
#19 (the Services Plan).  D&T 
will obtain YNHHSC’s 
Management Representation 
submitted to OHCA relative to 
compliance with 15-32033-CON 
Condition #21a. 

 

15-32032-CON Condition 2a: With respect to the proposed 
merger of LMMG and Northeast Medical Group (NEMG): 

a. LMMG and NEMG will integrate as of the Closing 
Date, and when NEMG is able to abide by the 
commitment set forth in paragraph I above, i.e. 
physicians providing services through NEMG to 
L+M patients, that were not providing services as of 
the Date of Closing, shall charge prices for services 
(site specific charges) based upon LMMG 
commercial health plan contracts and total price per 
unit of service, LMMG and NEMG shall implement 
the statutory merger contemplated in the Certificate 
of Need Application. 

 

Refer to procedures for 15-32033-
CON Condition #21a above. 

 

15-32033-CON Condition 21b: With respect to the proposed 
merger of LMMG and Northeast Medical Group (NEMG): 
 
Physicians who are hired, recruited or contracted by a YNHHSC 
affiliate to provide professional services (other than in a licensed 
hospital department) in the primary service area (which may from 
time to time change), currently the communities of East Lyme, 
Groton, Ledyard, Lyme, Montville, New London, North 
Stonington, Old Lyme, Preston, Salem, Stonington and 
Waterford, and in the following specialties shall be billed at the 
LMMG commercial health plan negotiated rates subject to the 
provisions of paragraph 20: family medicine; general medicine; 
internal medicine; obstetrics and gynecology; endocrinology; and 
psychiatry. Current LMMG physicians providing services in the 
primary service area as of the Date of Closing in any specialties 
shall be subject to the provisions of paragraph 20. 
 

D&T will obtain YNHHSC’s 
Management Representation 
submitted to OHCA relative to 
compliance with 15-32033-CON 
Condition #21b. 
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15-32032-CON Condition 2b: With respect to the proposed 
merger of LMMG and Northeast Medical Group (NEMG): 

b. Physicians who are hired, recruited or contracted by a 
YNHHSC affiliate to provide professional services (other 
than in a licensed hospital department) in the primary 
service area (which may from time to time change), 
currently the communities of East Lyme, Groton, 
Ledyard, Lyme, Montville, New London, North 
Stonington, Old  Lyme, Preston, Salem, Stonington and 
Waterford, and in the following specialties shall be billed 
at the LMMG commercial health plan negotiated rates 
subject to the provisions of paragraph 1: family 
medicine; general medicine; internal medicine; obstetrics 
and gynecology; endocrinology; and psychiatry.  Current 
LMMG physicians providing services in the primary 
service area as of the Date of Closing in any specialties 
shall be subject to the provisions of paragraph 1. 

 

 

Refer to procedures for 15-32033-
CON Condition #21 above. 

Independent Monitor 
 

 

15-32033-CON Condition 15: Within sixty (60) days after the 
Closing Date, YNHHSC shall contract with an Independent 
Monitor who has experience in hospital administration and 
regulation. The Independent Monitor shall be retained at the sole 
expense of YNHHSC.  Representatives of OHCA and FLIS will 
approve the Independent Monitor's appointment. The 
Independent Monitor shall be engaged for a minimum period of 
two (2) years6 following the Closing, which may be extended for 
another year at OHCA's and/or FLIS's discretion. The 
Independent Monitor will be responsible for monitoring the 
Applicants' compliance with the Conditions set forth in this 
Order. The Applicants shall provide the Independent Monitor 
with appropriate access to L+MH and its applicable records in 
order to enable the Independent Monitor to fulfill its functions 
hereunder. OHCA is imposing this Condition to ensure continued 
access to health care services for the patient population and to 
verify and monitor compliance with the conditions set forth 
herein. 

D&T and YNHHSC will execute 
an Engagement Letter by the 
required date.  A copy of this 
Engagement Letter will be 
provided to OHCA.  

                                                 

6 The Monitor may be required for only 1 (one) year or up to five (5) years as determined in writing by 
OHCA. 
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NOTE:  See Condition #33a (appointment of Monitor 
requirement) 

15-32033-CON Condition 33: In addition to the above, L+M and 
YNHHSC make the following commitment for a period of five 
years post-Closing: 
 

a. L+M and YNHHSC shall appoint an independent 
monitor at their own cost (selected by YNHHSC and 
L+M and approved by OHCA) to serve as a post-
transfer compliance monitor. 

 
b. Such monitor shall, at a minimum meet with 

representatives of the L+M community at six months 
after the Date of Closing and annually and shall 
report to OHCA in accordance with Section 19a-
639(e) of the general statutes and specifically 
address: (i) L+M's compliance with the Certificate of 
Need Order; and (ii) the level of community benefits 
and uncompensated care provided by L+M during 
the prior period. 
 

c. L+M shall provide the monitor with reasonable 
access to its public filings and facilities and all other 
financial information necessary for the purposes of 
carrying out the monitor's duties. 

 
d. L+M shall hold a public forum in New London at six 

months after the Date of Closing and not less than 
annually thereafter during the monitoring period to 
provide for public review and comment on the 
monitor's reports and findings. 
 

e. If the Independent Monitor determines that 
YNHHSC and L+M are substantially out of 
compliance with the conditions to the CON, the 
monitor shall notify YNHHSC and L+M in writing 
regarding the deficiency.  Within two weeks of such 
notice, the monitor shall convene a meeting with 
representatives from YNHHSC and L+M for the 
purpose of determining compliance and any 
appropriate connective action plan.  If YNHHSC and 
L+M fail to implement a plan of correction 
satisfactory to the monitor within thirty days of such 
meeting, the monitor shall report such substantial 
noncompliance and its impact on health care costs 
and accessibility to OHCA. OHCA shall determine 
whether such non-compliance has had a material 

 
 
 
For 15-32033-CON Condition 
#33a, refer to 15-32033-CON 
Condition #15. 
 
 
15-32033-CON Condition #33b – 
D&T will meet with 
CHNA/CHIP Steering Committee 
in March 2017 for an initial 
introduction and will meet with 
this group annually thereafter to 
present the annual Monitor report.  
Relative to (ii), Refer to the 
procedures performed per 
Conditions #11 and #31.  Minutes 
will be maintained by D&T of 
these meetings and provided to 
OHCA upon request. 
 
With respect to 15-32033-CON 
#33d, D&T will confirm that 
YNHHSC has held a public 
forum including members of the 
CHIP (Community Health 
Improvement Program) group. 
 
 
 
With respect to 15-32033-CON 
#33e, D&T agrees to provide 
written notice of any deficiencies 
as required. 
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negative impact and what remedy is reasonably 
necessary to bring YNHHSC and L + M into 
compliance and shall have the right to enforce these 
conditions by all means and remedies available to it 
under law and equity, including but not limited to 
Conn. Gen. Stat. 19a-642 and the right to impose and 
collect a civil penalty under Conn. Gen. Stat. 19a-
653. In addition, in the event OHCA determines 
YNHHSC and L+M are in material non-compliance, 
OHCA may order YNHHSC and L+M to provide 
additional community benefits as necessary to 
mitigate the impact of such non-compliance. 

 
15-32032-CON Condition 8: In addition to the above, L+M and 
YNHHSC make the following commitment for a period of five 
years post-Closing: 

a. L+M and YNHHSC shall appoint an independent 
monitor at their own cost (selected by YNHHSC 
and L+M and approved by OHCA) to serve as a 
post-transfer compliance monitor. 

b. Such monitor shall, at a minimum meet with 
representatives of the L+M community at six 
months after the Date of Closing and annually and 
shall report to OHCA in accordance with Section 
19a-639(e) of the general statutes and specifically 
address: (i) L+M's compliance with the Certificate 
of Need Order; and (ii) the level of community 
benefits and uncompensated care provided by L+M 
during the prior period. 

c. L+M shall provide the monitor with reasonable 
access to its public filings and facilities and all other 
financial information necessary for the purposes of 
carrying out the monitor's duties. 

d. L+M shall hold a public forum in New London at 
six months after the Date of Closing and not less 
than annually thereafter during the monitoring 
period to provide for public review and comment on 
the monitor's reports and findings. 

 
e. If the Independent Monitor determines that 

YNHHSC and L+M are substantially out of 
compliance with the conditions to the CON, the 
monitor shall notify YNHHSC and L+M in writing 

Refer to procedures for 15-32033-
CON Condition #33 a through e 
above. 
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regarding the deficiency.  Within two weeks of such 
notice, the monitor shall convene a meeting with 
representatives from YNHHSC and L+M for the 
purpose of determining compliance and any 
appropriate corrective action plan. If YNHHSC and 
L+M fail to implement a plan of correction 
satisfactory to the monitor within thirty days of such 
meeting, the monitor shall report such substantial 
noncompliance and its impact on health care costs 
and accessibility to OHCA.  OHCA shall determine 
whether such non-compliance has had a material 
negative impact and what remedy is reasonably 
necessary to bring YNHHSC and L + M into 
compliance and shall have the right to enforce these 
conditions by all means and remedies available to it 
under law and equity, including but not limited to 
Conn. Gen. Stat. 19a-642 and the right to impose 
and collect a civil penalty under Conn. Gen. Stat. 
19a-653 In addition, in the event OHCA determines 
YNHHSC and L+M are in material non-compliance, 
OHCA may order YNHHSC and L+M to provide 
additional community benefits as necessary to 
mitigate the impact of such non-compliance. 

15-32033-CON Condition 16: The Independent Monitor will 
report to both OHCA and FLIS. The Independent Monitor shall 
conduct on-site visits of L+MH on no less than a semi-annual 
basis7 to assess adherence to DPH's Consent Order. The 
Independent Monitor shall furnish a written report of his or her 
assessment to OHCA and FLIS within thirty (30) days of the 
completion of each on-site review. YNHHSC will have the 
opportunity to review and provide written responses to the report.  
As OHCA deems necessary, the Independent Monitor shall di 
with OHCA and FLIS personnel to discuss the written report and 
will perform additional periodic reviews. OHCA is imposing this 
Condition to ensure continued access to health care services for 
the patient population and to verify and monitor compliance with 
the Conditions set forth herein.  
 
 
 
  

D&T will plan, at a minimum, 
two site visits per year. The site 
visits will include meetings with 
Administration/Leadership.  D&T 
will provide a report that 
summarizes the activities from 
the prior six month period along 
with any recommendations or 
observations to YNHHSC, 
OHCA, and FLIS. 
Procedures associated with 15-
32033-CON Condition #16 are 
expected to coincide/satisfy 15-
32033-CON Conditions 33b and 
33d as well. 

                                                 

7 The semi-annual basis will be defined as six months post-closing and on the anniversary of the closing date 
to coincide with meetings with the community representatives per Conditions # 33b and 33d 
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Community Benefit 
 

 

15-32033-CON Condition 11: The Applicants shall maintain 
community benefit programs and community building activities 
for L+MH for three (3) years after the Closing Date consistent 
with L+MH's most recent Schedule H of IRS Form 990 or shall 
provide such other community benefit programs and community 
building activities that are at least as generous and benevolent to 
the community as L+MH's current programs, and the Applicants 
shall apply no less than a 1% increase per year for the next three 
(3) years toward the L+MH's community building activities in 
terms of dollars spent. 
 
In determining L+MH' s participation and investment in both 
community benefits and community building activities, the 
Applicants shall address the health needs identified by the 
applicable CHNA in effect at the time and the population health 
management objectives, including social determinants of health, 
contained in the related Implementation Strategy. 
 

a. On an annual basis, YNHHSC shall identify the 
amounts and uses related to community benefits and 
community building and shall discuss how such 
investments and support are being applied toward the 
health needs identified in the CHNA and population 
health management objectives. Such reporting shall 
be filed within thirty (30) days of the anniversary 
date of the Closing for three years and shall be 
posted on L+MH's website. OHCA is imposing this 
Condition to ensure continued access to health care 
services for the patient population. 

 

D&T will obtain L+MH’s most 
recent Schedule H of IRS Form 
990 to act as a baseline. We will 
then compare on an annual basis 
the results of that year to the 
baseline in order to verify that the 
1 percent increase requirement 
has been met.  

D&T will also obtain the 
YNHHSC report/summary on the 
amounts and uses related to 
community benefits and 
community building per the 
categories identified in the 
CHNA.  D&T will confirm that 
these documents are filed in a 
timely manner and posted to the 
L+MH website.  
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15-32033-CON Condition 31: L+M and YNHHSC have agreed 
to maintain at least the same level of community benefit 
consistent with L+M's most recent Schedule H of IRS Form 990 
and its Community Health Needs Assessment (CHNA). L+M and 
YNHHSC agree to conduct an updated Community Health Needs 
Assessment by no later than December 31, 2016, and provide 
services in accordance with implementation plan adopted as part 
of the updated CHNA process and provide OHCA with its 
updated CHNA within thirty days of its approval. 
 

After obtaining L+M’s baseline 
Schedule H of IRS Form 990, 
D&T will obtain and confirm that 
L+M and YNHHSC have 
increased community benefit by 
1% per year for the first three (3) 
years of this agreement.  
Thereafter for years 4 and 5, we 
will confirm that the level of 
community benefit provided in 
year 3 was at least maintained 
(not required to increase in years 
4 and 5).   

Cross-reference to 15-32033-
CON Condition #11.   

15-32033-CON Condition 32h: A narrative description of L+M's 
community benefit commitments described herein, including 
without limitation the amounts spent and a description of such 
spending to support and invest in the communities that L+M 
serves. 

 

Relative to 15-32033-CON 
Condition #32h, see procedures 
performed for 15-32033-CON 
Conditions #11 and #31. 
 

15-32033-CON Condition 12: The Applicants shall work toward 
making culturally and linguistically appropriate services 
available and integrated throughout L+MH's operations. 
Specifically, the Applicants shall ensure that L+MH shall take 
reasonable steps to provide meaningful access to each individual 
with limited English proficiency eligible to be served or likely to 
be encountered in its health programs and activities, in 
accordance with the implementing regulations of Section 1557 of 
the Patient Protection and Affordable Care Act. Additionally, the 
Applicants shall provide at L+MH, appropriate insurance 
navigator services for patients and, where appropriate, English as 
a second language and cultural competency training for 
employees. In complying with this Condition, the Applicants 
shall ensure that L+MH shall be guided by the National 
Standards for Culturally and Linguistically Appropriate Services 
in Health and Health Care published by the U.S. Department of 
Health and Human Services' Office of Minority Health. For three 
(3) years following the Closing Date, YNHHSC shall submit a 
written report on its activities directed at meeting this Condition.  
Such reporting shall be filed within thirty (30) days of the 
anniversary date of the Closing and shall be posted on L+MH's 
website. OHCA is imposing this Condition so as to ensure 
continued access to health care services for the patient 
population. 

D&T will obtain and review 
interpreter services policies and 
contracts as applicable. 
Additionally, our team will obtain 
a cultural competency plan, 
training, as well as related 
policies. We will also obtain 
YNHHSC’s report and supporting 
documents and confirm the timely 
filing of these materials.  
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Charity Care Policies  

15-32033-CON Condition 9: Following the Closing Date, L+MH 
will adopt YNHHSC's financial assistance (charity and free care) 
policies or adopt other policies that are at least as generous and 
benevolent to the community as L+MH's current policies, 
consistent with state and federal law. These policies shall be 
posted on the website pages of L+MH and as additionally 
required by applicable law, OHCA is imposing this Condition to 
ensure continued access to health care services for the patient 
population. 
 

Deloitte will obtain copies of the 
relevant financial assistance 
policies and confirm that L+MH 
has adopted YNHHSC’s financial 
assistance policies (or policies at 
least as generous as these 
policies) using management 
approval of the policies as 
evidence. After verifying that this 
step has been properly completed, 
we will confirm that these 
policies are properly posted on 
L+MH’s website. 

15-32033-CON Condition 10: For three (3) years following the 
Closing Date, YNHHSC shall provide written notice to OHCA of 
any modification, amendment or revision to the charity care, 
indigent care and community volunteer services policies of 
L+MH within thirty (30) days of such change. The notice of 
these changes shall be accompanied by copies of any revised 
policies and the notice and revised policies shall be posted on the 
website of L+MH simultaneously with their submission to 
OHCA. OHCA is imposing this Condition to ensure continued 
access to health care services for the patient population. 
 

After obtaining original L+MH 
policies on charity care, indigent 
care, and community volunteer 
services, D&T will read and 
assess these policies on an annual 
basis for changes. When changes 
are made to these policies, we 
will confirm OHCA is notified (as 
required) and revised policies are 
posted to the L+MH website. 

15-32033-CON Condition 32e: Affirmation that L+M has 
adopted the YNHHSC Financial Assistance Program Policies 
currently in effect as of the date hereof, and that such Policies, if 
amended, provide assistance to patients that is at least as 
generous as the YNHHSC Financial Assistance Program Policies 
currently in effect as of the date hereof. 

 

 

 

For 15-32033-CON Condition 32 
requirements a through e and g, 
D&T will obtain a copy of 
YNHHSC’s Management 
Representation to OHCA that 
Condition 32 requirements a 
through e and g have been met. 

 

Employment Conditions  

15-32033-CON Condition 27: L+M shall continue to recognize 
all collective bargaining units currently organized at an L+M 
affiliate, and honor the collective bargaining agreements 
currently in place. 
 

D&T will obtain a copy of 
YNHHSC’s Management 
Representation to OHCA that 15-
32033-CON Condition #27 has 
been met.  
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15-32033-CON Condition 32g: Affirmation of the labor and 
employment commitments described herein, including but not 
limited to L+M' s service sites continued honoring of collective 
bargaining agreements in place as of the date hereof. 

 

See others below 

15-32033-CON Condition 28: Employees of any L+M affiliate 
shall not be required to reapply for their positions as a result of 
the affiliation.  To the extent that any L+M employees leave their 
employment at L+M service sites within ninety days following 
the Closing Date and obtain employment with a YNHHSC 
affiliate, such employees' seniority shall be preserved (e.g., 
eligibility for benefits consistent with total years of service). 
 

 D&T will obtain a copy of 
YNHHSC’s Management 
Representation to OHCA that 15-
32033-CON Condition #28 has 
been met. 

15-32032-CON Condition 6: Employees of any L+M affiliate 
shall not be required to reapply for their positions as a result of 
the affiliation. To the extent that any L+M employees leave their 
employment at L+M service sites within ninety days following 
the Closing Date and obtain employment with a YNHHSC 
affiliate, such employees' seniority shall be preserved (e.g., 
eligibility for benefits consistent with total years of service). 

 

Refer to procedures for 15-32033-
CON Condition #28. 

 

15-32033-CON Condition 29: L+MH shall maintain its current 
wage and salary structures for its non-bargaining or 
non-represented employees based on hospitals of similar scope, 
size and market conditions in Connecticut. 
 

D&T will obtain a copy of 
YNHHSC’s Management 
Representation to OHCA that 15-
32033-CON Condition #29 has 
been met. 

15-32033-CON Condition 30: L+M and YNHHSC shall use their 
best efforts to achieve efficiencies through the management of 
vacancies and attrition and to minimize the elimination of 
individuals' jobs. 
 
 
 
 
 

D&T will obtain a copy of 
YNHHSC’s Management 
Representation to OHCA that 15-
32033-CON Condition #30 has 
been met. 

Governance  
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15-32033-CON Condition 14: For three (3) years following the 
Closing Date, the Applicants shall allow for one (1) community 
representative to serve as voting members of L+MH' s Board of 
Directors with rights and obligations consistent with other voting 
members under L+MH's Board of Director Bylaws.  The 
Applicants shall select the community representative in a manner 
that ensures the appointment of an unbiased individual who will 
fairly represent the interests of the communities served by 
L+MH.  OHCA is imposing this Condition to ensure continued 
access to health care services for the patient population. 
 

Verify that the designated Board 
member(s) meet this condition, as 
confirmed by OHCA.  

15-32033-CON Condition 17: For three (3) years following the 
Closing Date, the Applicants shall hold a meeting of the 
YNHHSC Board and L+M Board ("Joint Board Meetings") at 
least twice annually.  Such Joint Board Meetings shall be 
followed by a meeting to which the public is invited in advance 
and at which the public is informed of L+MH's activities and 
afforded an opportunity to ask questions and make comments. 
OHCA is imposing this Condition to ensure continued access to 
health care services for the patient population. 
 

To confirm compliance with this 
provision, D&T will obtain 
minutes from these Joint Board 
Meetings and confirm that notice 
of the public meetings is posted 
with proper notice.  

D&T will attend the public 
meetings as part of the Monitor 
role. 

15-32033-CON Condition 26: As described in the Affiliation 
Agreement, YNHHSC is committed to maintaining local 
governance at L+M.  The L+M Board of Directors shall continue 
as a fiduciary board composed of a majority of members who 
reside in the communities served by L+M with the only change 
in composition being the addition of the President/CEO of 
YNHHSC (or his or her designee) serving as an ex-officio 
member.  Each director of the L+M Board of Directors shall have 
an equal vote.  The L+M Board shall be empowered and 
supported to oversee local performance and to create and sustain 
connections with the community. Subject to certain reserved 
powers for YNHHSC, the L+M Board of directors will have the 
right to approve any major new programs and clinical services, or 
the discontinuation or consolidation of any such programs. 

 

D&T will obtain and evaluate the 
Board of Directors bylaws to 
confirm that L+M Board 
maintains rights and powers 
specified in the Order.   

Licensure, Physician Office Conversion, Cost Savings 
Attainment 

 

 

15-32033-CON Condition 13: The Applicants shall abide by all 
requirements of licensure that may be imposed by the Facility 
Licensing and Investigations Section ("FLIS") of the Department 
of Public Health ("DPH") in any Pre-Licensing Consent Order or 
similar agreement that FLIS may enter with these parties. OHCA 

D&T will obtain the 
survey/certification results as 
applicable (if surveys occur).  We 
will confirm licensure via an 
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is imposing this Condition to ensure that quality health care 
services are provided to the patient population. 
 

annual YNHHSC Management 
Representation.    

15-32033-CON Condition 24: L+M and YNHHSC shall not 
convert any L+M physician offices (including those that will be 
merged into NEMG) to hospital-based status. 

D&T will obtain a copy of 
YNHHSC’s Management 
Representation to OHCA that 15-
32033-CON Condition #24 has 
been met. 

15-32033-CON Condition 32d: Affirmation that no L+M 
physician office has been converted to hospital-based status. 

 

D&T will obtain a copy of 
YNHHSC’s Management 
Representation to OHCA that 15-
32033-CON Condition #32d has 
been met. 

15-32032-CON Condition 5: L+MH and YNHHSC shall not 
convert any L+M physician offices (including those that will be 
merged into NEMG) to hospital-based status. 

Refer to procedures for 15-32033-
CON Condition #24 above. 

 

15-32032-CON Condition 7b: Every six months (the "six month 
reports") until December 1, 2018 and each year thereafter (each 
an "annual report"), YNHHSC shall submit notarized reports to 
OHCA for the periods of January to June (due July 31st) and July 
through December (due January 31st) certifying the achievement 
of each and every commitment described herein, including 
without limiting the foregoing the following specific detail: 
 
Affirmation that no L+M physician office has been converted to 
hospital-based status. 

 

Refer to procedures for 15-32033-
CON Condition #32f above. 

15-32033-CON Condition 25: L+M shall attain cost savings as a 
result of the affiliation with YNHHSC as described in the CON 
application. 
 

D&T will obtain and read 
YNHHSC’s reporting created per 
15-32033-CON condition #32f.      

 
Reference documents: 
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Greer, Leslie

From: Roberts, Karen
Sent: Monday, November 07, 2016 9:41 AM
To: Capozzalo, Gayle; Nancy.Rosenthal@greenwichhospital.org
Cc: Furniss, Wendy; Ortelle, Donna; Cass, Barbara; Martone, Kim; Cotto, Carmen; 

ksauders@deloitte.com
Subject: Re:  Independent Monitor for Certificate of Need Docket #s 15-32032-CON and 

15-32033-CON

Dear Gayle and Nancy 
 
Below please find two emails regarding the Yale‐New Haven Hospital selection for Independent Monitor for the above 
noted Docket Numbers.  With these two emails, both the Office of Health Care Access (OHCA) and the Health Care 
Quality and Safety/Facility Licensing and Inspections (FLIS) section of the Department of Public Health provide their 
approval of the Independent Monitor chosen by YNHHSC, as required by the CON orders for these two CON 
orders.  YNHHSC may now proceed to finalize this contractual arrangement and should provide OHCA with a copy of 
documents for the CON public records.   Thank you for your cooperation in this matter.   
 
Sincerely, 
 
 
Karen Roberts 
Principal Health Care Analyst 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13HCA, P.O. Box 340308, Hartford, CT 06134‐0308 
P: (860) 418‐7041 / F: (860) 418‐7053 / E: karen.roberts@ct.gov 
 

 
 
 
 

From: Martone, Kim  
Sent: Monday, November 07, 2016 7:58 AM 
To: Cass, Barbara 
Cc: Roberts, Karen; Furniss, Wendy; Ortelle, Donna 
Subject: RE: Deloitte 
 
Thank you Barbara.  OHCA approves Deloitte as well to serve as the Independent Monitor for the Yale L&M acquisition. 
 
Kim 
 
Kimberly R. Martone 
Director of Operations, Office of Health Care Access 
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Connecticut Department of Public Health 
410 Capitol Avenue, MS #13 CMN, Hartford, Connecticut 06134 
Phone: 860‐418‐7029 Fax: 860‐418‐7053 
Email: Kimberly.Martone@ct.gov Website: www.ct.gov/ohca 
 

 
 

From: Cass, Barbara  
Sent: Friday, November 04, 2016 5:50 PM 
To: Martone, Kim 
Cc: Roberts, Karen; Furniss, Wendy; Ortelle, Donna 
Subject: Deloitte 
 
Dear Kim: 

Thank you very much for including the Department of Public Health Facility Licensing and Investigations Section (FLIS) in 

the conference call with Deloitte to assess  their ability to act as the Independent Monitor (IM) for the Yale New Haven 

Hospital/Lawrence and Memorial Hospital acquisition.  Pursuant to the information Deloitte provided regarding capacity 

to assess hospital systems and their availability to access clinicians, FLIS approves Deloitte as capable of serving in the 

capacity of the IM if the Office of Health Care Access is also in agreement.   

Best, 

Barbara 

 
 
Barbara S. Cass, R.N. 
Section Chief 
Facility Licensing and Investigations Section 
State of Connecticut, Department of Public Health 
410 Capitol Avenue 
Hartford, CT 06134 
Telephone: 860‐509‐7609 
Barbara.cass@ct.gov 
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Greer, Leslie

From: Roberts, Karen
Sent: Tuesday, November 08, 2016 8:15 AM
To: Greer, Leslie; Cotto, Carmen
Cc: Martone, Kim; Hansted, Kevin
Subject: FW: Independent Monitor for Docket Numbers 15-32032-CON and 15-32033-CON
Attachments: DT-YNHHS Engagement Letter and Workplan.pdf

FYI for Yale’s two CON docket #s.  Karen 
 
 
Karen Roberts 
Principal Health Care Analyst 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13HCA, P.O. Box 340308, Hartford, CT 06134‐0308 
P: (860) 418‐7041 / F: (860) 418‐7053 / E: karen.roberts@ct.gov 
 

 
 

From: Capozzalo, Gayle [mailto:Gayle.Capozzalo@ynhh.org]  
Sent: Monday, November 07, 2016 5:03 PM 
To: Martone, Kim; Roberts, Karen 
Cc: Rosenthal, Nancy; 'Sauders, Kelly (US - New York)'; Willcox, Jennifer; Anderson, Maureen (LMHOSP); Aseltyne, Bill; 
Borgstrom, Marna; Cummings, Bruce (L and M); Tammaro, Vincent; O'Connor, Christopher 
Subject: Independent Monitor for Docket Numbers 15-32032-CON and 15-32033-CON 
 
Per OHCAs approval of Deloitte as the Independent Monitor for Docket numbers 15‐32032‐CON and 15‐32033‐CON, 
attached please find an executed engagement letter between Yale New Haven Health Services Corporation and 
Deloitte.  Thank you. 
 
Gayle 
 
Gayle Capozzalo, FACHE 
Chief Strategy Officer 
789 Howard Avenue 
New Haven, CT  06519 
Phone: 203-688-2605 
Fax: 203-688-3472 
gayle.capozzalo@ynhh.org  
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Greer, Leslie

Subject: FW: CMIR Independent Consultant: CON Docket #s 15-32032-CON and 15-32033-CON

 
 

From: Martone, Kim [mailto:Kimberly.Martone@ct.gov]  
Sent: Thursday, November 17, 2016 11:08 AM 
To: Capozzalo, Gayle 
Cc: Rosenthal, Nancy; Roberts, Karen; Cotto, Carmen 
Subject: RE: CMIR Independent Consultant: CON Docket #s 15-32032-CON and 15-32033-CON 
 
Hi Gayle, it was a pleasure as well.  It was very informative and comprehensive.  The presentation and discussion with 
Milliman regarding their expertise in this field and approach to conducting the CMIR is acceptable to OHCA therefore 
their engagement is approved. 
 
Kim 
 
Kimberly R. Martone 
Director of Operations, Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13 CMN, Hartford, Connecticut 06134 
Phone: 860‐418‐7029 Fax: 860‐418‐7053 
Email: Kimberly.Martone@ct.gov Website: www.ct.gov/ohca 
 

 
 

From: Capozzalo, Gayle [mailto:Gayle.Capozzalo@ynhh.org]  
Sent: Thursday, November 17, 2016 10:02 AM 
To: Martone, Kim 
Cc: Rosenthal, Nancy 
Subject: CMIR Independent Consultant: CON Docket #s 15-32032-CON and 15-32033-CON 
 
Dear Kim, 
It was a pleasure meeting with you on Tuesday.  We would like to request your approval to engage Milliman to complete 
the initial CMIR and appropriate updates. 
Sincerely, 
Gayle 
 
Gayle Capozzalo 
Executive Vice President and 
Chief Strategy Officer 
 
789 Howard Avenue 
New Haven, CT  06519 
 
Phone: 203-688-2605 
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Fax: 203-688-3472 
 
Email: gayle.capozzalo@ynhh.org 

 
 
 

 
 
 
This message originates from the Yale New Haven Health System. The information contained in this message may be privileged and confidential. If 
you are the intended recipient you must maintain this message in a secure and confidential manner. If you are not the intended recipient, please 
notify the sender immediately and destroy this message. Thank you.  
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Greer, Leslie

From: Martone, Kim
Sent: Friday, November 18, 2016 2:44 PM
To: Roberts, Karen; Cotto, Carmen
Cc: Greer, Leslie
Subject: FW:  DT-YNHHS Independent Monitor - slightly updated contract for your records
Attachments: DT-YNHHS Independent Monitor Eng Ltr REVISED FINAL 111816.pdf

 
 
Kimberly R. Martone 
Director of Operations, Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13 CMN, Hartford, Connecticut 06134 
Phone: 860‐418‐7029 Fax: 860‐418‐7053 
Email: Kimberly.Martone@ct.gov Website: www.ct.gov/ohca 
 

 
 

From: Sauders, Kelly (US - New York) [mailto:ksauders@deloitte.com]  
Sent: Friday, November 18, 2016 2:43 PM 
To: Martone, Kim 
Cc: Capozzalo, Gayle; Rosenthal, Nancy 
Subject: RE: DT-YNHHS Independent Monitor - slightly updated contract for your records 
 
Dear Kim ‐ per OHCAs approval of Deloitte as the Independent Monitor for Docket numbers 15‐32032‐CON and 15‐
32033‐CON, please see the attached updated engagement letter which corrects for a few minor edits (to correct the 
parties to the BAA and update the Appendix of community groups to reflect the appropriate parties/groups).  There are 
no other changes – just wanted to make sure OHCA has the latest/final copy. 
 
Please feel free to call me directly with any questions. 
 
Thanks, 
Kelly 
 
 
Kelly J. Sauders 
Partner 
Deloitte Advisory  
30 Rockefeller Plaza 
New York, NY 10112 
Office: 212 436 3180 
Fax: 212 653 7033 
Mobile: 518 469 0890 
Email: ksauders@deloitte.com  
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November 7,  2016 

Bill Aseltyne 

Senior Vice President & General Counsel 

Yale-New Haven Hospital/Yale New Haven Health System 

789 Howard Ave., CB 230 

New Haven, CT  06519 

Dear Bill,    

This engagement letter is to confirm the engagement of Deloitte & Touche LLP (“D&T” or “we”), effective 

as of the date hereof, to provide Yale New Haven Health Services Corporation and its subsidiaries 

(collectively referred to as “YNHHSC” or the “Company”) the services described below (the “Services”). 

 
Scope and Approach 

We understand you are seeking an independent monitor related to the agreed settlement (“Agreement” or 

“Order”) between YNHHSC and State of Connecticut’s Office of Health Care Access (“OHCA”) to monitor 

the YNHHSC’s compliance with the Conditions of the Order in the transfer of ownership of Lawrence + 

Memorial Corporation and its subsidiaries to YNHHSC.   

Specific anticipated activities we will assist YNHHSC with will include two work streams: 

Workstream 1: Assist YNHHSC with the planning and preparing for monitoring reviews 

• Hold kick-off with YNHHSC responsible persons to discuss the monitor requirements 

• Meet with the Connecticut Office of Health Care Access (OHCA), as requested 

• Review and agree upon with YNHHSC and OHCA, as applicable, the elements of monitor services as 

documented in the work plan in Appendix A. 

Workstream 2: Assist YHHHS with the independent monitoring activities 

• Refer to Appendix A for a detailed monitor work plan which describes the various required activities 

and activities associated with each condition of the Order. 

 

We anticipate providing our services both off-site and on-site.  Where possible we will perform analysis and 

preparation activities remotely.  We anticipate providing these services for a period of two to five years  (as 

requested by YNHHSC based on requirements of OHCA).    

 

  

Deloitte & Touche LLP 
30 Rockefeller Plaza 
New York, New York 10112 
Tel: 212-436-3180 
Fax: 212-653-7033 
www.us.deloitte.com 
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Engagement Team 

Kelly J. Sauders, Partner, Deloitte & Touche LLP, will serve as the lead engagement leader to provide 

oversight and direction.  Ed Sullivan, Principal, Deloitte & Touche LLP will serve as the quality assurance 

partner, supporting Kelly and the team in the execution of the work.  Kaitlin McCarthy, Manager, Deloitte & 

Touche LLP, will serve as the overall project manager. Additional support will be provided by other 

professionals from Deloitte & Touche LLP’s Regulatory & Compliance practice, as needed, during the 

course of this engagement. 

Deliverables 

The following deliverables will be produced during the course of this engagement: 

Workstream 1: Assist YNHHS with planning and preparing for monitoring reviews 

1. D&T will create and maintain a written plan for fulfilling the duties set forth in the agreement.  

Workstream 2: Assist YNHHS with independent monitoring activities 

1. D&T will draft and submit a written report within thirty (30) days of the completion of each (semi-

annual) on-site review on YNHHSC compliance with the conditions of the Order, totaling two 

reports per reporting year. 

Professional Fees and Timing 
 

The total fees related to this engagement are estimated as follows: 

 

Year 1: $180,000 - $190,000 

Years 2 through 5 (as required)* $150,000-$160,000 

  

We will bill for our services based on actual hours incurred at the following billing rates:  

 

Resource Level Hourly Rate 

Partner $625 

Senior Manager $550 

Manager $510 

Senior Consultant $445 

Consultant $380 
 

* Note that hourly rates will increase approximately 3% per year for years 3, 4 and 5. 

 

This estimated fee and time estimate is based upon our current understanding of the project requirements, 

our proposed approach, our estimate of the level of effort required, our roles and responsibilities, any 

assumptions set forth herein, and active participation of Company’s management and other personnel.   We 
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plan to meet with you on no less than a quarterly basis to review time incurred and estimates to completion 

throughout the duration of this engagement. 

 

Based on our experience, issues sometimes arise that require procedures beyond what was initially 

anticipated. If this should occur, we will discuss it with you promptly and early in the process before we 

perform any additional work.  

We understand that you will reimburse us for all reasonable expenses incurred in performing the Services on 

this engagement (including, but not limited to, our reasonable travel, meal, lodging, and mileage expenses). 

Expenses will be noted separately on our invoices and segregated by expense type. 

Fees for this engagement will be billed biweekly as the work progresses for fees accrued and expenses 

incurred by us since our last invoice in performing our Services. 

Other Matters 

YNHHSC is, among other things, a regulatory/compliance and merger & acquisition services client of D&T 

and/ or its affiliated and related entities.  We do not believe that the proposed services impair the objectivity 

for D&T to perform the proposed services for YNHHSC.  However, we are bringing this to your attention to 

avoid any misunderstanding.  

Should a potential conflict come to the attention of the engagement leader with respect to potential future 

work being performed or to be performed by D&T or one of its affiliated or related entities for YNHHSC, 

D&T will advise YNHHSC promptly. YNHHC will, at its option and in consultation with the Connecticut 

Office of Health Care Access as appropriate, promptly request, in writing, (1) such entity not to proceed with 

the proposed services or (2) such entity to proceed with the proposed services, provided that such entity 

agrees to proceed.  If YNHHSC requests such entity to proceed with the proposed services, YNHHSC agrees 

that D&T and its affiliated and related entities’ are able to perform the proposed services objectively. If 

appropriate, such entity will establish an ethical wall and confidentiality safeguards so that the services will 

be performed by different personnel on the various engagements. 

Acknowledgements and Agreements 

 

The Company specifically acknowledges and agrees to the following: 

 

 Substantial and meaningful involvement of management of the Company is critical to the success of 

this engagement. The Company shall be responsible for ensuring that the identified Company 

personnel actively participate in both the planning and execution of this engagement. 

 

 D&T will not make any management decisions, perform any management functions, or assume any 

management responsibilities.  

 The Company agrees that any deliverables provided to the Company hereunder by D&T may be 

disclosed to the State of Connecticut’s Office of Health Care Access (“OHCA”) to the extent 

required by such regulator in connection with an investigation or examination of the Company.  To 

the extent permitted by law, rule, regulation and applicable professional standards, YNHHSC shall 

be promptly notified in the event such deliverable(s) are provided by D&T to the OHCA. 
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 Company will limit sensitive information, such as PII, PHI, trade secrets and other information that 

it considers sensitive or highly confidential, it provides to D&T (or otherwise makes available to 

D&T) to only that which is reasonably necessary to allow D&T to provide the Services. D&T will 

provide Company with a list of D&T personnel who are authorized to receive or have access to 

Company sensitive information.  Such list may be updated as needed.  Any disclosure of sensitive 

information by Company to D&T will utilize levels of information security and data encryption 

appropriate to maintain security of Company sensitive information being accessed by or transferred 

to D&T, and as required by applicable information protection laws. 

 The Services will be performed in accordance with the Statement on Standards for Consulting 

Services that is issued by the American Institute of Certified Public Accountants (“AICPA”). 

However, the Services will not constitute an engagement to provide audit, compilation, review, or 

attestation services as described in the pronouncements on professional standards issued by the 

AICPA, the Public Company Accounting Oversight Board, or other regulatory body and, therefore, 

we will not express an opinion or any other form of assurance as a result of performing the Services. 

 We will not provide any legal advice regarding our Services nor will we provide any assurance 

regarding the outcome of any future audit or regulatory examination or other regulatory action; the 

responsibility for all legal issues with respect to these matters, such as reviewing all deliverables and 

work product for any legal implications to the Company, will be the Company’s. 

 The Services may include advice and recommendations, but all decisions in connection with the 

implementation of such advice and recommendations shall be the responsibility of, and made by, the 

Company. 

***** 

 

During the term of this engagement, the Company may request that D&T perform additional services that are 

not encompassed by this engagement letter. D&T may perform such additional services upon receipt of a 

separate signed engagement letter with terms and conditions that are acceptable to D&T and the Company. 

Our observations and recommendations will be based solely on the results of the assessment performed.  

 

This engagement letter, together with the General Business Terms attached hereto as Appendix B and the 

Business Associate Addendum attached hereto as Appendix C and made a part hereof constitute the entire 

agreement between the Company and D&T with respect to this engagement, supersede all other oral and 

written representations, understandings, or agreements relating to this engagement, and may not be amended 

except by the mutual written agreement of the Company and D&T. 
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Please indicate your acceptance of this agreement by signing in the space below and returning a fully 

executed copy of this engagement letter to us. A duplicate of this engagement letter is provided for your 

records. We look forward to serving you. If you have any questions please contact Kelly Sauders at (212) 

436-3180. 

 

 

Very truly yours,  

 

Deloitte & Touche LLP 
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APPENDIX A. MONITORING PROCEDURES (per Docket Numbers 15-32032-CON and 15-32033-

CON)  

 

Condition D&T Procedure 

Strategic Plan  

15-32033-CON Condition 4: Within one hundred and 

eighty (180) days following the Closing Date of 9/8/16, 

YNHHSC shall submit a plan demonstrating how health 

care services will be provided by L+MH for the first three 

years following the Transfer Agreement, including any 

consolidation, reduction, or elimination of existing 

services or introduction of new services (the "Services 

Plan"). The Services Plan will be provided in a format 

mutually agreed upon by OHCA and YNHHSC. OHCA is 

imposing this Condition to ensure continued access to 

health care services for the patient population. 

NOTE 1:  This applies only to Eastern Connecticut which 

has been defined in the Affiliation Agreement as Tolland, 

Windham and New London counties.   

Note 2:  Refer to Condition #19 which addresses the 

same/similar requirements 

D&T will obtain a copy of the 

Services Plan/Strategic Plan 

submitted for Condition #4 and 

#19, verify timely submission, 

verify that it incorporates the 

required elements (e.g. 

describing any planned 

consolidation, reduction, or 

elimination of existing services 

or introduction of new services) 

and that it meets the 3 year 

requirement.    

15-32033-CON Condition 19: L+M and YNHHSC shall 

develop a strategic plan to focus on the retention and 

enhancement of healthcare services in the primary service 

area, i.e. towns served by L+M, which assures patient 

affordability and is consistent with appropriate standards 

of care, quality, and accessibility.  Such plan shall seek to 

minimize travel for patients requiring clinical services that 

can be provided appropriately at L+M service sites, and to 

support the return of patients back to L+M and its medical 

staff for care should patients be referred to other 

YNHHSC affiliated facilities for specialized care not 

available locally.  The strategic plan shall include but not 

be limited to the following components: 

 

a. L+M shall enhance access to primary care 

physician services in the Eastern Connecticut 

region by recruiting and retaining eight 

additional primary care providers and other 

providers required to respond to local 

community need, in accordance with the 

community needs assessment in paragraph 31 

herein and shall accommodate improvements 

to delivery models including value based care 

during such period. L+M shall demonstrate 

annual progress toward achieving these goals. 

D&T will obtain the Services 

Plan/Strategic Plan submitted 

for Condition #4 and #19 and 

review the plan for inclusion of 

these required components (as 

compared to the needs 

described within the 

Community Needs Assessment 

and the resource commitments 

within the Affiliation 

Agreement).  .  
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Condition D&T Procedure 

b. YNHHSC and L+M shall abide by the 

resource commitments for clinical service 

programming as set forth in the Affiliation 

Agreement. 

NOTE 1: Refer to Condition #4 which addresses the same 

requirements. 

15-32033-CON Condition 32b: A narrative description of 

the achievement of the strategic plan components to retain 

and enhance healthcare services in the communities served 

by L+M, including with respect to physician recruitment 

and resource commitments for clinical service 

programming, whether the commitments described in the 

Affiliation Agreement were achieved, as well as the 

purposes, dates and amounts for which expenditures were 

made. 

 

 

 

For 15-32033-CON Condition 

32 requirements a through e and 

g, D&T will obtain a copy of 

YNHHSC’s Management 

Representation to OHCA that 

Condition 32 requirements a 

through e and g have been met 

including referencing specific 

locations of primary care 

physicians. 

 

15-32033-CON Condition 7: Within one hundred and 

eighty (180) days following the Closing Date and 

thereafter until the capital commitment 1is satisfied, 

YNHHSC shall submit to OHCA a report on the capital 

investments ("Capital Investment Report") it has made in 

L+M and its affiliates from the $300M Commitment 

Amount.  The Capital Investment Report shall include the 

following in a format to be agreed upon: 

 

a. A list of the capital expenditures 2that have 

been made in the prior one hundred and 

eighty (180) days  with descriptions of each 

associated project; and 

 

b. An explanation of why each expenditure was 

made and a timeframe for the roll out of the 

associated capital project (including 

D&T will obtain the Plan (per 

15-32033-CON Conditions #4 

and #19).  We will read the plan 

and verify that 

expenditures/investments made 

are in accordance with the Plan.  

We will discuss any 

questions/need for clarification 

with Management to ensure the 

expenditures are verified.   

D&T will confirm detailed, full 

and timely submissions, with 

appropriate signatures of all 

required reports.  

                                                 

1 Per discussion with OHCA, we understand that “capital requirement” per this Order is intended to 

mean “resource commitment”.  YNHHSC will describe the plan/resource commitment per 

Conditions #4 and #19 of this Order.   

2 See footnote 4. 
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Condition D&T Procedure 

estimated beginning, ending a11d 

startup/operation dates); and 

 

c. The funding source of the capital investment 
3indicating whether it was drawn from 

operating revenue, capital contributions from 

YNHHSC or another source and, if funding 

was drawn from another source, indicating 

the source. 

 

       For purposes of this Order, semi-annual periods are 

October 1-March 31 and April 1 - September 30. The 

required information is due no later than two (2) months 

after the end of each semi-annual period.  Due dates are 

May 31st and November 30th beginning May 31, 2017.  

The reports shall be signed by L+MH's or L+M's Chief 

Financial Officer. OHCA is imposing this Condition to 

ensure continued access to health care services for the 

patient population and to verify the continued financial 

feasibility of the project. 

 

15-32033-CON Condition 5: Until such time as the 

Services Plan is submitted4, YNHHSC shall provide 

OHCA with notice of any reallocation of inpatient beds 

and relocation of outpatient services for L+MH specific to 

those services that existed at L+MH as of the Decision 

Date. Such notice shall be provided within ten (10) days 

of any such reallocation or relocation and published on 

the website pages of L+MH. OHCA is imposing this 

Condition to ensure continued access to health care 

services for the patient population. 

NOTE 1: Cross-reference to Condition #18 

D&T will confirm that notices 

of reallocation or relocation 

were submitted in a timely 

manner and published on the 

L+MH website within ten days.  

Per related 15-32033-CON 

Condition #18, D&T will 

confirm that any changes or 

reallocation of services are not 

in conflict with the 

requirements of 15-32033-CON 

Condition #18. 

 

                                                 

3 Per discussion with OHCA, we understand that “capital investment” per this Order is intended to 

mean expenditures/investment made”.   

4 The Services Plan is due 180 days after the closing date of September 8, 2016.  Therefore this 

provision only applies until the Services Plan per Condition #4 is submitted. 
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Condition D&T Procedure 

15-32033-CON Condition 18: L+MH shall continue to 

maintain emergency room services, inpatient general 

medicine services, cardiology services (including 

emergency and elective PCI), inpatient 

obstetrics/gynecology services, inpatient behavioral 

health services, critical care unit services, and oncology 

services, which such services shall assure patient 

affordability and adhere to standards of care, quality, and 

accessibility and reflect local community need. 

 

NOTE 1: See related Condition #1 which applies to the 

first 180 dates post-closing.  Following that time, 

YNHHSC is bound by Condition #4 and the Services Plan 

created per Condition #4 

D&T will confirm that these 

services are properly maintained 

by conducting site visits, and 

ongoing data analysis of unit 

and patient data (e.g. to see 

continuing patient 

volume/services).  

YNHHSC will provide a 

Management 

Attestation/Representation to 

OHCA that it is in compliance 

with 15-32033-CON Condition 

#18.  D&T will obtain a copy of 

that Management 

Representation. 

15-32033-CON Condition 32a: Every six months ( the 

"six month reports") until September 30, 2018 and each 

year thereafter (each an "annual report"), YNHHSC shall 

submit notarized reports to OHCA for the periods of 

October 1 – September 30 with reports due November 

and May certifying the achievement of each and every 

commitment described herein, including without limiting 

the foregoing the following specific detail: 

a. Affirmation of the continuation of all L+MH 

services as described herein. 

 

For 15-32033-CON Condition 

32 requirements a through e and 

g, D&T will obtain a copy of 

YNHHSC’s notarized 

Management Representation to 

OHCA that 15-32033-CON 

Condition 32 requirements a 

through e and g have been met. 

 

Financial Reporting 

 
 

15-32033-CON Condition 8: For three (3) years following 

the Closing Date, YNHHSC shall submit to OHCA a 

financial measurement report. This report shall be 

submitted on a semi-annual basis and show current month 

and year-to-date data and comparable prior year period 

data for L+MH and L+M. The required information is due 

no later than two (2) months after the end of each semi-

annual period (fiscal year). Due dates are May 31st and 

November 30th, beginning May 2017. The following 

financial measurements/indicators should be addressed in 

the report: (i) Operating performance to include 

operating margin, non-operating margin, and total margin; 

(ii) Liquidity to include current ratio, days cash on hand, 

days in net accounts receivables, and average payment 

period; (iii) Leverage and capital structure to include 

long-term debt to equity, long-term debt to capitalization, 

D&T will obtain the financial 

measurement report and review 

work papers to ensure that they 

are consistent with financial 

reports being submitted to L+M 

Hospital Board and that the 

required elements and financial 

measurements are appropriately 

recorded in the report; we will 

confirm the timely submission 

of each report.  
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Condition D&T Procedure 

unrestricted cash to debt, times interest earned ratio, debt 

service coverage ratio, and equity financing ratio; and (iv) 

Additional Statistics to include income from operations, 

revenue over (under) expense, cash from operation, cash 

and cash equivalents, net working capital, free cash flow 

(and the elements used in the calculation, unrestricted net 

assets/retained earnings, bad debt as a percentage of gross 

revenue, and credit ratings. 

 

15-32033-CON Condition 32f: A detailed and 

comprehensive document showing a five-year plan (the 

"plan") to generate and achieve efficiencies for L+M 

resulting from non-clinical shared services opportunities, 

L+M's integration with and adoption of YNHHSC 

information technology systems and platforms, 

YNHHSC's supply chain management services, 

integration of clinical and business practices across 

LMMG and NEMG, L+M's reduced cost of capital, and 

L+M's participation in YNHHSC population health 

initiatives.  Subsequent to submission of the plan in its 

six month report, YNHHSC shall include the following 

additional information in its annual report. 

i. Narrative updates on the progress of 

implementation of the plan. These updates 

shall include the status of integration 

activities and adoption by L+MH and 

L+M of YNHHSC non-clinical shared 

services opportunities; 

 

ii. A report identifying L+M and L+MH cost 

saving totals since the Closing Date for 

the following Operating Expense 

Categories: Salaries and Wages, Fringe 

Benefits, Contractual Labor Fees, Medical 

Supplies and Pharmaceutical Costs, 

Depreciation and Amortization, Bad 

Debts, Interest Expense, Malpractice 

Expense, Utilities, Business Expenses and 

Other Operating Expenses.  The categories 

shall be consistent with the major 

operating expense categories (Categories 

A,B,C,D,E,F,G,H,I,J, and K) that are in 

use at the time of reporting in the OHCA 

Hospital Reporting System ("HRS") 

Report 175 or successor report.  YNHHSC 

shall also file a narrative describing the 

For 15-32033-CON Condition 

#32F, D&T will obtain the 

Five-Year Plan prepared by 

YNHHSC and the ongoing six 

month reports based on fiscal 

year.  We will verify that the 

required elements are included 

in the report and are 

documented and supported by 

underlying information.  We 

will confirm timely submission 

of all reports (OHCA’s, HRS, 

Report 100, Report 150 and 

Report 175 and succession 

reports to OHCA. 
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specifics of the cost savings for each of 

these major expense categories; 

 

iii. A completed Balance Sheet, Statement of 

Operations, Statement of Cash Flow for 

L+MH, L+M and LMMG (or of NEMG in 

the event of an NEMG-LMMG merger).  

For L+MH, the format shall be consistent 

with that which is in use at the time of 

reporting in OHCA's HRS Report 100 and 

Report 150 or successor reports; and 

 

iv. For L+MH, a completed Hospital 

Operating Expenses by Expense Category 

and Department report. The format shall 

be consistent with that which is in use at 

the time of reporting in OHCA's HRS 

Report 175 or successor report. 

15-32032-CON Condition 7c: Every six months (the "six 

month reports") until September 30, 2018 and each year 

thereafter (each an "annual report"), YNHHSC shall 

submit notarized reports to OHCA for the periods of 

October 1 through March 31 (due May 31) and April 1 

through September 30 (due November 30) certifying the 

achievement of each and every commitment described 

herein, including without limiting the foregoing the 

following specific detail: 

 

A detailed and comprehensive document showing a five-

year plan (the "plan") to generate and achieve efficiencies 

for L+M resulting from non-clinical shared services 

opportunities, L+M's integration with and adoption of 

YNHHSC information technology systems and platforms, 

YNHHSC's supply chain management services, 

integration of clinical and business practices across 

LMMG and NEMG, L+M's reduced cost of capital, and 

L+M's participation in YNHHSC population health 

initiatives. Subsequent to submission of the plan in its six 

month report, YNHHSC shall include a completed 

Balance Sheet, Statement of Operations, and Statement of 

Cash Flow for L+MH, L+M and LMMG (or of NEMG in 

the event of an NEMG-LMMG merger).  For L+MH, the 

format shall be consistent with that which is in use at the 

time of reporting in OHCA's HRS Report 100 and Report 

150 or successor reports; and 

 

Refer to procedures for 15-

32033-CON Condition #32f in 

the work plan above. 
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15-32033-CON Condition 6: Within one hundred and 

eighty (180) days following the Closing Date, the 

Applicants shall file with OHCA the total price5 per "unit 

of service" for each of the top 25 most frequent MS-

DRGs (inpatient) and top 25 most frequent CPT codes 

(outpatient) for L+MH services. The first filing shall be 

for the period October 1, 2015 – September 30, 2016.  

The Applicants shall provide the same information for 

three (3) full fiscal years thereafter, within sixty (60) days 

following the end of a fiscal year. OHCA shall provide 

the format for the filing. OHCA is imposing this 

condition to ensure that the proposed transfer of 

ownership does not adversely affect health care costs. 

D&T will obtain YNHHSC’s 

analysis of the top 25 most 

frequent MS-DRGs and CPT 

codes and related weighted 

average price information.  

D&T will review work papers 

to confirm information and 

timely filing.  

* 1st filing is due within 180 

days (March 2017); 2nd filing is 

due 60 days after the close of 

FY2017 which is 11/30/17 and 

the 3rd filing is due 60 dates 

after the close of FY2018 which 

is 11/30/18. 

Cost and Market Impact Review  

15-32033-CON Condition 22: Within ninety days of the 

Date of Closing, YNHHSC shall initiate a cost and market 

impact review which shall comply with Connecticut 

General Statute Section 19a-639f, which such analysis 

shall include and shall be utilized to establish the baseline 

cost structure set forth below: 

 

a. Establishing a baseline cost structure and 

total price per unit of service (the "baseline 

CMIR") and establishing a cap on annual 

increases in total price per unit of service (as 

defined below) for L+MH and LMMG (the 

"annual CMIR update"). YNHHSC shall 

retain an independent consultant, subject to 

OHCA's approval, to conduct the baseline 

CMIR and the annual CMIR update and shall 

pay all costs associated with the cost and 

market review. To the extent that all data is 

not available to comply with the provisions of 

section l 9a-639f the baseline CMIR shall be 

adjusted to reflect such information when it 

becomes available. 

 

D&T will confirm that 

YNHHSC initiated this review 

within 90 days of closing by 

obtaining a copy of the relevant 

contract/engagement letter as 

evidence. D&T will also 

confirm that the analysis 

addresses the required elements.  

 

D&T will obtain a copy of the 

CMIR performed by the 

Independent Consultant. 

D&T will meet annually with 

the Independent Consultant. 

                                                 

5For purposes of this calculation, “total prices per unit of service” will be the weighted average 

price across all payers per unit of service. 
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b. In conducting the baseline CMIR and annual 

CMIR update, the cost and market impact 

review shall analyze the factors relative to 

L+MH and LMMG in accordance with 

subsection (d) of section 19a-639f of the 

general statutes and the Eastern Connecticut 

market more specifically: (a) L+MH and 

LMMG's size and market share within their 

primary and secondary service areas; (b) 

L+MH's and LMMG's prices for units of 

service, including its relative price compared 

to other providers for the same services in 

Eastern Connecticut; (c) L+MH and LMMG 

cost and cost trends in comparison to total 

healthcare expenditures statewide; (d) the 

availability and accessibility of services 

similar to those provided by L+MH and 

LMMG in their primary and secondary 

service areas; (e) the role of L+MH and 

LMMG in serving at-risk, underserved and 

government payer populations, including 

those with behavioral, substance use disorder 

and mental health conditions, within their 

primary and secondary service areas; (f) the 

role of L+MH and LMMG in providing low 

margin or negative margin services within 

their primary and secondary service areas; (g) 

general market conditions for hospitals and 

medical foundations in the state and in 

Eastern Connecticut in particular; and (h) and 

other conditions that the independent 

consultant determines to be relevant to 

ensuring that L+MH and LMMG prices do 

not exceed the market price for similar 

services in Eastern Connecticut. 

 

c. In recognition that the baseline CMIR 

pursuant to Connecticut General Statute 

Section 19a-639f shall be conducted after the 

Date of Closing, in the event that the baseline 

CMIR finds a likelihood of materially 

increased prices as a result of the L+M 

affiliation with YNHHSC, notwithstanding 

these conditions, the Commissioner of Public 

Health (Commissioner) and YNHHSC shall 

meet and confer for the purposes of 

determining further conditions as necessary to 



 

 

 

 

 

Page 14 of 48 

Condition D&T Procedure 

correct such condition and to create a 

performance improvement plan to address the 

conditions.  The Commissioner shall 

determine whether YNHHSC is in 

compliance with such performance 

improvement plan. Prior to the end of each 

fiscal year, the independent consultant shall 

conduct the annual CMIR update and use the 

results of such annual CMIR update to 

establish a cap on any increase in the price 

per unit of service for the upcoming fiscal 

year. Nothing herein shall prohibit the 

independent consultant from considering and 

recommending any recommendations of the 

Certificate of Need Task Force on cost 

containment measures or a cap on annual cost 

or price increases. 

 

d. The independent consultant shall report to 

and take direction from the Commissioner.  

The independent consultant in establishing 

the cap shall take into consideration the cost 

reductions reflective of the efficiencies 

resulting from the affiliation and the annual 

cost of living of the primary service area or 

the Eastern Connecticut area. 

 

e. The independent consultant shall provide the 

baseline CMIR and the annual CMIR update 

to OHCA within thirty days of completion.  

OHCA shall keep confidential all nonpublic 

information and documents obtained as part 

of the baseline CMIR and the annual CMIR 

update and shall not disclose the information 

or documents to any person without the 

consent of YNHHSC and L+M, unless 

required to do by law. 

15-32032-CON Condition 3: Within ninety days of the 

Date of Closing, YNHHSC shall initiate a cost and market 

impact review which shall comply with Connecticut 

General Statute Section 19a-639f, which such analysis 

shall include and shall be utilized to establish the baseline 

cost structure set forth below: 

a. Establishing a baseline cost structure and total 

price per unit of service (the "baseline CMIR") 

and establishing a cap on annual increases in total 

price per unit of service (as defined in d. below) 

Refer to procedures for 15-

32033-CON Condition #22 

above.   
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for L+MH and LMMG (the "annual CMIR 

update").  Yale New Haven shall retain an 

independent consultant, subject to OHCA's 

approval, to conduct the baseline CMIR and the 

annual CMIR update and shall pay all costs 

associated with the cost and market review.  To 

the extent that all data is not available to comply 

with the provisions of section 19a-639f the 

baseline CMIR shall be adjusted to reflect such 

information when it becomes available. 

 

b. In conducting the baseline CMIR and annual 

CMIR update, the cost and market impact review 

shall analyze the factors relative to L+MH and 

LMMG in accordance with subsection (d) of 

section 10a-639f of the general statutes and the 

Eastern Connecticut market more specifically: (a) 

L+MH and LMMG's size and market share within 

their primary and secondary service areas; (b) 

L+MH's and LMMG's prices for units of service, 

including its relative price compared to other 

providers for the same services in Eastern 

Connecticut; (c) L+MH and LMMG cost and cost 

trends in comparison to total healthcare 

expenditures statewide; (d) the availability and 

accessibility of services similar to those provided 

by L+MH and LMMG in their primary and 

secondary service areas; (e) the role of L+MH 

and LMMG in serving at-risk, underserved and 

government payer populations, including those 

with behavioral, substance use disorder and 

mental health conditions, within their primary and 

secondary service areas; (f) the role of L+MH and 

LMMG in providing low margin or negative 

margin services within their primary and 

secondary service areas; (g) general market 

conditions for hospitals and medical foundations 

in the state and in Eastern Connecticut in 

particular; and (h) and other conditions that the 

independent consultant determines to be relevant 

to ensuring that L+MH and LMMG prices do not 

exceed the market price for similar services in 

Eastern Connecticut. 

 

c. In recognition that the baseline CMIR pursuant to 

Connecticut General Statute Section l 9a-639f 

shall be conducted after the Date of Closing, in 
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the event that the baseline CMIR finds a 

likelihood of materially increased prices as a 

result of the L+M affiliation with YNHHSC, 

notwithstanding these conditions, the 

Commissioner of Public Health (Commissioner) 

and YNHHSC shall meet and confer for the 

purpose of determining further conditions as 

necessary to correct such condition and to create a 

performance improvement plan to address the 

conditions.  The Commissioner shall determine 

whether YNHHSC is in compliance with such 

performance improvement plan.  Prior to the end 

of each fiscal year, the independent consultant 

shall conduct the annual CMIR update and use 

the results of such annual CMIR update to 

establish a cap on any increase in the price per 

unit of service for the upcoming fiscal year.  

Nothing herein shall prohibit the independent 

consultant from considering and recommending 

any recommendations of the Certificate of Need 

Task Force on cost containment measures or a 

cap on annual cost or price increases. 

 

d. The independent consultant shall take direction 

from the Commissioner of the Department of 

Public Health.  The independent consultant in 

establishing the cap shall take into consideration 

the cost reductions reflective of the efficiencies 

resulting from the affiliation and the annual cost 

of living of the primary service area or the 

Eastern Connecticut area. 

 

e. The independent consultant shall provide the 

baseline CMIR and the annual CMIR update to 

OHCA within thirty days of completion.  OHCA 

shall keep confidential all nonpublic information 

and documents obtained as part of the baseline 

CMIR and the annual CMIR update and shall not 

disclose the information or documents to any 

person without the consent of YNHHSC and 

L+M, unless required to do so by law. The 

confidential information and documents shall not 

be public records and shall be exempt from 

disclosure under Connecticut General Statute 

Section 1-210. 
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15-32033-CON Condition 23: For purposes of 

determining the price per unit of service: 

f. A "unit of service" for inpatient hospital services 

shall be a case categorized by an ICD-9-

DM/ICD-10-DM diagnosis code or a Diagnosis-

Related Group (DRG) code and identified by the 

Connecticut Department of insurance pursuant to 

P.A. 15-146 Section 2 as among the fifty most 

frequently occurring acute care hospital inpatient 

primary diagnoses, the fifty most frequently 

provided acute care hospital inpatient principal 

procedures, and the twenty-five most frequent 

inpatient surgical procedures. 

 

g. A "unit of service" for outpatient hospital services 

shall be a procedure or service categorized by a 

Current Procedural Terminology (CPT) or 

Healthcare Common Procedure Coding (HCPC) 

code and identified by the Connecticut 

Department of Insurance pursuant to P.A. 15-146 

Section 2 as among the fifty most frequently 

provided outpatient procedures, the twenty-five 

most frequent outpatient surgical procedures and 

the twenty-five most frequent imaging procedures 

performed in the state. 

 

h. A "unit of service" for physician services shall be 

a work Relative Value Unit (wRVU). 

 

i. The baseline to be established as of the Date of 

Closing for L+M's total price per unit of service 

for physician services and inpatient and outpatient 

hospital services is inclusive of all administrative 

overhead, other ancillary fees including, but not 

limited to facility fees and the total price per unit 

shall reflect the total price of such service. 

 

j. All administrative costs for overhead, ancillary 

fees, facility fees or any other fees which are 

reflected in the total price per unit shall be 

determined by the independent consultant to be 

within any annual cap established. 

D&T will obtain a copy of the 

CMIR performed by the 

Independent Consultant. 

D&T will meet annually with 

the Independent Consultant. 

 

D&T will not perform any 

additional procedures in the role 

of Monitor as it relates to 15-

32033-CON Condition #23. 

 

15-32032-CON Condition 4: For purposes of determining 

the price per unit of service: 

a. A "unit of service" for inpatient hospital services 

shall be a case categorized by an ICD-9-DM/ICD-

D&T will obtain a copy of the 

CMIR performed by the 

Independent Consultant. 
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10-DM diagnosis code or a Diagnosis-Related 

Group (DRG) code and identified by the 

Connecticut Department of insurance pursuant to 

P.A. 15-146 Section 2 as among the fifty most 

frequently occurring acute care hospital inpatient 

primary diagnoses, the fifty most frequently 

provided acute care hospital inpatient principal 

procedures, and the twenty-five most frequent 

inpatient surgical procedures. 

 

b. A "unit of service" for outpatient hospital services 

shall be a procedure or service categorized by a 

Current Procedural Terminology (CPT) or 

Healthcare Common Procedure Coding (HCPC) 

code and identified by the Connecticut 

Department of Insurance pursuant to P.A. 15-146 

Section 2 as among the fifty most frequently 

provided outpatient procedures, the twenty-five 

most frequent outpatient surgical procedures and 

the twenty-five most frequent imaging procedures 

performed in the state. 

 

c. A "unit of service" for physician services shall be 

a work Relative Value Unit (wRVU). 

 

d. The baseline to be established as of the Date of 

Closing for L+M's total price per unit of service 

for physician services and inpatient and outpatient 

hospital services is inclusive of all administrative 

overhead, other ancillary fees including, but not 

limited to facility fees and the total price per unit 

shall reflect the total price of such service. 

 

e. All administrative costs for overhead, ancillary 

fees, facility fees or any other fees which are 

reflected in the total price per unit shall be 

determined by the independent consultant to be 

within any annual cap established. 
 

D&T will meet annually with 

the Independent Consultant. 

 

D&T will not perform any 

additional procedures in the role 

of Monitor as it relates to 15-

32033-CON Condition #23. 
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15-32033-CON Condition 20 Paragraph 1: L+M and 

YNHHSC shall maintain the current L+MH and 

Lawrence + Memorial Medical Group (LMMG) 

commercial health plan contracts in effect as of the Date 

of Closing for a period following the Date of Closing to 

December 31, 2017. Rates or scheduled increases in such 

previously negotiated rates that are in effect on the Date 

of Closing shall be maintained for a period ending 

December 31, 2017.  Any L+M commercial health plan 

contracts that expire prior to December 31, 2017shall be 

extended to December 31, 2017 and any contracts without 

expiration dates shall be continued under their current 

previously negotiated terms for a period from the Date of 

Closing to December 31, 2017.  No increase in negotiated 

rate schedules shall be negotiated during the periods set 

forth in this paragraph. 

 

D&T will evaluate and verify 

that contracts are maintained in 

accordance with this condition.  

We will meet with YNHHSC 

Management to read the 

contracts and confirm that this 

condition is met.   

15-32033-CON Condition 32c: Affirmation that L+MH 

and LMMG commercial health plan contracts in place as 

of the Date of Closing are/were maintained through the 

remainder of their terms, and that any new contracts are 

consistent with the commitments of Conditions (20), (21) 

and (22) above. 

 

For 15-32033-CON Condition 

32c, D&T will obtain a copy of 

YNHHSC’s Management 

Representation to OHCA that 

Condition 32c requirements 

have been met.  We will meet 

with YNHHSC Management to 

read the contracts and confirm 

that this condition is met. 
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15-32033-CON Condition 20 Paragraphs 2/3: Upon the 

expiration of any such L+M commercial health plan 

contracts after such period, L+M and YNHHSC shall 

negotiate new rates based on L+M's post-Closing cost 

structure, taking into account any cost or price reductions, 

i.e. efficiencies, achieved as a result of the affiliation and 

in addition as set forth in paragraph 25 herein.  YNHHSC  

shall not impose a single System-wide rate and shall, for 

L+MH and LMMG, maintain a negotiated rate structure 

reflective of the market conditions applicable generally to 

hospitals and medical foundations in Eastern Connecticut. 

 

For a period of five years from the Date of Closing in the 

case of L+MH, and twenty-eight months from the Date of 

Closing in the case of LMMG, any annual increase in the 

total price per unit of service (as defined below) for 

L+MH and LMMG shall be subject to cap determined 

through the process set forth below.  It is the intent of the 

parties that such cap shall serve as a cap for the purpose 

of assuring patient affordability for services delivered by 

L+MH and LMMG. 

 

D&T will obtain the 

Independent Consultant/CMIR 

Report which should 

address/provide analysis to 

confirm paragraphs 2 and 3 of 

15-32033-CON Condition #20.  

D&T as the Monitor will not 

independently perform 

additional/separate procedures 

related to paragraphs 2 and 3 of 

15-32033-CON Condition #20. 
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15-32032-CON Condition 1: Lawrence & Memorial 

Medical Group (LMMG) commercial health plan 

contracts in effect as of the Date of Closing for a period 

following the Date of Closing to December 31, 2017. 

Rates or scheduled increases in such previously 

negotiated rates that are in effect on the Date of Closing 

shall be maintained for a period ending December 31, 

2017.  Any L+M commercial health plan contracts that 

expire prior to December 31, 2017shall be extended to 

December 31, 2017 and any contracts without expiration 

dates shall be continued under their current previously 

negotiated terms for a period from the Date of Closing to 

December 31, 2017.  No increase in negotiated rate 

schedules shall be negotiated during the periods set forth 

in this paragraph. 

 

Upon the expiration of any such L+M commercial health 

plan contracts after such period, L+M and YNHHSC shall 

negotiate new rates based on L+M's post-Closing cost 

structure, taking into account any cost or price reductions, 

i.e. efficiencies, achieved as a result of the affiliation. 

YNHHSC shall not impose a single System-wide rate and 

shall, for L+MH and LMMG, maintain a negotiated rate 

structure reflective of the market conditions applicable 

generally to hospitals and medical foundations in Eastern 

Connecticut. 

 

For a period of five years from the Date of Closing in the 

case of L+MH, and twenty-eight months from the Date of 

Closing in the case of LMMG, any annual increase in the 

total price per unit of service (as defined below) for 

L+MH and LMMG shall be subject to a cap determined 

through the process set forth in Paragraphs 3 and 4 below. 

It is the intent of the parties that such cap shall serve as a 

cap for the purpose of assuring patient affordability for 

services delivered by L+MH and LMMG. 

 

Refer to procedures for 15-

32033-CON Condition #20 

outlined here and 1532033-

CON Condition 20a, 20b and 

20c. 
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15-32032-CON Condition 7a: Every six months (the "six 

month reports") until September 30, 2018 and each year 

thereafter (each an "annual report"), YNHHSC shall 

submit notarized reports to OHCA for the periods of 

October 1 through March 31 (due May 31) and April 1 

through September 30 (due November 30) certifying the 

achievement of each and every commitment described 

herein, including without limiting the foregoing the 

following specific detail: 

a. Affirmation that L+MH and LMMG 

commercial health plan contracts in 

place as of the Date of Closing 

are/were maintained through the 

remainder of their terms, and that any 

new contracts are consistent with the 

commitments of paragraphs (20), 

(21) and (22) above. 

 

Refer to procedures for 15-

32033-CON Condition #32c. 

 

15-32033-CON Condition 21a: With respect to the 

proposed merger of LMMG and Northeast Medical Group 

(NEMG): 

a. LMMG and NEMG will integrate as of the 

Closing Date, and when NEMG is able to 

abide by the commitment set forth in 

paragraph 20 above, i.e. physicians providing 

services through NEMG to L + M patients, 

that were not providing services as of the 

Date of Closing, shall charge prices for 

services (site specific charges) based upon 

LMMG commercial health plan contracts and 

total price per unit of service, LMMG and 

NEMG shall implement the statutory merger 

contemplated in the Certificate of Need 

Application. 

 

  D&T will receive samples of 

payer submissions for LMMG 

physicians and obtain 

YNHHSC’s Management 

Representation submitted to 

OHCA relative to compliance 

with 15-32033-CON Condition 

#21a. 
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15-32032-CON Condition 2a: With respect to the 

proposed merger of LMMG and Northeast Medical Group 

(NEMG): 

a. LMMG and NEMG will integrate as of the 

Closing Date, and when NEMG is able to 

abide by the commitment set forth in 

paragraph I above, i.e. physicians providing 

services through NEMG to L+M patients, 

that were not providing services as of the 

Date of Closing, shall charge prices for 

services (site specific charges) based upon 

LMMG commercial health plan contracts and 

total price per unit of service, LMMG and 

NEMG shall implement the statutory merger 

contemplated in the Certificate of Need 

Application. 

 

Refer to procedures for 15-

32033-CON Condition #21a 

above. 

 

15-32033-CON Condition 21b: With respect to the 

proposed merger of LMMG and Northeast Medical Group 

(NEMG): 

 

Physicians who are hired, recruited or contracted by a 

YNHHSC affiliate to provide professional services (other 

than in a licensed hospital department) in the primary 

service area (which may from time to time change), 

currently the communities of East Lyme, Groton, 

Ledyard, Lyme, Montville, New London, North 

Stonington, Old Lyme, Preston, Salem, Stonington and 

Waterford, and in the following specialties shall be billed 

at the LMMG commercial health plan negotiated rates 

subject to the provisions of paragraph 20: family 

medicine; general medicine; internal medicine; obstetrics 

and gynecology; endocrinology; and psychiatry. Current 

LMMG physicians providing services in the primary 

service area as of the Date of Closing in any specialties 

shall be subject to the provisions of paragraph 20. 

 

D&T will obtain YNHHSC’s 

Management Representation 

submitted to OHCA relative to 

compliance with 15-32033-

CON Condition #21b. 
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15-32032-CON Condition 2b: With respect to the 

proposed merger of LMMG and Northeast Medical Group 

(NEMG): 

b. Physicians who are hired, recruited or contracted 

by a YNHHSC affiliate to provide professional 

services (other than in a licensed hospital 

department) in the primary service area (which 

may from time to time change), currently the 

communities of East Lyme, Groton, Ledyard, 

Lyme, Montville, New London, North 

Stonington, Old  Lyme, Preston, Salem, 

Stonington and Waterford, and in the following 

specialties shall be billed at the LMMG 

commercial health plan negotiated rates subject to 

the provisions of paragraph 1: family medicine; 

general medicine; internal medicine; obstetrics 

and gynecology; endocrinology; and psychiatry.  

Current LMMG physicians providing services in 

the primary service area as of the Date of Closing 

in any specialties shall be subject to the 

provisions of paragraph 1. 

 

 

Refer to procedures for 15-

32033-CON Condition #21b 

above. 

Independent Monitor 

 
 

15-32033-CON Condition 15: Within sixty (60) days after 

the Closing Date, YNHHSC shall contract with an 

Independent Monitor who has experience in hospital 

administration and regulation. The Independent Monitor 

shall be retained at the sole expense of YNHHSC.  

Representatives of OHCA and FLIS will approve the 

Independent Monitor's appointment. The Independent 

Monitor shall be engaged for a minimum period of two 

(2) years6 following the Closing, which may be extended 

for another year at OHCA's and/or FLIS's discretion. The 

Independent Monitor will be responsible for monitoring 

the Applicants' compliance with the Conditions set forth 

in this Order. The Applicants shall provide the 

D&T and YNHHSC will 

execute an Engagement Letter 

by the required date.  A copy of 

this Engagement Letter will be 

provided to OHCA.  

                                                 

6 The Monitor may be required for only 1 (one) year or up to five (5) years as determined in writing 

by OHCA. 
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Independent Monitor with appropriate access to L+MH 

and its applicable records in order to enable the 

Independent Monitor to fulfill its functions hereunder. 

OHCA is imposing this Condition to ensure continued 

access to health care services for the patient population 

and to verify and monitor compliance with the conditions 

set forth herein. 

NOTE:  See Condition #33a (appointment of Monitor 

requirement) 

15-32033-CON Condition 16: The Independent Monitor 

will report to both OHCA and FLIS. The Independent 

Monitor shall conduct on-site visits of L+MH on no less 

than a semi-annual basis7 to assess adherence to DPH's 

Consent Order. The Independent Monitor shall furnish a 

written report of his or her assessment to OHCA and FLIS 

within thirty (30) days of the completion of each on-site 

review. YNHHSC will have the opportunity to review and 

provide written responses to the report.  As OHCA deems 

necessary, the Independent Monitor shall meet with 

OHCA and FLIS personnel to discuss the written report 

and will perform additional periodic reviews. OHCA is 

imposing this Condition to ensure continued access to 

health care services for the patient population and to 

verify and monitor compliance with the Conditions set 

forth herein.  

 

 

 

  

D&T will plan, at a minimum, 

two site visits per year. The site 

visits will include meetings with 

Administration/Leadership and 

review of any documentation 

requested by D&T.  D&T will 

provide a report that 

summarizes the activities from 

the prior six month period along 

with any recommendations or 

observations to YNHHSC, 

OHCA, and FLIS. 

Procedures associated with 15-

32033-CON Condition #16 are 

expected to coincide/satisfy 15-

32033-CON Conditions 33b and 

33d as well. 

15-32033-CON Condition 33: In addition to the above, 

L+M and YNHHSC make the following commitment for 

a period of five years post-Closing: 

 

a. L+M and YNHHSC shall appoint an 

independent monitor at their own cost 

(selected by YNHHSC and L+M and 

approved by OHCA) to serve as a post-

transfer compliance monitor. 

 

 

For 15-32033-CON Condition 

#33a, refer to 15-32033-CON 

Condition #15. 

 

 

15-32033-CON Condition #33b 

– D&T will meet with 

CHNA/CHIP “participation 

                                                 

7 The semi-annual basis will be defined as six months post-closing and on the anniversary of the 

closing date to coincide with meetings with the community representatives per Conditions # 33b 

and 33d 
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b. Such monitor shall, at a minimum meet with 

representatives of the L+M community at six 

months after the Date of Closing and annually 

and shall report to OHCA in accordance with 

Section 19a-639(e) of the general statutes and 

specifically address: (i) L+M's compliance 

with the Certificate of Need Order; and (ii) 

the level of community benefits and 

uncompensated care provided by L+M during 

the prior period. 

 

c. L+M shall provide the monitor with 

reasonable access to its public filings and 

facilities and all other financial information 

necessary for the purposes of carrying out the 

monitor's duties. 

 

d. L+M shall hold a public forum in New 

London at six months after the Date of 

Closing and not less than annually thereafter 

during the monitoring period to provide for 

public review and comment on the monitor's 

reports and findings. 

 

e. If the Independent Monitor determines that 

YNHHSC and L+M are substantially out of 

compliance with the conditions to the CON, 

the monitor shall notify YNHHSC and L+M 

in writing regarding the deficiency.  Within 

two weeks of such notice, the monitor shall 

convene a meeting with representatives from 

YNHHSC and L+M for the purpose of 

determining compliance and any appropriate 

connective action plan.  If YNHHSC and 

L+M fail to implement a plan of correction 

satisfactory to the monitor within thirty days 

of such meeting, the monitor shall report such 

substantial noncompliance and its impact on 

health care costs and accessibility to OHCA. 

OHCA shall determine whether such non-

compliance has had a material negative 

impact and what remedy is reasonably 

necessary to bring YNHHSC and L + M into 

compliance and shall have the right to enforce 

group8” in March 2017 for an 

initial introduction and will 

meet with this group annually 

thereafter to present the annual 

Monitor report.  Relative to (ii), 

Refer to the procedures 

performed per Conditions #11 

and #31.  Minutes will be 

maintained by D&T of these 

meetings and provided to 

OHCA upon request. 

 

 

With respect to 15-32033-CON 

#33d, D&T will review the 

public notice and attend the 

public forum held by YNHHSC 

and confirm that it includes 

members of the CHIP 

(Community Health 

Improvement Program) group. 

 

 

 

With respect to 15-32033-CON 

#33e, D&T agrees to provide 

written notice of any 

deficiencies as required. 

 

                                                 

8 See attached list. 
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these conditions by all means and remedies 

available to it under law and equity, including 

but not limited to Conn. Gen. Stat. 19a-642 

and the right to impose and collect a civil 

penalty under Conn. Gen. Stat. 19a-653. In 

addition, in the event OHCA determines 

YNHHSC and L+M are in material non-

compliance, OHCA may order YNHHSC and 

L+M to provide additional community 

benefits as necessary to mitigate the impact of 

such non-compliance. 

 

15-32032-CON Condition 8: In addition to the above, 

L+M and YNHHSC make the following commitment for 

a period of five years post-Closing: 

a. L+M and YNHHSC shall appoint an 

independent monitor at their own cost 

(selected by YNHHSC and L+M and 

approved by OHCA) to serve as a post-

transfer compliance monitor. 

 

b. Such monitor shall, at a minimum meet with 

representatives of the L+M community at six 

months after the Date of Closing and 

annually and shall report to OHCA in 

accordance with Section 19a-639(e) of the 

general statutes and specifically address: (i) 

L+M's compliance with the Certificate of 

Need Order; and (ii) the level of community 

benefits and uncompensated care provided 

by L+M during the prior period. 

 

c. L+M shall provide the monitor with 

reasonable access to its public filings and 

facilities and all other financial information 

necessary for the purposes of carrying out 

the monitor's duties. 

 

d. L+M shall hold a public forum in New 

London at six months after the Date of 

Closing and not less than annually thereafter 

during the monitoring period to provide for 

public review and comment on the monitor's 

reports and findings. 

 

Refer to procedures for 15-

32033-CON Condition #33 a 

through e above. 
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e. If the Independent Monitor determines that 

YNHHSC and L+M are substantially out of 

compliance with the conditions to the CON, 

the monitor shall notify YNHHSC and L+M 

in writing regarding the deficiency.  Within 

two weeks of such notice, the monitor shall 

convene a meeting with representatives from 

YNHHSC and L+M for the purpose of 

determining compliance and any appropriate 

corrective action plan. If YNHHSC and 

L+M fail to implement a plan of correction 

satisfactory to the monitor within thirty days 

of such meeting, the monitor shall report 

such substantial noncompliance and its 

impact on health care costs and accessibility 

to OHCA.  OHCA shall determine whether 

such non-compliance has had a material 

negative impact and what remedy is 

reasonably necessary to bring YNHHSC and 

L + M into compliance and shall have the 

right to enforce these conditions by all 

means and remedies available to it under law 

and equity, including but not limited to 

Conn. Gen. Stat. 19a-642 and the right to 

impose and collect a civil penalty under 

Conn. Gen. Stat. 19a-653 In addition, in the 

event OHCA determines YNHHSC and 

L+M are in material non-compliance, OHCA 

may order YNHHSC and L+M to provide 

additional community benefits as necessary 

to mitigate the impact of such 

noncompliance. 

  

Community Benefit 

 
 

15-32033-CON Condition 11: The Applicants shall 

maintain community benefit programs and community 

building activities for L+MH for three (3) years after the 

Closing Date consistent with L+MH's most recent 

Schedule H of IRS Form 990 or shall provide such other 

community benefit programs and community building 

activities that are at least as generous and benevolent to 

the community as L+MH's current programs, and the 

Applicants shall apply no less than a 1% increase per year 

for the next three (3) years toward the L+MH's 

community building activities in terms of dollars spent. 

D&T will obtain L+MH’s most 

recent Schedule H of IRS Form 

990 to act as a baseline. We will 

then compare on an annual basis 

the results of that year to the 

baseline in order to verify that 

the 1 percent increase 

requirement has been met.  

D&T will also obtain the 

YNHHSC report/summary on 
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In determining L+MH' s participation and investment in 

both community benefits and community building 

activities, the Applicants shall address the health needs 

identified by the applicable CHNA in effect at the time 

and the population health management objectives, 

including social determinants of health, contained in the 

related Implementation Strategy. 

 

a. On an annual basis, YNHHSC shall identify 

the amounts and uses related to community 

benefits and community building and shall 

discuss how such investments and support are 

being applied toward the health needs 

identified in the CHNA and population health 

management objectives. Such reporting shall 

be filed within thirty (30) days of the 

anniversary date of the Closing for three 

years and shall be posted on L+MH's website. 

OHCA is imposing this Condition to ensure 

continued access to health care services for 

the patient population. 

 

the amounts and uses related to 

community benefits and 

community building per the 

categories identified in the 

CHNA.  D&T will evaluate 

these reports/summaries as 

compared to the CHNA and 

defined population health 

management objectives and will 

discuss any questions with 

YNHHSC Management.  D&T 

will confirm that these 

documents are filed in a timely 

manner and posted to the 

L+MH website.  

15-32033-CON Condition 31: L+M and YNHHSC have 

agreed to maintain at least the same level of community 

benefit consistent with L+M's most recent Schedule H of 

IRS Form 990 and its Community Health Needs 

Assessment (CHNA). L+M and YNHHSC agree to 

conduct an updated Community Health Needs 

Assessment by no later than December 31, 2016, and 

provide services in accordance with implementation plan 

adopted as part of the updated CHNA process and provide 

OHCA with its updated CHNA within thirty days of its 

approval. 

 

After obtaining L+M’s baseline 

Schedule H of IRS Form 990, 

D&T will obtain and confirm 

that L+M and YNHHSC have 

increased community benefit by 

1% per year for the first three 

(3) years of this agreement.  

Thereafter for years 4 and 5, we 

will confirm that the level of 

community benefit provided in 

year 3 was at least maintained 

(not required to increase in 

years 4 and 5).   

Cross-reference to 15-32033-

CON Condition #11.   

15-32033-CON Condition 32h: A narrative description of 

L+M's community benefit commitments described 

herein, including without limitation the amounts spent 

and a description of such spending to support and invest 

in the communities that L+M serves. 

 

Relative to 15-32033-CON 

Condition #32h, see procedures 

performed for 15-32033-CON 

Conditions #11 and #31. 
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15-32033-CON Condition 12: The Applicants shall work 

toward making culturally and linguistically appropriate 

services available and integrated throughout L+MH's 

operations. Specifically, the Applicants shall ensure that 

L+MH shall take reasonable steps to provide meaningful 

access to each individual with limited English proficiency 

eligible to be served or likely to be encountered in its 

health programs and activities, in accordance with the 

implementing regulations of Section 1557 of the Patient 

Protection and Affordable Care Act. Additionally, the 

Applicants shall provide at L+MH, appropriate insurance 

navigator services for patients and, where appropriate, 

English as a second language and cultural competency 

training for employees. In complying with this Condition, 

the Applicants shall ensure that L+MH shall be guided by 

the National Standards for Culturally and Linguistically 

Appropriate Services in Health and Health Care published 

by the U.S. Department of Health and Human Services' 

Office of Minority Health. For three (3) years following 

the Closing Date, YNHHSC shall submit a written report 

on its activities directed at meeting this Condition.  Such 

reporting shall be filed within thirty (30) days of the 

anniversary date of the Closing and shall be posted on 

L+MH's website. OHCA is imposing this Condition so as 

to ensure continued access to health care services for the 

patient population. 

 

D&T will obtain and review 

interpreter services policies and 

contracts as applicable. 

Additionally, our team will 

obtain the cultural competency 

plan, training and related 

policies. We will also obtain 

YNHHSC’s report and 

supporting documents and 

confirm the timely filing of 

these materials.  

Charity Care Policies  

15-32033-CON Condition 9: Following the Closing Date, 

L+MH will adopt YNHHSC's financial assistance (charity 

and free care) policies or adopt other policies that are at 

least as generous and benevolent to the community as 

L+MH's current policies, consistent with state and federal 

law. These policies shall be posted on the website pages 

of L+MH and as additionally required by applicable law, 

OHCA is imposing this Condition to ensure continued 

access to health care services for the patient population. 

 

D&T will obtain copies of the 

relevant financial assistance 

policies and confirm that L+MH 

has adopted YNHHSC’s 

financial assistance policies (or 

policies at least as generous as 

these policies) using L+M 

Hospital board resolutions. 

After verifying that this step has 

been properly completed, we 

will confirm that these policies 

are properly posted on L+MH’s 

website. 
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15-32033-CON Condition 10: For three (3) years 

following the Closing Date, YNHHSC shall provide 

written notice to OHCA of any modification, amendment 

or revision to the charity care, indigent care and 

community volunteer services policies of L+MH within 

thirty (30) days of such change. The notice of these 

changes shall be accompanied by copies of any revised 

policies and the notice and revised policies shall be posted 

on the website of L+MH simultaneously with their 

submission to OHCA. OHCA is imposing this Condition 

to ensure continued access to health care services for the 

patient population. 

 

After obtaining original L+MH 

policies on charity care, 

indigent care, and community 

volunteer services, D&T will 

read and assess these policies on 

an annual basis for changes. 

When changes are made to 

these policies, we will confirm 

OHCA is notified (as required) 

and revised policies are posted 

to the L+MH website. 

15-32033-CON Condition 32e: Affirmation that L+M has 

adopted the YNHHSC Financial Assistance Program 

Policies currently in effect as of the date hereof, and that 

such Policies, if amended, provide assistance to patients 

that is at least as generous as the YNHHSC Financial 

Assistance Program Policies currently in effect as of the 

date hereof. 

 

 

 

For 15-32033-CON Condition 

32 requirements a through e and 

g, D&T will obtain a copy of 

YNHHSC’s Management 

Representation to OHCA that 

Condition 32 requirements a 

through e and g have been met. 

 

Employment Conditions  

15-32033-CON Condition 27: L+M shall continue to 

recognize all collective bargaining units currently 

organized at an L+M affiliate, and honor the collective 

bargaining agreements currently in place. 

 

D&T will obtain a copy of 

YNHHSC’s Management 

Representation to OHCA that 

15-32033-CON Condition #27 

has been met.  

15-32033-CON Condition 32g: Affirmation of the labor 

and employment commitments described herein, 

including but not limited to L+M' s service sites 

continued honoring of collective bargaining agreements 

in place as of the date hereof. 

 

See others below 
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15-32033-CON Condition 28: Employees of any L+M 

affiliate shall not be required to reapply for their positions 

as a result of the affiliation.  To the extent that any L+M 

employees leave their employment at L+M service sites 

within ninety days following the Closing Date and obtain 

employment with a YNHHSC affiliate, such employees' 

seniority shall be preserved (e.g., eligibility for benefits 

consistent with total years of service). 

 

D&T will obtain a copy of 

YNHHSC’s Management 

Representation to OHCA that 

15-32033-CON Condition #28 

has been met. 

15-32032-CON Condition 6: Employees of any L+M 

affiliate shall not be required to reapply for their positions 

as a result of the affiliation. To the extent that any L+M 

employees leave their employment at L+M service sites 

within ninety days following the Closing Date and obtain 

employment with a YNHHSC affiliate, such employees' 

seniority shall be preserved (e.g., eligibility for benefits 

consistent with total years of service). 

 

Refer to procedures for 15-

32033-CON Condition #28. 

 

15-32033-CON Condition 29: L+MH shall maintain its 

current wage and salary structures for its non-bargaining 

or nonrepresented employees based on hospitals of 

similar scope, size and market conditions in Connecticut. 

 

D&T will obtain a copy of 

YNHHSC’s Management 

Representation to OHCA that 

15-32033-CON Condition #29 

has been met. 

15-32033-CON Condition 30: L+M and YNHHSC shall 

use their best efforts to achieve efficiencies through the 

management of vacancies and attrition and to minimize 

the elimination of individuals' jobs. 

 

 

 

 

 

D&T will obtain a copy of 

YNHHSC’s Management 

Representation to OHCA that 

15-32033-CON Condition #30 

has been met. 
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Governance  

15-32033-CON Condition 14: For three (3) years 

following the Closing Date, the Applicants shall allow for 

one (1) community representative to serve as voting 

members of L+MH' s Board of Directors with rights and 

obligations consistent with other voting members under 

L+MH's Board of Director Bylaws.  The Applicants shall 

select the community representative in a manner that 

ensures the appointment of an unbiased individual who 

will fairly represent the interests of the communities 

served by L+MH.  OHCA is imposing this Condition to 

ensure continued access to health care services for the 

patient population. 

 

D&T will confirm the 

appointment of this individual 

(community representative) to 

the L+MH Board as evidenced 

by Board minutes. We will 

discuss the selection process 

with Management and 

document our understanding of 

the selection 

process/qualifications of the 

individual.       

15-32033-CON Condition 17: For three (3) years 

following the Closing Date, the Applicants shall hold a 

meeting of the YNHHSC Board and L+M Board ("Joint 

Board Meetings") at least twice annually.  Such Joint 

Board Meetings shall be followed by a meeting to which 

the public is invited in advance and at which the public is 

informed of L+MH's activities and afforded an 

opportunity to ask questions and make comments. OHCA 

is imposing this Condition to ensure continued access to 

health care services for the patient population. 

 

To confirm compliance with 

this provision, D&T will obtain 

minutes from these Joint Board 

Meetings and confirm that 

notice of the public meetings is 

posted with proper notice.  

D&T will attend the public 

meetings as part of the Monitor 

role. 

15-32033-CON Condition 26: As described in the 

Affiliation Agreement, YNHHSC is committed to 

maintaining local governance at L+M.  The L+M Board 

of Directors shall continue as a fiduciary board composed 

of a majority of members who reside in the communities 

served by L+M with the only change in composition 

being the addition of the President/CEO of YNHHSC (or 

his or her designee) serving as an ex-officio member.  

Each director of the L+M Board of Directors shall have 

an equal vote.  The L+M Board shall be empowered and 

supported to oversee local performance and to create and 

sustain connections with the community. Subject to 

certain reserved powers for YNHHSC, the L+M Board of 

directors will have the right to approve any major new 

programs and clinical services, or the discontinuation or 

consolidation of any such programs. 

 

D&T will obtain and evaluate 

the Board of Directors bylaws 

to confirm that L+M Board 

maintains rights and powers 

specified in the Order.   
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Licensure, Physician Office Conversion, Cost Savings 

Attainment 

 

 

15-32033-CON Condition 13: The Applicants shall abide 

by all requirements of licensure that may be imposed by 

the Facility Licensing and Investigations Section ("FLIS") 

of the Department of Public Health ("DPH") in any Pre-

Licensing Consent Order or similar agreement that FLIS 

may enter with these parties. OHCA is imposing this 

Condition to ensure that quality health care services are 

provided to the patient population. 

 

D&T will, if necessary, work 

with DPH to ensure compliance 

with this Condition.    

15-32033-CON Condition 24: L+M and YNHHSC shall 

not convert any L+M physician offices (including those 

that will be merged into NEMG) to hospital-based status. 

D&T will obtain a copy of 

YNHHSC’s Management 

Representation to OHCA that 

15-32033-CON Condition #24 

has been met. 

15-32033-CON Condition 32d: Affirmation that no L+M 

physician office has been converted to hospital-based 

status. 

 

D&T will obtain a copy of 

YNHHSC’s Management 

Representation to OHCA that 

15-32033-CON Condition #32d 

has been met. 

15-32032-CON Condition 5: L+MH and YNHHSC shall 

not convert any L+M physician offices (including those 

that will be merged into NEMG) to hospital-based status. 

Refer to procedures for 15-

32033-CON Condition #24 

above. 

 

15-32032-CON Condition 7b: Every six months (the "six 

month reports") until September 30, 2018 and each year 

thereafter (each an "annual report"), YNHHSC shall 

submit notarized reports to OHCA for the periods of 

October 1 through March 31 (due May 31st) and  April 1 

through September 30 (due November 30th) certifying the 

achievement of each and every commitment described 

herein, including without limiting the foregoing the 

following specific detail: 

 

Affirmation that no L+M physician office has been 

converted to hospital-based status. 

 

Refer to procedures for 15-

32033-CON Condition #32f 

above. 

15-32033-CON Condition 25: L+M shall attain cost 

savings as a result of the affiliation with YNHHSC as 

described in the CON application. 

 

D&T will obtain and read 

YNHHSC’s reporting created 

per 15-32033-CON condition 

#32f.      
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Footnote 8 Attachment 

Representative Thames Valley Council of Community Action 

Representative Universal Health Foundation 

Representative United Community and Family Services 

Representative NL County Food Policy Council 

Representative Groton Parks and Recreation 

Representative Hispanic Alliance 

Representative Ledge Light Health District 

Representative Uncas Health District 

Representative City of New London 

Representative Community Foundation of Eastern CT 

Representative Connecticut College 

Representative Community Health Center, Inc. 

Representative Higher Edge 

Representative UCONN Health Disparities Institute 

Representative Chamber of Commerce of Eastern Connecticut 

Representative Greater Mystic Chamber of Commerce 

Representative Rotary Clubs of New London and Groton 

Representative Southeastern Connecticut Women’s Network 

Representative Tribal Councils 
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APPENDIX B: GENERAL BUSINESS TERMS 

Client: Yale New Haven Health Services Corporation (“Yale New Haven Health” or the “System”) 

1. Services. It is understood and agreed that the services provided by Deloitte & Touche LLP (Deloitte 

& Touche)  (as defined in paragraph 13) (the “Services”) under the engagement letter to which these terms 

are attached (the “Engagement Letter”) may include advice and recommendations, but all decisions in 

connection with the implementation of such advice and recommendations shall be the responsibility of, and 

made by, the System. For purposes of these terms and the Engagement Letter, the “System” shall mean Yale 

New Haven Health Services Corporation and its subsidiaries. Yale New Haven Health Services Corporation 

represents and warrants that it has the power and authority to execute this agreement on behalf of, and to 

bind, itself and its subsidiaries.  

2.  Exclusion. Deloitte & Touche represents and warrants that neither Deloitte & Touche nor any of its 

employees providing the Services: (1) has ever been (A) convicted of a criminal offense related to health 

care and/or related to the provision of services paid for by Medicare, Medicaid or another federal health care 

program; (B) excluded or debarred from participation in any federal health care program, including Medicare 

and Medicaid; or (C) otherwise sanctioned by the federal government, including being listed on the General 

Services Administration’s Excluded Party Listing System and (2) shall notify System immediately in the 

event that the Consultant (A) is convicted of a criminal offense related to health care and/or related to the 

provision of services paid for by Medicare, Medicaid or another federal health care program; (B) is excluded 

or debarred from participation in any federal health care program, including Medicare and Medicaid; or (C) 

is otherwise sanctioned by the federal government, including being listed on the General Services 

Administration’s Excluded Party Listing System. System may terminate this Agreement immediately in the 

event that Deloitte & Touche or any of its employees (A) is convicted of a criminal offense related to health 

care and/or related to the provision of services paid for by Medicare, Medicaid or another federal health care 

program; (B) is excluded from or debarred from participation in any federal health care program, including 

Medicare and Medicaid; or (C) is otherwise sanctioned by the federal government, including being listed on 

the General Services Administration’s Excluded Party Listing System.  

3. Payment of Invoices. Deloitte & Touche’s invoices are due upon presentation. Without limiting its 

rights or remedies, Deloitte & Touche shall have the right to halt or terminate the Services entirely if 

payment is not received within sixty (60) days of the invoice date. The System shall be responsible for all 

taxes imposed on the Services or on the transaction, other than Deloitte & Touche’s income taxes or tax 

imposed by employment withholding, and other than taxes imposed on Deloitte & Touche's property. 

4. Term. Unless terminated sooner in accordance with its terms, this engagement shall terminate on the 

completion of the Services. This engagement may be terminated by either party at any time, with or without 

cause, by giving written notice to the other party not less than sixty (60) days before the effective date of 

termination, provided that, in the event of a termination for cause, the breaching party shall have the right to 

cure the breach within the notice period. Deloitte & Touche may terminate this engagement upon written 

notice to the System if it determines that (a) a governmental, regulatory, or professional entity (including, 

without limitation, the American Institute of Certified Public Accountants, the Public Company Accounting 

Oversight Board, or the Securities and Exchange Commission), or an entity having the force of law, has 

introduced a new, or modified an existing, law, rule, regulation, interpretation, or decision, the result of 
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which would render Deloitte & Touche’s performance of any part of the engagement illegal or otherwise 

unlawful or in conflict with independence or professional rules; or (b) circumstances change (including, 

without limitation, changes in ownership of the System or any of its affiliates) such that Deloitte & Touche’s 

performance of any part of the engagement would be illegal or otherwise unlawful or in conflict with 

independence or professional rules. Upon termination of the engagement, the System will compensate 

Deloitte & Touche under the terms of the Engagement Letter for the Services performed and expenses 

incurred through the effective date of termination. 

5. Deliverables. 

a) Deloitte & Touche has created, acquired, or otherwise has rights in, and may, in connection with the 

performance of the Services, employ, provide, modify, create, acquire, or otherwise obtain rights in, works 

of authorship, materials, information, and other intellectual property (collectively, the “Deloitte & Touche 

Technology”).  

b) Except as provided below, upon full and final payment to Deloitte & Touche hereunder, the tangible 

items specified as deliverables or work product in the Engagement Letter (the “Deliverables”) shall become 

the property of the System. To the extent that any Deloitte & Touche Technology is contained in any of the 

Deliverables, Deloitte & Touche hereby grants the System, upon full and final payment to Deloitte & Touche 

hereunder, a royalty-free, fully paid-up, worldwide, nonexclusive license to use such Deloitte & Touche 

Technology in connection with the Deliverables. 

c) To the extent that Deloitte & Touche utilizes any of its property (including, without limitation, the 

Deloitte & Touche Technology or any hardware or software of Deloitte & Touche) in connection with the 

performance of the Services, such property shall remain the property of Deloitte & Touche and, except for 

the license expressly granted in the preceding paragraph, the System shall acquire no right or interest in such 

property. Notwithstanding anything herein to the contrary, the parties acknowledge and agree that (1) 

Deloitte & Touche shall own all right, title, and interest, including, without limitation, all rights under all 

copyright, patent, and other intellectual property laws, in and to the Deloitte & Touche Technology and (2) 

Deloitte & Touche may employ, modify, disclose, and otherwise exploit the Deloitte & Touche Technology 

(including, without limitation, providing services or creating programming or materials for other clients). 

Deloitte & Touche does not agree to any terms that may be construed as precluding or limiting in any way its 

right to (1) provide consulting or other services of any kind or nature whatsoever to any person or entity as 

Deloitte & Touche in its sole discretion deems appropriate or (2) develop for itself, or for others, materials 

that are competitive with or similar to those produced as a result of the Services, irrespective of their 

similarity to the Deliverables. 

d)  To the extent any Deloitte & Touche Technology provided to the System hereunder is a product (to 

the extent it constitutes merchandise within the meaning of section 471 of the Internal Revenue Code), such 

Deloitte & Touche Technology is licensed to the System by Deloitte & Touche as agent for Deloitte & 

Touche Products Company LLC on the terms and conditions herein. The assignment and license grant in this 

paragraph 5 do not apply to any works of authorship, materials, information, or other intellectual property 

(including any modifications or enhancements thereto or derivative works based thereon) that is subject to a 

separate license agreement between the System and a third party, including without limitation, Deloitte & 

Touche Products Company LLC.  
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6. Limitation on Warranties. THIS IS A SERVICES ENGAGEMENT. DELOITTE & TOUCHE 

WARRANTS THAT IT SHALL PERFORM THE SERVICES IN GOOD FAITH AND WITH DUE 

PROFESSIONAL CARE. DELOITTE & TOUCHE DISCLAIMS ALL OTHER WARRANTIES, 

EITHER EXPRESS OR IMPLIED, INCLUDING, WITHOUT LIMITATION, WARRANTIES OF 

MERCHANTABILITY AND FITNESS FOR A PARTICULAR PURPOSE.  

7. Limitation on Damages and Indemnification. 

a) The System agrees that Deloitte & Touche, its subcontractors, and their respective personnel shall not 

be liable to the System for any claims, liabilities, or expenses relating to this engagement (“Claims”) for an 

aggregate amount in excess of two (2) times the fees paid by the System to Deloitte & Touche pursuant to 

this engagement, except to the extent finally judicially determined to have resulted primarily from the bad 

faith, or intentional misconduct of Deloitte & Touche or its subcontractors.  

b) Except with respect to Claims for which a party has an indemnification obligation hereunder, in no 

event shall either party, its subcontractors, or their respective personnel be liable for any loss of use, data, 

goodwill, revenues, or profits (whether or not deemed to constitute a direct Claim), or any consequential, 

special, indirect, incidental, punitive, or exemplary loss, damage, or expense relating to this engagement. 

c) Except for those claims for which Deloitte & Touche has agreed to indemnify the System pursuant to 

paragraph 7(d) and, 7(e), the System shall indemnify and hold harmless Deloitte & Touche, its 

subcontractors, and their respective personnel from all Claims of third parties arising from the use or 

disclosure of the Services or the Deliverables, except to the extent finally judicially determined to have 

resulted primarily from the recklessness, bad faith, or intentional misconduct of Deloitte & Touche or its 

subcontractors.  

d) Deloitte & Touche shall indemnify, defend and hold harmless the System, its directors, officers, 

employees and agents from and against any and all Claims, including reasonable attorneys' fees, in each case 

solely for bodily injury, death or physical damage to real or tangible personal property, to the extent such 

Claims are caused by Deloitte & Touche’s negligent acts, negligent errors or negligent omissions. In the 

event such Claims are caused by the joint or concurrent negligence of the parties, they shall be borne by each 

party in proportion to such party's negligence. 

e) Deloitte & Touche agrees to defend the System, its officers and employees from and against any and 

all claims and pay any settlement costs or any final judgments, including reasonable defense costs and 

reasonable legal fees, arising out of infringement by the Deliverables of any U.S. patent known to Deloitte & 

Touche or copyright or any unauthorized use of any trade secret or trademark, except to the extent that such 

infringement or unauthorized use arises from (i) the System's modification of the Deliverables or use thereof 

in a manner not contemplated by this engagement, (ii) the failure of the System to use any corrections or 

modifications made available by Deloitte & Touche, (iii) information, materials, instructions or 

specifications provided by or on behalf of the System, (iv) the System's distribution, marketing or use for the 

benefit of third parties of the Deliverables, or (v) the use of the Deliverable in combination with any product 

or data not provided by Deloitte & Touche whether or not with Deloitte & Touche's consent. If any such 

Deliverable, or any portion thereof, becomes, or in Deloitte & Touche's reasonable judgment, is likely to 

become the subject of a claim based upon infringement or unauthorized use, or if any such Deliverable or 
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any portion thereof, is found by final, non-appealable order of a court of competent jurisdiction to be such an 

infringement or unauthorized use, Deloitte & Touche, at its option and expense, shall have the right to (x) 

procure for the System the continued use of such Deliverable, (y) replace or modify such Deliverable 

provided that the replacement or modified Deliverable is reasonably capable of performing substantially the 

same function, or (z) require the System to cease use of such Deliverable and refund an appropriate portion 

of the fee paid with respect to the affected Deliverable. The foregoing provisions of this Paragraph constitute 

the sole and exclusive remedy of the System, and the sole and exclusive obligation of Deloitte & Touche, 

relating to a claim that a Deliverable infringes any patent, copyright or other intellectual property right of a 

third party. 

8. Client Responsibilities. The System shall cooperate with Deloitte & Touche in the performance by 

Deloitte & Touche of the Services, including, without limitation, providing Deloitte & Touche with 

reasonable facilities and timely access to data, information, and personnel of the System. The System shall 

be responsible for the performance of its personnel and agents and for the accuracy and completeness of all 

data and information provided to Deloitte & Touche for purposes of the performance by Deloitte & Touche 

of the Services. The System acknowledges and agrees that Deloitte & Touche’s performance is dependent 

upon the timely and effective satisfaction of the System’s responsibilities hereunder and timely decisions and 

approvals of the System in connection with the Services. Deloitte & Touche shall be entitled to rely on all 

decisions and approvals of the System. The System shall be solely responsible for, among other things (a) 

making all management decisions and performing all management functions, (b) designating a competent 

management member to oversee the Services, (c) evaluating the adequacy and results of the Services, (d) 

accepting responsibility for the results of the Services, and (e) establishing and maintaining internal controls, 

including, without limitation, monitoring ongoing activities.  

9. Force Majeure. Neither party shall be liable for any delays or nonperformance directly or indirectly 

resulting from circumstances or causes beyond its reasonable control, including, without limitation, acts or 

omissions or the failure to cooperate by the other party (including, without limitation, entities or individuals 

under its control, or any of their respective officers, directors, employees, other personnel and agents), acts 

or omissions or the failure to cooperate by any third party, fire, epidemic or other casualty, act of God, strike 

or labor dispute, war or other violence, or any law, order, or requirement of any governmental agency or 

authority. 

10. [Reserved]  

11. Independent Contractor.  

(a) Deloitte & Touche and System acknowledge and agree that Deloitte & Touche is being retained as an 

independent contractor, and that Deloitte & Touche shall be responsible for determining the manner and 

means by which Deloitte & Touche performs the Services. Nothing herein shall be construed to make 

Deloitte & Touche an employee or agent of System, to entitle Deloitte & Touche to receive the benefits of 

any employee benefit plan of System, or to create a joint venture or partnership or fiduciary relationship 

between the parties. Neither party shall not make an unauthorized representation or warranty concerning the 

products or services of the other party or commit the other party to any agreement or obligation. 
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(b) No payroll or employment taxes of any kind shall be withheld or paid with respect to payments to 

Deloitte & Touche hereunder. Deloitte & Touche agrees to indemnify System against, and to defend and 

hold System harmless from, any liabilities, claims, costs or expenses (including reasonable attorneys’ fees) 

which may be made against System, or incurred by System, in respect of any such payroll or employment 

taxes. 

(c) No workers’ compensation insurance has been or will be obtained by System on account of Deloitte & 

Touche. 

 

12. Confidentiality and Internal Use. 

a) The System agrees that all Services and Deliverables shall be solely for the System’s informational 

purposes and internal use, and are not intended to be, and should not be, used by any person or entity other 

than the System. Except as otherwise specifically provided in the Engagement Letter, the System further 

agrees that such Services and Deliverables shall not be circulated, quoted, disclosed, or distributed to, nor 

shall reference to such Services or Deliverables be made to, any person or entity other than the System and 

other contractors of the System to whom the System may disclose the Deliverables solely for the purpose of 

such contractors providing services to the System relating to the subject matter of this engagement, provided 

that the System shall ensure that such contractors do not further circulate, quote, disclose, or distribute such 

Deliverables, or make reference to such Deliverables, to any person or entity other than the System. 

Notwithstanding the foregoing, the System shall not be prohibited from creating its own materials based on 

the content of such Services and Deliverables and using and disclosing such System-created materials for 

external purposes, provided that the System does not, expressly or by implication, in any manner 

whatsoever, attribute such materials to Deloitte & Touche or otherwise refer to or identify Deloitte & Touche 

in connection with such materials.  

b) To the extent that, in connection with this engagement, either party (each, the “receiving party”) 

comes into possession of any trade secrets or other proprietary or confidential information of the other (the 

“disclosing party”), it will not disclose such information to any third party without the disclosing party’s 

consent. The disclosing party hereby consents to the receiving party disclosing such information (1) to 

subcontractors, whether located within or outside of the United States, that are providing services in 

connection with this engagement and that have agreed to be bound by confidentiality obligations similar to 

those in this paragraph 12(b); (2) as may be required by law, regulation, judicial or administrative process, or 

in accordance with applicable professional standards or rules, or in connection with litigation or arbitration 

pertaining hereto; or (3) to the extent such information (i) shall have otherwise become publicly available 

(including, without limitation, any information filed with any governmental agency and available to the 

public) other than as the result of a disclosure in breach hereof, (ii) becomes available to the receiving party 

on a nonconfidential basis from a source other than the disclosing party that the receiving party believes is 

not prohibited from disclosing such information to the receiving party by obligation to the disclosing party, 

(iii) is known by the receiving party prior to its receipt from the disclosing party without any obligation of 

confidentiality with respect thereto, or (iv) is developed by the receiving party independently of any 

disclosures made by the disclosing party to the receiving party of such information. In satisfying its 

obligations under this paragraph 12(b), each party shall maintain the other’s trade secrets and proprietary or 
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confidential information in confidence using at least the same degree of care as it employs in maintaining in 

confidence its own trade secrets and proprietary or confidential information, but in no event less than a 

reasonable degree of care. Nothing in this paragraph 12(b) shall alter the System’s obligations under 

paragraph 12(a). Notwithstanding anything to the contrary herein, the System acknowledges that Deloitte & 

Touche, in connection with performing the Services, may develop or acquire experience, skills, knowledge, 

and ideas that are retained in the unaided memory of its personnel. The System acknowledges and agrees that 

Deloitte & Touche may use and disclose such experience, skills, knowledge, and ideas.  

13. Survival and Interpretation. All paragraphs herein relating to payment of invoices, deliverables, 

limitation on warranties, limitation on damages and indemnification, limitation on actions, confidentiality 

and internal use, survival and interpretation, assignment, nonexclusivity, waiver of jury trial and governing 

law shall survive the expiration or termination of this engagement. For purposes of these terms, “Deloitte & 

Touche” shall mean Deloitte & Touche LLP and, for purposes of paragraph 7, shall also mean Deloitte & 

Touche Products Company LLC, one of its subsidiaries. The System acknowledges and agrees that no 

affiliated or related entity of Deloitte & Touche, whether or not acting as a subcontractor, or such entity’s 

personnel shall have any liability hereunder to the System or any other person and the System will not bring 

any action against any such affiliated or related entity or such entity’s personnel in connection with this 

engagement. Without limiting the foregoing, affiliated and related entities of Deloitte & Touche are intended 

third-party beneficiaries of these terms, including, without limitation, the limitation on liability and 

indemnification provisions of paragraph 7, and the agreements and undertakings of the System contained in 

the Engagement Letter. Any affiliated or related entity of Deloitte & Touche may in its own right enforce 

such terms, agreements, and undertakings. The provisions of paragraphs 7, 13, 15, and 18 hereof shall 

apply to the fullest extent of the law, whether in contract, statute, tort (such as negligence), or 

otherwise, notwithstanding the failure of the essential purpose of any remedy.  

14. Assignment and Subcontracting. Except as provided below, neither party may assign, transfer, or 

delegate any of its rights or obligations hereunder (including, without limitation, interests or Claims) without 

the prior written consent of the other party. The System hereby consents to Deloitte & Touche 

subcontracting any of Deloitte & Touche’s rights or obligations hereunder to (a) any affiliate or related 

entity, whether located within or outside of the United States. Services performed hereunder by Deloitte & 

Touche’s subcontractors shall be invoiced as professional fees on the same basis as Services performed by 

Deloitte & Touche’s personnel, unless otherwise agreed. 

15. Waiver of Jury Trial. THE PARTIES HEREBY IRREVOCABLY WAIVE, TO THE 

FULLEST EXTENT PERMITTED BY LAW, ALL RIGHTS TO TRIAL BY JURY IN ANY 

ACTION, PROCEEDING, OR COUNTERCLAIM RELATING TO THIS ENGAGEMENT. 

16. Nonsolicitation. During the term of this engagement and for a period of one (1) year thereafter, each 

party agrees that its personnel (in their capacity as such) who had direct and substantive contact in the course 

of this engagement with personnel of the other party shall not, without the other party’s consent, directly or 

indirectly employ, solicit, engage, or retain the services of such personnel of the other party. In the event a 

party breaches this provision, the breaching party shall be liable to the aggrieved party for an amount equal 

to thirty percent (30%) of the annual base compensation of the relevant personnel in his or her new position. 

Although such payment shall be the aggrieved party’s exclusive means of monetary recovery from the 

breaching party for breach of this provision, the aggrieved party shall be entitled to seek injunctive or other 
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equitable relief. This provision shall not restrict the right of either party to solicit or recruit generally in the 

media. 

17. Entire Agreement, Amendment, and Notices. These terms, and the Engagement Letter, including 

exhibits, constitute the entire agreement between the parties with respect to this engagement; supersede all 

other oral and written representations, understandings, or agreements relating to this engagement; and may 

not be amended except by written agreement signed by the parties. In the event of any conflict, ambiguity, or 

inconsistency between these terms and the Engagement Letter, these terms shall govern and control. All 

notices, requests, demands and other communications hereunder shall be in writing and shall be deemed to 

have been duly given when either personally served or mailed by certified or registered mail, return receipt 

requested to the addresses first set forth above. 

18. Governing Law, Jurisdiction and Venue, and Severability. These terms, the Engagement Letter, 

including exhibits and all matters relating to this engagement shall be governed by, and construed in 

accordance with, the laws of the State of Connecticut (without giving effect to the choice of law principles 

thereof). Any action based on or arising out of this engagement or the Services provided or to be provided 

hereunder shall be brought and maintained exclusively in any court of the State of Connecticut or any federal 

court of the United States, in each case located in the State of Connecticut. Each of the parties hereby 

expressly and irrevocably submits to the jurisdiction of such courts for the purposes of any such action and 

expressly and irrevocably waives, to the fullest extent permitted by law, any objection which it may have or 

hereafter may have to the laying of venue of any such action brought in any such court and any claim that 

any such action has been brought in an inconvenient forum. If any provision of these terms or the 

Engagement Letter is found by a court of competent jurisdiction to be unenforceable, such provision shall 

not affect the other provisions, but such unenforceable provision shall be deemed modified to the extent 

necessary to render it enforceable, preserving to the fullest extent permissible the intent of the parties set 

forth herein. 

19. Non-Use of YNHHS Name. Deloitte & Touche shall not use YNHHS name or logo, or the name of 

any YNHHS facility, in any way other than in connection with the Services, including in any advertising or 

promotional media as a customer or client of Deloitte & Touche, without obtaining the prior written consent 

of System. 

20. False Claims. Deloitte & Touche acknowledges that System has provided it with access to its policy 

on False Claims and Payment Fraud Prevention (the “Policy”) located on its internet site at 

www.ynhhs.org/FalseClaims.pdf. The False Claims Act imposes civil penalties on people and companies 

who knowingly submit a false claim or statement to a federally funded program, or otherwise conspire to 

defraud the government, in order to receive payment. It also protects people who report suspected fraud.  

21.     Personal Inducements. Deloitte & Touche represents and warrants that no cash, equity interest, 

merchandise, equipment, services or other forms of remuneration have been offered, shall be offered or will 

be paid or distributed by or on behalf of Deloitte & Touche to YNHHS and/or the employees, officers, or 

directors of YNHHS or its member hospitals, or to any other person, party or entity affiliated with YNHHS 

or its member hospitals, as an inducement to purchase or to influence the purchase of services by YNHHS or 

its member hospitals from Deloitte & Touche. 

 

http://www.ynhhs.org/FalseClaims.pdf
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22. No Undisclosed Relationships. Deloitte & Touche represents and warrants to the System that, except 

for those relationships (if any) Deloitte & Touche has disclosed to the System in writing, as of the date of 

this Agreement the Deloitte & Touche and Deloitte FAS personnel that provide services under this 

Agreement: (i) do not have a financial relationship with any of the System’s trustees, officers, employees, or 

medical staff members, (ii) will not establish or otherwise create any such relationship after the Effective 

Date without disclosing such relationship to the System in writing, and (iii) Deloitte & Touche will promptly 

notify the System in writing if its Engagement Partner for the Services becomes aware of the existence of 

any such relationship during the course of the services provided under this Agreement. Notwithstanding any 

other provision of this Agreement or any other agreement between the System and Deloitte & Touche, the 

System may terminate this Agreement upon written notice to Deloitte & Touche in the event the System 

becomes aware of any such relationship (through disclosure by Deloitte & Touche or otherwise). 

 

23. General Compliance. Deloitte & Touche shall comply with all applicable standards, statutes, rules, 

regulations, acts and orders of the United States, its departments, agencies, and bureaus, and of any 

applicable state or political subdivision thereof, including without limitation, laws and regulations pertaining 

to labor, wages, hours, conditions of employment, environmental protection, hazardous and infectious 

materials, identity theft, as applicable to Deloitte & Touche in its performance of the Services hereunder. 

 

24.  Equal Employment Opportunities. Deloitte LLP (the parent company of Deloitte & Touche) and its 

subsidiaries (together, referred to as “Deloitte” for purposes of this Section 24) are equal opportunity 

employers. Deloitte recruits, employs, trains, compensates, and promotes without regard to race, religion, 

creed, color, citizenship, national origin, age, gender, gender identity/expression, sexual orientation, marital 

status, disability, veteran status, or any other legally protected basis, in accordance with applicable federal, 

state, or local law. Deloitte makes reasonable attempts to accommodate the expression of religious beliefs, as 

long as that expression does not harass or intimidate coworkers or place an undue hardship on its business. 

As a federal contractor, Deloitte also provides an affirmative action program for minorities, women, disabled 

and Vietnam-era veterans, and persons with disabilities.  

In response to a request from a qualified individual with a disability, Deloitte will make a reasonable 

accommodation that would allow that individual to perform the essential functions of his or her job, unless 

doing so would create undue hardship on its business. 

25. Access to Records. In the event that the Engagement Letter provides for services to be performed by 

Vendor worth $10,000 or more over a 12-month period, Deloitte & Touche agrees, until the expiration of 

four years after the termination of the Arrangement, to make available to the Secretary, U.S. Department of 

Health and Human Services, and the U.S. Comptroller General and their representatives, pursuant to a proper 

request, the Agreement, if any, and all books, documents and records necessary to certify the nature and 

extent of the cost of those services. If Deloitte & Touche carries out any of the duties described herein 

through a subcontract worth $10,000 or more over a 12-month period with a related organization, the 

subcontract will also contain an access clause to permit access by the Secretary, Comptroller General and 

their representatives pursuant to a proper request to the related organization’s books, documents and records 

necessary to certify the nature and extent of the cost of those services. In the event Deloitte & Touche 

receives a request for access, Deloitte & Touche agrees to notify YNHHS immediately and to consult with 

YNHHS regarding the response to the request. 



 

 

 

 

 

Page 44 of 48 

 

26.  Security and Access. Deloitte & Touche shall comply with all YNHHS policies and procedures 

pertaining to visitation, confidentiality, security and vendor identification as are provided to it in writing 

prior to execution of the Engagement Letter. YNHHS may issue non-employee identification badges under 

certain conditions; in the event that any non-employee identification badge is issued to an employee of 

Deloitte & Touche, Deloitte & Touche agrees to cause such employee to prominently display such badge at 

all times while on YNHHS premises. All badges must be surrendered by Deloitte & Touche when requested 

by YNHHS. Non-compliance with any of the above policies shall be deemed a breach of the Engagement 

Letter. 
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APPENDIX C: Business Associate Addendum 

 

This Appendix (“Appendix C”) is part of the attached engagement letter dated November 7, 2016 between 

Deloitte & Touche LLP (“D&T”) and Yale New Haven Health Services Corporation and its subsidiaries 

(“YNHH”). If and to the extent, and so long as, required by HIPAA or HITECH (each as defined below), 

and not otherwise, D&T and YNHH hereby agree to the following in connection with D&T’s performance of 

services under the engagement letter to which this Business Associate Appendix is attached (such 

engagement letter, the “Engagement Letter,” together with this Business Associate Appendix and all other 

attachments, appendices, and exhibits to the Engagement Letter, this “Agreement”). D&T agrees that for 

purposes of this Appendix C, D&T is a business associate of YNHH to the extent that, in performance of the 

Services, D&T qualifies as a “business associate” as that term is defined at 45 C.F.R §160.103. 

(A) Unless otherwise specified in this Business Associate Appendix, all capitalized terms used in this 

Business Associate Appendix shall have the meanings established for purposes of HIPAA or HITECH, 

as applicable. Specific statutory or regulatory citations used in this Business Associate Appendix shall 

mean such citations as amended and in effect from time to time. 

1. “Compliance Date” shall mean, with respect to any applicable provision in this Business 

Associate Appendix, the later of the date by which compliance with such provision is required 

under HITECH and the effective date of this Agreement. 

2. “Electronic Protected Health Information” shall mean Protected Health Information that is 

transmitted or maintained in electronic media. 

3. “HIPAA” shall mean the Health Insurance Portability and Accountability Act, 42 U.S.C. 

§§ 1320d through 1320d-8, as amended from time to time, and all associated existing and future 

implementing regulations, when effective and as amended from time to time. 

4. “HITECH” shall mean Subtitle D of the Health Information Technology for Economic and 

Clinical Health Act provisions of the American Recovery and Reinvestment Act of 2009, 42 

U.S.C. §§ 17921-17954, as amended from time to time, and all associated existing and future 

implementing regulations, when effective and as amended from time to time. 

5. “Protected Health Information” shall mean the term as defined in 45 C.F.R. § 160.103, and is 

limited to the Protected Health Information received from, or received or created on behalf of, the 

Client by D&T pursuant to performance of the Services. 

6. “Privacy Rule” shall mean the federal privacy regulations issued pursuant to HIPAA, as amended 

from time to time, codified at 45 C.F.R. Part 164 (Subparts A and E). 

7. “Security Rule” shall mean the federal security regulations issued pursuant to HIPAA, as amended 

from time to time, codified at 45 C.F.R. Part 164 (Subparts A and C). 

8. “Services” shall have the meaning set forth in the attached engagement letter, and, if not therein 

defined, shall mean the services described in the Engagement Letter to be performed by D&T for 

the Client.  

9. “Unsecured Protected Health Information” shall mean Protected Health Information that is not 

rendered unusable, unreadable, or indecipherable to unauthorized individuals through the use of a 
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technology or methodology specified by the Secretary in the regulations or guidance issued 

pursuant to 42 U.S.C. § 17932(h)(2).  

(B) With regard to D&T’s use and disclosure of Protected Health Information: 

1. D&T may use and disclose Protected Health Information as reasonably required or contemplated 

in connection with the performance of the Services, excluding the use or further disclosure of 

Protected Health Information in a manner that would violate the requirements of the Privacy 

Rule, if done by the Client. Notwithstanding the foregoing, D&T may use and disclose Protected 

Health Information for the proper management and administration of D&T as provided in 45 

C.F.R. § 164.504(e)(4).  

2. D&T will not use or further disclose Protected Health Information other than as permitted or 

required by this Business Associate Appendix, and in compliance with each applicable 

requirement of 45 C.F.R. § 164.504(e), or as otherwise Required by Law. 

3. D&T will implement and use appropriate administrative, physical, and technical safeguards to 

(1) prevent use or disclosure of Protected Health Information other than as permitted or required 

by this Business Associate Appendix; (2) reasonably and appropriately protect the 

confidentiality, integrity, and availability of the Electronic Protected Health Information that 

D&T creates, receives, maintains, or transmits on behalf of the Client; and (3) as of the 

Compliance Date of 42 U.S.C. § 17931, comply with the Security Rule requirements set forth in 

45 C.F.R. §§ 164.308, 164.310, 164.312, and 164.316. 

4. D&T will, without unreasonable delay report to the Client (1) any use or disclosure of Protected 

Health Information not provided for by this Business Associate Appendix of which it becomes 

aware in accordance with 45 C.F.R. § 164.504(e) (2) (ii) (C); and/or (2) any Security Incident 

affecting Electronic Protected Health Information of which D&T becomes aware in accordance 

with 45 C.F.R. § 164.314(a) (2) (C). 

5. D&T will, without unreasonable delay, and in any event no later than ten (10) business days 

after Discovery, notify the Client of any Breach of Unsecured Protected Health Information. The 

notification shall include, to the extent possible (and subsequently as the information becomes 

available), the identification of all individuals whose Unsecured Protected Health Information is 

reasonably believed by D&T to have been Breached along with any other available information 

that is required to be included in the notification to the Individual, the Secretary, and/or the 

media, all in accordance with the data breach notification requirements set forth in 42 U.S.C. 

§ 17932 and 45 C.F.R. Parts 160 and 164 (Subparts A, D, and E), as of their respective 

Compliance Dates.  

6. D&T will ensure that any subcontractors or agents to whom D&T provides Protected Health 

Information agree to the same restrictions and conditions that apply to D&T with respect to such 

Protected Health Information. To the extent that D&T provides Electronic Protected Health 

Information to a subcontractor or agent, it will require the subcontractor or agent to implement 

reasonable and appropriate safeguards to protect the Electronic Protected Health Information 

consistent with the requirements of this Business Associate Appendix. 
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7. D&T will, to the extent that Protected Health Information in D&T’s possession constitutes a 

Designated Record Set, make available such Protected Health Information in accordance with 45 

C.F.R. § 164.524. 

8. In the event that D&T, in connection with the Services, uses or maintains an Electronic Health 

Record of Protected Health Information of or about an Individual, D&T will provide an 

electronic copy of such Protected Health Information in accordance with 42 U.S.C. § 17935(e) 

as of its Compliance Date.  

9. D&T will, to the extent that Protected Health Information in D&T’s possession constitutes a 

Designated Record Set, make available such Protected Health Information for amendment and 

incorporate any amendments to such information as directed by the Client, all in accordance 

with 45 C.F.R. § 164.526. 

10. D&T will document and make available the information required to provide an accounting of 

disclosures of Protected Health Information, in accordance with 45 C.F.R. § 164.528. 

11. In the event that D&T, in connection with the Services, uses or maintains an Electronic Health 

Record of Protected Health Information of or about an Individual, D&T will make an accounting 

of disclosures of such Protected Health Information in accordance with the requirements for 

accounting of disclosures made through an Electronic Health Record in 42 U.S.C. § 17935(c), as 

of its Compliance Date. 

12. D&T will make its internal practices, books, and records relating to the use and disclosure of 

Protected Health Information available to the Secretary for purposes of determining the Client's 

compliance with the Privacy Rule.  

13. D&T will, as of the Compliance Date of 42 U.S.C. § 17935(b), limit any request, use, or 

disclosure by D&T of Protected Health Information, to the extent practicable, to the Limited 

Data Set of such Protected Health Information (as defined in 45 C.F.R. § 164.514(e)(2)), or, if 

the request, use, or disclosure by D&T of Protected Health Information, not in a Limited Data 

Set, is necessary for D&T’s performance of the Services, D&T will limit the amount of such 

Protected Health Information requested, used, or disclosed by D&T to the minimum necessary to 

accomplish the intended purpose of such request, use, or disclosure, respectively; provided, 

however, that the requirements set forth above in this subsection (13) shall be superseded and 

replaced by the requirements of the “minimum necessary” regulations or guidance to be issued 

by the Secretary (pursuant to 42 U.S.C. § 17935(b)(1)(B)) on and after its Compliance Date. 

14. D&T will not directly or indirectly receive remuneration in exchange for any Protected Health 

Information as prohibited by 42 U.S.C. § 17935(d) as of its Compliance Date. 

15. D&T will not make or cause to be made any communication about a product or service that is 

prohibited by 42 U.S.C. § 17936(a) as of its Compliance Date. 

16. D&T will not make or cause to be made any written fundraising communication that is 

prohibited by 42 U.S.C. § 17936(b) as of its Compliance Date. 

(C) In addition to any other obligation set forth in this Agreement, including this Business Associate 

Appendix, the Client agrees that it will: (1) not make any disclosure of Protected Health Information to 
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D&T if such disclosure would violate HIPAA, HITECH, or any applicable federal or state law or 

regulation; (2) not request D&T to use or make any disclosure of Protected Health Information in any 

manner that would not be permissible under HIPAA, HITECH, or any applicable federal or state law or 

regulation if such use or disclosure were done by the Client; and (3) limit any disclosure of Protected 

Health Information to D&T, to the extent practicable, to the Limited Data Set of such Protected Health 

Information, or, if the disclosure of Protected Health Information that is not in a Limited Data Set is 

necessary for D&T’s performance of the Services, to limit the disclosure of such Protected Health 

Information to the minimum necessary to accomplish the intended purpose of such disclosure, provided, 

however, that the requirements set forth above in this part (3) shall be superseded and replaced by the 

requirements of the “minimum necessary” regulations or guidance to be issued by the Secretary 

(pursuant to 42 U.S.C. § 17935(b)(1)(B)) on and after its Compliance Date. 

(D) If either the Client or D&T knows of either a violation of a material term of this Business Associate 

Appendix by the other party or a pattern of activity or practice of the other party that constitutes a 

material breach or violation of this Business Associate Appendix, the non-breaching party will provide 

written notice of the breach or violation to the other party that specifies the nature of the breach or 

violation. In the event that the breaching party does not cure the breach or end the violation on or before 

thirty (30) days after receipt of the written notice, the non-breaching party may do the following:  

(i) if feasible, terminate this Agreement; or 

(ii) if termination of this Agreement is infeasible, report the issue to the Secretary.  

(E) D&T will, at termination of this Agreement, if feasible, return or destroy all Protected Health 

Information that D&T still maintains in any form and retain no copies of Protected Health Information 

or, if such return or destruction is not feasible (such as in the event that the retention of Protected Health 

Information is required for archival purposes to evidence the Services), D&T may retain such Protected 

Health Information and shall thereupon extend the protections of this Business Associate Appendix to 

such Protected Health Information and limit further uses and disclosures to those purposes that make the 

return or destruction of such Protected Health Information infeasible. 

(F) Any other provision of this Agreement that is directly contradictory to one or more terms of this 

Business Associate Appendix shall be superseded by the terms of this Business Associate Appendix to 

the extent and only to the extent of the contradiction and only for the purpose of the Client’s and D&T’s 

compliance with HIPAA and HITECH. The terms of this Business Associate Appendix, to the extent 

they are unclear, shall be construed to allow for compliance by the Client and D&T with HIPAA and 

HITECH. 

In addition, the Client agrees to compensate D&T for any time and expenses that we may incur in 

responding to requests for documents or information under HIPAA, HITECH, or any regulations 

promulgated under HIPAA or HITECH. 

Nothing contained in this Business Associate Appendix is intended to confer upon any person (other than the 

parties hereto) any rights, benefits, or remedies of any kind or character whatsoever, whether in contract, 

statute, tort (such as negligence), or otherwise, and no person shall be deemed a third-party beneficiary under 

or by reason of this Business Associate Appendix. 
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Greer, Leslie

From: Roberts, Karen
Sent: Wednesday, November 23, 2016 8:41 AM
To: Greer, Leslie
Cc: Cotto, Carmen
Subject: FW: Yale and L&M acquisition
Attachments: union.pdf

Please put in the Yale/L+M records (both records).  Karen 
 
Karen Roberts 
Principal Health Care Analyst 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13HCA, P.O. Box 340308, Hartford, CT 06134‐0308 
P: (860) 418‐7041 / F: (860) 418‐7053 / E: karen.roberts@ct.gov 
 

 
 

From: Martone, Kim  
Sent: Tuesday, November 22, 2016 3:06 PM 
To: Capozzalo, Gayle (Gayle.Capozzalo@ynhh.org) 
Subject: Yale and L&M acquisition 
 
Gayle, please see the attached letter from multiple organizations and individuals objecting to the approval of Deloitee 
and Touche as the Independent Monitor for the Yale‐New Haven Hospital System settlement agreement.  Please 
address all allegations in full detail with supporting documentation as needed.  As I advised when we met on November 
15th, I do feel it is important for you and/or your community representative to meet with these organizations and 
individuals to inform them of such decisions as this acquisition moves forward.  In light of the assertions made in the 
attached letter, I am hereby restating my request and ask that your discussions include the points outlined in the 
letter.  Further, OHCA reserves the right to reverse its approval of the monitor based on your response to the attached 
letter. 
 
Kim 
 
Kimberly R. Martone 
Director of Operations, Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13 CMN, Hartford, Connecticut 06134 
Phone: 860‐418‐7029 Fax: 860‐418‐7053 
Email: Kimberly.Martone@ct.gov Website: www.ct.gov/ohca 
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Greer, Leslie

From: Capozzalo, Gayle <Gayle.Capozzalo@ynhh.org>
Sent: Tuesday, November 29, 2016 4:49 PM
To: User, OHCA; Martone, Kim; Roberts, Karen; Cotto, Carmen
Cc: O'Connor, Christopher; Cummings, Bruce (L and M); Borgstrom, Marna; Petrini, Vincent; 

Tammaro, Vincent; Willcox, Jennifer; Aseltyne, Bill; Anderson, Maureen (LMHOSP); 
'Tia.Sawhney@milliman.com'; 'Bruce Pyenson'; Rosenthal, Nancy; 'Sauders, Kelly (US - 
New York)'

Subject: CMIR Independent Consultant: CON Docket #s 15-32033-CON and 15-32032-CON
Attachments: Milliman Consulting Svs Agreement SIGNED 112916.pdf

Kim and Karen, 
 
To comply with Docket #15‐32033 CON Condition 20.a., Condition 20.b., Condition 21.a., Condition 21.b., Condition 22, 
Condition 23, Condition 32.c., and Docket #15‐32032 CON Condition 1, Condition 2.a., Condition 2.b., Condition 3, 
Condition 4, and Condition 7.a., attached please find the signed engagement letter and scope of work for Milliman to 
conduct the initial and annual updates of the CMIR for the next five years.  The attached document also includes their 
detailed proposal.  If you have any questions, please don’t hesitate to call.  Thank you. 
 
Gayle 
 
Gayle Capozzalo, FACHE 
Chief Strategy Officer 
789 Howard Avenue 
New Haven, CT  06519 
Phone: 203-688-2605 
Fax: 203-688-3472 
gayle.capozzalo@ynhh.org  

 
 
 

 
 
 
This message originates from the Yale New Haven Health System. The information contained in this message may be privileged and confidential. If 
you are the intended recipient you must maintain this message in a secure and confidential manner. If you are not the intended recipient, please 
notify the sender immediately and destroy this message. Thank you.  
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Greer, Leslie

From: Martone, Kim
Sent: Thursday, December 01, 2016 8:50 AM
To: Roberts, Karen
Cc: Greer, Leslie
Subject: FW: Yale and L&M acquisition
Attachments: Response to intevenors 113016.pdf

FYI 
 
Kim  
 
Kimberly R. Martone 
Director of Operations, Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13 CMN, Hartford, Connecticut 06134 
Phone: 860‐418‐7029 Fax: 860‐418‐7053 
Email: Kimberly.Martone@ct.gov Website: www.ct.gov/ohca 
 

 
 

From: Capozzalo, Gayle [mailto:Gayle.Capozzalo@ynhh.org]  
Sent: Wednesday, November 30, 2016 4:13 PM 
To: Martone, Kim 
Cc: Borgstrom, Marna; Petrini, Vincent; Cummings, Bruce (L and M); 'Sauders, Kelly (US - New York)'; Tammaro, 
Vincent; Aseltyne, Bill; Rosenthal, Nancy; Willcox, Jennifer; O'Connor, Christopher 
Subject: RE: Yale and L&M acquisition 
 
Kim, 
 
Attached please find a letter addressing the issues you raised in your email.  I look to hearing from you at your 
convenience.   
 
Gayle 
 
Gayle Capozzalo, FACHE 
Chief Strategy Officer 
789 Howard Avenue 
New Haven, CT  06519 
Phone: 203-688-2605 
Fax: 203-688-3472 
gayle.capozzalo@ynhh.org  
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From: Martone, Kim [mailto:Kimberly.Martone@ct.gov]  
Sent: Tuesday, November 22, 2016 3:06 PM 
To: Capozzalo, Gayle 
Subject: Yale and L&M acquisition 
 
Gayle, please see the attached letter from multiple organizations and individuals objecting to the approval of Deloitee 
and Touche as the Independent Monitor for the Yale‐New Haven Hospital System settlement agreement.  Please 
address all allegations in full detail with supporting documentation as needed.  As I advised when we met on November 
15th, I do feel it is important for you and/or your community representative to meet with these organizations and 
individuals to inform them of such decisions as this acquisition moves forward.  In light of the assertions made in the 
attached letter, I am hereby restating my request and ask that your discussions include the points outlined in the 
letter.  Further, OHCA reserves the right to reverse its approval of the monitor based on your response to the attached 
letter. 
 
Kim 
 
Kimberly R. Martone 
Director of Operations, Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13 CMN, Hartford, Connecticut 06134 
Phone: 860‐418‐7029 Fax: 860‐418‐7053 
Email: Kimberly.Martone@ct.gov Website: www.ct.gov/ohca 
 

 
 

 
 
 
This message originates from the Yale New Haven Health System. The information contained in this message may be privileged and confidential. If 
you are the intended recipient you must maintain this message in a secure and confidential manner. If you are not the intended recipient, please 
notify the sender immediately and destroy this message. Thank you.  
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Olejarz, Barbara

From: Olejarz, Barbara
Sent: Thursday, January 12, 2017 2:09 PM
To: 'gayle.capozzalo@ynhh.org'
Cc: Roberts, Karen; Cotto, Carmen
Subject: FW: Clarification of the timing of submissions

1/12/17 
 
Gayle, 
 
Regarding the Independent Monitor’s request from OHCA related to timeframes for submission of a number of 
conditions under Docket Number 15‐32033‐CON. After reviewing the conditions, OHCA staff has prepared the following 
to clarify the timing of condition submissions, which I am in agreement with. The yellow highlights show where the 
words “following the Closing Date” appear in the conditions.  OHCA’s clarifying statements appear in Red/Bold.  Please 
let me know if you need anything else in order to clarify the Hospital’s and Independent Monitor’s filing obligations.   

 
 
Kimberly R. Martone 
Director of Operations, Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13 CMN, Hartford, Connecticut 06134 
Phone: 860‐418‐7029 Fax: 860‐418‐7053 
Email: Kimberly.Martone@ct.gov Website: www.ct.gov/ohca 
 

 
 
 

 

 
1. Within twenty (20) days following the Closing Date of the transfer of ownership authorized by this Order, 

YNHHSC shall submit schedules to OHCA setting forth L+MH’s inpatient bed allocation and the location 
and hours of operation.  N/A -THIS MATERIAL WAS FILED AND IS UNDER REVIEW 

2. Within twenty (20) days following the Closing Date of the transfer of ownership authorized by this Order, 
YNHHSC shall notify OHCA of the Closing, in writing, and shall supply final execution copies…: 

a. the Affiliation Agreement, including any and all schedules and exhibits; and 
b. Bylaws or similar governance documents for L+M as well as for L+MH. … 

N/A - THIS MATERIAL WAS FILED AND IS UNDER REVIEW 
 
3.    Following the completion of L+MH’s 2016 Community Health Needs Assessment (CHNA), YNHHSC 

shall participate with L+MH, and the key community stakeholders and health organizations, in conducting 
future CHNAs and shall provide a copy of the 2016 CHNA and its Implementation Strategy to OHCA 
within thirty (30) days of completion ...…    In the event that L+MH has already substantially completed its 
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2016 Implementation Strategy at the time of the signing of this Order, it may submit the information 
requested in the 6/18 initiative as an addendum within six (6) months of the Closing Date. The CHNA and 
the Implementation Strategy shall be published on the website of L+MH…  THIS REFERENCE TO SIX 
MONTHS OF THE CLOSING DATE REMAINS APPLICABLE. 

 
4.    Within one hundred and eighty (180) days following the Closing Date, YNHHSC shall submit a plan 

demonstrating how health care services will be provided by L+MH ….  THE FILING MAY BE MADE 
180 DAYS FOLLOWING THE END OF THE FISCAL YEAR INSTEAD OF THE CLOSING DATE. 

 
6.    Within one hundred and eighty (180) days following  the Closing Date, the Applicants shall file with 

OHCA the total price per “unit of service” for each of the top 25 most frequent MS-DRGs (inpatient) and 
top 25 most frequent CPT codes (outpatient) for L+MH services. The first filing shall be for the period 
September 1, 2015-August 30, 2016.  The Applicants shall provide the same information for three (3) full 
fiscal years thereafter, within sixty (60) days following the end of a fiscal year. OHCA shall provide the 
format for the filing.  THE INITIAL FILING FOR THE DATA FOR THE PRE-CLOSING PERIOD 
(9/1/2015 – 8/30/2016) MAY BE FILED 180 DAYS FOLLOWING THE END OF THE FISCAL YEAR 
INSTEAD OF THE CLOSING DATE.   THE SUBSEQUENT ANNUAL FILINGS ARE ALREADY 
BASED ON A FISCAL YEAR AND MAY BE FILED 60 DAYS FOLLOWING THE FY END AS 
INDICATED (WHICH IS NOVEMBER 30TH). 
 

7.    Within one hundred and eighty (180) days following the Closing Date and thereafter until the capital 
commitment is satisfied, YNHHSC shall submit to OHCA a report on the capital investments (“Capital 
Investment Report”) it has made in L+M and its affiliates from the $300M Commitment Amount. ….:For 
purposes of this Order, semi-annual periods are October 1-March 31 and April 1 – September 30. The 
required information is due no later than two (2) months after the end of each semi-annual period.  Due 
dates are May 31st and November 30th, beginning November 30, 2016….  THE INITIAL FILING MAY 
BE MADE 180 DAYS FOLLOWING THE END OF THE FISCAL YEAR INSTEAD OF THE 
CLOSING DATE.  ANY UPDATES WILL BE FILED ON THE SEMI-ANNUAL SCHEDULE 
ALREADY NOTED IN THE STIPULATION.  THE NOVEMBER 30, 2016 REFERENCE FOR THIS 
INITIAL FILING IS INCORRECT.   

 
8.    For three (3) years following the Closing Date, YNHHSC shall submit to OHCA a financial measurement 

report. This report shall be submitted on a semi-annual basis and show current month and year-to-date data 
and comparable prior year period data for L+MH and L+M. The required information is due no later than 
two (2) months after the end of each semi-annual period. Due dates are May 31st and November 30th, 
beginning November 30, 2016. The following financial measurements/indicators should be addressed in the 
report: … 

Financial Measurement/Indicators 
THIS IS A SEMI-ANNUAL FINANCIAL REPORT IS BASED ON THE FISCAL YEAR AND IS DUE 
MAY 31ST AND NOVEMBER 30TH. THE NOVEMBER 30, 2016 REFERENCE FOR THIS INITIAL 
FILING IS INCORRECT.   

 
11.  The Applicants shall maintain community benefit programs and community building activities for L+MH 

for three (3) years after the Closing Date consistent with L+MH’s most recent Schedule H of IRS Form 990 
…  

c. On an annual basis, YNHHSC shall identify the amounts and uses related to community benefits 
and community building …. Such reporting shall be filed within thirty (30) days of the 
anniversary date of the Closing for three years and shall be posted on L+MH’s website. …  

THIS ANNUAL REPORT MAY INSTEAD BE FILED ON NOVEMBER 30TH FOR THE THREE 
YEAR.  THIS IS IN KEEPING WITH THE OTHER FINANCIAL INFORMATION THAT WILL BE 
FILED EACH NOVEMBER 30TH AND IS 60 DAYS AFTER THE CLOSE OF THE FISCAL YEAR.   
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12.  The Applicants shall work toward making culturally and linguistically appropriate services available and 

integrated throughout L+MH’s operations. … For three (3) years following the Closing Date, YNHHSC 
shall submit a written report on its activities directed at meeting this Condition.  Such reporting shall be 
filed within thirty (30) days of the anniversary date of the Closing and shall be posted on L+MH’s website. 
THIS ANNUAL REPORT MAY INSTEAD BE FILED ON NOVEMBER 30TH FOR THE THREE 
YEAR.  THIS IS IN KEEPING WITH THE OTHER FINANCIAL INFORMATION FILED EACH 
NOVEMBER 30TH  AND IS 60 DAYS AFTER THE CLOSE OF THE FISCAL YEAR.   
 
 

32. Every six months (the “six month reports”) until December 1, 2018 and each year thereafter (each an 
“annual report”), YNHHSC shall submit notarized reports to OHCA for the periods of January to June (due 
July 31st) and July through December (due January 31st) certifying the achievement of each and every 
commitment described herein, including without limiting the foregoing the following specific detail:   THIS 
NOTARIZED REPORT INCLUDING THE FINANCIAL INFORMATION OUTLINED IN 32(f) MAY 
INSTEAD BE FILED ON THE SAME SEMI-ANNUAL FISCAL YEAR PERIOD. SO AT THE SAME 
TIME AS THE FINANCIAL REPORTS (DUE MAY 31ST AND NOVEMBER 30TH) UNTIL THE 
REFERENCED DECEMBER 1, 2018 DATE. 
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Olejarz, Barbara

From: Microsoft Outlook
To: 'gayle.capozzalo@ynhh.org'
Sent: Thursday, January 12, 2017 2:09 PM
Subject: Relayed: FW: Clarification of the timing of submissions

Delivery to these recipients or groups is complete, but no delivery notification was sent by the 
destination server: 
 
'gayle.capozzalo@ynhh.org' (gayle.capozzalo@ynhh.org) 
 
Subject: FW: Clarification of the timing of submissions 
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