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Greer, Leslie

Subject: FW: Completeness Letter, Docket Number: 15-32053-CON
Attachments: Day Kimball Hospital Completeness Letter.docx; Financial Workbook A.xlsx

From: Huber, Jack  
Sent: Friday, January 15, 2016 3:11 PM 
To: Glazier, Douglas P. (DPGlazier@DayKimball.org) 
Cc: Veyberman, Alla; Fernandes, David 
Subject: Completeness Letter, Docket Number: 15-32053-CON 
 
Good Afternoon Mr. Glazier, 
 
Please find the attached Completeness Letter in the matter of Day Kimball Hospital’s proposal to terminate its magnetic 
resonance imaging (“MRI”) service located at 39 Kennedy Drive in Putnam, CT.  In responding to the Completeness 
Letter questions, please follow the instructions included in the letter and provide the response letter as an attachment 
to an email only.  Email the response letter to OHCA@ct.gov and copy Jack.Huber@ct.gov, Alla.Veyberman@ct.gov and 
David.Fernandes@ct.gov.  No hard copies are required.  If you have any questions regarding the completeness letter, 
please feel free to contact me at (860) 418‐7069, Ms. Veyberman at (860) 418‐7007 or Mr. Fernandes at (860) 509‐
8162.   
 
Sincerely,  
 

Jack A. Huber 

Jack A. Huber, Health Care Analyst  
Department of Public Health | Office of Health Care Access |410 Capitol Avenue 
P.O. Box 340308  MS #13HCA | Hartford, CT 06134 |Ph:860‐418‐7069| Fax:860‐418‐7053| Email: Jack.Huber@ct.gov 
|Web: www.ct.gov/ohca 

 
 
 



Dear Mr. Glazier: 
 
On December 16, 2015, OHCA received the Certificate of Need application of Day Kimball 
Hospital proposing to terminate its magnetic resonance imaging (“MRI”) service located at 39 
Kennedy Drive in Putnam. OHCA requests additional information pursuant to Connecticut 
General Statutes §19a-639a(c).  Please be advised that OHCA’s review of your CON submission 
revealed that responses to a substantial number of application questions were not provided.  The 
length of this completeness letter is, in part, due to this finding.  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 39 and reference “Docket Number: 15-32053-CON.” 
 
1. With respect to the Executive Summary presented on page 7 of the CON application, please 

provide information on the following: 
 

a. The fixed-based satellite MRI scanner is said to be nearing obsolescence and does not 
meet current standards as provided by the newer 1.5 telsa-strength magnet in use at the 
mobile Hospital-based site.  Identify the ways in which the fixed-based satellite MRI 
scanner does not meet “current standards.” 
 

b. Discuss in more detail why the Hospital was not able to achieve the growth anticipated 
for its MRI services.  Explain if there were internal factors inherent in either the operation 
of the individual MRI scanners or the service as a whole that led to an under achievement 
in estimated service growth. The application mentions that the satellite scanner was 
restricted from performing contrast studies as there was not a physician present on site.  
Did the service experience staffing difficulties? What has been the downtime experience 
by the Hospital with respect to the operation of the scanners?  Address any other factors 
internal to the MRI service that may have affected service growth. 
 

c. The Hospital further indicates that it was unable to achieve MRI service growth due to 
the impact of high deductible insurance plans and stricter guidelines for approving use of 
an MRI scan as a diagnostic modality.  Provide evidence regarding these factors, in the 
form of quantifiable data, if available, to support these claims and provide detailed 
information as to how and to what degree these two factors affected MRI utilization.  
Provide any other external factors that may have affected service growth. 

 
d. Identify the hours of operation for the mobile Hospital-based MRI scanner. 

 
e. Identify the methodology used to determine capacity at 74% .What will be capacity when 

the volume of the fixed unit is absorbed?  



 
2. Provide the history and timeline of the proposal. When did the Hospital begin discussions to 

terminate the fixed-based satellite MRI service?  When will the satellite MRI location be 
closed and when will the scanner be dismantled? 

 
3. Submit the following information as attachments to the application: 
 

a. A list of all key professional, administrative, clinical and direct service personnel (e.g., 
Hospital CEO, Chief Radiologist, Radiology Director, Chief Technician, etc.) related to 
the proposal and attach a copy of their Curriculum Vitae; and 
 

b. Letters of support, either internal to (e.g. Chief Radiologist, Radiology Director, etc.) or 
external to the Hospital, for the proposal. 

 
4. Describe how the proposed project is consistent with any applicable policies and standards in 

regulations adopted by the Connecticut Department of Public Health.  Will the proposal be 
consistent with policies and standards set forth in Connecticut General Statutes section 19a-
639(a)(1) in that the proposed termination will be subject to OHCA’s prior CON 
authorization?   
 

5. Describe how the proposed project aligns with the Connecticut Department of Public Health 
Statewide Health Care Facilities and Services Plan (“SHCFSP”), available on OHCA’s 
website.   

 
6. With respect to the proposal, provide evidence and documentation to support clear public 

need: 
 
a. Identify the target patient (i.e., MRI) population to be served. 

 
b. Discuss how the target patient population is currently being served.  

 
c. Document the need for the equipment/service in the community; 

 
d. Discuss how low income persons, racial and ethnic minorities, disabled persons and other 

underserved groups will benefit from this proposal; 
 

e. Explain how access to MRI services will be affected; 
 

f. Discuss any alternative proposals that were considered. 
 
7. Provide further discussion on how the proposal will: 
 

a. Improve or maintain the quality of MRI imaging services in the region.   
 
b. Improve or maintain accessibility to MRI services in the region.   

 

http://www.ct.gov/dph/cwp/view.asp?a=3902&q=277050&dphNav=|52611|
http://www.ct.gov/dph/cwp/view.asp?a=3902&q=277050&dphNav=|52611|


c. Improve the cost effectiveness of health care delivery in the region. Provide the analysis 
with calculations and assumptions that shows the cost of operating the mobile-based 
Hospital MRI scanner is 50% less than the cost of operating the fixed-based satellite MRI 
scanner.  
 

d. Will the proposal adversely affect patient health care costs in any way?  Quantify and 
provide the rationale for any changes in price structure that will result from this proposal, 
including, but not limited to, the addition of any imposed facility fees. 

 
8. Will the proposal reduce access to services by Medicaid recipients or indigent persons?  If so, 

provide an explanation of good cause for doing so. 
 
9. Will terminating the satellite MRI service incur a cost to the Hospital? What is the cost 

relating to the dismantling and disposal of the fixed-based satellite scanner? What source of 
funding will be used to cover this cost? Provide a final version of all capital 
expenditure/costs for the proposal using OHCA Table 3. 

 
10. Describe the impact of this proposal on the financial strength of the state’s health care system 

or demonstrate that the proposal is financially feasible for the Hospital.   
 

11. Include as an attachment a complete Financial Worksheet A (email attachment), providing 
a summary of revenue, expense, and volume statistics, “without the CON project,” 
“incremental to the CON project,” and “with the CON project.” Note: the actual results 
reported in the Financial Worksheet must match the audited financial statement previously 
submitted by the Hospital to OHCA. 

 
12. Explain all assumptions used in developing the financial projections reported in the Financial 

Worksheet A. 
 

13. Complete OHCA Table 4 for the satellite MRI location utilizing the information reported in 
the attached Financial Worksheet A above. 

 
14. Explain any projected incremental losses from operations resulting from the implementation 

of the CON proposal. 
 
15. Page 21 of the application states, “Total combined MRI volume for both sites has dropped 

11% since FY2012 through FY2015,” yet on Table 6 for projected MRI volume for the next 
three years demonstrates an annual 2% increase. Provide an explanation for the discrepancy.  

 
16. Provide the current and projected patient population mix (number and percentage of patients 

by payer) for the proposal and/or hospital using OHCA Table 7 and provide all assumptions. 
Note: payer mix should be calculated from patient volumes, not patient revenues. 

 
17. Using OHCA Table 8, provide a breakdown of number of MRI scans by town for FY 2015.  
 
18. Using OHCA Table 9, identify all existing MRI providers in the Hospital’s service area.  



 
19. The application states that the satellite MRI service ended on January 1, 2014. What caused 

the Hospital to re-open the Kennedy Drive location in October and November 2015, as 
indicated on page 21 of the application? 

 
Please note that pursuant to Section 19a-639a(c) of the Connecticut General Statutes, you must 
submit your response to this request no later than sixty days from the date of this email 
transmission. Therefore, please provide your written responses to OHCA no later than March 
15, 2016, otherwise your application will be automatically considered withdrawn. Please email 
your responses to all of the following email addresses: OHCA@ct.gov  and copy 
alla.veyberman@ct.gov, david.fernandes@ct.gov, and jack.huber@ct.gov. If you have any 
questions concerning this letter, please feel free to contact Alla Veyberman at (860) 418-7007, 
David Fernandes at (860) 509-8162 or Jack Huber at (860) 418-7069. 
 
Sincerely, 

Jack A. Huber 

 
 
Jack A. Huber, Health Care Analyst  
CT Department of Public Health | Office of Health Care Access |410 Capitol Avenue 
P.O. Box 340308, MS #13HCA | Hartford, CT 06134-0308|Ph: 860-418-7069|Fax: 860-418-
7053  
Email: Jack.Huber@ct.gov |Web: www.ct.gov/ohca 
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(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13) (14) (15) (16) (17) (18) (19)
LINE Total Entity: FY12 FY12 FY12 FY13 FY13 FY13 FY14 FY14 FY14 FY15 FY15 FY15 FY16 FY16 FY16 FY17 FY17 FY17 FY18

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

A. OPERATING REVENUE
1 Total Gross Patient Revenue $0 $0 $0 $0 $0 $0
2 Less: Allowances $0 $0 $0 $0 $0 $0
3 Less: Charity Care $0 $0 $0 $0 $0 $0
4 Less: Other Deductions $0 $0 $0 $0 $0 $0

Net Patient Service Revenue $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0
5 Medicare $0 $0 $0 $0 $0 $0
6 Medicaid $0 $0 $0 $0 $0 $0
7 CHAMPUS & TriCare $0 $0 $0 $0 $0 $0
8 Other $0 $0 $0 $0 $0 $0

Total Government $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0
9 Commercial Insurers $0 $0 $0 $0 $0 $0

10 Uninsured $0 $0 $0 $0 $0 $0
11 Self Pay $0 $0 $0 $0 $0 $0
12 Workers Compensation $0 $0 $0 $0 $0 $0
13 Other $0 $0 $0 $0 $0 $0

Total Non-Government $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0

Net Patient Service Revenuea 

(Government+Non-Government) $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0
14 Less: Provision for Bad Debts $0 $0 $0 $0 $0 $0

Net Patient Service Revenue less 
provision for bad debts $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0

15 Other Operating Revenue $0 $0 $0 $0 $0 $0
17 Net Assets Released from Restrictions $0 $0 $0 $0 $0 $0

TOTAL OPERATING REVENUE $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0

B. OPERATING EXPENSES
1 Salaries and Wages $0 $0 $0 $0 $0 $0
2 Fringe Benefits $0 $0 $0 $0 $0 $0
3 Physicians Fees $0 $0 $0 $0 $0 $0
4 Supplies and Drugs $0 $0 $0 $0 $0 $0
5 Depreciation and Amortization $0 $0 $0 $0 $0 $0
6 Provision for Bad Debts-Otherb $0 $0 $0 $0 $0 $0
7 Interest Expense $0 $0 $0 $0 $0 $0
8 Malpractice Insurance Cost $0 $0 $0 $0 $0 $0
9 Lease Expense $0 $0 $0 $0 $0 $0

10 Other Operating Expenses $0 $0 $0 $0 $0 $0
TOTAL OPERATING EXPENSES $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0

INCOME/(LOSS) FROM OPERATIONS $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0

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

EXCESS/(DEFICIENCY) OF REVENUE 
OVER EXPENSES $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0

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

C. PROFITABILITY SUMMARY
1 Hospital 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% 0.0% 0.0% 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% 0.0% 0.0% 0.0%
3 Hospital Total 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% 0.0% 0.0% 0.0%

D. FTEs 0 0 0 0 0 0

E. VOLUME STATISTICSc

1 Inpatient Discharges 0 0 0 0 0 0
2 Outpatient Visits 0 0 0 0 0 0

TOTAL VOLUME 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
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.
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.

Applicant: Please provide Total Entity revenue, expense and volume statistics
Financial Worksheet (A) without, incremental to and with the CON proposal in the following reporting format:



LINE Total Entity:

Description
A. OPERATING REVENUE
1 Total Gross Patient Revenue
2 Less: Allowances
3 Less: Charity Care
4 Less: Other Deductions

Net Patient Service Revenue 
5 Medicare
6 Medicaid 
7 CHAMPUS & TriCare
8 Other

Total Government
9 Commercial Insurers

10 Uninsured
11 Self Pay
12 Workers Compensation
13 Other

Total Non-Government

Net Patient Service Revenuea 

(Government+Non-Government)
14 Less: Provision for Bad Debts

Net Patient Service Revenue less 
provision for bad debts

15 Other Operating Revenue
17 Net Assets Released from Restrictions

TOTAL OPERATING REVENUE

B. OPERATING EXPENSES
1 Salaries and Wages
2 Fringe Benefits
3 Physicians Fees
4 Supplies and Drugs
5 Depreciation and Amortization
6 Provision for Bad Debts-Otherb

7 Interest Expense
8 Malpractice Insurance Cost
9 Lease Expense

10 Other Operating Expenses
TOTAL OPERATING EXPENSES

INCOME/(LOSS) FROM OPERATIONS

NON-OPERATING REVENUE

EXCESS/(DEFICIENCY) OF REVENUE 
OVER EXPENSES

Principal Payments

C. PROFITABILITY SUMMARY
1 Hospital Operating Margin
2 Hospital Non Operating Margin
3 Hospital Total Margin

D. FTEs

E. VOLUME STATISTICSc

1 Inpatient Discharges
2 Outpatient Visits

TOTAL VOLUME 
aTotal amount should equal the total amount on ce        
bProvide the amount of any transaction associated                      
cProvide projected inpatient and/or outpatient stati                         

Applicant:
Financial Worksheet (A)

(20) (21) (22) (23) (24)
FY18 FY18 FY19 FY19 FY19
Projected Projected Projected Projected Projected
Incremental With CON W/out CON Incremental With CON

$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
$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
$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 $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% 0.0% 0.0%

0 0

0 0
0 0

0 0 0 0 0
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Greer, Leslie

From: Fernandes, David
Sent: Wednesday, March 16, 2016 8:46 AM
To: Riggott, Kaila; Huber, Jack; Veyberman, Alla
Cc: Greer, Leslie
Subject: FW: DKH Completeness Letter - Initial Responses
Attachments: DKH Completeness Letter - Initial Responses.docx

Good Morning, 
Not sure if everyone received the completeness responses from Day Kimball since the email was only addressed to me. 
Attached you will find them. 
 
Thanks, 
 
David Fernandes 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, Hartford, Connecticut 06134 
P: (860) 418‐7032|F: (860) 418‐7053|E: David.Fernandes@ct.gov 
 

   
 

From: Glazier, Douglas P. [mailto:DPGlazier@DayKimball.org]  
Sent: Tuesday, March 15, 2016 4:30 PM 
To: Fernandes, David <David.Fernandes@ct.gov> 
Subject: FW: DKH Completeness Letter ‐ Initial Responses 
 
David 
 
My apologies in leaving a letter our or your e‐mail address as it was returned to me as undeliverable. 
 
Doug 
 

From: Glazier, Douglas P.  
Sent: Tuesday, March 15, 2016 4:28 PM 
To: 'OHCA@ct.gov' 
Cc: 'Jack.Huber@ct.gov'; 'David.Fernandes@ct.go'; 'Alla.Veyberman@ct.gov' 
Subject: DKH Completeness Letter - Initial Responses 
 
 

mailgate1.daykimball.org made the following annotations 
--------------------------------------------------------------------- 
The information contained in this electronic mail transmittal is protected by law and is intended only for the use 
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DAY KIMBALL HOSPITAL 
Proposal to Terminate Magnetic Resonance Imaging Service 

39 Kennedy Drive Putnam, CT 
  

Docket Number 15-32053-CON:   Review Questions - Responses 
 
On December 16, 2015, OHCA received the Certificate of Need application of Day Kimball 
Hospital proposing to terminate its magnetic resonance imaging (“MRI”) service located at 39 
Kennedy Drive in Putnam. OHCA requests additional information pursuant to Connecticut 
General Statutes §19a-639a(c).  Please be advised that OHCA’s review of your CON submission 
revealed that responses to a substantial number of application questions were not provided.  The 
length of this completeness letter is, in part, due to this finding.  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 39 and reference “Docket Number: 15-32053-CON.” 
 
1. With respect to the Executive Summary presented on page 7 of the CON application, please 

provide information on the following: 
 

a. The fixed-based satellite MRI scanner is said to be nearing obsolescence and does not 
meet current standards as provided by the newer 1.5 telsa-strength magnet in use at the 
mobile Hospital-based site.  Identify the ways in which the fixed-based satellite MRI 
scanner does not meet “current standards.” 

Response: 
• The 1.0T no longer meets the minimum recommended Magnet Strength 
• Many hospitals are now skipping the purchase of the 1.5T and moving to the purchasing of the 3.0T  
• Image quality has declined with the age of the equipment 
• The equipment is unable to perform the new exams/procedures 
 

b. Discuss in more detail why the Hospital was not able to achieve the growth anticipated 
for its MRI services.  Explain if there were internal factors inherent in either the operation 
of the individual MRI scanners or the service as a whole that led to an under achievement 
in estimated service growth. The application mentions that the satellite scanner was 
restricted from performing contrast studies as there was not a physician present on site.  
Did the service experience staffing difficulties? What has been the downtime experience 
by the Hospital with respect to the operation of the scanners?  Address any other factors 
internal to the MRI service that may have affected service growth. 

Response: 
• The nature of the tenants is the facility changed creating the absence of a physician presence that is 

required for certain types of procedures. 
• There were no staffing problems as it was managed and operated by a third party which included the 
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provision of the technician. 
• Key limitations were the age of the equipment, limitations on types of scans that could be performed 

and availability of alternatives. 
 

c. The Hospital further indicates that it was unable to achieve MRI service growth due to 
the impact of high deductible insurance plans and stricter guidelines for approving use of 
an MRI scan as a diagnostic modality.  Provide evidence regarding these factors, in the 
form of quantifiable data, if available, to support these claims and provide detailed 
information as to how and to what degree these two factors affected MRI utilization.  
Provide any other external factors that may have affected service growth. 

Response: 
• Both of these are national trends that effected this and others MRI operations by DKH. It is not 

possible to determine how much of an impact occurred on the service growth. 
 

d. Identify the hours of operation for the mobile Hospital-based MRI scanner. 
Response: 

• Hours were limited due to lack of scheduled patients but generally 8:00AM to 4:00PM. 
 

e. Identify the methodology used to determine capacity at 74% .What will be capacity when 
the volume of the fixed unit is absorbed? 

Response: 
• It was an estimate by the organization who owns, manages & operates the onsite Mobile MRI under 

contract with DKH. The volume will improve by approximately 1 ½ scans per day well within the 
capacity of the site. 

 
2. Provide the history and timeline of the proposal. When did the Hospital begin discussions to 

terminate the fixed-based satellite MRI service?  When will the satellite MRI location be 
closed and when will the scanner be dismantled? 

Response: 
• Discussion began concerning the inefficient operations at approximately 1 ½ exams per day in January 

2015.  I believe it was closed in the spring or summer of 2015 and the scanner was dismantled in 
December of 2015 when the property lease expired. 

 
 
3.   
 
4.   
 
5. With respect to the proposal, provide evidence and documentation to support clear public 

need: 
 
a. Identify the target patient (i.e., MRI) population to be served. 

Response: 
• Downtown Putnam & immediate surrounding towns. 
 

b. Discuss how the target patient population is currently being served. 
Response: 

• Patients are now seen at the main campus of Day Kimball Hospital located 1 ½ miles from the fixed 
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site at Kennedy Drive. 
 

c. Document the need for the equipment/service in the community; 
Response: 

• The mobile MRI on the main campus continues to meet the needs of the physician and patient 
community operating at approximately 80% of capacity with a larger breadth of service capabilities. 

 
d. Discuss how low income persons, racial and ethnic minorities, disabled persons and other 

underserved groups will benefit from this proposal; 
Response: 

• There has been no change in the access, the same level of service is available at the main campus of 
Day Kimball Hospital for patients from all walks of life, ethnic backgrounds, and financial status.  

 
e. Explain how access to MRI services will be affected; 
Response: 

• No impact as the Mobile MRI at the Main Campus of Day Kimball Hospital is located 1 ½ miles from 
the site. In addition Saturday hours are available 15 minutes south in Plainfield. 
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Greer, Leslie

From: Fernandes, David
Sent: Tuesday, April 12, 2016 9:05 AM
To: Glazier, Douglas P. (DPGlazier@DayKimball.org)
Cc: Veyberman, Alla; Riggott, Kaila; Greer, Leslie
Subject: Completeness Letter 2: 15-32053
Attachments: Day Kimball Hospital Completeness Letter 2 updated final.docx

Good Morning Mr. Glazier: 
 
Attached please find a second completeness letter for Day Kimball Hospital’s termination of MRI services (docket number 
15-32053). Instructions for responding are included in the body of the attached letter. Please confirm receipt of this 
correspondence as soon as possible.  
 
If you have any questions, do not hesitate to contact me. 
 
 
David Fernandes 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, Hartford, Connecticut 06134 
P: (860) 418‐7032|F: (860) 418‐7053|E: David.Fernandes@ct.gov 
 

   
 



Dear Mr. Glazier: 
 
On March 16, 2016, OHCA received responses from the Applicant to OHCA’s completeness 
questions. OHCA requests additional information pursuant to Connecticut General Statutes 
§19a-639a(c).  Please be advised that OHCA’s review of the completeness responses revealed 
not all of the completeness questions had responses.  The length of this completeness letter is, in 
part, due to this finding.  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 42 and reference “Docket Number: 15-32053-CON.” 
 
1. With respect to the responses provided to question 1 of the completeness letter, please 

provide additional information on the following: 
 

a. Provide an explanation as to why the 1.0T no longer meets the minimum recommended 
Magnet Strength along with a source for this information. 

 
b. Indentify the specific exams/procedures the 1.0T is unable to perform and why.  

 
c. What specifically changed to result in the departure of the physician in the following 

statement? “The facility changed creating the absence of a physician presence that is 
required for certain types of procedures.”  
 

d. The Hospital further indicates that it was unable to achieve MRI service growth due to 
the impact of high deductible insurance plans and stricter guidelines for approving the 
use of an MRI scan as a diagnostic modality.  Please elaborate further and provide 
evidence to support the national and regional decline in the use of imaging equipment due 
to high deductible plans.   

 
e. Identify the days of operation for the mobile Hospital-based MRI scanner. 

 
f. Identify the methodology used by the organization who owns, manages and operates the 

onsite Mobile MRI to determine MRI capacity. Clarify whether capacity of the MRI is 
currently 74% found throughout the application or 80% as indicated on page 41.    

 
2. Provide the official date of closure for the fixed MRI facility. 
 
3. Submit the following information as attachments to the application: 

 
 
 



a. A list of all key professional, administrative, clinical and direct service personnel (e.g., 
Hospital CEO, Chief Radiologist, Radiology Director, Chief Technician, etc.) related to 
the proposal and attach a copy of their Curriculum Vitae; and 
 

b. Letters of support, either internal to (e.g. Chief Radiologist, Radiology Director, etc.) or 
external to the Hospital, for the proposal. 

 
4. Describe how the proposed project is consistent with any applicable policies and standards in 

regulations adopted by the Connecticut Department of Public Health.   
 

5. Describe how the proposed project aligns with the Connecticut Department of Public Health 
Statewide Health Care Facilities and Services Plan (“SHCFSP”), available on OHCA’s 
website.   

 
6. For question 6e on pg. 41 of the completeness responses, it was stated that Saturday hours 

will be available 15 minutes south of Plainfield. Provide the name of the provider along with 
the type of imaging equipment on site. 

 
7. Discuss any alternative proposals that were considered. 
 
8. Provide further discussion on how the proposal will: 
 

a. Improve or maintain the quality of MRI imaging services in the region.   
 
b. Improve or maintain accessibility to MRI services in the region.   

 
c. Improve the cost effectiveness of health care delivery in the region. Provide the analysis 

with calculations and assumptions that shows the cost of operating the mobile-based 
Hospital MRI scanner is 50% less than the cost of operating the fixed-based satellite MRI 
scanner.  
 

d. Will the proposal adversely affect patient health care costs in any way?  Quantify and 
provide the rationale for any changes in price structure that will result from this proposal, 
including, but not limited to, the addition of any imposed facility fees. 

 
9. Will the proposal reduce access to services by Medicaid recipients or indigent persons?  If so, 

provide an explanation of good cause for doing so. 
 
10. Will terminating the satellite MRI service incur a cost to the Hospital? What is the cost 

relating to the dismantling and disposal of the fixed-based satellite scanner? What source of 
funding will be used to cover this cost? Provide a final version of all capital 
expenditure/costs for the proposal using OHCA Table 3. 

 
11. Describe the impact of this proposal on the financial strength of the state’s health care system 

or demonstrate that the proposal is financially feasible for the Hospital.   
 

http://www.ct.gov/dph/cwp/view.asp?a=3902&q=277050&dphNav=|52611|
http://www.ct.gov/dph/cwp/view.asp?a=3902&q=277050&dphNav=|52611|


12. Include as an attachment a complete Financial Worksheet A (email attachment), providing 
a summary of revenue, expense, and volume statistics, “without the CON project,” 
“incremental to the CON project,” and “with the CON project.” Note: the actual results 
reported in the Financial Worksheet must match the audited financial statement previously 
submitted by the Hospital to OHCA. 

 
13. Explain all assumptions used in developing the financial projections reported in the Financial 

Worksheet A. 
 

14. Complete OHCA Table 4 for the satellite MRI location utilizing the information reported in 
the attached Financial Worksheet A above. 

 
15. Explain any projected incremental losses from operations resulting from the implementation 

of the CON proposal. 
 
16. Page 21 of the application states, “Total combined MRI volume for both sites has dropped 

11% since FY2012 through FY2015,” yet on Table 6 for projected MRI volume for the next 
three years demonstrates an annual 2% increase. Provide an explanation for the discrepancy.  

 
17. Provide the current and projected patient population mix (number and percentage of patients 

by payer) for the proposal and/or hospital using OHCA Table 7 and provide all assumptions. 
Note: payer mix should be calculated from patient volumes, not patient revenues. 

 
18. Using OHCA Table 8, provide a breakdown of number of MRI scans by town for FY 2015.  
 
19. Using OHCA Table 9, identify all existing MRI providers in the Hospital’s service area.  
 
20. The application states that the satellite MRI service ended on January 1, 2014. What caused 

the Hospital to re-open the Kennedy Drive location in October and November 2015, as 
indicated on page 21 of the application? 

 
Please note that pursuant to Section 19a-639a(c) of the Connecticut General Statutes, you must 
submit your response to this request no later than sixty days from the date of this email 
transmission. Therefore, please provide your written responses to OHCA no later than June 11, 
2016, otherwise your application will be automatically considered withdrawn. Please email your 
responses to all of the following email addresses: OHCA@ct.gov  and copy 
alla.veyberman@ct.gov, and david.fernandes@ct.gov. If you have any questions concerning this 
letter, please feel free to contact Alla Veyberman at (860) 418-7007 or David Fernandes at (860) 
509-8162. 
 
 
 
Sincerely, 

David Fernandes 

mailto:OHCA@ct.gov
mailto:alla.veyberman@ct.gov


David Fernandes 
Planning Analyst (CCT) 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, Hartford, Connecticut 06134 
P: (860) 418-7032|F: (860) 418-7053|E: David.Fernandes@ct.gov 
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Greer, Leslie

From: Fernandes, David
Sent: Tuesday, April 12, 2016 9:42 AM
To: Glazier, Douglas P. (DPGlazier@DayKimball.org)
Cc: Veyberman, Alla; Riggott, Kaila; Greer, Leslie
Subject: RE: Completeness Letter 2: 15-32053
Attachments: Financial Workbook A.XLSX

Hello Mr. Glazier, 
Attached is the Financial Worksheet A which corresponds with question 12 of the completeness letter. The attachment 
was inadvertently left off the previous email. If you have any questions on the Financial Worksheet, please let me know.
 
Thanks, 
 
David Fernandes 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, Hartford, Connecticut 06134 
P: (860) 418‐7032|F: (860) 418‐7053|E: David.Fernandes@ct.gov 
 

   
 

From: Fernandes, David  
Sent: Tuesday, April 12, 2016 9:05 AM 
To: Glazier, Douglas P. (DPGlazier@DayKimball.org) <DPGlazier@DayKimball.org> 
Cc: Veyberman, Alla <Alla.Veyberman@ct.gov>; Riggott, Kaila <Kaila.Riggott@ct.gov>; Greer, Leslie 
<Leslie.Greer@ct.gov> 
Subject: Completeness Letter 2: 15‐32053 
 
Good Morning Mr. Glazier: 
 
Attached please find a second completeness letter for Day Kimball Hospital’s termination of MRI services (docket number 
15-32053). Instructions for responding are included in the body of the attached letter. Please confirm receipt of this 
correspondence as soon as possible.  
 
If you have any questions, do not hesitate to contact me. 
 
 
David Fernandes 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, Hartford, Connecticut 06134 
P: (860) 418‐7032|F: (860) 418‐7053|E: David.Fernandes@ct.gov 
 



(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13) (14) (15) (16) (17) (18) (19)
LINE Total Entity: FY12 FY12 FY12 FY13 FY13 FY13 FY14 FY14 FY14 FY15 FY15 FY15 FY16 FY16 FY16 FY17 FY17 FY17 FY18

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

A. OPERATING REVENUE
1 Total Gross Patient Revenue $0 $0 $0 $0 $0 $0
2 Less: Allowances $0 $0 $0 $0 $0 $0
3 Less: Charity Care $0 $0 $0 $0 $0 $0
4 Less: Other Deductions $0 $0 $0 $0 $0 $0

Net Patient Service Revenue $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0
5 Medicare $0 $0 $0 $0 $0 $0
6 Medicaid $0 $0 $0 $0 $0 $0
7 CHAMPUS & TriCare $0 $0 $0 $0 $0 $0
8 Other $0 $0 $0 $0 $0 $0

Total Government $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0
9 Commercial Insurers $0 $0 $0 $0 $0 $0

10 Uninsured $0 $0 $0 $0 $0 $0
11 Self Pay $0 $0 $0 $0 $0 $0
12 Workers Compensation $0 $0 $0 $0 $0 $0
13 Other $0 $0 $0 $0 $0 $0

Total Non-Government $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0

Net Patient Service Revenuea 

(Government+Non-Government) $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0
14 Less: Provision for Bad Debts $0 $0 $0 $0 $0 $0

Net Patient Service Revenue less 
provision for bad debts $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0

15 Other Operating Revenue $0 $0 $0 $0 $0 $0
17 Net Assets Released from Restrictions $0 $0 $0 $0 $0 $0

TOTAL OPERATING REVENUE $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0

B. OPERATING EXPENSES
1 Salaries and Wages $0 $0 $0 $0 $0 $0
2 Fringe Benefits $0 $0 $0 $0 $0 $0
3 Physicians Fees $0 $0 $0 $0 $0 $0
4 Supplies and Drugs $0 $0 $0 $0 $0 $0
5 Depreciation and Amortization $0 $0 $0 $0 $0 $0
6 Provision for Bad Debts-Otherb $0 $0 $0 $0 $0 $0
7 Interest Expense $0 $0 $0 $0 $0 $0
8 Malpractice Insurance Cost $0 $0 $0 $0 $0 $0
9 Lease Expense $0 $0 $0 $0 $0 $0

10 Other Operating Expenses $0 $0 $0 $0 $0 $0
TOTAL OPERATING EXPENSES $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0

INCOME/(LOSS) FROM OPERATIONS $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0

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

EXCESS/(DEFICIENCY) OF REVENUE 
OVER EXPENSES $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0

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

C. PROFITABILITY SUMMARY
1 Hospital 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% 0.0% 0.0% 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% 0.0% 0.0% 0.0%
3 Hospital Total 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% 0.0% 0.0% 0.0%

D. FTEs 0 0 0 0 0 0

E. VOLUME STATISTICSc

1 Inpatient Discharges 0 0 0 0 0 0
2 Outpatient Visits 0 0 0 0 0 0

TOTAL VOLUME 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
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.
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.

Applicant: Please provide Total Entity revenue, expense and volume statistics
Financial Worksheet (A) without, incremental to and with the CON proposal in the following reporting format:



LINE Total Entity:

Description
A. OPERATING REVENUE
1 Total Gross Patient Revenue
2 Less: Allowances
3 Less: Charity Care
4 Less: Other Deductions

Net Patient Service Revenue 
5 Medicare
6 Medicaid 
7 CHAMPUS & TriCare
8 Other

Total Government
9 Commercial Insurers

10 Uninsured
11 Self Pay
12 Workers Compensation
13 Other

Total Non-Government

Net Patient Service Revenuea 

(Government+Non-Government)
14 Less: Provision for Bad Debts

Net Patient Service Revenue less 
provision for bad debts

15 Other Operating Revenue
17 Net Assets Released from Restrictions

TOTAL OPERATING REVENUE

B. OPERATING EXPENSES
1 Salaries and Wages
2 Fringe Benefits
3 Physicians Fees
4 Supplies and Drugs
5 Depreciation and Amortization
6 Provision for Bad Debts-Otherb

7 Interest Expense
8 Malpractice Insurance Cost
9 Lease Expense

10 Other Operating Expenses
TOTAL OPERATING EXPENSES

INCOME/(LOSS) FROM OPERATIONS

NON-OPERATING REVENUE

EXCESS/(DEFICIENCY) OF REVENUE 
OVER EXPENSES

Principal Payments

C. PROFITABILITY SUMMARY
1 Hospital Operating Margin
2 Hospital Non Operating Margin
3 Hospital Total Margin

D. FTEs

E. VOLUME STATISTICSc

1 Inpatient Discharges
2 Outpatient Visits

TOTAL VOLUME 
aTotal amount should equal the total amount on ce        
bProvide the amount of any transaction associated                      
cProvide projected inpatient and/or outpatient stati                         

Applicant:
Financial Worksheet (A)

(20) (21) (22) (23) (24)
FY18 FY18 FY19 FY19 FY19
Projected Projected Projected Projected Projected
Incremental With CON W/out CON Incremental With CON

$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
$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
$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 $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% 0.0% 0.0%

0 0

0 0
0 0

0 0 0 0 0
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