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Pee Dee Health Care, P. A., Appellant,

V.
. Estate of Hugh S. Thompson, Respondent. %@ A Wﬁwgﬁ
' Appellate Case No. 2011-197671 JAN % 4 2013

| o U uurl of Appeals

ORDER

After care"fufl consideration, Respondent's motion to dismiss is dented. However,
within twenty days, Appellant shall serve and file a supplemental record on appeal
that includes the three matters Respondent alleges were omitted from the record on.
appeal. The missing items include: (1) Exhibits to the Return to the Motion to
Disqualify, (2) Exhibits to Pee Dee Health Care's Return to Motion to Disqualify,
and (3) Exhibits to the Motion to Disqualify.

Furthermore, Appellant's motion for extraordinary relief is denied.
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FOR THE COURT

Columbia, South Carolina PR
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cc: .
John J. James, II
Jon Rene J o:sey
Tony Ray Megna



EXHIBIT 2

IN SUPPLEMENTAL
RECORD ON APPEAL

(Original Exhibit HH of Plaintiff’s Response to Motion to Disqualify)



Dear Tony,

I have been awfully rushed since I got back from Columbia (late
last night). Sorry I haven’t found all the documents you need. I
will get the rest of them together as soon as possible, and .if
necessary, bring them up to you in Columbia.

You will find two “private agreements” with the Board: the
earlier dated one (which has probably been superseded by the one
executed this year) was- the result of the settlement in Federal
Court I referred:to.

I‘'ve gat literally a box- full of documents concerninq the
arduous struggle with the Beard. Any of them I can make
available to you if you need them.

I think the current “private agreement” is the index document
now. I'm sure I‘1l be talking to you again soon, and 1’1l try to
locate everything before T do.

Thanks,

Hugh Thompson

HH
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EXHIBIT 3

IN SUPPLEMENTAL
RECORD ON APPEAL

(Original Exhibit V of Pee Dee Health Care’s Motion to Disqualify)
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- FOWLER RURAL MEDICAL CLINIC
DON H. FOWLER, M.D.
P.O. BOX 875 210 E. DOZIER ST.
MARION, S.C. 29571-0875
(843) 423-4044
- FAX (843) 423-3489

Jun€ 30, 1998
Mr. Tom Fullcr Administrator
* Marion' County Medical Center
Marion, S.C. 29571
RE: Hugh Thompson, M.D.
Dear Tom:

Please find attached a letter from Hugh Thompson, MLD. cxplammg his current situation, Dr.
Thompson began working at Fowler Rural Medical Clinic in May of this year. Our agreement is
that he continue his CME in Family Practice and works in the clinic under my supervision until
such time we both feel comfortable requesting hospital priviledges.

I would like for him to perform History and Physicals and dictate Discharge Summaries in the near
future. We have requested the approval of the Medical Board for these priviledges and are
awaiting their answer.

T will be happy to keep you abreast of any developments. As you know 1 dcspcmcly need this
help and have been very pleased with his performance over the last six weeks, He is
knowledgable, personable and eager to Icam more about the practice of Family Medicine.

T am asking for your patience in this matter and apologize for any confusion or inconvenience this
may have caused.

- Sincerely,

ﬁ/c”-’ W %rw'(l& Zadss

Don H. Fowler, M.D. . \
cc: Maedical Staff



Buke Aniversity
muke @{mhersttp Medical Center
afa s bo m&/y that

ﬁxxgh Smith @’hampsm m 31)

and Sffiliated Hospitals
Department of dnesthesiology -
Resident 101 U~ 9:30-76

October 1, 1976
Burham, Nocth Carolina

Mwhr/ . Kfanew e

Chaioman of Wepactment




Ni arfumml iﬁrm@ off Wedisa) 1

of ﬂw
Huifel Stafes « Ametica
Biugh S*mdh Chompaon, M3,

Biplnmate of the National Board of Hedical Examiners

*

% r/////f ”mn/

/J; n/%'rd/r - ’l‘. /:,)()03.9




DEC-22-868 98:32 FROMN.PEB DEE HEALTH CARE P.A. 1D-80338368210 PAGE /8

—
Y

-

-

o .
T PPN

cenwcae EXDPIRES 1273172000
Wuw-mmm-g‘
t
wnwm‘&usnmm

DR« HUGH S. THOMNPSON

. [

l ’ p- 174 0LV VIS0~ Ot 0 20013000



Amencan Madma:l Association
Thysloians dedivatud to the bealih of Americs

July - December 1999

L1 Yes, I want to for my ANA wepbexstip and corfirm
iy nommitment to the Prinaiples of M Rthics.
O Please send me state/oounty medical soolety membership taformation.

a R
ey

Bugh Thompaon: MD
113 ¥ Exvin Sc
Daxlington SC 29532

Address Verification
Toupmmmwmehmgmmﬂmndbmm

&
T

s tw v"------ LI . " ew e
Hi T . . PV e \
’ . . . vl
H A
L . L
:

j mmmﬁumm TR

ik Thogeon 0 .
- 0A501731311° 80 w uuou m;o .
!hﬂiqgon SO 29532 .

’ mummmhmwawm

v metn ta v eAm G  Tey=._ .

MYWMMMMM
| _-1900Dwe | 210.00 ]

Ol pimsuns bus otorly oo teinle, phoagh Musapant rie mactan )
Popmens pedhesk: <] Mumum
0O MaskrCors O LI GFTMA
u—uuwmwwuw
15 Crodit el diryfle puycacet
4] Oml-l“ waich swaynasi; eywe)
u] Nulmw—uhm-d
3 dackfor ool Ifrnention.
O Nk her Fioshbn Mambeniy
th(--uhﬁnhmw
wanlamala rmowd
Cl Py winbersatic rences)

ETNATNNRRNNNEEN

y

| e ]
T 11

05501731311 80 99 18102A 12610

P prst cleady yome eorrected or proforred madag addres bolow,

S0 3401133333034300404)

S0 481
I a1

SIS L L

NN A N N NN RN
AL 0010000

oo Ooon OO DOber

u“#hﬁ#m*&“.
Nomharybip Trovvesing, Aveciemt Madasl Aachine, PO e 008 Chiagp, 11600150078

e emcsame M men g, C P

. u u &memauﬂudw

huiﬂn
mwcwuﬂhuuhm

' bwuhmmdmmmum .
to tha Salowing questions. Thea sigan dalerthis spplieation and | pyoq coeared you 0y of these qusitions, plbess attach il informaation.
. retumn £ in the poslege Jald covelopd. T ogingisbtion s oo 0 oieples, i | evores tho Pinciles
Yo' o - of iedical Ethsics (vor back),
oo anwwmudm«ammnuu ' '
T tiwyean? -
c Q umwmmwmmmwg =T Dase
CEREEENER o
’ mmmwmwm«w VU v oo B o s M. s Ao m-muu':"

WMWWWM‘

206 drdactible Boo U sl adie

100h, ANon 45 0irks g sryetre you i (o



v

pretegreipdulin)

e ]

oy [ ~Crapaienst
(TSR tSo SRl Yrin-ar) yiigess

HUGH 8. momou

eorir i W,
T

1. M ERVIN 8T -

JRRT

g opege

s -.s-q -.-4.

150

Y &




BEFORE THE S!'ATE BOARD OF MEDICAL EXAMINERS OF SOUTH CAROLINA

In the Matter of:

Hugh S. Thompson, M.D.,

Licensee. -

WHEREAS, Licensee has advised the Board of a commitment to a life of sobriety and
willingness to submit at Licensee's expense to such tests and other conditions as the Board may
desire, from time to time, to assure it of Licensee's continued compliance with that commitment.

THEREFORE, IT IS UNDERSTOOD AND AGREED THAT:

1.

This Agreement is not a disciplinary action under S.C. Code Ann. §40-47-200 (Supp.

1996), but instead is a reasonable accommodation designed to protect the public and assist Licensee

in a continuing recovery effort. Licensee hereby consents to the monitoring of Licensee’s treatment - -

and practice of medicine. Licensee specifically consents and does hereby agree to comply with the
following terms and conditions, which shall continue in effect until further Order of the Board:

(@)

®)

©

Licensee shall completely abstain from the consumption of mood-altering substances,
including alcohol, except as prescribed by a duly licensed practitioner for
documented legitimate medical purpose. All use of such substances is to be reported
by Licensee to the Board or its designee within 48 hours of initiation. All such
medical treatment and prescribing shall be reported directly to the Board in writing

by the treating practitioner within ten (10) days after the date of treatment. Licensee

must inform the treating practitioner of this responsibility and ensure timely
compliance, Pailure to inform the treating practitioner of this responsibility shall be

‘considered a violation of this Agrecment.

Licensee shall be subject to periodic, unannounced blood and urine alcohol and/or
drug analysis as desired by the Board, the purpose being to ensure that the Licensee
remains drug and/or alcohol-free. The cost of such blood and urine alcohol and/or
drug analyses and reports will be borne by Licensee, which costs shall be paid within
thirty (30) days after the date of the invoice therefor. Failure to make timely payment
of such costs, to provide a specimen upon request, or to remain alcohol and/or drug-
free shall be considered a violation of this Agreement.

Licensee must have a written contract with and be an active participant in the
activities of an aftercarc program approved in advance in’ writing by the Board
including, but not limited to, the Physicians Advocacy and Assistance Committee of
the South Carolina Medical Association, or a successor program approved as such

MONAGAMD (Rev, VT79T) . . Page 1 of 3
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(d)

(c)
®

2,

3.
public document under the South Carolina Freedom of Information Act and shall remain private.
However, a copy of this Agreement may be provided by the Board upon written request by any other
federal or state licensing or regulatory authority.

by the Board (hereinafter the Program). Such contract shall specify the required
frequency of attendance at support groups, or other such activities as the Program
shall deem appropriate, including, but not limited to:

(1)  Monitoring and aftercare activities of the Program;

(2)  Aleoholics Anonymous (AA) or Narcotics Anonymous (NA);

(3)  Caduceus support groups or its equivalent approved by the Board;

(4)  Such additional therapeutic activities as deemed appropriate and

: necessary by the Program when incorporated into the contract.

Licensee shall submit or arrange for the submission of quarterly written reports
documenting Licensee's regular participation in such therapeutic activities deemed

" appropriate by the Program, and documenting Licensee's full compliance with the

terms of the contract with the Program and this Agreement. Said reports shall be
submitted on or before the first day of April, and every third month thereafter.

Within thirty (30) days of the date of this Agreement, Licensee must provide to the
Board a letter signed by an appropriate representative of the Program mentioned
above verifying that Licensee has signed a written contract with and become an
active participant in the activities of the Program, as required above. Compliance
with this paragraph shall not be deemed satisfied until said written verification is
received by the Board. Failure to comply with this requirement within the prescribed
time shall automatically result in the immediate temporary suspension of Licensee's
license to practice until such time as full compliance has been made by Licensee.

Licensee shall appear and report to the Board as requested by the Board.

Licensee shall promptly advise this Board in writing of ‘any changes in address,
practice, hospital privileges, professional status, or compliance with this Agreement.
Correspondence and copies of reports and notices mentioned herein shall be directed
to:

LLR-Board of Medical Examiners

P. O.Box 11289

Columbia, SC 29211-1289

Itismdemwodmdagmedthatﬁyexemﬁngthhweemmmccnseespeciﬁcauy

consents to execute and to deliver to the Board, within ten (10) days of request, an authorization for
the releasc to the Board of any and all records, reports, or other information concerning Licensee by
any and all persons or entities involved, notwithstanding any privilege provided by federal or state
law. Failure to comply with this requirement within the prescribed time shall automatically result
in the immediate temporary suspension of Licensee's license to practice until such time as full
compliance has been made by Licensee.

It is further understood and agreed that this Agrecment is not to be considered a

MONAGRMD (Rev, L2797 . PageZofB
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4, It is further understood that, because of its private nature, this Agreement does not
require Licensee to disclose its existence to others, except federal or state licensing or regulatory
authorities. ‘

s. It is further understood and agreed that each provision of this Agreement shall be
subject to review by the Board. Licensee shall cooperate with the Board, its attorneys, investigators,
and other representatives in the investigation of Licensee's practice and compliance with the
provisions of this Agreement. Licensee may be required to furnish the Board with additional
information as may be deemed necessary by the Board or its representatives. In addition to such
requests, the Board ini its discretion may require Licensee to submit further documentation regarding
Licensee's practice, and it is Licensee's responsibility to fully comply with all such requests in a
timely fashion. Failure to satisfactorily comply with such requests will be deemed a violation of this
Amt' . . . . .

6. - Itis further understood and agreed that in the event that public action is subsequently
taken by the Board as a result of violation of the terms and conditions provided herein, then this
Agreement shall become disclosable as a public document under the South Carolina Freedom of
Information Act.

7. It is further understood and agreed that if Physician fails to abide by any of the
aforementioned terms and conditions, or if it should be indicated from reliable reports submitted to
the Board that Physician is otherwise unable to practice medicine with reasonable skill and safety
to patients, then Physician's license may be immediately temporarily suspended until further Order
of the Board following hearing into the matter of the failure, It is understood and agreed that by
executing this Agreement, Physician specifically consents to waive the procedural requirements of
S.C. Code Ann. §40-47-200 and Regulation 81-12.5. It is understood and agreed that by executing
this Agreement, Physician specifically consents to consideration by the Board of any appropriate
sanction under §40-47-200 after the hearing required by this paragraph.

8.  Itis further understood and agreed that this Agreement does not satisfy, prejudice,
or stay any disciplinary action currently pending before the Board or which may be filed in the
future.

AND IT IS SO AGREED.
STATE BOARD OF MEDICAL EXAMINERS
Effective: : BY:
Date : BEN C. PENDARVIS, JR., M.D.
President of the Board
1 AGREE:
LICENSEE Date
WITNESS OR ATTORNEY Date i
MONAGAMD (Rev. ¥2797) Page 3 Of; 3
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South Carolina Medical Malpractice '
’ PATIENTS' COMPENSATION FUND
Post Office Box 210738
Columbia, SC 29221-0738
(803) 731-1687

CERTIFICATE OF MEMBERSHIP

Zv/!/Gi S 7‘/1mp:wv A0 sSc 70F 7
NAME
AN o Rural Melicel Clinic <. LICENSE NUMBER
210 € Bozir X' . PaRon > asay (§I3)H28-4094

WORK ADDRESS TELEPHONE

)/ A Ervin. ST @m],,u%{m’s.o. 29552 (&“6’3)373 3509

HOME ADDRESS | o TELEPHONE

Taﬂ' ’ B vje é.MMIed 5“/5‘7" -‘f.-ZP-Z:Z /’"/010 -544,440.
BASIC INSURANCE BASIC POLICY # BASIC POLICY DATES BASIC LEMITS #
Dlescpere £ PSboo o - FM/’/y ‘L

TYPE OF POLICY BASIC .INS PREM PCF MEMBERSHIP FEE TYPE ?mc'rrcr.
Occurrence/Claims

I hereby agree to assist and cooperate with the PCF in all matters
connected with my membership in the PCF.

I furthermore understand and agree that my membership in the PCF is
contingent on my having in force basic malpractice insurance coverage with
limits not less than $100,000 per claim and $300,000 annual aggregate for
all claims, unless I have been certified by the PCF as a self-insured.

1 furthermore understand and agree that my membership, along with all
benefits provided to me by the PCF, will be suspended during the entire
period of time that I do nat have the required basic malpractice insurance
coverage in force, unless I have been certified by the PCF as a self-
insured.

I furthermore understand and agree that the PCF has no obligation and.
will make no payments for the defense or settlement of judgements

werases e Ao et

. Notary Publi?/

o " WY W W " — — — ——— W G ey D W W= me T S wm N S R S8 e e — i — - - . B et - o —

~The PCF membership of

is hereby certified for the period of to ' . Said

membership is subject to the above conditions.

Date Administrator

Please return this form to the above address, a copy will be sent to you
after processing.

14
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THE AMERICAN SOCIETY OF mrmm.oelsts.- NC.

G7his is to certify thas~

a duly licensed Physician, having complied with all the requirements of
-  THE AMERICAN COLLEGE OF ANESTHESIOLOGISTS,
and having demonstrated to its satisfaction an adequate preparation and experience
_together with special knowledge of the art and science of Anesthesiology, and being
proficient in the practice of this specialty is hereby admitted as a
° Fellow of The American College of Anesthesiologists

BY EXAMINATION

ez o
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Fowler Rural Medical Clinic
Don H. Fowler, M.D.
P.O. Box 875
Marion, 5.C. 29571-0875

. (843)4234044
FAX (843)423-3489

August 20, 1898

Mr. Aaron Kozloski, Executive Director
S.C. Board of Medical Examiners

P.O. Box 11289

Columbia, S.C. 29211-1289

Dear Mr. Kozloski:

I am writing to confirm to my satisfaction with the performance of Hugh S. Thompson, M.D.
Doctor Thompson has, at my request, petitioned the Board to aliow him to do histories, physical
examinations and discharge summaries on the hospitalized patients of this clinic.

Doctor Thompsen has performed his duties in a prudent and professional manner. He has
demonstrated basic clinical competence and continues in his enthusiasm to increase his
knowledge and skills in Family Practice. He has shown good judgment In being prompt to
request consultation in patient care problems with which he feels he needs the input of
experience.

From the standpoints of hastening his integration Into this practice, as an educationat tool, and
as a great help to this practice, | feel it is entirely appropriate for him to undertake these duties.
| would very much appreciate the Board's granting him this request. .

Sincerely,

Don H. Fewler, M.D.
CC: Hugh S. Thompson, M.D.

19



BEFORE THE STATE BOARD OF MEDICAL EXAMINERS OF SOUTH CAROLINA

In the Matter of:
Hugh S. Thompson, M.D.,

Medical License #7087,

Licensee. = : -

WHEREAS, Licensee has advised the Board of a commitment to a life of sobriety and
willingness to submit at Licensee's expense to such tests and other conditions as the Board may
desire, from time to time, to assure it of Licensee's continued compliance with that commitment.

THEREFORE, IT IS UNDERSTOOD AND AGREED THAT:

1.

This Agreément is not a disciplinary action under S.C. Code Ann. §40-47-200 (Supp.

1996), but instead is a reasonable accommodation designed to protect the public and assist Licensee
in a continuing recovery effort. Licensee hereby consents to the monitoring of Licensee's treatment
and practice of medicine. Licensee specifically consents and does hereby agree to comply with the
following terms and conditions, which shall continue in effect until further Order of the Board:

(a)

(b)

(©)

Licensee shall completely abstain from the consumption of mood-altering substances,
including alcohol, except as prescribed by a duly licensed practitioner for a
documented legitimate medical purpose. All use of such substances is to be reported
by Licensee to the Board or its designee within 48 hours of initiation, All such
medical treatment and prescribing shall be reported directly to the Board in writing
by the treating practitioner within ten (10) days after the date of treatment. Licensee
must inform the treating practitioner of this responsibility and ensure timely
compliance. Failure to inform the treating practitioner of this responsibility shall be
considered a violation of this Agreement.

Licensee shall be subject to periodic, unannounced blood and urine alcohol and/or
drug analysis as desired by the Board, the purpose being to ensure that the Licensee
remains drug and/or alcohol-free. The cost of such blood and urine alcohol and/or
drug analyses and reports will be bome by Licensee, which costs shall be paid within
thirty (30) days after the date of the invoice therefor. Failure to make timely payment
of such costs, to provide a specimen upon request, or to remain alcohol and/or drug-
free shall be considered a violation of this Agreement.

Licensee must-have a written contract with and be an active participant in the
activities of an aftercare program approved in advance in writing by the Board
including, but not limited to, the Physicians Advocacy and Assistance Committee of

MONAGRMD (Rev, 5757 Page 1 of 3
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2.

L e v ———————— s AP amirg

the South Ca:olma Medica.l Assoctauon. ot & Successor program approved as such
by the Board (hereinafter the Program). Such contract shall specify the required
frequency of attendance at support groups, or other such activities as the Program
shall deem appropriate, including, but not limited to:

(1)  Monitoring and aftercare activities of the Program;

) Alcoholics Anonymous (AA) or Narcotics Anonymous (NA),

(3)  Caduceus support groups or its equivalent approved by the Board;

(49)  Such additional therapeutic activities as deemed appropriate and

decessary by the Program when incorporated into the contract.

Licensee shall submit or arrange for the submission of quarterly written reports
documenting Licensee's regular participation in such therapeutic activities deemed
appropriate by the Program, and documenting Licensee's full compliance with the
terms of the contract with the Program and this Agreement. Said reports shall be
submitted on or before the first day of July, and every third month thereafter.

Within thirty (30) days of the date of this Agreement, Licensee must provide to the
Board a letter signed by an appropriate representative of the Program mentioned
above verifying that Licensee has signed a written contract with and become an
active participant in the activities of the Program, as required above. Compliance
with this paragraph shall not be deemed satisfied until said written verification is
received by the Board. Failure to comply with this requircment within the prescribed
time shall automatically result in the immediate temporary suspension of Licensee's
license to practice until such time as full compliance has been made by Licensee.

Licensee shall appear and report to the Board as requested by the Board.

Licensee shall promptly advise this Board in writing of any changes in address,
practice, hospital privileges, professional status, or compliance with this Agreement.
Correspondence and copies of reports and notices mentioned herein shall be directed
to:

LLR-Board of Medical Examiners

P. O.'Box 11289

Columbia, SC 29211-1289

It is understood and agreed that by executing this Agreement, Licensee specifically

consents 1o execute and to deliver to the Board, within ten (10) days of request, an authorization for
the release to the Board of any and all records, reports, or other information concerning Licensee by
any and all persons or entities involved, notwithstanding any privilege provided by federal or state
law. Failure to comply with this requirement within the prescribed time shall automatically result
in the immediate temporary suspension of Licensee’s license to practice until such time as full
compliance has been made by Licensee.

3.

It is further understood and agreed that this Agreement is-not to be considered a

public document under the South Carolina Freedom of Information Act and shall remain private.
However, a copy of this Agreement may be provided by the Board upon written request by any other
federal or state licensing ‘or regulatory authority.

MONAGRMD (Rev. Y7747) Page 20f3
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“ 4.~ o It is further understood that, because of its private nature, this Agreeme“:n't.déés' not
require Licensee to disclose i xts cxistence to others, cxcept federal or state licensing or regulatory
authorities.

5. It is further understood and agreed that each provision of this Agreement shall be
subject to review by the Board. Licensee shall cooperate with the Board, its attorneys, investigators,
and other representatives in the investigation of Licensee's practice and compliance with the
provisions of this Agreement. Licensee may be required to furnish the Board with additional
information as may be deemed necessary by the Board or its representatives. In addition to such
requests, the Board in its discretion may require Lieensee to submit further documentation regardmg
Licensee's practice, and it is Licensee's responsibility to fully comply with all such requests in'a
timely fashion. Failure to satisfactorily comply with such requests will be deemed a violation of this
Agreement. . ' A

6. Itis further understood and agreed that in the event that public action is subsequently
taken by the Board as a result of violation of the terms and conditions provided herein, then this
Agreement shall become dlsclosable as a public document under the South Carolina Freedom of
Information Act.

7. It is further understood and agreed that if Physician fails to abide by any of the
aforementioned terms and conditions, or if it should be indicated from reliable reports submitted to
the Board that Physician is otherwise unable to practice medicine with reasonable skill and safety
to patients, then Physician's license may be immediately temporarily suspended until further Order
of the Board following hearing into the matter of the failure. It is understood and agreed that by
executing this Agreement, Physician specifically consents to waive the procedural requirements of
S.C. Code Ann. §40-47-200 and Regulation 81-12.5. It is understood and agreed that by execiting
this Agreement, Physician specifically consents to conisideration by the Board of any appropriate
sanction under §40-47-200 after the hearing required by this paragraph.

8. It is further understood and agreed that this Agreement does not satisfy, prejudice,

or stay any dxsclplumry action currently pending before the Board or which may be filed in the
future. .

AND IT IS SO AGREED.
- 9—9% STATE BOARD OF MEDICAL EXAMINERS

Effective: % BY: ( { (. / d\_
HARTWELL Z. EBRAND, M.D.
President of the Board

4 Date
4[eles
WITNESS OR ATTORNEY : Date
MONAGRMD (Rav. 52757) Page Jof3
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SOUTH CAROLINA DEPARTMENT OF LABOR, LICENSING AND REGULATION
BEFORE THE BOARD OF MEDICAL EXAMINERS

In the Matter of: )
HUGH SMITH 'I'HOMPSON ‘M.D. ;
Mcdxca.l Lxcense #1087, ;" FINAL ORDER
- Respondent. ;
)
STATEMENT OF THE CASE

On or about June 7, 1993, the Executive Director of the Board of Medical Examiners
(the Board) served-and filed a Notice and Complaint against Hugh Smith Thompson, M.D.
(Respondent), who is a physician duly licensed by the Board to practice medicine in South
Carolina. On or about November &, 1993, a Notice and Amended Complaint was sérved and
filed against Respondent. On or about January 12, 1994, after proper notice, a hearing was held
before a panel of members of the Medical Disciplinary Commission pursuant to S.C. Code Ann.
§40-47-200 (Supp. 1993) and Regulations No. 81-15 and 81-16. Following Receipt of the -
Hearing Panel's Report, a Final Order Hearing was noticed and held on Wednesday, May 18,
1994, at the Board's Office located at the Koge; Center, 101 Executive Cenicr Drive, Suite 120,
Columbia, South Carolina. Respandent appeared with counsel, Celeste T. Jones, Esquire. The

State was represented by associate counsel Clifford O. Koon, Jr., Esqmre, and Deputy General

Counscl Richard P. Wilson,
The Board hereinbelow makes specific findings of fact regarding the issues involved in
this matter. The findings are specifically based on the Board’s review of the exhibits admitted

into evidence and the testimony presented.
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FINDINGS OF FACT
The Board finds:

1. Respondent is a physician duly licensed by the Board to practice medicine in
South Carolina. He currently resides m Darlington, South Carolina. Respondent previously
practiced anest.hesiqlog'y in Floﬁ:ncc, South Car;lina, until he ceased active practice on or about
April 30, 1992.. T

2. Respondent’s case concerns the prescribing of quantities of various controlled
substances and other dangerous drugs including Tylox, Lorab, Vicodin, Darvocet-N 100,
Tagamet, and Darvon over an approximately 26 month period to an alleged patient outside a
bona fide physician-pgtiem relationship and without documented medical justificarion or need.

3. Respondent testified that he and Patient A were close personal friends who dated
each other during the period under review. Respondent further testified that he had seen her
socially 6 to 10 times prior to November 28, 1990, when she first requested pain medication
from him. Although she lived in Columbia, she approached Respondent in Darlington allegedly
because of her trust in him from their personal relationship and her concern for strict
confidentiality due ;o her job situation which was sensitive to any allegation of personal 'drug
abuse. Respondent further admitted that he was-aware at that time of her history of substance
abuse. Respondent stated that he nevertheless agreed 1o her request because of their close
personal relationship and because he believed she was genuinely in pain.

. 4. Their arrangement was for her usually to telephone Respondent in Darlington and

he, in tumn, would telephone his authorization for drugs 10 a pharmacy in Columbia for her to
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pick up. Respondent also admitted that sometimes at their social meetings she would tell him
about her pain and then he would call-in a prescription for her, as requested.

5. Prescription documents found at a Columbia pharmacy reveal that between
November 28, 1990, and 1January 6, 1993, Respondent called-in approximately 45 prescriptions
for Patient A, principally for Schedule Il nafZotic analgesics, such as Lortab and Vicodin.

6.  Respondent ﬁdmitted that he never saw Patient A in a medical sétting and never
did a full history aﬁd physical examination of her. Respondent did not produce any medical
record concerning the care he allegedly réndercd to her and kept virtually no record of the drugs
he prescribed for her.! Among other things, Respondent did no appropriate workups, kept no
progress notes, aﬁd had no treatment plan 1o justify the medical need and purpose for the drugs
he prescribed for hér.

7. In response to a question from the Panel, Respondent admitted that he did not
think of himself as a member of her treatment team. Therefore, Respondent apparently never
advised other physicians, who were known by him to be actively treating Patient A for her -
medical problems, that he was supplying her with additional drugs which could mask some of

the symptoms and causes they were attempting to treat.

! Respondent’s record of the care he rendered during the approximately 26 month period
under review consists of only seven (7) very brief references to quantities of Vicodin ES he
prescribed during the last three months. The remaining documents in Respondent’s record were
portions of hospital records she had provided concerning some of her surgeries at various times
during the period under review which documented her history of chronic pain. Those hospital
records contain no reference to Respondent as a referring physician, consultant, or
anesthesiologist. Additional hospital records concerning Patient A subsequently obtained for the
Panel Hearing also are devoid of any reference to Respondent,

-3
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8. Respondent also appeared and testified under oath before the Board. Respondent
admitted, among other things, that he had no “"conventional” physician-patient relationship with
Patient A. Respondent testified that the only physical examinations conducted by him were done
"informally" in her home with someone else present. Respondent asserted that he once had
medical re;:ords' concerning Patiém A'S care, but that they must have been lost. However, it

was conceded thét'ther_c are no-medical records in this record to support Rcsponder'u's‘position.
Respondent further admitted that he knew of the prohibition of State law against prescribing
controlled substances for family and close personal friends, and that he had become
uncomfortable doing so in this case, However, Respondent testified that he continued
prescribing to Patient A because of their personal relationship. Respondent further admitted
that, although the physician is supposed to be in control, sometimes he was not. The record
reveals that Respondent’s only involvement was to supply Patient A with the drugs she
requested.

9. Accordingly, the Board finds that there is no evidence of 2 bona fide physician-
patient relationship between Respondent and Patient A. The Board further finds that
Respondent's prescribing to Patient A was not in the usual course of professional practice and

was below the professional standard of care in similar situations.

CONCLUSIONS OF LAW
The Board concludes that Respondent has violated S.C. Code Ann. §§40-47-200(7), (8),

(11) and (12) (1986); Regulation No. 81-60(A), (D), (F), and (G) (1986); Regulations No. 81-
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60(C), (D), and (E) (Supp.1992) of the Rules and Regulations of the Board; and S.C. Code Ann.
§§44-53-360 (c) and (h) (1986).
SANCTION

In enforcing the Medicgl Pé&ti& Act, the Board is mindful that its.ultimate purpose is
to protect the public and maintain the imegrity-of the profession in the State. In fashioning an
appropriate sanction, this Board has meticulously weighed the public interest and the need for -
services of qualified medical doctors against the countervailing concern that socicty be protected
from professional misconduct.

Respondent's misconduct involves the unlawful and inappropriate prescribing of
controlled substances outside a bona fide physician-patient relationship and not in the usual
course of his practice. In addition to raising serious questions regﬁ;ding his professional
competence, Respondent's misconduct threatened: the public health and subverted the laws
goveming the use of controlled substances.

Accordingly, the Board finds it is in the public interest to impose the following sanction.

THEREFORE, IT IS ORDERED THAT:

1. Respondent’s license to practice medicine in this State is hereby suspended for an
indefinite period. Said suspension shall be sﬁyed and Respondent’s license reinst#ted ina
probationary status only after Respondent has satisfied the following specified precondition for
reinstatement:

(a) Respondent shall pay a fine of Five Thousand and No/100 ($5,000.00) Dollars.

Said fine shall not be deemed paid until zecejved by the Board.
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Thereafter, Respondent’s license shall be reinstated in a probationary status for

an indefinite period of time upon the following terms and conditions of probation, which shall

remain in effect until further Order of the Board:

@

(®)

Within thirty (30) days 6f the date of this Final Order, Respondent shall enter into
a'Conscnt‘ Order or‘ Agreement with the Bureau of Drug Control, South Carolina
Dépmmgnt of Health and Environmental Control (the Departmcnt)b, restricting
his Controlled Substances Registration in all schedules to institutional use only.
This restriction is designed and intended to prohibit Respondent from prescribing
controlied substances outside a hospital or clinic licensed by the Department.
Compliapce shall not be deemed complete until a copy of said Consent Order or
Agreement is received by the Board. Failure to comply with this requirement
within the prescribed time shall automatically result in the immediate temporary
suspension of Respondent's license to practice medicine unti] such time as full
compliance has been made by Respondent.

Respondent shall use triplicate copies of prescriptions for all controlled substances
written by him, One copy shall be delivered 1o the patient; one copy shall be
placed in the patient's hospital or clinic record; and one copy shall be maintainea
by Respondent in a readily retrievable manner for inspection by representatives
of the Board or other appropriale authorities. The last copy shall be delivered by

Respondent to the Board upon request at such times as the Board may desire.
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3. Failure by RcSpondent 1o abide by any of the aforementioned conditions of
probation during said period shall warrant the immediate revocation of probation and the
immediate imposition of th; aforementioned indefinite suspension of his license to practice -
: mcdir;ine in this State pending hcan'ng'x;md the marter and until further Order of the Board.

4, . R'esppndeht shall c.ooperatc with the Board, its attorneys, iﬁvestigators, and other
. employees in thz’:. inVcs;igalion of Respondent's practice and compliance with the p.rovisions of
this Final Order. It is Respondent’s responsibility to demonstrate compliance with each and

every provision of this Final Order. Respondent may be required to furnish the Board with
| additonal information as may be deemed necessary by the Board or its representatives. In
addition to such req(les_ts the Board, in its discretion, may require Respondent to submit further
documentation regarding Respondent’s practice, and it is Respondent’s responsibility to fully
comply with all such requ.ests in a timely fashion, Failure to satisfactorily comply with such
requests will be deemed a violation of this Final Order.

5. This Final Order shall take effect immediately upon receipt by Respondent or his
counsel.

AND IT IS SO ORDERED.

SOUTH CAROLINA DEPARTMENT OF LABOR,
LICENSING AND -REGULATION
BOARD OF EDICAL EXAMINERS

PHEN I/S’CHABEL M.D.
resident of the Board .
/& s , 1994
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Respondent’s medical records (office, hospital, and surgical activity) shall be

subject to periodic review by Board representatives. The cost of such reviews

shall be bome by Respondent.

Respondent shall appear and report to the Board as requested by the Board.

" Within one (1) year of the date 6f this Final Order, Respondent must attend and

document completion of the Clinical, Legal, and Ethical Issues in Prescﬁbing
Abusablc Drugs program offered by the Florida Medical Association and the
University of South Florida, or an equivalent course approved in advance by the
Board. Respondent must file written proof of compliance with the Board within
fifteen (15) days after completing this rcqui;emcnt. Failure 10 comply with this
rcquirémcm shall automatically result in the immediate temporary suspension of
Respondent’s license to practice mcc_iicine until such time as full compliance has
been made by Rcspoﬁdem. '

Respondent shall comply with the terms of this Final Order and all State and
Federal statutes and regulations concerning the practice of medicine.
Respondent shall promptly advise this Board in writing of any changes in address,

practice, hospital privileges, professional status, or compliance with this Final

_QOrder. Correspondence and copies of reports and notices mentioned herein shall

be directed to:

South Carolina Department of Labor,
Licensing & Regulation

Board of Medical Examiners

P. O. Box 212269

Columbia, SC 29221-2269

-7
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Bepartment of Health md Human Sertrtres
" David M, Beasle . T .
w(.-}ovemor ; Y X _ . July 14, 1958 : G“l')eir: ;::ver _
CERTIFIED MAIL

Hugh S. Thompson, M.D.
111 N. Ervin Street
Darlington, SC 29532

RE: Reinstatement in the South Carolina Medicaid Program

Dear Dr. Thompson:

Based on the acﬁon taken by the South Carolina Department of Labor, Licensing and
Regulation - Board of Medical Examiners, you are being reinstated in the South Carolina

Medicaid Program. This action is retroactive to April 14, 1998, the date of the Reinstatement
issued by the Board.

Sincerely, (l
e ;20/‘—"*" .
Gwen Power
Director
GP:cm
cc: Ms. Carolyn G. Jordan, Chief
Bureau of Medicaid Program Assessment
Ms. Darlynn Thomas, Chief
Bureau of Health Services
Department Head, Program Development
Bureau of Community Services
Office of the Director

P.O. Box 8206 « Columbia, South Carolina 29202-8206
(803) 253-6100 « Pax (803) 253-4137
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THE AMERICAN SOCIETY OF MOLOGISTS. INC.

C7his is to certify thar~

Hugh Smith Thomypson, D
a duly licensed Physician, having complied with all the requirements of
THE AMERICAN COLLEGE OF ANESTHESIOLOGISTS,
and having demonstrated to its aatis!acﬁ_gp. an adequate preparation and experience

together with special knowledge of the art and science of Anesthesiology, and being
proficient in the practice of this specialty is he;‘eby admitted as a

Fellow of The American College of Aneathesiologists
BY EXAMINATION

f P LLdYtL 7I’ao’¢£ WD, 8283 ZM . MD.

— g.........nfm I \



-

0f

O
o
O

| 3\ C AMESTHESIOLOGISTS

THE AMERICAN SOCIETY OF ANESTHESIOLOGISTS, INC.

GThis is to certify thar~

Jgh Smith Thompson, 702

a duly licensed Physician, having complied with all the requirements of
THE BMERICAN COI.LE_GE OF ANESTHESIOLOGISTS,
and having demonstrated to its taﬁsfactig{u.an adequate preparation and experienéé
together with special knowledge of the art anfl science of Anesthesiology, and being
proficient in the practice of this specialty is hereby admitted as a
' Fellow of The American College of Anesthesiologists

BY EXAMINATION

'ﬂ Ma.s.a./

fi&kd?’(t J/%&ri »M.D. 8283 QM ’ M M.D.

7 Secary. 8CH 7\
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THE AMERICAN SOCIETY OF ANESTHESBIOLOGISTS, INC.

CThis is to certify thasr~

Yigh Smth Thompson, 710
[
a duly licensed Physician, having complied with all the requirements of
THE AMERICAN COIJ.BGB OF ANESTHESIOLOGISTS,
and having demonstrated to its satiafactig‘;‘an adequate preparation and experience
together with special knowledge of the art and science of Anesthesiology, and being
proficient in the practice of this specialty is he}'eby admitted as a

Fellow of The American College of Anesthesiclogists
BY EXAMINATION
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C7his is to certify thar
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Hugh Smith Shompson, M.
a duly licensed Physician, having complied with all the requirements of
THE AMERICAN COLLEGE OF ANESTHESIOLOGISTS,
and having demonstrated to its aau’sfacﬁgp‘an adequate preparation and experience
together with special knowledge of the art and science of Anesthesiology, and being
proficient in the practice of this specialty is hereby admitted as a
' Fellow of The American College of Anesthesiologists

BY EXAMINATION
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EXHIBIT 4

IN SUPPLEMENTAL
RECORD ON APPEAL

(Original Exhibit B to Respondent’s Motion to Disqualify)




Lake City Community Hospital

258 N. Ron McNair Boulevard

Lake City, SC 29560
843-374-2036

Muarch 31, 2008

Palmettiy GBA, Provider Enrollment
2300 Springdale Drive
Camden, SC 29020

Re: Lower Florence County Hospital
Provider Based #42-0066
CON# 42-3433

To Whom It May Concern:

. The enclosed CMS-855A application is for the purpose of changing our
vwnership Inierest and/or managing control information for both vrganizations and
individuals for each of cur Rural Health Clinics owned by Lower Florence County
Hospital, The following sections were completed for,

Pee Dee Health Care

201 Cashua Street
Darlington, §C 29532
Provider Number-42-3433

Section I- Chunging Medicare information for provider 42333 NP# 1134301625
Section 1B-Ownership lnterest and/or Managing Control Information (Organizations)
Ownership Interest and/or Managing Control Information (Individuals)

Section 3-No Adverse legal actions/convictions

Section 3-Ownership Interest-Organizations

Section §-Ownership Interest-Individuals

Section 13- Contact Person

Section 15- Certification Statement

*attachment: provider bused attestation statement

If vou should have any questions please coptact me at §03-799-1700.

Sincerely yours,

Chge Waeo

Cheri L. Reed, Senior Director, Human Resources & Compliance
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MEDICARE ENROLLMENT APPLICATION

INSTITUTIONAL PROVIDERS

CMS-855A

SEE PAGE 1 TO DETERMINE IF YOU ARE COMPLETING THE CORRECT APPLICATION

SEE PAGE 2 FOR INFORMATION ON WHERE TO MAIL THIS APPLICATION.

SEE PAGE 41 TO FIND A LIST OF THE SUPPORTING DOCUMENTATION THAT MUST BE
SUBMITTED WITH THIS APPLICATION.

cArs/




SECTION 1: BASIC INFORMATION

REASON FOR APPUCATION

red sections. " .
BILLING NUMBER INFORMATION

REQUIRED SECTIONS

{3 You wre a new enroller 1 Modicere

Enter your Medicare Identification
Numbes {if issued) 2nd the NP1 you
would ke to Hnk to this somber in
Section 4.

Complete all secdons except 2, 2G,
and 2H

contractor's jusisdistion

Q You are resttivating your Medicae
anroilment

T Yoo are erwoiling with another fee-for-service

Enter yowr Medicare Kdentification
Number (if jssued} and the NP vou
wouid Hke to link 1o this nember in
Seetion 4.

Complete sl sections except 2F,
3G, and 2H

(3 You are voluntarlly terminating

Effective Dute of Tenmination:

Medicare Megtification Namber the

Camplete sections:

You are the.
L3 SellerFotrey Owner
i Buver!New Owner

Tux Identficaton Number.

your Madicare esroliment i tecminating (i speed: 1,281, 13, and ither 15 or 16
NP trsuedy
Medicare Identification
4 5 T Number {if fsned) ]
hreleniemmkein Il M st Qv
eEemolied provi NPE 18, 2F, 13, and cither 15 or 16

BuyeriNew Uwner:
Complete aft sections owrpt 36 3wl 20

3 Your ueanization hes taken part
in an Acquisition o Merger

You are the
(G SeflerfFormer Owner
23 Buyer/New Ovrnee

Medicary Mdentificanion Numbor of
the Seller/Formes Owner (§F lued)

NPL

Tax Kensfication Number:

Seller/¥ormer Qwner:
1A, 26, 13, and cltey B or 16

BuyerfNew (hwner:

14,26, 4, 13, and elther 15 8 you
are the aathorized official) or 16 (i
you are the delegated official), and 6
for the signer if thut suthorized o
delegarmd official bus aot been
established fou this provider

{1 Your erganization has Consolidated
with snother orgasization

You are the,
G Former organization
L) Mew organization

Medicace Keotification Nunsber of
she SetlerdFormer Gwaer (f inswed s

NPL

Tax [deatificadon Nuaher:

Former Organizations:
18, 28, 13, ad either 25 0r 16

New Organization:
Camplete all seedons except 2F and 26

-~
U You are changing vour Medicare
information

Mudicare Identification
Nx*;;r‘zbcr Hf ismsedf q a Mg 29
AN 7S

G 1 Section 1B

3 You are revalidating vour Medicars
enrofiment

Enier your Medicare Identification
Number {if issued) and the NP f@g;’ :
woudld like to link to this aumber in
Settion 2.

HCamplet B setidins except2F, 3G,

st TH

e

£3a5.B59A, W08




SECTION 1. BASIC INFORMATION (continued)

REQUIRED SECTIONS

£ ldenifying information

1, 2 {complele only those sections that are

changing), 3, 13, and either 15 (if you ane the anthorized
official) or 16 (3 you are the delegated official), and
Section 6 for the signer if that authorized or defegated
official has not begn established for this provider.

23 Adverse Legal ActionsConvictions

1, 281, 3, 13, and cither 15 (if you are the suthonzed
official} or 16 Gf you are the delegated official), and
Section & {or the signer if that authorized or delegated
official has oot been established for s provider.

{J Practicz Lecation Information, Payment Address
& Medical Recond Storage Inforvoation

1, 281, 3,4 (complete only those secrions Unt are
changing), 13, and either 1S (if you are the anthutized
afficial) or 16 (if you arc the delegated official), snd
Section § for the signer if that authorized or delegated
official hos not been established for this provider,

waership Interest and/or Managing Control Information
{{Organizations)

1, 281, 3, 5, 13, and cither 15 (f you wre the authonzed
official) or 16 (if you are the delegared official), and
Section & for the signer if that aunthorized or delegated
official has not bees cstablished for this provider.

Q{Owactship Interes: andfor Managing Control Information
{ncividuals}

1,2B1, 3, 6, 13, and cither 18 Gf you are the authorized
official) or 16 (if you are the delegated official), and
Section 6 for the signer if that authorized or delegated
official has not been establighed for this provider,

{1 Chain Home Office Information

1, 2B1, 3, 7, 13, and cither 33 (if you ae the authorized
official) or 16 (f vou are the delegated official), md
Section & for the sigoer if hat authurized or delegated
official has not been established for this provider

1 Biiling Agercy Information

1, 2B1, 3, 8 {complete only thuse secdons tt ace
changing), 13, amd either 1S (i you are the snthorized
official} or 16 (if vou are the delegated official), and
Section 6 for the signer if that authonzed or delegated
official has oot been established for this provider,

L Special Requirements for Home Health Agencies

1,281, 3, 12, 13, and efther 15 (if you arc the auonzed

“official) ar 16 (if you are the delegated official}, and

Section 6 for tie signer if that authorized or delegated
official bas not been established for this provider.

L3 Authorized Offcisis)

1,281, 3,6, 14 and 15,

R N RE T S

(3 Delegaed Official(s) (Optonal)

1, 2B, 36, 13; 15, and-16.

e "

OME-AE5 G086}
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SECTION 3. ADVERSE LEGAL ACTIONS/CONVICTIONS (continued)

1. Has your erganization, under any current or former name or business identity, ever had an adverse
action {isted on page 13 of this application imposed against it?

§ 0 YES-Continue Below - @'NO-Skip to Sectio!:zwg

2. If yes, report each adverse legal action, when it ocourmed, the Federal or State agency orthe
courtfadminisirative body that imopesed the action, and the resolution, if any.
Antach a copy of the adverse legal action documentation and resolution.

Adverse Legal Action Date Taken By Resolution
TRUE ey,

58554 {02/08)




SECTION 5: OWNERSHIP INTEREST AND/OR MANAGING
CONTROL INFORMATION (ORGANIZATIONS) (Continued)

{3 Not Applicable

I you are changing, adding, or deleting mformation, check the applicable box, furnish the effecdve date,
and compiete the appropriate fields in this section,

CHECK ONE I3 CRANGE & 40D O} DELETR

DATE tmanvateyyyy) 031262007

Check all that apply:
'S Percent or More Orwuership Interest L3 Paner @Mmmging Contral

Logal Business Name a5 repotiad 10 the Ipierma) Revenue Service
Mid-Carolina Hospital Group LLC
“Lxnng Business As™ Name (f applicable;

Address Line | (Surer Name and Namber;

3400 wWest Avenue

Address Line 2 (Suite, Room, o1c.;

City/Town i T ZIF Codo + 4
Columbia |C 29203-6901
Tax Identification Number fReguired;

20-8694 144

Medicare Identification Number(a} 1§ issed) NP (if toed?

e na

CNES-BU5A (RO} %3
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SECTION 5: OWNERSHIP INTEREST AND/OR MANAGING
CONTROL INFORMATION (ORGANIZATIONS) (Continued)

eemetirrrs et

If reponting a chaoge t0 existing jaformation, check “Change,” provide the effective date of the change,

and complete the appropuate fiekds w this section.
3 Change {1 Effective Date:

1. IHas this organization in Section SA, under any current or former name or business identily, ever had an
adverse legal action listed on page 13 of this application imposed against it?

{1 YES ~ Continue Below & NO - Skip 10 Section 6

2. WYES, report each adverse legal action, when if occurred, the Federal or State agency or the
court/adruinistrative body that bnposed the action, and the wsolution.

RV
Attach a copy of the adverse legal action documentation(s) arsd resolutionds),
Adverse Legal Action Date Taken By Resolution
TRUE CERTIFIRD COAY
e e .
A Soors d

CAS-RYA 68 T




SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING
CONTROL INFORMATION (INDIVIDUALS) (continueq)
Any information on adverse Jegal actions that have been imposed against the individuals reported in this

section must be furnisbed. H there is more than ope individual, copy and complete this section for sach
individual in Seciion 6B,

If you are changing, adding, or deleting informarion, check the applicable box, furaish the effective date.
and complete the appropriate fields in this section. The name, date of birth, and social security number of
gach persou fisted in this secdon must colncide with the individual’s information ax Listed with the Sccial
Security Administration,

CHECK ONE 21 CHANCE o Ano ) DELIE
DATE (menvadiyyyy) 0312612007
T First Name . Middle lmoal T ast Name ¥ St ex.
Tony R. Megna Jo
Socl Secunry Number gﬂe:;mnd} Date of Binth panwdhwy Medicare Identiboation Nember (if suedlf NP 45 irniedy
251-86-37686 04/23/1955 na e
1. What is the above individual’s selationship with the provider in Section 2B17 (Check olf thet apply.)
i 5 Percent or Greater Direct/Indirect Owner # Director/Officer
{1 Partner {3 Contracted Managing Bmployee
of Managing Employee (W-2) {3 Other

ADVERSE, LEG.*\

Complete this section for the individual reported in Section 6A abow

If you are changing information, check “change” box, fumnish the effective date, and complete the
appropriate fields in this section,

J Change L3 Effective Date:

1. Has the individusl in Section 6A, under any current or former pame or business identity, ever bad an
adverse legal acton listed on page 13 of this application imposed against him/her?

O YES- Cmnnue Bek)w # NO--Skip to Sectien 7

2. I YES, report cach adverse ;evai action, when I occurred, the Federal or State agency or the conrt/
administrative body that unpo&,ed the action, and the resolution, i aay,

Attach a copy of the adverse legal action documentation and resolution.
Agdverse Legal Action Date Taken By Resolution

M-SR (DIGS)

o
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SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING
CONTROL INFORMATION (INDIVIDUALS} (continued)

Any informatien on adverse legal actions that have been imposed against the individuals reported in this

section must be furnished. 1f there is more than one individual, copy and complete this section for each
individual i Section 88,

e

if you are changing, adding, or deleting information, check the applicabie box, furnish the effective date,

and camplete the appropriate fields in this section. The pame, date of birth, and social security number of
each person Hsted in this section must coincide with the individual's information as lsted with the Social

Security Administration.

CHECK ONE 0 CHANGE & app O peLETS
DATE (mmrddiyyyy) 0312642007
1. Fust Naoxs Middle Trrtial {ast Name I, 5r. e,
Benjamin W, . Lamb MD
Surtal Seounity Number Reguired) Date of Blsth temftdiyye} Medicare Idenubication Nesaber off ioved)] NPL (i}
2B0-87-0144 03/08/1973 H4TS50 100241 3‘}’)&:

2. What is the above individual's refationship with the provider in Section 2B17 (Check all that appip )
21 3 Percent or Greater Direct/Indirect Owner
T3 Partoer
# Managing Erployes (W-2)

if you are changing information, check ¢

appropriate fields in this section.
3 Change

Complete this section for the individual reported in Section 6A above,

6 10)

1 Effective Dater

W Director/Officer
21 Contracted Managing Employee
F Orher fess thon 5% direcyindiract owner

égg@” box, fumish the effective date, and complene the

i. Has the individual in Scetion A, under any current or former name or business dentity, ever had ap
adverse legal action listed on page 13 of this apphication imposed against him/her?

O YES-Continue Bsiogv

W NO-Skip to Section 7

2. HYES, report each adverse legal action, when it ocenrred, the Federal or State agency or the court/
administrative body that imposed the action, and the resolution, if my.

Autach a copy of the adverse legal action docamentation and resolution.

Adverse Legail Action

Date

Taken By

Resolution




SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING
CONTROL INFORMATION (INDIVIDUALS) (Continuea)

Any information on adverse legal actions that have been imposed against the wndividuals reporied in this
section must be furnished. 1f there is more than one individual, copy and complete this section for exch
individual in Section 6B,

If you are changing, adding, or deleting information, check the applicable box, fumish the effective date,
and complete the appropriate fHelds in this section. The name, date of birth, and secial security number of
each persou listed in this scction must coincide with the individual’s information as Jisted with the Social
Security Admunistration.

CHECK ONE donance £1 AT 0 pELETs
DATE travddivyyy) 032612007
1. First Name Mideie it Lot Piame ISy, et
Clarence W, Bowman il
Social Secunity Numbes (Reguired? | LA OF BUAD fruniibipyre] Medicare Idratiicanon Wuber (f tmed}] NP1 5 Dased)
556-68-4052 Q710511047 na na
2. What js the above individual™s refationship with the provider in Section 2B17 (Cheek ull that apply.;
& 3 Percent or Greater Directlndirect Owner {3 Dirsctor/Officer

L Partoer L4 Contracted Managing Employee

o Managing Bmployee (W-2) O Other ..

Complewe this section for the individual reported in Section 6A above.

I you afe changing information, check “change” box, furnish the effective dute, and complete the
approprate fields in this section.

L Change J Bffecdve Dats:

1. Hag the individual In Section 6A, under any current or former natue or business identity, ever had en
adverse legal activn listed op page 13 of this application imposed against himher?

| O YES-Continue Below & NO-Skip w Section 7 |

2. I£ YES, repont each adverse legal action, when 1t ocourred, the Federal or State agency or the conrt/
administrative body that imposed the action, and te resolution, if any.

Autach a copy of the adverse legal action documentation and resolution.

Adverse Legal Action Date Taken By Resolution

g gy g G g g L g gl P B
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SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING
CONTROL INFORMATION (INDIVIDUALS) (continued)

Any information on adverse legal actions that have been imposed against the individuals reported in this
section must be furnished. If thers is more than one individual, copy and complete this section for cach
individual in Section 68,

g information, check the apphicable box, furnish the effective dale,

and complete the appropriate fields in this section. The name, daie of binth, and social security purmber of
each person listed in this section must colncide with the individual’s information as listed with the Social

Security Administration.

CHECK ONE 23 CHANGE M app {1 DELEIE
DATE tmmederrm) 0372612007
1, First Name Middle lnitial Last Name i, Sk, el
Ermest M. Alkinson MD

Medicare Ideprification Number [ isuedl NP {if boved}

F35708 Ay

Sociad Secunty Number {Required}
251.08-1543

Date of Bitth (maviddAorye)
0470671683

2. What is the above individual’s x’,:ianm,s}upwmtm provider in Section 2B1? (Check ail that apphy)
U 5 Porcent or Greater DirectfIndirect Owner
{3 Partoer
o Managing Bmployee (W-2)

@ DirectorfOfficer
0 Contractedt Managing Employes
8 Other Lass than 5% diectindioc owpor

Complete this section for the individual reported n Section 6A above,
If you are changing information, check “change” box, turnish the effective date, and complete the
sppropriate felds in this section,
d Change Ui Bffective Dater
1. Has the individual in Section 6A, under any current o former name or business identity, ever had an
adverse jegal action listed on page 13 of this application imposed against himder?

{ Q YES-Continue Below 8 NO-Skip to Section 7

2. I YES, report each adverse legal action, when it occurred, the Federal or State agency or the court/
administrative body that imposed the action, and the resolution, if any.

Ansch a copy of the adverse legal acdon documentation and resolotion.

Adverse Legal Action Date Taken By fesolution
e s 6 g < 30 o v e . - ™ oy iy
e o - 2 i
CMS-BESA {02006} 7 - »’;;% s
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SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING
CONTROLU INFORMATION (INDIVIDUALS) (Continued)

Any information on adverse lepal actions that have been imposed against the individuals reported in this
section must be fumished, 11 there is more than one individual, copy and complete this section for each
individual in Seciioa 6B.

If you are changing, adding, or deleling information, check the applicable box, furnish the effective date,
and complete the approprinte ficlds i this section. The name, dats of birth, and social secarity munber of
each person listed in this section must coincide with the individual's information as Hsted with the Social
Security Adminustration,

CHECK ONE T CHANGE # app £ DELETE
DATE twddlyyyy} | 03/26/2007
PRI i
i, ¥irst Narne Middle nitind T.a5t Name I, S, ¢,
Katis S Noyes o
Sueinl Securtty Number (Reguireay Date of Birth tronitittyyyei “TMedicare Tdennlicaion Number ff fuuedt] NP 0 Gueds

266-11-26817 DEe/08/1854 na na
2. What is the above Individual’s relationship with the provider in Section 2B1Y (Check edl thet appiv.}

3 S Percent or Greater Direct/Indirect Owner W Director/Officer

3 Parmer {1 Contracted Managing Employee

o Managing Employes (W-2) W Other less than 5% dirscindinact swneribip

Complete this section for the individeal reponted in Section 6A 2bove.

If you are changing information, check “change” box, furnish the effective date, and complete the
appropriste felds in this section.

0 Change (3 Effective Date:
§. Has the individual in Secton 8A, under aoy current or former aame of business identity, ever had an
adverse Jegal action listed on page 13 of this application imposed against him/her?

3 YES-Continue Below 3 NO-Skip to Section 7

2. 1f YES, repont each adverse legal action, when it occurred, the Federal or State agency or the court/
administative body that inposed the action, and the resoludon, if any.

Atzch a copy of the adverse legal action documentation and resolution.

Adverse Legal Action Data Taken By Resolution
vy 1Y
e "
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SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING
CONTROL INFORMATION (INDIVIDUALS) (Continued)
Any information on adverse legal actions that have been imposed against the individuals reported in this

section must be furnished. If there is more than one individual, copy and complete this section for each
individual in Section 6B,

If you are changing, adding, or deleting information, check the applicable box, furnish the effective date,
and complets the appropriate fiekds in tis section. The name, date of bixth, and social security cumber of
ench person listed in this section must coincide with the individual’s information as listed with the Social
Secirity Administration,

CHECK ONE 3 CHANGE o anp O3 o0 BTR
DATE gnmsddryyyst 0372612007
1. st Name Middte. innal 145t Name e, &, ek
Josiah s. A Matthews MD
Stcinl Sezunty Number fRegidrmd} Doute of Binh fravidityry; Fedicans entiiicanon Nunber i ssuedt NP ff trvad)

250-48-4927 08/04/1931 C60508 kw‘;{z{}%’&o{)
2, What is the sbove individeals relationship with the provider in Sectivn 2817 (Chect all that eppiy)

W 5 Percent or Greater Direct/lndirect Owner & DirectodOfficer

2 Parmer 0 Contracted Managing Employee

& Managing Employee {W-2) Q Other

Complete this section for the individual reported in Section 6A above.
If you are changing information, Check “change” box, firnish the effective dute, and complete the
appropriate fieids in this section,

0 Change L} Effective Date: .

1. Has the individual in Section 6A, under any current or former name or business identity, ever bad an
adverse tegal action listed on page 13 of this application imposed against himvher®

£1YES-Continue Below 8 NO-Skip to Section 7

2. IEYES, report each adverse legal action, when it occurred, the Federal or State agency or the courtf
administrative body that imposed the action, and U resolwtion, if any.

“Astach a copy of the adverse Jegal action documentation and resolution.

Adverse Legal Action Date Taken By Resoiution

CHS-AS5A (208




SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING
CONTROL INFORMATION {(INDIVIDUALS) (continued)

Any information on adverse legal actions that have been imposed against the individuals reported in this

section maost be furnished, If there is more than one individual, copy and complete this section for each
individual in Section 68,

If you are changing, adding, or deleting information, check the applicable box, furnish the effective date,

and complete the appropriate ficids in this section. The name, date of birth, and social security number of
each person hsted in this section must coincide with the individual’s information as bisted with the Social

Security Administration.

CHECK ONE Q0 CRANGE o ann i3 DRLETE
DATE tmevddippyy 0312612007
1, Fist Name Middie niual Last Neme Jr. St ele.
Sabrina G, Obrien MD
Secial Security Number [Required) Fiate of Birth {mestfdbye Wedicare [deathoation Numser (f isvedt] NPT Hf fuued?
400-17-7368 8/28/1968 G37386 WEA RIS 3

2. What is the sbove individual's relationstip with the provider in Section 2B17 (Check ait shat apply )

{3 5 Percent or Greater Dircct/Indirect Owner

L Partner

< Managing Emplovee (W

)

3 Director/Officer
¥ Comracted Managiog Employee
) Other Less then 5% directfindhuct ownes

Compiete this section for the individual reported in Section 6A sbove.

If you are changing information, sheck “change” box, fumish the effective date, und complete the

agpropriate fields 1ty section.
W Change

Q Effective Date:

1. Has the individual in Section 6A, under any current or former name or busiuess identity, ever had an
adverse legal action listed on page 13 of this application imposed against hinvher?

2 YES-Conttnue Below

o NO-Skip to Section 7

2. If YES, report each sdverse legal acton, when it occurred, the Federa! or State agency or the court/
administrative body that imposed the action, and the resolution, if any,

Agach g copy of the adverse legal sedon documentation and resolution,

Adverse Legal Action

Date

Jaken By

Resolution

ME-FE5A QA0B)
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SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING
CONTROL INFORMATION (INDIVIDUALS) (continued)

Any information on adverse legal sctions thar have been imposed against the individaals reported in this
seetion mast be faraished, If there Is move than one tndividual, copy and complete tes section for euch
individual in Secion 68,

s 2 SR PSRRI s g s N, " i A5 - - ~ &
If you are changing, adding, or deleting informarion, check the applicabie box, furnish the effecdve date,
and complete the appropriate felds in this section. The name, date of bisth, and social seenrity number of
each person listed in this secdon must coincide with the individual’s information as lisied with the Social
Security Administration,

CHECK ONE L CHANGE o ann U DELETE
DATE mavddiyyyy) | 03/26/2007
1, First Name Middie Ininal Last Name I, 8o, e,
Priscifla . L Weich MD
Socis Secursty Norobey /Required) Dtz of Binth enmaddbnys Medicare idertibication Number (f tsuedi} NP1 (i ismed]

247-13-6210 OB/13M 887 ) Dirree I NARIST
2. What is the above individua’s refationship with the provider in Section 2B1? (Check ol that appiy)

0 § Percent or Cireater Direct/Indirect Owner o DircctorfOfficer

3 Parmer } O Contracted Managing Emploves

¥ Munaging Esployee (W-2) W Other Less than 5% diectindbectomner

E| G TORY shavales e
Compiete this section for the individual reported in Section 6A above,

i you are changing information, check “change” box, fumish the effective date, and complete the

appropriate fields in this secnco. )

{ Change 0 Bffective Date: .

1. Has the individual in Section §A, under any current or forruer name or busipess identity, ever had an
adverse legal sction Listed on page 13 of this application imposed against hinvher?

0 YES-Continue Below 3 NO-Skip o Section 7 }

2, WYES, report cach adverse legal action, when it occurred, the Federal or State agency or the court!
adrainistrative body that fmposed the action, and the cesolution, if any,

Attach & copy of the adverse legal action docurnentation and resolution.
Adverse Legal Action Date Taken By feselution

,
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SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING
CONTROL INFORMATION (INDIVIDUALS) (Continued)
Axy information on adverse legal actions that have been imposed against the individuals roponted in this

section must be furnished. I there is more than one individual, copy and complete this section for each
widividoal in Section 68,

¥ you are changing, adding, or deleting information, check the applicable box, furnish the vifsctive date,
and complete the appropriate Selds in this section. The name, date of birth, and social secarity number of

zach person listed in this section must comcide with the individual's information as listed with the Social
Securtty Administration.

CHECK ONE o cnanes 0 aDw [ % FTR
DATE truwediyyyy) 0G/2652007
i Frst Name Middle Instial Last Name £, S, et
Alber D. Mims MD
Spciat Secanty Nurmber iRequired] Date of Birth tmavidioyy) Medicare Jevtieaton Mumber (F smed| WPY (F vard}

248-98-8044 o 09/2711052 BG1648 ibW'ﬁ@‘*‘(
2. What iy the above individual's relationship with the provider in Section 2B 17 tCheek all thot apply)

23 3 Percent or Greater Direct/Indirecs ODwner # DirectodOfficer

£} Parmer O Conmracted Managing Employee

& Managing Emplovee (W-2) # Other Less than 5% directdiect owner

“oraplete this section for the individual reported in Section 6A abave.
If you are changing information, check “change”™ box, furnish the effective date, and complete the
appropeiste felds in this section.

& Change 3 Bifective Dater

{. Has the individual in Section §A, under any currens o former name or business idemity, ¢ver bad an
adverse lepal action listed on page 13 of this application imposed agains himher?

Q YES-Continue Below & NO-Skip 1o Section 7 } .

2. 16 YES, repert each adverse legal action, when it occurmed, the Pederal or State agency or the cowrt/
administeative body that imposed the action, and the resolution, if any.

Attach a copy of the adverse ‘egal action documentation and resofution.
Adverse Legal Acton Bate Taken By fesolution

CIRBISA P20EY




SECTION &: OWNERSHIP INTEREST AND/OR MANAGING
CONTROL INFORMATION (INDIVIDUALS) (Continued)

Any informmtivn on adverse legal actions that have been wmposed against the ndividuals reported in this

section must be furnished. If there is more than one individual, copy and complete this section for each
mdividual tn Section 6B8. .

i you are changing, adding, or deleting information, check the applicable box, furnish the effective date,

and complete te abpropriate fiekds 1o this section. The name, date of birth, and social seourity number of

each person listed in this section must coincide with the individual’s information as

listed with the Social
Security Administration. '
CHECK ONE 2 CHANGE & App I DELETE
DATE tmmadiyyyy) 03/28/2007
5. First Name Middle ininal Last Mame ¥, Se, e
David W, Moon MD
Soetal Security Mumber (Regudredd Date of Buth (owsidboyy Modicare Tdennfication Numbey 1 ised)] NP fsaved)
248821048 010171954 DO5BG7 !‘“ﬁ’\l%%? ;3) 5

2. What is the above individual's relationship with the provider in Section 2817 {Check off that appiz)
£1 5 Percent or Greater DirecyIndirect Owner

W Partner
¥ Managing Employes (W-2)

Complete this section for the individual reported in Section 64 above.

8 DirectorfOtficer
3 Conracted Maraging Employee
8 Other Less than 5% visedfindirect owngr

1f you are changing information, check “change” box, furnish the effective date, and complete the

appropriate fields in this section.
03 Change

{3 Effective Date:

1. Has the individual in Section 6A, under any current or foriner name or busingss ideatity, tver had an
adverse legal action lsted on page 13 of this applicadon immposed agaiost bim/her?

O YES-Centinue Below

# NO-Skip to Section 7

2. 1 'YES, report each adverse legal action, when it cccurred, the Federal or State ageney or the coart/
aduinistrative body that imposed the action, and the resoludon, I any.

Agach 4 copy of the adverse legal 2ction documentarion and resolution.

Adverse Legal Acton

Date

Yaken By Resolution

OMS-E534 20008)
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SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING
CONTROL INFORMATION (INDIVIDUALS) (continued)

Any information on adverse legal sctiops that have been imposed against the individuals reported in this

section must be fernished, If there is more than one individual, copy and complete this section for cach
individual in Section 68.

st s

if you are changing, adding, or deleting information, check the applicable box, furnish the effective date,
and complete the appropriate fields in this section. The name, date of bird, and social secudity number of
cach parson Hsted in this section must coincide with the individual’s ieformation as listzd with the Social
Security Administration.

f CHECK ONE T CHANGE B 3¢t 0 DELETE
DATE (omiddsyyyy) 03/26/2007 ‘
1. st Nayne Micdle pitial Lagt Name i, 5e. e,
Bonnie 1. Crickman MD
Socral Sccunty Number (Regurres) Date of Bitth temiidhyyyd Medicare Idenmifioation Nomber 1 il NP iif isvsed:

325-54-0466 0113111858 892449 x"»&\mig;;;%
2. What is the above Individual's relationship with the provider in Section 2B 17 (Check alf that apphy)

3§ Percent or Greater Diroci/lndirect Gwaer W DirectoriOfficer

2 Partoer ) 03 Contractzd Managing Employes

o Managing Employee {W-2) & Other bess than 5% owner

[ERSEVEG
Complete this seetion for the individual reporied in Section 8A shove.

If you are changing information, check “change™ hox, fumish the effective date, and compiete the
appropriate fields 1o this secion. :

QO Change 3 Effective Date: e

1. Has the individual in Section 6A, under any current or former name or business identity, ever had an
adverse legal ection listed on page 13 of this apphication imposed against him/her?

2 YES - Continge Below 3 NO-Skip w0 Section 7

2. YYES, repart each adverse legal action, when it occurred, the Federal or Staie agency or the court/
administative body that imposed the action, and the resohation, if anv.

Attach a copy of the sdverse legat action docamentation and resolution.

Adverse Legal Action Date Taken By Resolution

CMSESEA L2083




SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING
CONTROL INFORMATION (INDIVIDUALS) (continued)

Any information on adverse legal actions that have been imposed against the individaals reported in this
section miust be furnished. If there is more than one individual, copy and complete this section for each
individual in Section 63,

If you wre changing, adding, or deleting information, check the applicable box, furnish the effective date,
and complese the appropriate fields in thix section. The pame, date of birth, and social secugity sumber of
each person listed in this sectiop mast coincide with the individeal’s information as iseed with the Social
Security Administration.

CHECKX ONE 0 CHANGE of A {3 DELETS
DATE (mmisdiyyyy} 0312642007
{. Pirst Name Middle Tnitial {ast Name ¥r. Sz, etc,
Kristopher R, Crawford MD
Seeial Security Nomber (Reguired; Date of Burth fmnidiiyve} Medicare Jentilicntion Nomber if smed)] NPE (fSud)

311-76-3358 11/12/1968  HE8426 g 0aHHAD
2. What is the above individual's relationship with the provider in Section 2817 (Check all that appiy}

L1 5 Pereent or Greater Direct/Indirect Owner 2 DirectoriOfficer

(3 Parmer : W Coprracted Managing Employes

3 Managing Employee (W-2) 3 Other S

Complete this section for the individual repored-in Section A above,
If you are changing information, chick “changs” box, furnish the effective date, and complete the
aperuprige fields in this section.
J Change L Effective Date:
1. Has the individual in Seeton €A, ander any current o former name or business identity, ever had an
atverse legal action listed on page 13 of this application waposed against him/er?

Q YES-Coniane Below 8 NO-Skip o Section 7|

2. ¥ YES, report each adverse legal action. when it occurred, the Federal or State agency or the court/
administrative body that imposad the 2otion, and e resoluton, if any.

Anach a copy of the adverse legal action docuentation and resolution.
Adverse Legal Action Date ' Taken 8y flesclution

TR 3554 g 27
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SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING
CONTROL INFORMATION (INDIVIDUALS) (Continued)

P

Any information on adhverse legal 4ctions that have been imposed against te Individuals reported in this
section trust be farnished If there is more than one individual, copy and complete this section for each
individuad in Section 68,

If you are changiog, adding, or deleting information, check the applicable box, furnish the cffective date,
and complete the appropriate fHelds in this section. The name, date of bieth, and social security number of
cach person listed a this section must coincide with the individual's information a8 Bsted with the Social
Security Administrstion.

CHECK ONE £3 CHANGE  daop I DELETE
DATE tomidaryyysy | 0312612007
1. Farst Name Middle Initind Last Name Fr.. St et
Alexander H. Cohen MD
Secial Secvrsty Mumber chemind, Date of Bisth pamiiddrsys) Medicars Tdentificanon Nurmber i éoued] NPL (§ tonued)

248-80-8983 1011611954 D47053 B ag
2. What is the above individual's relationship with (e provider in Section 2B17 (€Check of that apply)

9 S Percent or Greater Direct/Indirect Owner W Director/Officer

€1 Partne: U3 Contracted Managing Employee

& Managing Hruployze (W.2) {1 Other

Complere this section for the individual reported in Section 64 above.

If you are changing information, check “change” box, fumnish the affective date, and complete the
appropriate fislds in tiis section.
i3 Changs i Bifective Dases
1, Has the individual in Section 8A, under any current or former nmme or business identity, ever bad an
adverse legal sction Usted on page 13 of this application imposed against himvher?

....... - v

O YES-Continue Below & NO-8kip to Section 7

2. WEYES, report each gdverse legal action, when it occurred, the Fedesal or State agency or the cowrt/
administrative body tist tmposed the action, and the resolution, if any.

Attach 2 copy of the adverse legal action documentation and resolution.
Adverse Legal Action Date Jaken By Resolution

CHSE55A 20N}




SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING
CONTROL INFORMATION (INDIVIDUALS) (continaed)

Any information on adverse legal actions that have been imposed against the individuals reported in this
section must be furnished, If there i3 more than one individual. copy and complete this secton for each
individual in Section 68,

£

If you are changing, adding, or deleting information, check the applicable box, farnish the effective date,
and complete the appropiiate fields in this section. The name, date of binth, and social secnrity number of
each person listed in thus section must colncide with the individual’s infermation as Heted with the Social
Securiry Admundstration.

CHECK ONE LY CHANGE o Ann © CipmEBIE
DATE {mmiddryyyy) 0812612007
1. First Name Middle Tnitial Last Name ¥, Sr e
Warren M. Matthews
Secial Security Mumber (Bepvovd) Date of Bisth {mevididborsyt NMedicare Idstification Nusnber (ff isnedl] NP brssed)
248-13-5821 02i27/1960 na na
2. What 1g the above mdividual’s relationship with the provider in Section 2B1? (Cheet olf that apply)
0 5 Percent or Greatwr Direet/Indirest Owner W DirectodOficer
0 Partner O Contracted Managing Bmployee
# Managing Empioyes (W-2) 3 Othar less than 5% airectindiroct ownotship

Complete this section for the individual reporied in Section 64 above.

If you are changing information, check “change”™ box, furnist the effective date, and complete the
appropriate fields i this section. '

1 Change [ Bifective Date:

[, Has the individual in Section 6A, under any current or former name o business identity, ever had an
adverse legal action listed on page 13 of this application imposed against him/ber?

(1 YES-Continue Befow 8 NO-Skip to Section 7 |

2. If YES, report sach adverse legal action, when it occurred, the Federal or State agency or the coust/
administrative body that impoesed the action, and dw resolutiop, if any.

Atach a copy of the adverse fegal action documentation and resolution.

Adverse Legal Action Date Taken By Resolution

Il
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SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING
CONTROL INFORMATION {INDIVIDUALS) (Continued)

Any information an adverse Jegal actions that have been imposed against the individuals reported in this
section raust be furnished, I there is more than one individual, copy and complete this section for each

individeal in Section 65,

If you are changing, adding, or deleting information, check the applicable box, furmsh the effective date.
and comgplets the appropriate fields in this section. The name, date of birth, and social security number of
each person Hsted in this section must concide with the individual’s information as lisied with the Sacial
Security Adrministration.

CHECK ONE 3 CHANGE 5 ADD (I DELELE
DATE wrmvadtyyyys 03/26/2007
1. First Name Yiddl Initinl Last Name e, Se., et
John R. Watkins
Sochal Security Marmoer Redred) Pate of Birth irevdammmy! NAedicare Jdentlirabon Notabes o aamdr] NP 16 iwnd]
248842572 0612111948 na na

2. What is the above individual’s relationsbip with the provider in Section 2B1? (Cheek afi that appls.)
3 8 Percent or Greater Direct/indirect Owaer
1 Partner
& Manuging Employes (W-2}

O Directod/Oificer
{1 Contracted Maneging Employee
M Other leas than 5% drectindingt gwan

ADVE

Complete this section for the mdmdf'repuﬁed ig

Section 6A above.

[f you are changing information, check “change” box, furnish the effective date, and complets Gie

appropoiate fields in this section.
(3 Effecdve Date:

L Change

1. Has the indbnidual in Section 64, under any current or former name or businesy identity, ever had an
adverse fegal action Hawd oo page 13 of this applicetion imposed against himdher?

-

3 YES-Continue Below

o NO--Skip to Section 7

2. IYES, report each adverse legal action, when it cccurred, the Federal or State agency or the cowrt/
administrative body that imposed the action, and the resolution, if any,

- Attach # copy of the adverse legal action docnmentation and resolution.

Adverse Legal Action Date Taken By Resolution
o - " g
P
owsson. o - ra
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SECTION 6: QWNERSHIP INTEREST AND/OR MANAGING
CONTROL INFORMATION (INDIVIDUALS) (continued)

Ca « ‘ . . T f . .
Any informsmion on adverse logal actions that have been imposed agains the individuals reported in this

section mast be furpished. If there is more than one individual, copy and complete this section for cach

individual in Seciion 6B,

if you are changing, adding, or deleting information. check the applicable box, fiumish the effective date,
and complete the appropriate Selds in this section. The name, date of birh, and social security munber of
each person fisted in this section must coincide with the individual’s information as Hsted with the Social
HSecurity Administration.

CHECK ONE {1 CHANGE {1 ADD Mo
DATE tmmvatiyyyy) AR08
1. ¥irst Name Middle tmnal Last Name X, St e
Benjamin R, Matthews '
Social Security Nomber Required; Date of Binth rmaviddtyeyss Redicare {dentilicoion Numbet #if issveds] NPI {f wased
247-11-8180 D4 71857 na na

2. Whar is the above imiiviéuafs miaﬁonshig; with the provider in Section 2B17 (Check olf that cppin}

’13 Partmer

& Muanaging Employee (W-2)

0 Pirecor/Officer

0 Contracted Magaging Employee
& Other lessiban 5% direcvindinect gemer

Complete this section for the individual reported in Section 6A above.

{f vou are c?mngmg informarion, cheek “change™ box. furnish the cﬁt:ctwe date, apd complete the

spproprinte fields in this section.
Q Change

{J Effective Date:
1. Has the individual in Section £A, under any cumrent or former name or business identity, ever had an

adverse legal action Usted on page 13 of this application imposed against him/her?

§ 9 YES-Continue Below

& NO-Skip to Section 7

2. IFYES, repuort each adverse legal action, when it cocurred, the Federnd or Swte agency or the court/
sdministrative body that imposed the acton, and the resoloton, if any.

Agtach 4 copy of the adverse legal action documentation and resolution.

Adverse Legal Action

Date

Taken By Resolution
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SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING
CONTROL INFORMATION (INDIVIDUALS) (Continued)

Any information on adverse legal actions that have been imposed agaiost the individuals reported in this
section must be fwnished. If there 15 more than ose individual, copy and complete this section for sach
individual in Section 6B, '

If you are changing, adding, or deleting information, check the spplicable box, farnish the effective dae,
snd complete the appropriate fields in this secdon. The name, date of birth, and social securtty number of
euch person listed in this scotion swst colocide with the individual’s information as Hsted with the Social
Security Administration,

CHECK ONE O CRANGE {1 ADD T @ ORLETR §
) DATE {mmtddiyyyy) {;
[ Firat Mame ™ Hiddic Tna Tast Narne Jr., Sr. ete.
Lawermnce "Woody" W. Turner
Tocind Becurity Nurmber {Regind) Date of Buth [mmiddvryy] Wedicare. JaerieAnen NIEBer f wmd NE (g rernd,
250-98-2818 +0B/09/1267 na na
2. 'What is the above individual's relationghip with the provider in Section 2B 17 {Check ail that apply.}
03 5 Percent or Greater Direct/Indirect Qwner 3 DirecworfOfficer
O Parmer & Contracted Managing Employee
& Managing Employee (W-2) . 0 Other —

Complete this section for the individual reported in Section 64 above,

I you are changing information, check “change” box, fumish the effective date, and complete the
appropriate fiekds fn this section.
A Change U Effective Date; - .
1. Has the individual in Secdon BA, under any current or former name of busisess identity, ever bad ap
adverse Jepal action listed on page 13 of this application imposed against hirnher?

r 0 YES -Continue Below  # NO-Skip to Section 7 1

2. I YES, report esch adverse legal avdon, when it oreurred, the Federal or State agency or the court/
administrative body that imposed the action, and the resofution, if any.

Atach a copy of the adverse legal actdon documentation and resolution.
Adverse Legal Action Date Taken By Resofution

CISBERA 02408)




SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING
CONTROL INFORMATION (INDIVIDUALS) (Continued)

Any information on adverse legal actions that have been imposed against the individusls reporied in this
section must be furnished. If there is more than one individual, copy and complets this section for each
individual in Scction 6B.

{f you arc changing, adding, or deleting information, check the applicable box, fumish the effective date,
and complete the appropriate flelds in this section. The narne, date of birth, and socinl secunty number of
each person Hsted in this section must coincide with the individual’s Information as lsted with the Social
Security Adnnnistration.

{HECK ONE WJCHANGE 04D .
DATE tunsdbivyyy) 0342672007
1. Fust Mame jMiddie Ininal Last Name ¥, S, et
James H. Clark MD
Fociil Security Namber 1Roguineed Tiate of Bith tmibtrymy) Wlodioare ot Bcation Nombes it} NDL (F iwoed]

250-76-6803 OB/1711843
2. What is the above individual's refationship with the provider in Section 2B 17 (Check off thar appty )

{1 8 Percent or Greater Divect/Indirect Owner 0 Dhrector/Officer

O Parmer 3 Contracted Mansging Employee

& Managing Employee (W-2) 0 CGther

Complete this section for the individual reporred in Section 64 above,

if you arz changiag information, check “change™ box, furnish the effective date, and complete the
sppropriaie flelds in mis secton,
4 Change {J Hffectve Date:
1. Has the individual in Scction 8A. under sny current or former name or business identity, ever had an
adverse legal action listed on page },3 of this applicadon imposed against himvher?

¥ JRO S

E 2 YES Continue Below ;"{N{)««Skip to Section 7 E

2. ITYES, report each adverse legal action, when it oecurred, the Federal or State agency of the court/
administrative body that imposed the action, and the resolution, if apy.

Attach a copy of the adverse legal actdon docwnenation and resolution.
Adverse Legal Action Date Taken By Resolution

CMGBSLA QAT 22




SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING
CONTROL INFORMATION {INDIVIDUALS) (continueq)

Any Information on adverse legal actions that have been imposed against the individuals reported in this
section must be furnished. If there is more than one Individual, copy amd complete this section for each
individual in Section 6B,

if you are changing, adding. or deleting information, check the applicable box, fumnish the effective date,
and coraplete the appropriate Belds in this section. The name, date of birth, and social security number of
each pesson listed in this section must coincide with the tmdividual’s informaton as Ysted with the Social
Security Administration,

CHECK ONE £ CHANGE C1ADD % =
DATE (mevddiyyyy} 0372672007
1 Firn Name Middle Initial ¥ ast Name: Te. §r et
Joseph C. Landrum MO

Soeial Secunity Number (Reguired;

260-72-2661

Daate of Birth frniddhymy) Medicare Idounification Mumber (if isuedi} NP1 (if troeds
111871945 F78704

2. What is the above individual’s reladonship with the provider in Section 2B17 tCherk all that appiy.)
£ Directod/Officer

O Cootracied Managing Employee
W Other

2 3 Percent o Greater Direct/Indirect Owner
L} Partner
3 Managiog Employes (W.2)

Complete this section for the individual reported in Section 64 ahove.

I you are changing information, check “chunge” box, fumish the effective date, and complete the
appropriate fields in this section.
O Change £ Effective Date;

L. Has the individual in Section 6A, under any current or former name oy business wentity, ever had an

§ U YES-Continue Below MO«S&&;} to Section 7

2. I YES, mepon each adverse legal action, when it cccurred, the Federal or Stare agency or the cone/
administrative body that imposed the action, and the resolution, if any.

Attach 2 copy of the adverse legal action documentation amd resolution.

Adverse Legal Action Date Taken By Resolution
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SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING
CONTROL INFORMATION {INDIVIDUALS) (Continued)

Ary information on adverse legal actions that have been imposed against the individuals reported in this
section must be furnished. If there 15 more than one individuald, copy and complete this section for each

individual i Section 68.

i B o
I you e changing, adding, or deleting information, check the applicable box, furnish the effective date,
and complete the appropriaste felds in ihis section. The name, date of birth, and social security nnmber of
each person listed in this section must coincide with the individual's information as listed with the Social

Security Administration.
CHECK ONE U CHANGE 3 ADD
DATE tmmddryyyy) 03712612007
1 Farst Name Mikdle tottial Tast Name e, &, et
Morris Brown MD
Social Security Number (Repdred; Date of Fanth tsuniddrveyy) Medicore Fertification Nunber §f sowdyt NP 17 boned;
226-21-8183 05124716865 F18704
2. What is the above individual’s relationship with the provider in Section 2B (Check off that apphe}
{8 Percent or Greater Dircct/Indirect Owner {1 DirectorfOfficer
it Partner 3 Contracted Managing Eaployes
L3 Managing Employee (W-2) O Other e e o

Coraplete this section for the individual reported in Section 6A above.

1 you are changing mformation, check “change” box, Furpish the effective date, and complete the
appropriate fields in this section.
LY Change W Bffective Dater
1. Has the individual in Section 6A, under any current or former narme or business identity, ever had an
adverse fegal action listed on page }//arf this application imposed agaiost hinvher?

2 YES-Continue Below 'Q&O*«Skig; to Section 7-

2. f YES. report each adverse fogal action, when it ocourred, the Federal or Sute agency or the court/
administrative body that imposed the action, and the resolution, if any.

Auach 2 copy of the adverse legal action docurmentation and resolution.

Adverse Legal Action Date | Taken By flesolution

CRASEEEA 053




SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING
CONTROL INFORMATION (INDIVIDUALS) (Continued)

Any information on adverse legal actions that have been imposed against the individuals reporied in this

section must be furnished. 1 there is more than one individual, copy and complete this section for each
individual in Section 6B,

{f you are changing, adding, or defeting information, check the applicable boy, furnish the effective dae,
and complete the appropriate fields in this section. The name, date of hirth, and social security sumber of
each person listed in this section most colncide with the individual's information ss listed with the Sociad
Security Administration.

L
CHECK ONE O CHANGE Qaop =
DATE tmmiddivyey 0342612007
i, First Name “fiddle Iaigial Fast Nane Jr, S, oo
Joseph 0. Bushardt MD
Social Secunty Number (Regainni) Date of Bink (meddiyvyyy Medicare Tentificanon Number i anedif NP 1if inses)
251.86-8100 0812011847
2. What is the above individual’s relationship with the provider in Section ZB 17 (Check ail ihar appln)
{3 5 Percent or Greater Divect/Indivect Owner 2 Director/Officer
J Partner 0 Contracted Managing Bmployes
2 Managing Employes (W.2) L3 Other -

Complete this section {or the inc widua}m in Section 6A above.

If you are changing mformation, check “change” box, fumish the effective date, and complete the
appropriate felds in this section,

{J Change L3 Effective Date:

1. Fas the individual in Section 64, under any cucrent or former name or business identity, ever bad an
adverse legal action listed on page ZB of this spplication imposed against him/ber?

0 YES Continue Below 21( NO-Skip to Section 7

2. Y YES, report each adverse legal activn, when it occurred, the Federal or State agency or the cowrv
administrative body that Enposed the action, and the resolution, if any.

Auach a copy of the adverse legal sction docuunentation and resolution.

Adverse Legal Action bate Taken By Resolution

LMSBS5A Ry
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SECTION 13: CONTACT PERSON

If questions arise during the processing of this application, the fee-for-service contractor will contact the
individual shown below. If the contact person is an authorized or delegated official, check the apgropriare
box below and skip to the section indicated.

J Contact an Autherzed Official Listed in Sectiop 15
& Contact a Delegated Official bsted in Section 18

Bt Name ' iz il Tast Name . )
C her < L ool
’I&h?h‘?ﬁﬂg‘f \iumi:gr ) j ~ Fax Number ¢f thféf?*?
{02 1 (oD S 25U 3

Address Line 1 t8omes Name aod Mumber)

_AUvoD LSt Ave

Address Line 2 (uiie Rooo, pie.}

CityfTown ; _ State ap Code + 4
Colo o] o . 1203650/

E-mas] Agdress

Cog QU0 & pANC. (O~

CMSBS5A (0208




SECTION 15: CERTIFICATION STATEMENT (continued)

1 have read the contents of this application. My sigpature legally and financially binds this provider to the
laws, regulations, and program instructions of the Medicare pmg,mm By my signature, I cerufy that the
information contained herein I8 trug, correet, and complete, and § authorize thg Medicare fee-for-service
contracior 10 verify this information. I [ become aware that any information in this application is ot trie,
cutrect, of complete, 1 agree to notify the Medicare fee-for-service contracror of tiis fact immediately.

K vou are chaoging, ad{“mg, or deleting information, check the apphicable boy, furmish the effective dare,
and complete the appropriate fisids in this section,

CHECK ONE | CICHANGE 0 ADD L} DELETE

DATE tmmn/ddaryyy}

Authorized Official's Information and Signature
First Name Middie @i:ﬁ Last Name Sk feg, dr. 307

/W TNELIAR

Telephone Mum d

Som KN 0O

Authorized Official Sigoftur /E i ;}i«h{/ Name, Je. S¢, M.D. D.0. ic) ﬁi{c f WK’S’W
AT .

H

‘I’xtleif’osmrm

I have read the contents of this apph{:atmn My signanure legally and ﬁnanmaliy b;m(is thls pmwd&r to the
laws, regudations, and program instructions of the Medicare program. By my sigoatore, 1 cerGfy that the
information contained herein is true, correct, and complete, and | awhorize the Medicare fee-for-service
contracior to verify this mformation. B 1 become aware that any infonmation in this application is nol true,
correet, or complete, 1 agree 1o notfy the Medicare fee-for-service conteactor of this faet immediately.

If you are changing, adding, or deleting information, check the applicable box, furnish the cffective date,
andd complete the approprinte felds in this section,

{HECK ONE \ 0 CHANGE 3 ADD LI pELETY
,,,,,,,,, 9 ;‘ o . et ]
Authorized Offidal’s Information and Signature
First Name Middle tnitial Last Name [Suffix req. 5 S
Telephone Number ’ﬁdc]!"oiiticm
Aunthodzed Official Signatere (Fla, Middls 1as Nawe, Jr, 5o, M.D., DA, e Date Signed tmmatdisyrs

Afl signatures must be oniginal and signed in ink. Applications with signatures deemed not
original will not e processed. Stamped, faxed or copied signatures will not be accepted.

LMS-BSEA RS




PROVIDER-BASESD ATTESTATION STATEMEMENT

i

! FOR LAKE CITY COMMUNITY HOSPITAL
i 258 RON MCONAIR BOULEVARD

| LAKE CITY, SOUTH CAROLINA 29560-2462
:

{

Main Provider's Meadicare Provider 1 42-0066
: Number

Lake City Community Hospital

Main Provaders Name

C Maun Provider's Address: 238 Ron McNair Blvd, Lake City,
i i South Carolina 29560

Application Contact name and Phone Katie Noyes

Mumber, 803-254-3674

¥

i Pete Bowman
i 843-374-6120

fm:"‘:“"":'w"‘w’:"f e e L T T O L L e S o Toromr N ovoeatn, v seotu omorarcaosssonmees oo IR
i ~ vyn " - x -y - e

@ Facility / Organization name: No. Lake City Comamumty Hospiiad

! is the only hospital involved in these

; E transactions. However, the RHCs

:
% are off-campus.

b Cod

? PR PPN o o
Facility / Organization’s exact address 258 Ron McNair Blvd, Lake City,
: South Carclina 29560 ‘;

Tl LT ‘
Facility / Organization’s Medicare Provider || 42.3433.

Number, if there i3 one

Is the facility part of a multi-campus Neo. Lake City Community Hospital
hospital? - is the only hospital involved in these
transactions. However, the RHCs
are off-campus.

ot o}

Is the facitity a Federally Qualified Health No
Center [FQHCY? If so, and if the FQHC
meets the criteria at section 413.65(n), it
need not attest 1o its provider-based status.
1 The provider-based rules do not apply to
other FQHCs that do not meet the criteria at |

—73
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i sectton 413, 63{1’1} and an attestation f;h()nld

i not be submitted,
{ o ey = [ ———
: i The facility/organization became provider- || NA
L i} based with the main provider on the
% following dat:
G S ———— s . — .
P?ease zmixcate if this atiestation is addmg This sttestation changes previous
1 deleting, or changing previous infoimation in Block D and G above
5 K wformation-—if yes, please make certainto 3 effective March 26, 2007

inchude the effective date.
§ ,
Lo S } {

~

]

4 {ndicate whether the facility/organization is || Off Campus
“on carspus” or “off campus” {per §
413.65(a)(2)) with the main provider:

1. On campus of the main provider

{located within 250 yards from the main
provider building)

] OR
g 3. K Off campus of the main provider
{located 250 yards or greater from the main
provider building, but subject 1o §
413,653

I certify that T have earefully read the attached scetions of the Federal
provider-based reguiations, before signing this attestation, and that the
facility/organization complies with the following requiremuents to be provider-
| based to the main provider (initial ONE selection only): -

1. No. The facility/organization is “on campus” per 42 CFR. §413.65(a)2) and s
in compliance with the following provider-based requirements (shown in the
LM following attached pages) in §413.65(d} and §413.65(g), other than those in

i §413.65(2)(7). If the facility/organization is operated as a joint venture, T certify that
! the requirements under §413.65(f) have been met. | am aware of, and will comply

I with, the requirement to maintain documentation of the basis for these attestations

! (for each regulatory requirement) and to make that documentation available w the A
Centers for Medicare & Medicaid Services (CMS) and 0 %(;i@ cont:acwmnpfgn ol

request, S




L

3

i

1. No. The facility/organization is “on campus™ per 42 C.FR, §413. 63(&}(2} and ig

ff}R,

OR 3

1 certify that [ have carefully read the attached seetinns of the Federal
provider-based reguiations, before siguing this attestation, and that the
facility/organization complies with the following requirements to be provider-
based fo the main provider (initial ONFE selecfion only}:

n compliance with the following provider-based requirements (shown in the
following attached pages) in §413.65(d) and §413.65(g), other than those in
§413.65(2 (7). If the facility/organization is operated as a joint venture, 1 certify tha
the requirements under §413.65(f) have been met. | am aware of, and will comply
with, the requirement to maintain documentation of the basis for these aftestations
(for each regulatory requirement) and 1o make that documentation available to the
Centers for Medicare & Medicaid Services {CMS) and to CMS contractors upon

request.

2. YES. The facility/organization is “off campus™ per 42 CFR. §413.65(a)(2) and
is in compliance with the following provider-based rf:quzmmmis {shown in the |
following attached pages) in §413.65(d) and §413.65(c) and §413.65(g). If the
facility/organization is operated under a management contract/agresment, 1 cemty
that the requirements of §413.65(h) have been met. Furthermore, | am submitting
along with this aftestation to the Centers for Medicare & Medicad Services (CMS),
the documentation showing the basts for these attestations (for each repulatory
requirement).

i attest the facmtv/orﬂam?atma campim with the faﬁawmo reqmrcmeﬁts i be pmvuier—
hased to the main provider [please indicate Yes or No for each requirement]:

T

L,

Ny

Il requires a separate license for the

* Jocation of a hospital, or the satellite facility,

=
The department of the provider, the remote Yes
focation of a hospital, or the satellite facility
and the main provider are operated under the || Please find attached a copy of the
same license, except in arcas where the State Hospital license.

department of the provider, the remote

or in States where State law does not permit
licensure of the provider and the prospective |
department of the provider, the remote

i jocarion of a hospital, or the sateilite facility . -
FIED ‘“’Qwéf

onder a single Heense, If the pmwder md _TE ;‘a {jg%ﬁ%
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facility/organization are located in 2 state
having a health facilities’ cost review
commission or other agency that has

+ authority to regulate the rates cherged by
hospitals or other providers, the commission

or ageney has not found that the
facility/organization is not part of the
provider,

a2

The clinical services of the facility or
organization sceking provider-based status

| and the main provider arc integrated.

Professional staff of the facility or
organization have clinical privileges at the
main provider.

Piie

: deparunens of the provider.
K *

The mam provider maintains the same
monitoring and oversight of the tacility or
organization as it does for any other

pay @M {

N
[

The medical director of the facility or
organization seeking provider-based status
maintaing a reporting relationship with the

it chief medical officer or other similar official

of the main provider that has the same
frequency, intensity, and level of
accountabilily that exists in the relationship
between the medical director of &

- { department of the main provider and the

chief medical officer or other sirmlar official
of the main provider, and is under the same
type of supervision and accountability as
any other director, medical or otherwise, of
the main provider, .

i 24

Medical staff committees or other
professional commitiees at the main
provider are responsible for medical
activiiies in the facility or arganization,
wchuding quality assurance, utilizadon
review, and the coordination and integration

| of services, to the exient pracricable,
I between the facility or organization seeking???

£
ji




pravider-based states and the msain

provider.
bt

Medical records for patients treated in the
facility or organization are integrated Into a
unifled retrioval system (or cross reference)
of the main provider,

through ose of a databese system.
Flectronic medieal records are being
tnplemented which will allow
access W records at all locations.

i

- i

Yes, thoy are crogsreferenced i
i

;

{

i .
| npatient and ourpatient services of the
 facility or organization and the main

at the facility or organizaiion who require
further care have full sccess to all services
of the main provider and are referred where
appropriate to the corresponding inpatient or
i outpatient department or service of the main
%_pmvidcz,

Yes, all patients have access,
Subject to their desire and sbility to
traved to the main provider. The
Darlington RHC site has historically
offered ancillary services that are
similar 1o those services offered at
the main provider [otber thap in-
patient services.

()

|

HEE - . . . ey
[he financial eperations of the facility or

organization are fully integrated within the
financial system of the main provider, as
evidenced by shared income and expenses
- between the main provider and the factily
or organization. The costs of a facility or
organization that is a hospival department
are reported in a cost center of the provider,
costs of a provider-based facility or
! orpanization other than 2 hospital
i department are reported in the appropriate
cost center or cost centers of the main
provider, and the {inancial status of any
provider-based facility or organization is
tncorperated and readily {dentified in the
main provider's trial balance,

The facility or organization seeking status as
a depariment of a provider, a remote
location of a hospital, or a satellite facility is
held out 10 the public and other payers as
part of the main provider. When patients
enter the provider-based facility or
organizaton, they are aware that they are
entering the main provider and are billed

sccordingly.




in the case of a hospital curpatient deparunent or o hospital-based entity (if the
E & facility is not a hospifal outpatient department or a bospital-based entity, please
I - record “NA” {or “not applicable” and skip to requirements under number 6),
; the facility or organization fulfills the obligation of:
? Haospital outpatient departments located N/A. This altestation ts made on
% either on or off the campus of the hospital behalf of a RHC. However, as
!  that i5 the main provider comply with the matter of infernal policy, the RHCs
i | anti-dumping rufes in §§489.20(1, (m), {q), || always provide patients with the
j; Sa and (r) and §489.24 of chaprer 1V of Title services they are able to provide,
; | 42. and comply with the intent of the
! ¢ anti-dumping rules in §§489.20¢1),
‘ ; {m), (q), and (r} and §489.24 of
i§ chapter IV of Title 42. ;
! Physiciar services furnished in hospital ! N/A. This atestation is made on
; outpatient departments or hospital-based l behalf of 2 RIIC, However, each
: entities (other than RHCs) are billed with || RHC service is billed under the
, S 1 the correct site-of-service so that appropriate | corresponding RHC number that is
: Il physician and practtioner payinent amounts {| providing the service.
i| can be determined under the rules of Part
i i| 414 of chapter IV of Title 42. !
Yes. This attestation is made on
Sc || withall the terms of the hospital’s provider | behalf of 3 RHC.
: I agreement.
! Physicians who work in hospital cutpatient || Yes. This attestation is made on
departinents or hospital-based entities behalf of a RHC.
: 3d ¢ comply with the non-discrimination
: provisions i §489.10(b) of chapter TV of -
§§ Title 42. :
§ | Hospital outpatient departments (other than i Yes. However, this atiestation is
RIICs) treat all Medicare patieats, for billing || made on behalf ofa RHC.
; 50 purposes, as hospital outpatients. The
: " deparmments do oot treat some Medicare
patients 45 hospital outpatients and others as
i1 physician office patients.
. In the case of a patient admitied to the Yes. This attestation is made on
i hospital as an inpatient afier receiving behailf of 2 RHC.
I treatrnent in the hospital outpatient
department or hospital-based entity,
| payments for services in the hospiwl :
i S 1 s i N 5 st

by -




! outpatient department or hospital-base
entity are subject 16 the payment window
provisions applicable to PPS hospitals and
to hospitals and uaits excluded from PPS set
forth at §412.20¢)(S) of chapter IV of Title

| 42 and at § 413.40(c)(2} of chapter IV of

i Tide 42, respectively. (Note: If the

Il potential main provider is a CAH, enter
“NAY for this ftem),

. ot

5%
wy

« off canvpus facilities). When a Medicare
beneficiary is treated in a hospital outpatient
department or hospital-based enmtity {other
than an RHC) that is not located on the main
provider’s campus, and the treatment is not
required to be provided by the antidumping
i oules in §489.24 of chapter IV of Tite 42,
the bospital provides wrinen notice o the

i beneficlary, before the delivery of services,

i of the amount of the beneficiary’s potential
financial Hability (that is, that the
beneficiary will incur a coinsurance lability
for an ouipatient visit to the hospital as well
as for the physician service, and of the
amount of that liability).

H

;

§

§ ,

% {Note: This requirement only applies to
H

|

H

i

This attestation 1s made on behalf of
a KHC.

S

| The notice is one that the beneficiary can
; read and understand.

[r——

N/A. This atiestation is madce on
behalf of & RHC.

If the exact type and extent of care needed i3

1 not known, the hospital furnishes a written

| notice to the patient that explains that the
beneficiary will incur & coipsuracce Hability

o the hospital that be or she would not incur

if the facility were not provider-based.

NA. This attestation is made on
behalf of 2 RHC.

The hospital furnishes an estimate based on
typical or average charges for visits to the
facilizy, but states that the patient’s actual
liability will depend upon the actual services
furnished by the hospiial,

N/A. This attestation is made on
behalf of a RHC.

i If the beneficiary is uncenscious, under
i great duress, or for any other reason is

N/A. This attestation is made on
behalf of a REC.
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unable to read a written notice and
understand and act oo his or her own rights,
the notice is provided before the delivery of
services, to the beneficiary’s authorized
representative.

La

In cases where a hospital ovipatient

!l department provides examination or
 freatment that is required o be provided by

the antidumping rules at § 489.24 of chapter
IV of Title 42, the notice is given s soon as
~ possible after the existence of an emergency
i condition has been ruled out or the
emergency condition has been stabilized.

bﬁﬁaif €>£ a f{ﬂ(h

Hospital outpatient wpmﬁmm.s mest
applicable hospital health and safety rules
for Mcdicare-participating hospitals in part

i 482 0f !hxs chdgter

i
i

N/A. This attostation is made on
behalf of a RHC.

For off cumpus fac:ixnes, pimsc complete the following:

In addition to the above requirements (numbers 1-5h), T attest that the facility/organization
complies with the Tollowing requirements to be provider-based to the main provider as an
off campus facility (please indicate Yes or No for each requiremeunt):

ne facility or organtzation 5€6kiﬁg provides-based status is eperated under the

or organization seeking provider-based
status is subject to common bylaws and
operating decisions of the 2<>vemmg body of

i
g | The
| ownership and control of the main pmvzder as evidenced by the following:
% il The business enterprise that constitutes the Yes.
6a | facility or organization is 100 percent ownedl
| by the provadcr
The main pmw&u and the facility or Yes. The 1~§t,)sp;£a§ }':’memztwe
i | organization secking status as a department || Managment Commitiee 13 the
| &b of the provider, & remote location of a governing authority for all Hospital
. hospital, or a satellite facility bave the same || operations. :
; governing body. - ;
The facility or organization is operated Yes
under the same organizational documents as
O be  the main provider. For example, the facility

80




the provider where 1t s based.

i

The main provider has final responsibility
for administrative decisions, final approval

for contracts with outside parties, final
approval for personnel actions, final

Yes. The Hospital Exeeutive
Managment Cominittee is the
governing authority for all Hospial
aperations.

department head of the provider.

&d responsibility for personned policies {such as
fringe benefits or code of conduer), and final
; approval for medical staff appointments
§ | the facility or organization.
; The reporting relationship betwesn the facility or organization seeking provider-
based status and the main provider has the same frequency, intensity, and level of
7 accountability that exists in the relatjonship between the main provider and ope of
its existing departments, as evidenced by compliance with all of the following
requirerments;
R TR oo ponnimbed ST P
| The facility or organization is under the Yes. The RHC reports directly to
| direct supervision of the main provider. the Hospital Executive Managment
{ a Commitiee. The Hospital Exccutive
S Managment Committee is the
: governing authority for all Hospital |
i operations. :
The facility or organization is operated Yes, The RHC seports directly to
under the same monitoring and oversight by if the Hospital Executive Managment
| the provider 5 any other department of the || Committee. The Hospital Executive
provider, and is operated just as any other Managment Coromittee is the
7h department of the provider with regard to governing authority for all Hespital
supervision and accountability. The fucility || operations.
or organization director or individual
| responsible for dally operations at the entity-
| B
Maintains a reporting relationship with a Yes. The RHEC reporis direcily to
manager at the toain provider that has the the Hospital Executive Managment
7.b.1 Il same frequency, intensity, and level of Committee. The Hospital Executive
| accountability that exists in the relationship || Managment Committes is the
| between the main provider and its existing goverung suthority for all Hospital
departments; and operations.
1s accountable to the governing body of the | Yes. The RHC reporis directly to
752 main provider, in the same manner as any thf: E&o{;pimi ?Z:«mutive}\da:mgme{ﬁ
' Committee. The Hospital Executive

Managment Committee is the

e o]
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goversing authority for all Hospital
apamtioms“

|, The ft}!iomng a(i’mmmtmtwe functions of

i| the facility or organization are integrated

+ with those of the provider where the facility
i or organization is based: billing services,
records, human resources, payroll, emploves
i benefit package, salary structure, and
purchasing services. Either the same
emplovees or group of employecs handie
these administrative functions for the facility
or organization and the main provider, or the
administrative functions for both the facility
oy organization and the entity are {1)
contracted out under the same contract

| agreement; or (2) bandled under different
contract agreements, with the contract of the
facility or organization being managed by
the main provider.

Yes. T};n operations for b; ling are
being integrated. Currently, billing
and administrative services are
accoraplished by both hospital
emplovees and by comract, with the
contract of the facility or
organization being managed by the
matn provider.

All contracts are approved and
managed by the Executive
Managmen Committee as the
governing authority for all Hospital
operations,

s L NE——

The facility or orgamzation is located within
a 35-mile radius of the campus of the
| potential main provider, except when the
requirements in paragraph 8a of this secton
Il are met (pieave check below in the
appropriate location if you qualify for the
exem}‘f{,oa }

 The facﬁzty of o1 gamzanor is owr::d and
operated by a hospital or CAH that has 2
disproportionate share adjustment (as
determined under §412.106 of chapter TV of
Title 42) greater than 11.75 percent or is

¥ described in §412.106{c)(2) of chapter [V of
Title 42 implementing scetion
1886(e)(SUFYIXI) of the Act and is:

o

§

8.3}

Owned or operated by a unit of State or
focal government;

A public or nonprofit corporation that is
formally granted governmental powers by a
unit of &mic or imai g{}vemzzzxm& or

’f’}xe main pro»

Answers 1o 8a-¢:
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A private hospital that has a contract with a |} entity as an REIC that is otherwisc
State or local goverpment that includes the qualified as & provider-based entity

operation of clinics located off the main because Lake City community
! campus of the hospital 1o assure access ina || Hospital is located in a rural areaas |
8.a3 well-defined service ares to health care defined in § 412.62(01 )i} of

services for low-income individuals who are § chapier TV of Title 42, and has

not entitled to benefits under Medicare (or fewer than 50 beds as determined
medical assistance under a Medicaid State vader §412,105{b) of chapter 1V of :
plan). | Title 42, is not subject to the criteria |
s R sy Ba and §b above.

The facility or organization demonstrates a
! high level of integration with the main
provider by showing that it meets all of the
other provider-based critena and
demonstrates that it serves the same patient
it population as the main provider, by
submitting records showing that, during the
12-month period immcediately preceding the
! first day of the mounth ta which the

{ attestation for provider-bused status is filed
with CMS, and for each subsequent 12-
month period:

8k

| the facility or vrganization reside in the
same 2ip code areas as at least 75 percent of
the patients served by the main provider,

&bl

At Jeast 75 percent of the patients served by
i the facility or organization who required the
1 type of care fumished by the main provider
received that care from that provider (for _ g
example, at least 75 percent of the patients
of an RHC seeking provider-based status |
received inpatient hospital services from the
hospital that is the mein provider); or

§b2

IS omeguiitecntored

| If the facility or organization is unable to |

meet the criteria in (1) or (2) directly above

| because it was ot in operation during all of

the [2-month period described paragraph
8b, the facility or organizagon is located ina

© zip code area included smong those that,
during all of the 12-month period deseribed
in paragraph 8h, accounted for at jeast 75

8.b.3




PRI M,

percent of the patients served by the main
provider.

H

¥ the facility or organization is attempung
o qualify for provider-based status under
this section, then the facility or organization
and the main provider are focated inthe
same State or, when consistent with the laws
of both States, in adjacent Siates.

8¢

| Note: An RHC that is otherwise qualified s a provider-hased entity of a hospital that is located
in & rural area as defined in § 412.62(0(1)(1i1) of chapter 1V of Title 42, and has fewer than 50

- beds as determined under §412.105(b) of chapter IV of Titie 42, is not subject fo the criteria in 8a
and 8b abuve.

A —

9

i The faciBity or organization that is not Yes
located on the campus of the polential main
provider and otherwise mects the
requirements of 1-8 above, but is operated

9 under management contract, meets all of the
following criteria (please respond to 9a -
9d if the facility is operated under a
management contract; otherwise record
“NA” for “not applicable”™):

¢ The main provider {or an organization that Yes
- also employs the sta{f of the main provider
and that is pot the management company)
; eroplays the staff of the facility or

!

y <
ST UUUADUNIE | SV

organization who are directly invelved in
the delivery of patient care, except for
management staff and staff who furnish

|| patient care services of a type that would be
| paid for by Medicare under a fee schedule
9s I established by regulations at Part 414 of

| chapter IV of Title 42. Other than staff that

; may be paid under such a Medicare fee
schedule, the main provider does pot utilize
the services of “leased” employees (that is,

! personnel who are actually employed by the
management company but provide services
for the provider under a staff leasing or
similar agreement) that are directly involved
in the dalivery of paticor care.




T Y

. The administrative functions of the facility

or organization are tnfegrated with those of
the main provider, as determined under
criteria in paragraph 7¢ above

The main provider has szm;ﬁcam control

i organization as determined under criteria in

over the operations of the facility or

gzaragmph 7b aix)v

Yes ;

! main provider itseif, not by a parent

oy

Enc management contract is held by the

orgamzation thaf bas control over both the
main provider and the {aciiity or
prganization.

Yes. All Agreements are held by
the Hospital Executive Managment
Comniittee.

For fauhnesiergamzaiwns opara:ed as joint ventures requesting pmvxder»based
determinations: In addition to the above requirements (numbers 1-5h for on campus
facilities}, 1 attest ihat the Iacility/organization complies with the following requirements o
be provider-based to the main provider:

[ 1o i The facility or organization being atiested to as provider-based is a joint venture that
! il fulfills the {elicw*ng r‘egmw’mnﬁﬁ
1 ‘M s - e . (< S A — e nn o
The facility is pam&l}w owne s} by at wm I ahx, (‘zty (‘ammzmxty Hospital is
10a one provider; the only hospital involved in these
ransactions.
S - SUNUR——
The facility is located on the main campus Lake City Community F{mpita is |
P 10b of a provider who is a partial owner; the only hospital involved in these
‘g transactions.
The facility is provider-based to that one Take City C(}mmmm} Hospital is
i0c provider whose campus on which the the only hospital involved in these
. [acility organization is located; and trangactions.
| The facility or organization meets all the Lake City Community Hospital 15
0d requitements applicable to ell provider- the only hospital involved in these

based facilities and organizations in

ransactions.

paragraphs 1-5 of this attestation.

{ certify that the responses in {his attestation and information in the documents are

acenrate, complete, and current as of this dafe. 1 acknowiedge that the regulations must be

i continually adhered to. Anv material change in the relationship between the

]

oreﬁtfv mte 2

% fsahtyforg.mimnon and the main provider, sueh as a change of ownemh

£,

R
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pecagraphs 1-5 of this attestation.

| 1 certify that the responses in this attestation snd information in the decuments are
accurate, eproplete. and current as of this date. 1 acknowledge that the regulations must be

enrs Ty adb ny maierizl change relstionship between th
{zcitity/oresnization aud te main provider, such 2 a change of ownership or entry into o

pew or different management confract, may be reported to CMS, (NOTE: ORIGINAL ink
sigugture pust be submitted)

Signamre of Officer or Admivistator M
o suthorized person é -
Printed Name of Officer or | Claiwnce W. Bowman, I
Administrator or suthorized percon
Titls of suthorized person acting on |} CEO, Lake City Community Hospital
behalf of the provider ’
Lgirwltc}ephma nomber 1l 8433742026 -
- =
= Wz .

Whoever, in any matter within the jarisdiction of a0y department or sgency of the United
States knowingly and wilifully falsifies, conceals or covers up by any trick, scheme or device
s material fact, or makes any false, fictithous or fraudnlent statement or vepresentations, or
makes or ases sny false writing or document knowlng the same to ¢ontain any false,
fictitions or frandalent statement or entry, shall be fined ot more than $10,060 or
imprisoned not more than five years or bath. (18 US.C.§1001)

4.
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35 mile straight-iine distance from

Lake City Commuuity Hosgpital
258 Ron McNair Boulevard, Lake City, 8C 29560

cxtending through

. Darlington Medical Center
261 Cashua Street, Darlington, 8C 29532
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CERTIFICATE OF COUNSEL - RULE 210(g), SCACR

Counsel for Appellant certifies to the best of his knowledge, information, and
belief that the record contains all material proposed to be included by the parties and does

not contain any material irrelevant to this appeal.
Tony|R. Megna
Counsel ffor Appellant
3400 West Avenue

Columbia, SC 29203
(803) 799-1700

Dated: 7, //Z /j
ey
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THE STATE OF SOUTH CAROLINA
In the Court of Appeals

APPEAL FROM DARLINGTON COUNTY
Court of Common Pleas

CIVIL ACTION NO: 2010-CP-16-0332
TRACKING NO: 2011197671

Pee Dee Health Care, PA.,.............. eeesenrren et veeeerennAppellant,

Estate of Hugh S. TROMPSON, . ..eeeireeeeneiiiesseeeeeeeseeessnssescsnns Respondent.

CERTIFICATE OF SERVICE

., 2013, abopy of
atter has been served upon
ited States Mail, with first

The undersigned hereby certifies that on the day of
the Supplemental Record on Appedl in the above referen
each of the following, by depositing a copy of samein the
class postage annexed thereto as follows:

Jay James, Esquire
PO Box 507
Darlington, SC 29540

Rene Josey, Esquire
PO Box 5478 ‘

T Ot

'Harriet L. Hobbs

RFC b VE]
 UAN &4 2013
SC Court of Appeals
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