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EXHIBIT 1 

IN SUPPLEMENTAL 
RECORD ON APPEAL 
(ORDER OF COURT DATED JANUARY 8, 2013) 



I 

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

v. 

i Estate of Hugh S. Thompson, Respondent. 
I 

I 
I 

II ~-, (""~, IVED 
1 Appellate Case No. 2011-197671 JAN i.. '± 2013 
I -

~lJ liUun ot Appeals 

ORDER 

After care~l consideration, Respondenfs motion to dismiss is denied. However, 
within twenty days, Appellant shall serve and file a supplemental record on appeal 
that include~ the three matters Respondent alleges were omitted from the record on, 
appeal. Th~ 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. 

Furthermor~, Appellant's motion for extraordinary relief is denied. 

Columbia, South Carolina 

cc: 
John J. James, II 

I Jon Rene Josey 
I 

Tony Ray Megna 
I 

. ~ 

FOR THE COURT 

1 



EXHIBIT 2 

IN SUPPLEMENTAL 
RECORD ON APPEAL 

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



Dear Tony, 
, f: 

I have been awfully rushed since :t got, back froM Columbia '( la't~, 
last niQht). Sorry I haven't found all tho 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 agr,eements" 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earlier dated one (which has probably been superseded by the one 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 gQt 11terally'abox·full o~ documents concerning t~e 
arduous stru~qle with the Board. Any of them I can make 
1lY'a,ilab.\e ,·to you if' you need them. 
I think' t,hB, currenl;' ,"private agreeme'nt" is the index document 
now. I'm sur~ I~ll be talking to you again soon, and I'll try to 
locate everything bef~re I do. 

Hugh Thompson 
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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. 

~.T~Futt~,AWnmUtr~ 
. Marion' County Medical Center 
Marion, S.C. 29S71 

RE: Hugh Thompson, M.D. 

Dear Tom: 

MARION, S.C. 29S71"()87S 
(843) 423-4044 

.. FAX (843) 423-3489 

Jun6"30, 1998 

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

I would like for him to pmform History and Physicals and dictate Discharge SumnwiCi in the near 
future. We have requested the approval of the Medical Board for these priviledgcs and are 
awaiting their IUUIWCf. 

I will be happy to keep you abreast of any ~lopmentB. As you know I dcapcratcly need this 
help and have been very pleased with his performance over the lut six weeks. Ho is . 
knowledgable. personable and eager to learn more about the practice of Family Medicine . 

. 
I am asking for your patience in this matter and apolopj.zc for any confusion or inconvmiencc this 
may have caused. . 

. Sincerely, 

Don H. Fowler, MD. \ 

cc: Medical Staff 
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BEFORE THE STATE BOARD OF MEDICAL EXAMINERS OF SOUTH CAROLINA 

In the Matter of: 

Hugh S. 'Thomp$On, M.D., 
PRJ\1ATE AGREEMENX 

LiccDsec. 

WHEREAS, Licensee has 'advised the Board of a COJDJlUtment 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 ofUcensec's continued compliance with that commitment. 

THEREFORE, IT IS UNDERSTOOD AND AGREED THAT: 

1. This Agreement is not a disclplinmy acUon UDder S.C. Code Ann. §4O-47-200 (Supp. 
1996), but instead is a reasonable accommodation designed to protect the-public and assist Licensee 
in a continuing recovery effort. Licensee he!eby consems to the monitoring ofLic:eusec's treatment 
and practice of medicine. Liceosee specifically consents and does hereby agree to comply with the 
following terms and conditions, which shall continue in effect until further Order of the Bomd: 

(a) Licensee sball completely abstain from the consumption ofmood-altering substances, 
including alcohol, except as prescribed by a duly liceosed practitioner for a 
documented legitimate medical pmposc. All use of such substances is to be reported 
by Licensee to the Board or its designee within 48 hoUlS of initiation. All such 
medical treatment and prcsa:.ibing shall be reported directly to the Board in writing 
by the treating practitioner within ten (10) days after the date of treatment. Lic:ensee 
must inform the treating practitioner of this responsibility and ensure timely 
compliance. Failure to infonn ~ treating practitionCl' of this responsibility shall be 
-considered a violation of this Agreement. 

(b) Licensee shall be subject to periodic, unannounced blood and urine alcohol and/or 
drug aoalysis as desired by the Board, the purpose being to ensure that the Licensee 
remains drug andlor alcohol-fi'ee. 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 UPOD request, or to remain alcohol and/or drug­
free shall be considered a violation oftbis Agreement. 

- ••• ~ ", :.r .,-. 

(c) 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
the South Carolina Medical Association, or a successor prognun approved as such 

Page lof3 
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by the Board (hereinafter the Program). Such COD1l'Ict 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) MonitorinS and ~ activities oCtile Prosnun; . 
(2) Alcoholics Anonymous (AA) or Narcotics Anonymous (NA); 
(3) CadUceus support sroups or its equivalent approved by the Board; 
(4) Sueh· additioDBl therapeutic activities as deemed appropriate and 

necessary by tho Progmm when W:olpOrated into the contract. 
Licensee sbaI:l submit or arraage for the submission of quarterly written reports _ 
docUmenting Licensee's regular participation in such therapeutic activities deemed 
appropriau: by the Program, and docum.cnting Licensee's full compliance with the 
tGrms 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. 

(d) Within thirty (30) days of the date of this Agreement, Licensee must provide to the 
Board a letter signed by an appropriate ~ve of the Program mentioned 
above verifyiq that Licensee bas signed a written contract with and become an 
~~ve participant in the activities of the Program, as ~ above. Compliance 
with this parasmph shall not be deemed satisfied until said written verification is 
~ved by the Boan:l. Failure to comply with this IeqUin:ment within the prescnDcd 
time shall automatically.result in the immedilie temporary suspension of Licensee's 
license to practice until such time as mu compliance has.been made by Licemee. 

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

(f) Licensee shall promptly advise this Board in writing of'my changes in address, 
practice, hospital priweps, professional status, or com.pliaoce with this Agreement. 
Correspondence and copies of reports and notices mentioned herein shall be directed 
to: 

LLR-Board of Medical Examjners 
P. O. Box 11,289 
Columbia. SC 29211·1289 

2. It is understood and qn:ed that by executing this Agreement. Licensee specifically 
consents to execute and to deliver to the Board, within tell (10) days of request. an authorization for 
the release to the Board of any and all records, reports, or other information conccmiDg Licensee by 
any and all penc>ns or entities involved, notwithstandinS any privilege provided by federal or state 
law. FailUIe to comply with this Rlquiremcnt 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 Asrecmcnt is not to be considered a 
public document UDder the South Carolina Freedom of Information Act and shall mnainprivate. 
However. a copy of this Agn:ement may be provided. by the Board upon written request by any other 
federal or state licensing or regulatory authority. . 

Page2of3 
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4. It is fm:tIxr understood that, because of i1s 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 oftbis Agreeuient shall be 
subject to review by the Board. Licensee shall cooperate with the Boud, its attonmys, investigaton, 
and other representatives in the Utvestigation of Licensee's practice azul compliance with the 
provisions of this Agreement. Licensee may be required to furnish the Board with additional 
infonnation as may be deemed necessary by the Board or its rqnesentativei. In addition to such 
requests, the Board hi its discIetion may require Liceusce to submit further documentsrlon regarding 
Licensee'S practice, and it is Licensee's responsibility to tUlly comply with all such requests in a 
timely fashion. . Failure to. satis&ctorily comply with such requests will be deemed a violation of this 
Agreement. 

6. . It is further understood and ap:ed 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 fiills 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 liccose may be immediately temporarily suspended until further Order 
of the Board following hearinS into the matter of the failure. It is wxlerstood and agreed that by 
executing this Agreement, Physician specifically consents to waive the procedural requirements of 
S.C. Code Ann. §4047~200 and Regulation 81-12.5. It is understood and agreed that by executing 
this Agreement, Physician speclt1ca11y consents to consideration 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 disciplinary action currently pending before the Board or which may be filed in the 
future. 

AND rr IS SO AGREED. 

Effective: ___ _ 

Date 

I AGREE: 

LICENSEE 

WITNESS OR A TIORNEY 

STATE BOARD OF MEPICAL EXAMINERS 

B~~ ____ ~~~~~~~~ 
BEN C. PENDARVIS, JR., M.D. 
President of the Board 

Date 

Date 

Page 3 of3 
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South Carolina Medical Malpractice 
PATIENTS' COMPENSATION FUND 

Post Office Box 210738 
Columbia, se 29221-0738 

(803) 731-1687 

} CERTIFICATE OF MEMBERSHIP 

/.f.JLG ~ ~ 0 1,;;), "'"' fJSd1V , ,1t5~ 0 SC70 i'7 
N~~EI 0utd.\' ~c&;(:.j&.l C"N;c;. I ,.. LICENSE NUMBER 
r·~ 0. ,,, " /}tAR/f) AI ,.S,- . /,,) 

210 G, Od2 ,po Sf,,' fJ.,5?/ (!r~J{2a~.If(}f~{ 
WORK ADDRESS r ,TELEPHONE 

/ / / II!. £. YI/;,.. 9. - OClr J.~~dV- ,:Soc ~.'1s!2.. (t'fJ)373-3 ( (J.e, 
HOME ADDRESS , TELEPHONE 

:J.Upt " . ~ a::,'~~"at $-13-'1' -S"'-IP-'f1 /4'~/""" h.t1dJ d4r:> .. 

BASIC INSURANCE BASIC POLICY # BASIC POLICY DATES BASIC LiMiTS I, 

d)(!(!.ttK tUCP ~ I' S" &." " -I> - r ,d>hi~ 1+4 ct. d. 
TYPE OF POLICY B:SIC,INS PREM pcr MEMBERSHIP FEE TYPE PRACTICE 
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 pcr as a self-insured. 

I 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 not have the required basic malpractice inSUrance 
coverage in force, unless I have been certified by the peF as a self­
insured. 

I furthermore understand and agree that the pcr has 
will make no payments for the defense or settlement of 

no obligation and, 
ms judgements 

. for incidents which occur during the suspensi r 

WITNESS: ~ £ ~ 
Notary UbilC 

------------------------------------------ -
(PCF Use Onl 

The PCF membership of ______ ~ _______________ ~ __________________ _ 

1s 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 gent to you 
after processing. 

14 
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Fowler Rural Medical Qinic 
Don H. Fowler, M.D. 

P.O. Box 875 
Marion, S,c. 29571-0875 
. (843)423-4044 

:' FAX (843)423-3489 

August 20.1998 

Mr. Aaron l<ozlOSkl, Executive Director 
S.C. Board 6fMedicai Examiners 
P.O. Box 11289 : ' 
Columbia, S.C. 29211-1289 

Dear Mr. Kozloski: 

I am writing to c:onflrm to my satisfaction with the performance of Hugh S. Thompson, M.D. 
Doctor Thompson nas, at my request, petitioned the Board to allow him to dO histories, physical 
examinations and dlsc.harge summaries on the hospitalized patients of this clinic. 
Doctor Thompson has performed his duties in a prudent and professional manner. He has 
demonstrated basic clinical c:ompetenceand continues In his enthusiasm to increase his 
knowledge and sltiUs 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 educatiOnal tOOl, and 
as a great help to this practice, I feel it is entirely appropriate for him to undertake these duties. 
I would very much appreciate the Board's granting him this request. 

Sincerely. 

Don H. Fowler, M.D. 

CC: Hugh S. Thompson. M.D. 
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BEFORE THE STATE BOARD OF MEDICAL EXAMINERS OF SOUTH CAROLINA 

In the Matter of: 

Hugh S. Thompson, M.D., 

Medical License #7087; 

~icensee. :. 

WHEREAS, Licensee has advised the Board of a conunitment 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 timet 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. §4O-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 tcnns and conditio~, which shall continue in effect until further Order of the Board: 

(a) Licensee shall completely abstain from the consumption ofmood-altermg 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 infonn the treating practitioner of this responsibility and ensure timely 
compliance. Failure to inlonn the treating practitioner of this responsibility shall be 
considered a violation of this Agreement. 

(b) Licensee shall be subject to periodic, unannounced blood and mine 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 oftbe 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 ofthis Agreement 

" (c) 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 

MONo\GIUoCD (JI.ov. 5111/91) Page 1 of3 
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the South Carolina Medical Association, or a 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; 
(2) Alcoholics. 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 subnlit or arrange for the submission of quarterly written reports 
doc:wnenting Licensee's regular participation in such therapeutic activities deemed 
appropriate by the. Program, and documenting Licensee's full complianee with the 
tcnns of Ute 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. 

(d) 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 contnlCt 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. 

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

(f) 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, se 29211-1289 

2. It is understood and agreed that by executing this Agreement, Licensee specifically 
consents to 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 infonnation 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 shaUautomatically 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 Ilgreed that this Agreement is not to be Considered a 
public document under the South Carolina Freedom ofInfonnation Act and shall remain private. 
However, a copy oftrus AgteeIJlent may be provided by the Board upon written request by any other 
federal or state licensing'or regulatory authority. 

Page 2 of3 
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4. Il is further understood that. ~~Use of its private nature, "tms ~Cnt' does Dot 

require Licensee to disclose its existence to others, except 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 sball 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. Liccnseemay 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 i~ discretion maY'require Lieensee 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 request$ will be deemed a violation of this 
Agreement. . . , 

6. It.is 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 bearing 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 byexeci1ting 
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. It is 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 

BY: l{dWut.-?tfu1~d~~ 
HARTWELL Z. EBRAND, M.D. 
President of the Board 

~/ 
1L~/czi 

Date 

NOMAClLMD (bw. Sl27m) Page 3 of3 
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SOUTII CAROLINA D~ARTMENT OF LABOR, LICENSING ANt> REGULATION 
BEFORE mE BOARD OF MEDICAL EXAMINERS 

In the Matter of: 

HUGH SMITH llIOMP,SON,M.b. 

Medical License n087, 

. Respondent. 

) 
) 
) 

t 
) 
) 
) 

-------------------------) 

STATEMENT OF THE CASE 

FINAL ORDER 

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 8, 1993, a Notice and Amended Complaint was served 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 Koger Center, 101 Executive Center Drive, Suite 120, 

Columbia, South Carolina. Respondent appeared with counsel, Celeste T. Jones, Esquire. The 

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

Counsel Richard P. Wilson. 

The Board hereinbelow makes specific findings of fact regarding the issues involved in 

this matter. The findi~gs are specifically based on the Board's review of the exhibits admitted 

into evidence and the testimony presented .. 

23 
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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 in" Darlington, South Carolina. Respondent previously 

practiced anesthesiology in Florence, South Carolina, until he ceased active practice on or about 

April 30, 1992. 

2. Respondent's case concerns the prescribing of quantities of various controlled 

substances and other dangerous drugs including Tylox, Lonab, Vicodin, Darvocet-N 100, 

Tagamct. and Darvon over an approximately 26 month period to an alleged patient outside a 

bona fide physician-patient relationship and without documented medical justification 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 duc to her job situation which was sensitive to any allegation of personal drug 

abuse. Respondent further admitted thal he was"aWare at that time of her history of substance 

abuse. Respondent stated that he nevertheless agreed to 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 tum, would telephone his authorization for drugs to a pharmacy in Columbia for her to 

- 2 -
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pick up. Respondent also ,admitted that sometimes at their social meetings she would tell him 

about ber pain and then he would caU-in a prescription for her, as requested. 

S. Prescription documents found at a Columbia pharmacy reveal that between 

November 28, 1990, and !anuary 6','1993" Respondent called-in approxima,tely 45 prescriptions 

for Patient A, principally for' Schedule III narcotic analgesics, such as Lortab and Vicodin. 

6. Respondent admiUed that he never saw Patient A in a medical setting and never 

did a full bistory and physical examination of her. Respondent did not produce any medical 

record concerning the care ~e allegedly rendered 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, and had no treatment plan to justify the medical need and purpose for the drugs 

he prescribed for ber. 

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. 

1 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 ~ocuments 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 ~ith someone else present. Respondent asserted ,that he once had 
. -

medical records concerning Patient A's care, but that they must have been lost. However, it 

was conceded that . there are ,no'medical records in this record to suppon Respondent's .position. 

Respondent funner 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 

thal, 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 a 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. 

~QNCLUSIQNS OF LA W 

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

(11) and (12) (1986); Regulation No. 81-6O{A), (D), (F), and (G) (1986); Regulations No. 81-

·4-
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6O(C), (D), and (E) (Supp.1992) of the Rules and Regulations of the Board; and S.C. Code Ann. 

§§44-S3-360 (c) and (h) (1986). 

SANCTION 

I.n enforcing the Medi~ Practice Act, the Board is mindful that iu. ultimate purpose is 

to protect the public and maintain the integrity 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 society 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 regarding his professional 

competence, Respondent's misconduct threatened' the public health a.nd subvened the laws 

governing the use of controlled substances. 

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

TIiEREFORE, 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 stayed and Respondent's license reinstated in a 

probationary status pnlv after Respondent has satisfied the following specified precondition for 

reinstatement: 

Ca) Respondent shalJ pay a fine of Five Thousand and No/100 (SS,OOO.OO) Dollars. 

Said fine shall not be dee~ed paid until received by the Board. 

- 5 -
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2. 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: 

(a) Within ·thiny (30) days of the date of this Final Order. Respondent shall enter into 

a Consent' Order or Agreement with the Bureau of Drug Control, South Carolina 

Depanmem of Health and Environmental Control (the Depanment), restricting 

his Controlled Substances Registration in all schedules to institutional use only. 

This restriction is designed and intended to prohibit Respondent from prescribing 

controlled substances outside a hospital or clinic licensed by the Department. 

Compliance 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 until such time as full 

compliance has been made by Respondent. 

(b) Respondent shall use triplicate copies of prescriptions for all controlled substances 

written by him. One copy shall be delivered to the patient; one copy shall be 

placed in' the patient's hospital or clinic record; and one copy shall be maintained 

by Respondent in a readily retrievable manne~ for inspection by representatives 

of the Board or other appropriate authorities. The last copy shall be delivered by 

Respondent to the Board upon request at such times as the Board may desire. 

- 6 -
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3. Failure by Respondent to abide by any of the aforementioned conditions of 

probation during said period shall warrant the immediate revocation of probation and the 

immediate imposition of the aforementioned indefinite suspension of ttis license to practice 

medicine in this State pending hearing into the maner and until further Order. of the Board. 

-
4. Respondent shall cooperate with the Board, its attorneys, investigatorst and other 

employees in the investigation of Respondent's practice and compliance with the provisions of 

this Final Order. It is Respondent's responsibility to demonstrate complianc~ with each and 

every provision of this Final Order. Respondent may be required to furnish the Board with 

additional information as may be d~emed necessary by the Board or its representatives. In 

addition to such requests 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 requests 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. 

- s -
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(c) 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 borne by Respondent. 

(d) Respondent shall appear and repon to the Board as requested by the Board. 

(e). -Within one (1) year ofthe date of this Final Order, Respondent must anend and 

document completion of the Clinical. Legal, and Ethical Issues in Prescribing 

Abusable Drugs program offered by the Florida Medical Association and the 

University of ~outh Florida, Of 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 requirement. Failure to comply with this 

requirement shall automatically result in the immediate temporary suspension of 

Respondent's license to practice medicine until such time as full compliance has 

been made by Respondent. 

(f) Respondent shall comply with the terms of this Final Order and all State and 

Federal statutes and regulations concerning the practice of medicine. 

(g) Respondent shall promptly advise this Board in writing of any changes in address, 

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

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

be directed to: 

South Carolina Department of Labor, 
Licensing ~ Regulation 

Board of Medical Exami"ners 
P. O. Box 212269 
Columbia, SC 29221-2269 

- 7 . 
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~bde nf ~lIutIt C1!a:rnIina: 
,~ut of 1IraItIt mb :Humm ;lerttfru 

David M. Beasley 
Governor -

CERTIFIED MAIL ' 

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

July 14, 1998 

RE: Reinstatement in the South Carolina Medicaid Program 

Dear Dr. Thompson: 

Gwen Power 
Director 

Based on the action 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. 

~v~ 

GP:cm 

00: Ms. Carolyn G. Jordan, Chief 
Bureau of Medicaid Program Assessment 
Ms. Oarlynn Thomas, Chief 
Bureau of Health Services 
Department Head, Program Development 
Bureau of Community Services 

Gwen Power 
Director 

Ot11ce oftbe Director 
P.O. Box 8206· Columbia, South Carolina,29202·8206 

(803) 253-6100 • Fax (803) 253-4137 
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OF 

11IE AMERICAN SOCIETY OF 8NESTJ!ESlOLOGlSts. INC. 

G]his is to certify t~ 

)G1gh Smith q-homl'son,9i.'D. 
a duly lieeued Phy.ician, Iaa,,",- complied UJith aU tile requiremeRU 01 

'DIE aMERICAN COLLEGE OF AmSTHESIOLOGIS1'S. 
and lum1n6 demoJUtrated eo U. lGdI/actiqn an adequate preparation and uperien.ee 

.~, . 
eogether..,ith .pecitJllmoVJledge of the are ~nd .aeJWe 0/ A.nathe.iology, and bel", 

\ 

proficient in the practice of am. .pecialty g hereby admitted ". fJ 

Fellow of 11le 'bericcm College of Snesthesio1ogjstB 

1iLD. 

II.D. 8283 
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OF 
'!HE AMERlCIUf soaETY' OF 8NESTHE'8lOLOGlS1'S. INC. 

GJhis is to,certify thaf-, 

){Ugh Smith'lhomvson,9Lll 
CJ duly lieeMed Ph)'lician, IuJt1in8 complied.,ith aU the reqllirernenc. of 

mE SMERlCAR COLLEGE OF amsTHESIOLOGlSTS. 
and lun7ing demoru,rated '0 Us .atiJ/lICe~f' .. aft adeqrwte prepaTation and esperieru:e 
togecher If1ith .pecW knowledge o/llae an ~ .cience 0/ .4n.ulhe.iology, and being 

.. 
proJicient in 'he practice of tm. .pecicllty u hereby admitted tU a 

Fellow of The a.nericcm CoBege of Sn8atheaio1ogjata 
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· ~ ... l\n.r stI, 
~~~'\ ~- ~~iq 

'11 . BnESTH;OLOGISTS .~ 

G]his is to. certify tha~ 

){Ugh Smith ~hmUl'son,QJf.ll 
a duly lU:en.ed Phydcims., 1aGvi". complied tf1ith all die requirelll8nt. 01 

THE SMERlCAN COLI.F.GE OF MFmlIESIOLOGIS1'S. 
and Jun,iq demonatrr.rted to It. .fItU/~f'1I an adequGte preparatiDn mad esperieru:e 

tolJe£her .,ith .pecW ~e 01 ehe fII" ~ science 01 Ane.dae.iololJY, and beJn6 
pro/U:ient in tM proctice 01 this .peeiDlty it he'hbyadmitted 1m a 

F.no.,. of 11w ~eriCClll CoDep of Sn_theaio1ogis1a 

...... _. __ ""'ft 



ft n (STHESI OLOO lSI S 
OF 

THE AMEIUCAII soar:rt OF 8MEBliWi1OLOGIS1'S. INC. 

G]his is to.certify t~ 

){Ugh Smith 'fbm"'l'son,~.ll 
a duly licerued PJay.ician, hm1in1l complied with aU &he reqairemeJltl 0/ 

THE aMERICAN COLLEGE OF aNESTHESIOLOGISTS. 
and hm1iRlf .morutrrJted to iU .atUlam,f'. an adequate prePGrotion GIld e%perWfICe 

together _1& .pecitJl h~e 01 the art ~ KiefU!e 01 AnMahe.Wogy, and hem" 
proficimt in ,he pradice 01 thu .pedal,,. it hel-eby admitted '" a 

FeU~ of 1'he ~ College of aDe.thesiologisea 



EXHIBIT 4 

IN SUPPLEMENTAL 
RECORD ON APPEAL 

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



Ilake City ComlTIunity Hospital 
258 N'.Ron McNair Boulevard 

I-Jake City, SC 29560 
843-374-2036 

March 31, 2008 

Palmetto OBA, Provider Enrollment 
2300 Springdale Drive 
Camden, SC 29()10 

Re: Lower Florence County JIospital 
Provider Based H42-()066 
CCN# 42-3433 

To Whom It May Concern; 

, The enclosed CMS-855A applidllion is for the pllrpose of changing ollr 
o\vnership inierest and/or rmumging control information fbT' both organi7,utiolls .md 
individuals for each of our Rural Health Clintcs owned by LO,\VCT Florence County 
Hospital, Inc following sections were completed for: 

Pee Dee Health Care 
:.>0 I Cashw Street 
Darlington, SC 29532 
Provider Number-42-3413 

Section 1- Changing Medicare information for provider 42333 NP# 1134301625 
Section lB-Ownership lnteR~i and/or Managing ContrQllnthrmation (Organi7.atiollS) 
Ownership Interest and/or Managing Control InJonnation (IJldividu.1.ls) 
Section 3·No Adverse legal <tcUnnsiconvictions 
Section 5-0wnersrup Interest-Organizations 
Section 6·0wnership Interest-Individuals 
Section 13- CO!ltil(''t Person 
Section 15- Certification Statement 
*artachrnent provider based attestation statement 

If you should mlve any questions please contact me at 803-799-1700. 

Sincercly yours, 

~.,(}(ftd--
Cheri 1.. Reed, Senior Director, fluman Rcsotlfces & Compliance 



MEDICARE ENROLLMENT APPLICATION 

INSTITUTIONAL PROVIDERS 

CMS-85SA 

SEE PAGE 1 TO DETERMINE IF YOU ARE COMPLETING THE CORREa APPUCATION 

SEE PAGE 2 FOR INfORMATION ON WHERE TO MAll THIS APPLICATION. 

SEE PAGE 41 TO FIND A liST Of THE SUPPORTING DOCUMENTATION THAT MUST BE 
SUBMmED WITH THIS APPUCATION. 
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seCTION 1: BASIC fNFORMATJON 

REASON FOR APPlICATION 

o You lfe a newe.nrollee HI Medkan: 

Q You are e.-u·n!ling m:h anOlber fee-fot-service 
~om:rnC{()r's ,iurirA:tict:on 

BllUNG NUMBER INFORMATION REQUIRED SECTIONS 

Enler ),our Mc:diwe Identification 
Nwnber (if issoed) and the N?! you 
would like to link to this number in 
S~J;tiOll 4. 

F..ntc; yom Medicare Identification 
Number (If i~d) and the NPI ;roo 
wOIIid llke to link to this nlllllDcr in 
$ectic:m4. 

C0111plet.: all >eeti(ltlS <"-xctpt lJo', 'le, 
and:m 

COtllple~ aU se.cticns except 2F, 
lG, and 2I-I o Y()u?l'e reactivating your M::dk<lle 

!. enroll.mcm 
.... ------------1 

o Yell are volUIl.14rlly tennin:'lting 
your Medii:a!e clroUment . 

Effective Ilute of Termination: 

Mwkare identification ~\lrnbcr th-;;-;- (' I • A)mp ete ~4:diops: 
is tetlllin.'lting (if isru<>1): t, nn, n.;md rither 1.5 or Hi 

NP[ (ifimu-d); 

I Medicare ldcntificillhm 

Q '!'he;e bas b¢en II Change of Ownttnhlp Number {if us:.<tfj; 5dle.ril"orme.r Owner. 

(CHQW) of the Mai:r.:altx:lll'ollell j:rovide1 NPl: ~ L\., 2P~ 13. ami cithef 15 (ll'" :16 
i You are Ib<;:. I U S<:.Ue:-(FOffilC!· Ow:rer BllyerlNew Owner! 

t
~ BUyedN~:=--_______ -4~T_Ii_X_Jd_CIl_ti_fic_.a_ti_o __ n _N_U_m_h<:_r:_. __ ..• _.~ _~~_plde __ n_fl_sec ___ ' _Cl(_rqx __ 1G . ...:..~ ::1:~ 

o YQuI'<xgatlillli!icll heoS IMUl ~rt 

I ill an Acqui,'iitioll Of )fcrger 

V~:1_ .~ 
.V~ ~.~ (ue: 

o ScllerfFi:!n:ncf Chvller 
Q Bt:yerlNew Owru::t 

M",dk.are ldrntititoation NWIlt~r t;;f SeJlerlt1onu.er OWJlf~r: 
the Sel.lerlf'llnlle: o..'1ltr lif i.J=ed): 1 A. lG. 13, w1d dL're:- IS or t6 

Suye-clNew Owner: 
1 A, 2G, 4, 13, and either 15 (If Y;lU 

~ the autllodzed offiCial) or 16 (if 
\-----.,.--.,.------.--1 yOll are the d~ed official), and 6 

Tax ldcutifi"znon Nmr.oer: for !he signer if mut authoriz-ed or 

delegated oJIkill.l hll!! JIllt been 
e~mblL'lhed [OJ !his provider. 

l---.-----.... ------. --... ----f------.. -------i------.--.. -~-----. 

o Your orglll'li1.atkl'l hilS CUll.'Sol.idatt.'l1 
wim another organi<.lt/o!l 

I "{Oil ate the 
o Former Ot'gani7..atioc I 0 New wgllniz.1tion 

.Medicare. Idcutificallon Nurnbe:- of 
the SdkriFcnn • .f Owner ((ffssw4): 

:-IPl: 

'Q,"t fdemiikarion Number: 

Former OrganizatiOllS: 
1.-\, :m,.ll, and ciI:ha- .t5(JfM 

"Sew Organi:t:ltion: 
Compkk. all >=ion.., <::Xapt 2F am 2(; 

~)\J ~ clmnglng your Meth-e Medicare ldcntificatioD ~---""-'-i-'----'"'''''-''''''' ... _----

I 

I \) Number {if is,1IJt!dJ;: ti c\ 64 ~ (;/1 to Sectioll HI 

~
l inforfMtio'/1 ________ t-NI_'f_: -'-'11:....,';...;4'?o=..;I.=Y> ..... z,'--:5:: ........... _ ... ---+-________ ---1 

- Ellter your Medi4:are kfclltiflCatioll 

:J YOIl1lre Tevnlldaul1g your M~dkare Number fif issued) llJld !he NP1 ii:~l }~4@Ii!¥{~If;~qllll ~~~>lPi 2G, . 
etlH.>Ilmelll would like !<) iink to this number in and ZH . 

Section 4. . .• :<i:~ .' ':, ,'. (', .. L.._ ..... __ ._,, __ ._ .... __ ._"._ ...... ___ jl......-_ .. __ ._ ..... _. __ . __ ~~:.:...:.:......:.-".....;;;;......;;;;.-;~....;......""--.;..;..;.-.-.. -:' 
(..MS·-lISSA ((J2J1)S) 'S 

~~~ 
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SECTION 1: BASIC INFORMATION (Continued) 

REQUIRED SE010NS -----hh-_______ -r . .... ~ -~.-

11,2 (complete only those secfions that lire 

o ldcnr.iiyil:g InformatIon 
• changing). 3, 13. and ejther 15 (if you .are the auilior.izOO 

OffichlJ) or 16 (if you arc the delegated official), and 
Section 6 for the signer if thal t!UthOri7.ed Of delegated 
official bas not been estllbli::lhcd for Ihi.1 provider. 

... ""'-,.------.,.,-,,,-.-.--... -.---' ..... ---............ ---------. --_ .. - ..... " .. ··· .. ···_---------·---1 
1, 2B 1, 3, 13, and cithcr 15 (if}'Ol1 are lhe authurizl:d 
official) ()( 16 (if 101.1 are the delegatul official). and 
Section /) fr)r (he signer if that authorized or delegated 
official bllS oot been estabJi$hed for !his provide)".. 

1------_._ ...... _---------------+-----------_._--._ .. _. 

o ProClic.e L()C;l(ioll rnforrnaliOIl. Paymet:1 Add= 
&. Medical Recold Storage Information 

1,2131, 3,4 (cnmplele only those sections thai are 
c:hanging), 13, and cither J5 (if)'llll are the nuthori:lL'd 
official) or 16 (if YOIl arc the dcltgated Qificial), and 
Section 6 for the signer if that m:lh<>rized or delegated 
official has no! becn estnbli$hed fef this !lmvidtr. 

''', ,,, ...... ,,._ ....... " .... " .. "--_ ............. ",,, .... ,,. __ .. , ... __ ................ _-,,,------+----_._" ......... _---, ... _-,------_." .... .. 

~'W~leflih.ip 'interest aml)or Managing COnlrollnformation 
(OIJ~anj:r.lI{iu!ls) 

1., :lSI, 3, 5, 13, .rod eithd 15 (if Y')U llJ'e II", autll'O!i7ed 
official) 'Or 16 (if you are the dt'.ieg.'lled official). and 
Section 6 for !be signer if tbrtt IUltborized ur delegated 
official has not been ::slllblisht:d fOf Ih.ia provideJ: 

_, __ .. ~"~ ____ .. _______ ,.'''~,, " __ "~_""","," ... w ____ ,,,." __ ,,_ ""_,,.,. ""--

/ 1, 2Bl, 3, 6, lJ, and eilh<:r 15 (if YOIl are the anthori7.ed 
ta Ownc:rshi p lr.tt'.rest anrilor :\{all2.ging Control InfonnatiOIl offJcial) or 1 Ii (if you are the de1eg:llw officilll), and 

(!nCiyiduals) Section 6 t!}( the signer iftb.at auumriud ordciegated 
'Official has no! been eswhlished f'Or this provider. -_ .... ,-_._--_._-------_._---_._'--_ ........ _- -

o Chain Home Office Informalion 

o Fining Agency Jnformation 

I, lEl, 3, i, 13, lllJd eilhcr 15 (if you a.-e the authoriz<:d 
officilv) or Hi (if yeu are Ihe delegated ofIki.\I), and 
S<!Ction () for the signer if that authurized Of delegated 
official has nOI been established for this pnwider, 

--
1, 21H. 3, 8 (complete only those SectiOIlS tbnt are 
changing), 1.3, am! either 15 (if you lilt: tile lUlIhori:a:d 
official) Qr 16 (if YOIl l!l'e the delegated official), and 
S«tinn 6 f(lf the signer if that authorized or delegatea 
official has !lot been osroblished for this provider. 

-.-.---------... ------------.~--------------'---''' ..... ''-, 
1, 2EI, 3, 12, ]3, and either 15 (if you are !he awJnm.ro 
offit:iaJ}or 16 (if you arc llie delegated official). and 
Section 6 for the signer if thlIt auth<>rittd af dd':gatt'.d 
officicl has not been eslJl.hlisbed for Ilris provider . 

. --..... , .. , "--........ -------,,--.--... -----...... ,, .. -.-----f----" .. -.. ----... , ................. ----.. --------1 

o .·\urumiz,:::l Off:dal(s} 1,2'8 1,3,6, 13, and 15_ 
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SECTION 3: ADVERSE LEGAL ACTIONS/CONVICTIONS (Continued) 

I. Has your organization, under any <-1neo! or fonner !lame or business identity, ever had un adverse 
action limed on page 13 of this app1ication imposed against it'! 

o YES~a;ci;~B~i~~~ki~""s;~ti~;4 
2. If yes, report each adverse legal acti<m, when it occurred, the federal or State agency or the 

(;()uttiailininislIative body thal imposccl the action, and the resolution, if any. 

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

Advern! Legal Actlon Date Taken By Resolution 

---_._----... _-

., 

~ ,;. 
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SECTION 5: OWNERSHIP INTEREST AND/OR MANAGING 
CONTROL INFORMATION (ORGANIZATIONS) (Continued) 

o Not Appticnble 

If you nre changing, adding, or deleting infonnation, check lqe applicable box, furnish the effective dale, 
and complete the appropriate fieJds in this section. 

E_~"_~~:_~_o:~--_~-__ O~ru:"_. --~-J 
Check all that apply: 

tif 5 Percent or More Ownership Interest D Partner 

l.A--gal BU$ine8S Name as repoitediotb(;-iOi;;r:;aJ Revenue Service 

Mid-Carolina Hospital Group,LLC 
"Doing Bus;nwAs" Name (ijappJkahi", 

Addres.~Tfne"·i·rs;;;:;;v=~;;;;,v;;;;;;,;········"-··---

3400 West Avenue 
Adk Line '2 (:witt. It"*"- nci 

Mediell(1! ldendficau()!l Numbet(!l) 1ft i.<md! 

na 

ciManaging Control 

---_._-_ ......... -----

I ZIP Code -t 4 
29203-6901 -.....1-_--_._--_ .. __ .. _.-

. , 
'-., ~"., . 

• > : 
. '." . , . 
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SECTION 5: OWNERSHIP INTEREST AND/OR MANAGING 
CONTROL INFORMATION (ORGANIZATIONS) (Continued) 

! f l'epurting a cilange to existing iufomlation, check "Change," provide the effcctivt~ date of the dwuge, 
and complete the appropriate t1eklB ill this :;cction. 

C) Chang" 0 Etlective Dale:._ .. __________ ..... ______ ."._ 

l. Has this orgnnization ill Section 5A, wlder any cUrrent or former na.me or bll,iness icientity, ever had an 
adverse legal action listed on page 13 of this application imposed against Jt'? 

-----.--.,,, . '---::-1 

11.....0_-_Y_ES_-_C:..~~_· _u~_~~c:~_. __ .. ~ NO_-._S_~.~. to Section 6 I 

2_ TfYES, report eacIt adverse !egal action, when il ()ccnrre{~ the federal or St;!f..e agency Of the 
court/administrative body that imposed the Ilction, and the resoiution. 

J 

Attach a copy of the adverse legal action de<:umclltation(s) and n::.so!utlon(s). 

AdvOlrse legal Action Oat<! Taken By Resolution 
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SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING 
CONTROL INFORMATION (INDIVIDUALS) (Continued) 

Auy information on advme legal actions that have been imposed against the individuals reported in this 
!;ecti(m mllSI be furnisbed. If then:: is more than ooe individual, copy and L'Ompletc this section for each 
individual in Section tiE. 

If you are changing, adding, or deleting inforn:taIioll, check the applicable box, furnish the effective daw~ 
and c,omplete the llppropnl1tc fields in this section. Tbe name, dare of birth, and social security number of 
each perron listed in tim Secri(lU mllSt coincide with the individual's information asllsterl with the Sccial 
Security Administration. 

CHECK ONE ::J GlANCE 

DATE (mmtddiY'fY'j! 

fiiADO 

03/26/2001 

L1sLNilme 
Megna 

Q[lELhTE 

Jr.. sr.:;;;c:-­
JD 

.~~~ N,IllJe-'·-.-------, -·'··-l~.ddle luitial 

-'sOCl:irseCiuiry Nu..nber-{Jltqui .. !d) IDa!e of Birth (1MtIt'~i MediClt'e Wentif<-:ltiGTI N\lrrJh:r[if~ NFl fiii=dj 

251-86-3166 ... "."_'" ____ 104/23/1 ?55 ._ ... ___ ._ .. _....L.0_8 _____ .. _____ -'--"a._ .. ___ . __ ...... 
';L What ~ the above individual's rdatiQnsh.ip with !be providet in Section 2BI? [{.1m:k (ill/Am appiy.) 

'i :5 Percent or Greater Direct!Illdirect Owner ri! DirectorJOfficCf 
[J Partner o Contracted Managing Employee 
r;;I Malli'1ging Em.pl()yt~e (W-2) o Other __ ... _, ..... ____ ... _ ........ __ ... , 

Complete this section for ~c iudi vidual reporterl in Set.:tion 6A above. 

If you are cilai1g:ing information, check "change" box, furnish tlie effective date, and complete the 
appropnate fields in this section, 

c) Change [.J Effective Date.: .... ____ ......... 

!. Has the individmd in Section 6A, under any CllITCm or former name or business idctltity. ever bad an 
adverse legal action listed on page 13 of this application imposed agaln.'if him/her? 

[~O_y_~_S_-_c_~_~~-_ti-_~~!~~~~-_~ .. -_ .. ~_N_O_._.s_ki_·p_t_~;_Se._·-.. _~ti_:~_~_-:.._-;_-_'-1 
2. If YES, report each adverse Jegal action, when it occurred, the Fedetal or State agency Of the court! 

administnitive body that imJ-x.'Sed the action. and the resolution, if any. 

Attach a copy of the adverse tegl.l1 action documentation and ~.oo!ution. 

Advefse legal Action Date Taken By Resolution 

.-_ .... -.. _---

r~ ," ';".' ~ .. > .:"" ' , ''.l 

-------,-=----------c-c-----------~~==----:------,------~--ccc------=-,-.--c .... ---... -... 5;O---c-:===.-=-.~~;t~::·;j;f}',,;C<';';~:\.~;;~.:~~~::,>:' .. 



-----------------------_._,-----------------
seCTION 6: OWNERSHIP INTEREST AND/OR MANAGING 

CONTROL INFORMATION (INDIVIDUALS) (Continued) 

Any infornmuol1 on Ilclve.rse 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 mmp1c!te this section for ea£JJ 
individual in Section 68, 

If you are changing. adding, or deleting information., ched the applicable box, furnish the: effective date, 
and complete the appropriate .fields in this section. The mune. date of birth, and liocial security number of 
eacb person usted in this $c-e:tlnn must coincide with the individual's iniom1stion a.<; usted with the $L'CiaL 
Security Adll1i nistration, 

"'--j OOaJ:;"!'E 
... N_,~ __ "' __ ..... ~~._~ .. _N __ •• 

00126/2007 

-;'1""", f"'"·irs-::t~N~·amc"-::. ----,-.... - .... 

8enjamin 
Mfd~ 

W. 
Jr" Sc .. dl:. 

MO 
-, Social Seeu."ii)· Numbc;.-r:~;;~Trrd) 
250-67 -0144 

Dille of Billl! 7,;;;:;;/&;;:m:i 
03/0811973 

Mr.dlcait kltJilitkatinn 'Nui~ (If imtd), I 0/;;;;;;;;;-

------_.---- ... --~ ._._----,- H4'7550 ._ .. ___ . \00 1~1b 
2, What is the above in<liv.idual's relationship with the: provirla in Section 2B 1 '! (CJv.ci: all rlmJ apply.) 

o 5 Percent or Grenter Directf[ndirect Owner iid Director/Officer 
o t'artne.r ::; Contracted Managing Emp!oyec 
iii M"maging Employe.:; (W2) if Oilier .!:es:;!l1a~5%,(j!roc1JinUilUct..~!~!.r ....... _,_ 

Complete this section for the imiividual reported in Section 6/\ above. 

If you are changing information, check "change" oox, furnish the effective date, and complete the 
appropriate fields in this section. 

o Change 0 Effective Date: __ ... _________ _ 

i. Hus the ioci! viuual in Section 6A, unGer any c'urrent or fOfiP.er name or business identity, ever had an 
adverse legal action listed on page 13 of this appl.ication imposed against hirnlher'J 

I'D YF..s-C~~inue 'Bclo~ rid NO . ...ski~ to Section 7 1 
--"-~""---, .. ---. .~ 

2. If YES, report each adverse legal action, when it occurred, the: Fedcr'.il or Stare agency or the counl 
admiuL ... 'tr.Itive body that imposed the action., and the resoiution, if any, 

Art.1.CU it copy of lhe at.lv<:l'SC legal action aocumcrltatioll and resolution. 

Adverse legal Action Date Taken By Resolution 

;< .. " 



,-------.--,-----,~....;.,.---

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

Any information on adverse-Ie,gal actions that have been imposed against the I1ldividua1s repotted in this 
section must be furnished, If there is mOre than one individual, copy and Complete this section for each 
individual in St''ction 613, 

If yeu are changing, adding, Of deleting informlltiQn, checK the appHcablc box, fiunish the effecdvt: date, 
and complete the appropriate fields in tiris sc.criop. The name, date of birth, and social security number of 
each person Dsted in this sc{:t1on must C01ncide witli the individual's inforrnation as listed with tht~ Social 
S~uri(y Adfll1l1isuation, 

~=J~~~~- ___ ~~~ ___ .,_,.+--_____ a"_I) .. El.,,,_'I:i_:~_F _____ .. _ 

16;=-;--'------"--"'-"" l~~rile rnitiU!-~-'-'·"··- ~~~:~·--'-'~'--F::-:<;f.:-ei2:-' 

-~~~~~c;~~ Number (R(1";,.Jj-·"-I~;7;~~;f~hi ~:camk1:l~<ln NlJlt~ !ifb~~)1 ~:ri~i;;;ii-
---.-.---' --,--", ""-".---.-----... "" .. --"'''~--''' "_ .. -, 

2. What is the nc-{)ve individual's relationship with tile provider in Sectiou 2Bl? {Cited <Ill film ''Ppty.) 

o 5 Percent Of Greater Directflndirect Owner Q Director/Officer 
U Pal1ner U Contracted Managing Employee 
Gl M:u.Ulging Employee (W,2) 0 Other ,_"" , _~ .... _." .,,,,, ... ,,,,, 

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

.If you a,,"c changing information, check "change" hox, nJmisll !.be effective date, and complete the 
, appropiate field8 in this section, 

i,J Change 'J Effective ",,,,,,",_,, __ ,,,,,,,,,,,.,,_,,,,,,, 

1 < Ha.'i the individual io Section 6A, under any currem or former name or busincS-N identity, ever had an 
lldverse legaJ action H1>ted on puge 1.3 of this application impo.~ed against bimlher'l 

o YES-Continue 8elow lit NO-Skip to S¢cuon 7 

2. II YES, ret:<>lt each adverse legal serion, when it o«:uued. the Federal or Siam agenL-'Yor the cOlmi 
aeminiStJative body th<tt imp<.lSC<1 the action, and IDe resolution, if any, 

)\ttu;h a copy of the advene legal i1(:tioo documenL:11ion and resolution. 

Adve~e Legal Actlon Date Taken By Resolution 
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SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING 
CONTROL INFORMATION (INDIVIDUALS) (Continued) 

---.-.. -~------.---.---.. 
Any information on adverse leg?J actions that have been imposed against the individuals reported in this 
section must be furn.i~hed. If there is more than one individual, copy and compJete this seL1.lon for each 
individual in Section 6B, 

If yeu are changing, udding, or deleting information, check the applicable box... furnish the effective da.te, 
and complete the appropriate fields in t!lis seCtiOD. The name, date of birth, and social security number of 
each person listed in this section must coincide with tbe individual's information as listed with the SQcial 
Security Adtninistratiotl. 

CHECK ONE 

DATE (mm1ddf 

L FirnNn.me IMiddle lllitia: Last Name Jr., Sr., ere. 
Ernest ' M. Atkinson MD 

Socilll Security sambi. ii?,qu!r,n) iDiUeOfBirth' ("";~'!YYj McrliCare IdcmitiC3tion Nmllt:er f!f;:;;;;ijf"imTiii;;;;;ij 
~51.08-154~ _____ ........................................... ,04!O~!!S.~~ .......... _ ..... _ ... ~~~~?8 ... __ . __ . ____ . ,~'fti~-
2. What is the aoove individual's relationship with tht! provider in Sec cion 2B 1 ? (eM!:); all::hat 4l'Pty.) 

Cl 5 Percent or Greater Direc!1Indirecr Owner riif Director/Officer 
o Partner o Contracred Managing Employee 
iii Managing a.·llployel.~ (W-2) rid Otber lnss lt1an 5% dfm<."tJi~Jr.:~~ ___ . 

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

i.fYOll are changing information, check "change" box, furnish the effective date, and OJmpiete the 
appr0prime fields in this section, 

:J Change Q Effectiye Date:_ ........ __ .... _ ... __ .. _". 

L Has the individllat in Section 6A, under auy current or funner name or business identity, ever had an 
adv(;',rse legal action listed on page 13 of dlts application imp<lsed against himlher? 

r--i:lyFs=C-;cl~ue Below'-"'-'~~~kj;~:7l 

2. If YES, report each adv~e legal 3(:tion, when it occurred, the Federal or State agency Or the court/ 
administrative body that imposed the action, and the re.c;olution, if any_ 

Att..1cil a copy of the adverse legal action documentation and resolution. 

Adverse Legal ActJon Date Taken By Resolution 

-_._._--_. 



SEatON 6: OWNERSHIP INTEREST ANDIOR MANAGING 
CONTROL INFORMATION (INDIVIDUALS) (Corttfnued) 

Any information on adve,,,e legal actions that have been imposed against the individuals repo:rt~ in this 
section must be furnished. If there is more than one individual, copy and complete this section for each 
individual in Section 68, 

If y(m arc changing. adding, or deleting information, check the applicable bo~, furnish the effective date, 
and complete the appropriate field, in this sccti<m. The naTne, dute of birth, and socwl security mrrnber of 
each person fisted in this section must cui.odde with the individual's information as listed ,>,rim the Social 
Security Administration, 

_.", __ ~~~c;~~L_,,_:~.,_.J__ iiilillD 

OATE (mmfd<ilmYlj l 03/26/2001 ........ ----.-_,_,_ , ___ .. ,,", ..... ' ___ ''''. ___ ,,_ ,._._._L-_~.,,_,._,,_,,_ 
T Fim Ntune 

Katie 

Last Nnme------~-'-" .it.:.~ 

Noyes 
Social seciiriiy-Number(fttl/wreii) 

266-11-2617 
mil (1Il>'flP.ltJif)Y'/j" 

1954 
MediOll't: Ideniillcauon Niiinbli! Ilf 
na 

NPi (ifi;;-;,dJ' 

na -_.,---,---_ ..... - - ..... --.... - .. 
2. What is the above individual's relationship with the provider in Section IB 1 '! (("!ted. all t!wJ opp1y.l 

o .5 j.'crcent or Greater Dire<..1if.ndirc(:t Owner !if DirectOr/Officer 
:::::l Partner 0 Contracted Managing Employee 
if Managing Employee (W-2) &! Other l~1!.Il!l",5~5!.I!.~l\direct .. ~I1!l.:.srnp __ 

Complett~ this section for the indiviuual reported ill Section 6A above, 

If you are changing information, check "change" box. furnish the effective date, and complete the 
approptitl{<: fie.lds in this section. 

o Change \) Elective Date: ___ ._" 

!, tbs the individual in Section CA, uuuer any current or former uame or business identity, ever had :m 
advCI'Se legal action List(;d on page t3 of this application imposed against .rum/her'! 
,- ... ,,-- ---"'- -" '-"--"'''-''''---'''1 

iJ YES-Continu:_~:!.~~N'O-Skip to Section 7 J 
2 .. If YES, report each adverse Jegal action, when .it occurred, the Federal Dr Stare ;agency Of the Ct)"urt/ 

administrative body that imposed the action, and the resolution, if any, 

Attacb a l"UP:' of the adverse legal action documentation and resolution, 

Adverse legal Action fakenBy· Resolution 

-_ .. ",,---



.-~---~----~.--,-,---.-.,-,.--------.,-~---.-.' ....... ' .-------
SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING 

CONTROL INFORMATION (tNOIVIOUAlS) (Continued) 

- ---------------------------
Any is"lio!"..!LaUOU on adv<'--rse legalacti~ that have been imposerl against the individuals reponed in this 
Ncr-tioa mus, be furnished. H there is more thlm oue individual, copy .mel rumpie!t this. s.ection for each 
individual In Section 68. 

If you are cbanglIlg, adding, or deleting information, check tbe applicable box, fllrnish the effective dati'", 
lL'1d complete the appropriate fields in this section. Th.e name, dare of birdl, ami social security number of 
each person liste<.i in this section must coincide with the individual's. infonuatiou as listed with the Soc.il1l 
Security AdmUiistration. 

~~2~1-~~~_: r .03:?~~~~- . j 
'~::~~rur.e .-"=~: __ ._I~:dTeiilltial ~tthews 

Socml Security Numbetl&W4P4) !I}.!t.e nfBhrh rmmJd4/yl'lYJ Meilicrue tdej.itiftt::llioo&iiriibcrWi=nJJ NPl (ift:mcd) 

250-48-4927 . ! 06fD4/1931 ' C60908 IW(1@PO ._", __ , __ ,,_._._, ._._ ... _ ... L",""._" ___ ,_, ••. _",,,,_ .. _, _ .. __ "._. __ ..... ,_" ... __ ........ _ ............ - .. 
2. What is the above individual's relationship with iJlC pmvider in Section 2B l? feJwck ail that uppi'j.) 

if 5 Percent Of Greater Directllndirect Owner &1 Director/Officer 
o Parmer 0 ContJ'llcted Mallaging Employee 
fif Managing Employee (\V-'J,) 0 Other .. _,._ ..... _ ....... ~ __ , .. ". ______ .. _ 

Complete this section for me individual reponed in Section 6A above. 

If you are changing information, check "change" 0011., famish the efiectjve datI:, lInd complete the 
appropriate fields in this section. 

o Change U Effective Date:_. ___ _ 

1. Has the individual in Section 6A. under a.ny current or foml!w Dame or business identity, ever had an 
advene legal aedon listed 00 page 13 of this application imposed agrunst h.imIhe.r') 

[~~~~~~tin\~:.!:IOw __ ._~_NO-SkiP to Section 7 ] 

2. If YES, report eacb adverse Jegll1 :action, wh~'1ljl occwTed, the Fedeml or State agency octile court! 
Mrrri.rlso-ative body !hat ir:nposed the action, an<! the resolution, if :my . 

. Attach II copy of the adverse legalacticn docun1Cntation and resolution .. 

Adverse legal Action Date 13ken By Resolution 

" 

.', 

~,~~. < 

. • . .• ..... ...•.•... ..•..•.. ..mm" - • 55,---------------------~ ..... -=-: ..... -=-: .... -= .... ~~ .... :-::-:.,,=. -= ..... ,---,---~~~.~. ~ ..... = .. ,-=-". -,,--.,~. -,-------



SECTION 6; OWNERSHIP INTEREST ANDIOR MANAGING 
CONTROL INFORMATION (INDIVIDUALS) {Continued} 

Any information on iloverse legal actiollS that have been imposed against the individuat<; reporteD in this 
5ection must be furnished. If thert is more than one L'1dividual. copy and complete this section for cach 
i.ndividual in Section 6B. 

If you are changing, adding, or de!t:tiug information, check the applicable box, J1Jmisn the eifeLllve dllte, 
and compk:tt; the appropriate ficlds ill this section. Tr.c name, date of birth, ;:m.d :;ocird st::cnrity tnlllltx'!r of 
each person listed in this section must coincide \ ... 'ith the individual's information as listed with the Sodal 
Security Administration. 

-L Fl.-'S: Name 

Sabrina 
- !Mied[e lnltiaf--­

G. 
Sociaf Seetin!), Number iR,.>r~ 

400-17 ~ 7358 
Dare ()f Bhth {",,,,,\WyyJ;,'" 

09/2811966 -_._--_.-. .... _---_."""'---- ,---

ODELilTl:i 

2. Wh..1t is the aoove individual"s relntionsl:ip with the provider in Section 281? (O.eck all r}wtlipply.) 

C,) 5 Pe~cnt or Greater DirecUlndlrcct Owner '0 Director/Officer 
U Partner iitf Contracted Manag.Ulg r~nployee 
Q Managing Employee (W.2) 0 Other ,LC'-:s tOOr::~~!rectff~~,~_-__ ,. 

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

If you are changing infz)1!uation, ::;ne£k: "ch.ange" box. furnish tIlt'. effective date, und CI:)mp!ete the 
appropriate field.,; in Lhis sl'.ction. 

':l Change C) EJfective 

!. 11.1$ &.e individllill in Secrion 6A, under :my current or former name or busiuess identifY, ever had an 
adverse legaJ action listed on page 13 of tIllS application imposed against him/her? 
r""---'''--''''''''''''''''''''---'''-'-''''- '-""---. ..,,-'--_._'---] ID YES-Conlinue Below &f NO-Skip to .. Section 7 _ 

2. If YES, report ~ adverse legal action, when _it occurred, the FederaJ or StIlte ageru.:y or the court! 
adrninistrarive body that imposed the action, and the resolution, if any. 

Attach a CtlpY of the adverse legal al:tlon dOClUuentaticu and resolution. 

Adverse legal ActIon Date Ta"en By Resolution 

' .. ---'~'----



51:CT101\16: OWNERSHIP INTEREST AND/OR MANAGING 
CONTROL INFORMATION (INDIVIDUALS) (Continued) _ ... _--_ .... _-----------------------------

Any iriorm1Jt1QU on adverse legaJllctious (hat have been imposr.d against {he individuals reported in Ihi~ 
s(,,ctinn must be. fllr:lished. If there is more rhan one individual, copy and complete this section for each 
individual in See.rion 6E. 

If you are changing, adding, or deleting information. ched> the applicable box, furnis.h the dfective {!;ate:, 
Md complete the appropriate fields in thiB section. The name, date of birth, and social security number of 
each penon listed in this section must coincide with the individual's iuformation as listed with the Social 
Security Admin.isuation. 

'["FblNallle 

Priscilla 
------ , ~liddle.frJtial 

L 
.lISt Name 
Welch 

, Jr., Sr., etC • 

MD 
Socia; Security N!Inlocr ill..~n:d! Mc&='!dcr,uf~ooNuml:erlif I (ifls-.ll 

}~l~~~~;;t~~~-i'ndividuai's relations~jp '~t;-;'tbe previtI;; i~£!~-2BJ? (CJI~;i';fJ 7;;;;;;;;y,/ :U~19jJS" 
o .5 Percent or Grcnler Direc:;1ndirec( Owuer ;;;t Director/Officer 
a Partner 0 Contracted Mau.agillg Employee 
fiJ Managing Employee (W<Z) fifo Other th!l.:.~.!?,.91~_i.!~~~tll'~:~,_,~_. __ _ 

Compiete this Sectidl1 for the hlividual reported ill Section 6A above, 

[f you are changing illlonnation. check "change" box, furnish 111<: eif:!Ctivc date, and complete the 
appropriate fields in this section. 

a Change 0 Effective 

L Has rhe iudividu.al in Section 6A, under any current or former name (}f lmsiuess identity, ever had an 
adve,rse leg!!! action listed on page 13 of this application imposed against hirul'hcr? 
I - .. - .. - .. - ... ,----.--...... - ..... ~ ...... ".-_ .. _ ........ --...... " ...... -.- ] 

! 0 YK~ .... Continue Below 'it NO-Skip to Section 7 ,-"---,-.-,,-,, .. ~-.-.-.-----,,-----.. ---. 
2, If YES, report each adverse legal acnon. when it occt!l'll!l:l, me foo(.'t\1l or State ageru..)" or the conrti 

adroinl5trative body (hat imposed the action, and the resolution, if ally, 

Attach a copy of the adverse leg.ai action dOC"l.ll'netltatiOU and resolution .. 

AdvefSll legal Action Data Taken By Resolution 

._--------
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SEOION 6: OWNERSHIP JNTEREST ANDlOR MANAGING 
CONTROL INfORMATION (INDIVIDUALS) (Cru'ltinued} --_._------_._'"---------

Alry i:lfonnation on adverse legal actions that have been imposed against the individuais reported in this 
se~ti()n must be fu.'1llshed. if L'1cre is more than one individual, copy and complete this section fur each 
mdividual in Section QB. 

if Y01l are changing, addiIlg, or delering information, check tht~ applicable box, fumish the r:.:ti'eclive date, 
and c\Jmplcte the appropriate fields iu this section. TIle name, date of birth. and social security nl.l.'llbel" of 
each person listed in this !)(>,ctlon mum: comcide with the individuill's information as listed with the Social 
Securi;y Administration. 

Tfi.c;!Same 

Alberi 
I }'1idd!e bitiill Last Name 

Miros 
'--'----·'""1 h. s:;, ct.:. 

MD 
···Social secmity NUiiibU IR"",-;;:;;;;-' 

248-98-6044 
ie(;r§·tl1ii'!,!"""";:;-~)-""·- M~f{!ika1iV,trtili'"lIC' O!mllfO·oiiNlaTiiiri:;;;';;;;~Pl·(if " ...... 4) 

12!~~9_5_2 __ ... _8 _9_1_S4_6 _____ ... _----'.lto~QI',1 
2. Wha.t h! the above individllat" ~ relationship with the provider in Section 2B 11 [Clutt:r: illl IMI appty.) 

:.J .') Percent or Greater DirectiJndirect Owner !ii Director/Officer 
o Parmer 0 Contracted Managing Employee 
14. MallagiIlg Employe.e (W·2) fi6 Other .!:.!~.~.::.b~ dZI.':":'.~,:!.~~~.e.:. __ ~. 

Cmup!ete this section for the individual reported in Section 6A above. 

if yen are changing ioio.rmatiQll, cner.k "c.h:mge" box, furnish the effective date, ilnd complete the 
appropriate fields in this section. 

o Change 0 Effective Date: .... ,, ___ .. ___ ._., .. ___ .. 

j. Has the individual in Section Ot\" unde, any curren: or former name or DtL'{iness identity, eyer bad an 
adverse legal action listed On page 13 of this application imptJSI!O ngainM 111m/her'? 

[ ___ ~_YF~=C:~:~~~=·~~}:S~~·S;~~~~!.~] 
2. If YF.s, repart m:h adverse legal action, When it occun-w, the Federal Of St.ace agency Qr !he WHIt! 

adtninislratiV(! body that .imposed the action. and the resointiOll, if <roy. 

Attncll a copy ()( Lie arivl'J'SI". :egal action tiOCtllllentatioll and rcwiutioll. 

Aciverse LegaJ Action Date Taken By Re51)!ution 

~'~:", ","~' NU'~ '~~.' __ ";:::.~::':':' {~; 

__ .2,_.~,_.,,:-.,,_ ,.,.,. M_, __ 

··········58· 
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... _---._.--_ .. ,---------
SECTlON 6: OWNERSHIP INTEREST ANDIOR MANAGING 

CONTROL INfORMATION (INDIVIDUALS) (Continued) 
,----.---~ 

Any rnf()nnatiun on adverse legal actions that have been im\X)$ed against the individurus ,reported in this 
section must be furnished. If there is more than one individual, copy and complete this section for each 
individual in Section till. . 

If you are cbanging, adding, or deleting information, check the applicable box. furnish the effective date, 
and compte\.{: the appropriaw fidds in this section. The name. d:ite of birth, llnd sodal security number Di 
each {lCl1iOIl listed in this section must coincide with the individual's information as listed with the Social 
Security Administration. 

~CH==tNGE ;(A~O -: F- o~l . __ ...... _-_ .•. - ,-.-_ .•. __ ...... - --,--_.-_....... _ .... __ .... _-,-_._-"-,,,., 
03i26J2007 J 

m< .... w~""~" ..... ,."." ........... ,_ ,.... ~.,, __ 5 CHECK ONE 
~"'''-''''''--'-', ,-_ .. 
DATE (mmJdrl/yWy) 

, .... ,_.,.""' ___ '""""'""""."'_,~_""'_'w~ 

1. Firs: Name 1 Middte initial !L:ui-~~aine ·-··"""----""""-k., Sr.;"t:iC:--

D<:~~_ . ______ L~. .JMoon MD _. 
Scci&l Security Number (R~q"t-ed) l' Dat/:' of Bint (1",,..ttiJly;rm ! Mediatro Identification Number (ifUs=fJ NPl (if i":lld) 

_~_~~.:82:;_~,_"~. ____ "" .. "" ..... __ ,, ~1,,:?,,!!1954 ._" __ , __ ,J..D0556~._"_",,,,_,,_,,, ___ {I..\) '~!..~~ 
2. What is [he above individual's relationship with the provider in Section 2B I? (C~ck aU that tlfIply.) , 

o 5 Percent or Drearer Din-:c:Jlndirect Owner ritf DirectorfOtlicer 
CJ Partner 
g Managing Employee CW-2) 

o COlltnlctc.d Managing Employee 
fit! Other ~~.lhan 6~~~\I1lldimd UWlll:lf 

Complete !Jus section for the inruviduai reported in Section 6A above. 

If you are r..hanging information, check "change" box, furnish the c,ffective date, and complete the 
appropriate fields in this sec:ion. 

o Change 0 Effective Dare:. ____ ,_, 

L Has the individual in S~c1.ion cA, un.-ler atly currenl or fon:r;(!r name or busine,9s identity, ever bad an 
advmc legnl action li~tcd on page t"3 of this application imposed agaioot himlher'J 

Q YES-Continue Bdow if NO-,Skip to Section 7 

2. If YES, rej'XJrt each adverse legal actitm, when it occurred, the Fetlerdl or State agency or the ccurtI' 
administrative body that imposed the tlCtio~ and the resolution, if any. 

Attach Ii copy of the adverse legal action documentarion and teS(}iurion. 

Adverse legal Action Date taken By Resolution 
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---------------------------------------------SECTION 6: OWNERSHIP INTEREST ANDIOR MANAGING 
CONTROL INFORMATION (INDIViDUALS) (Continued) 

Any information on adverse legal actions that bave been imposed agrunst thelu.-1jvidullL,> reported in fhis 
section must be fumislie(L if mer\': is more :han one individual, copy ao1d complete this section for each 
individual in S<x:tion 613. 

ff you are changing, adding, OI deleting information, check the applicable box., furnisb !he effective date, 
and complete the appropriate fields in this section. nle name, date ofbiI'".n.. and social security Dllmht>l of 
c3<~h person listed in this sec~i()n must coincide with tllC indjvidual's jofornultion as listed with the Social 
Security Adtrunisttatton. 

~~~~~ame . ----~~dk.~.--.--- ~~~~~ --... - ~ir~ Ck~-

-:'>ocial Security, umhu f&tp.",() [Blii.hi.:;':;:~;;J- }, ~ldernif~rooNiim&r fif~) -Niil ii/itr.dd;-

325-54-0466 oi/~y195~ __ ". __ ._ .. 1~9244~._. ____ .. , \!:!ID!ll~ 
the aoove individual's reiationship wim the provider in Scction 2B n (Ou:ck all r;"'l1l1ppl)~.j 

o 5 PercCtlt or Grea(m;' Direc'JlndiJect Owner (it f)i .. "cctnr/Ofl'icer 
o Partner 0 Contracted Mana.ging Employee 
;ld Managing Employee (W-2) Gi Other .. ~_~l!'!:r.;.~~_ ... _. ____ •... __ _ 

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

If yon are changing iuiimn.atioll, check "chang~" box, furnish the effective date. and CJ)ffipiete the 
appropriate fields in thl;; section. 

o (ll!lflge 0 Effective 

1. Has the individual in Section 6A. under nny current or former name or business identity, ever tmd an 
adverse legal action listed on page 13 cf this application imposed against him/her? 

r--~~C;;~U~·~h;;-~, "i4f NO:5ki;'~o Section 7 ~] 
2. IT YES, report each adverse legal action, Wht;fl it occlll1'ed., rile Federnl or State agency or the. court! 

administrative. body that impo:;erl the action, and the rtliolution, if any. 

Attach 11 t"t'VY of the uciv('T.le legal actiDl1 documentation and w-soluriol1. 

Adverse Legal Attion Date T'aken By Hesolution 
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SECT10N 6: OWNERSHIP INTEREST ANDIOR MANAGING 
CONTROL INFORMATION (INDIVIDUALS) (Continued) 

Any iltformmiou 00 adverse legal actions thilt have been imposed against the individuals reported iII this 
section must be furnished. If there is more than onc individual, COllY and complete this section for each 
irulivjclJal in Section 6B. 

If you are changing, adding, or deleting information, check the ilppiicable cox, furnish !:he effwlve dare, 
and complete tnt.:; appropriate fields in thllS section. The name, Jate ofbirtb, and social security number (,f 
each person listed in this section mu.~t coincide with the individm!l's information as listed with tl,e Social 
Security AdministratiCD. 

[ ~~K ONE I---~~~~;~--f ro~ --~~;;.--

i. FitS!,~~-------'----MMididididlreehlniJijtlii'lIfl -----IlCiSi:N~t1iie--·---· i Jr .• :Sr •• el!::. 

Kristopher R Cra\fJford MP . 
~&!~ty Numoer (&qw';;/--- Date ofButh-r;;;;J:iJmyj-- Mtrlicru:e Identification Numb<'r fifi.-Ji NPl (ifis-'l 

311-76~3358 )'1/1211968 H68426 HaLIt».l{lqS 
- .-, .. _ .... _ .... - .. - ............... _._ ... _--.. - --.. .. .... ----.... - ............ _._ .. __ .. _._ . .t...-_____ --:-_ 

2, What is the alxlve individual's relationship with the provider in Section 2.B l? (Ci/ect ail IMI tJpply.) 

Q :5 PeICCU! or Greater .Direct/Indirect Owner 0 niroc.tor/Qfficer 
fJ Panner Glf COllrractetl Managing .Employee 
o Managing Employee (W.2) 0 Other ___. _____ . ____ ... __ 

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

If you are changing information, checK "chan&~" box, furnish. the effective date., and cnmplcre the 
appropriate fields in this section. 

Q Change 0 Effective 

1. Has Ute individual in Section cA, uoder any current or fonner name or business identity, ever had an 
adverne .legal action listed on page U of this application imposed against him/her? 

YES....(;ontinue Below r;J NO-Skip to Sl'!ction 7 

2. If YES, report each adverse legal action. when it occurred, the .Fed(~-al or StfUe ilgt'l1t.'Y l::rthe rourtJ 
adm.inistrative body that imposed the action, and (he resolution, if any. 

A:tach a copy of the Ildverse legal action docun.:eutation and resolution. 

Adverse legal Action Date Taken By Resolution 

J' 
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SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING 
CONTROl.. INFORMATION (INDIVIDUALS) (Continued} 

----------------------Any information 00 aa"cr:;e !egal actions that have been imposed against the ixulividuals reported in this 
St',ctiOIl must be furnishl.';': if th,ere is more than one individual. ropy and rompkt£ this section for each 
individual in Section 6B 

If you are changing, adding, cr deleting information. check. L)e applicable box, furnish the effective date, 
and complete L.'1C appropriate tields in ~lis section. The name, date of birth. a.nd social security nu,mbt~r nf 
each person listed in this sectiOflllmst coincide with the individual's Information as listed w.iththe Social 
Security Adll1inistrnti<)U. 

1_' _'_-_D~T_:_H_!:_:_:::' 1-. ___ O_C_.H_AN_(J_F. __ -+ ___ 
O
_
3
_:_;:_2_:_0_'l __ +"_-_"'--,"·_-._Q~,~-l'iI..B1'S_ ........ _~._ .. -'" - J 

L Fim Nim'Je Middle InilinJ fL.'\St Name Jr., Sr., etc. 

Alexander H. Cohen MO 
Social 5«urily }ill1:1t-,; (l/.t'l,ind; DMe of Bijt!l imml' .... .fm.l ., Medicme ldtmtiu~pn Nl1luoo iif/mwi) NPCiifi.;:;;;J} 

?~~~~=~~~,~.,_.,. __ . ____ ~ ,!Of16!1~~. ____ .E.47?53 ._,. ___ ~.,mm~.,_.,~l~~& 
2. Wba! is the abt1Ve rndiv:Chli1.1·s relationship with the provider in Section 2B 1 '! (Check clJ tJwt atlPly.l 

r;t 5 PetCCllt or Greatzr Dinx:t!Intiirc(.'t OWller fiif DirectorJOfficer 
o Partner 
ri! ~tanag:ing Employee (W.,2) 

o Contracted Managing I)mployee 
o Other _." .. m_~_ ......... " .... _____ '_'~:""'-

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

If you ate changing information .. check "change" 00')(, furnish the efftX-"tive d ... .te, and complete the 
,ipproprillte fields in t'1is !If.aion. 

I, Has the individtlal in Section 6A, under any current or former !lnme or business identity, ever had au 
adveme legal action listed on page 13 of this application imposed against himiher? 
r-·---···-""--""--·--,· .. ·,·,,··---"- ... ", ... ". __ .• -,,--_ ... _.,," 

o YES-Continue Edow rii6 NO-Skip to Section 7 

2. tf YES, rejXlH each adverse !cgaJ. acti.oo, when it occurred, !he Fetler:..u or State agt~ncy or the court! 
administrative body tbllt irn.posed the action, and the resoiution, if any. 

Attach 11 copy of the adverse legal action d(''Cumentation and resolution. 

Adverse legal Action Date Taken By Resolution 

~ :' 

······ .. · .... 62-,,,-,,,"-.... -,,-.. , -. ----------------------------



SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING 
CONTROL INfORMATION (fNOtVtDUALS) (Continued) 

Any idorrnatiot: on .mverse legal actiOlls timt have been imposed against the ind.ividuals reptJltOO in this 
sect.ion must be furnished. If there is more than one individual. copy and complete this section for each 
individual in Section 611 

If you are changing, adding, or deleting information, check the applicable box, fUJ1lish the effective date, 
and complete the appropriate fields in this s('":Ction. The name, date of birtb, alld social security number of 
c.<1ch person listed in this Sect10111l1!lSt cOincide with the individual's information as .li:.1ed with the Social 
Security Admitristr'tlti{)n. 

I, lrst Name L.'I$t Name Jr" Sr., ett. 

Warron Matthews 
'SOcial S<=rity Number (!1~uvdi i1fi'?ili·(;;;;;;~). u .. ,;;,.., 1&OO./iC1llion N~iif~) NPi'(jLrkJrd) 
249-13-5821 7/1960 na na 
'i'Wb~ l~the abOVe'i~di'~dlla1 '$ re1ati()!tShip;ltil th';provlder ~~~5~oo" 2B~1 ? I~ ~-pply.~)---'--

o 5 Percent or Greater Direct/Indirect Owner 'if DireclOr/Officer 
o Partner 0 Contracted Managing Employee 
fif Managing Ernpioyl',e, (W· 2) 'it! OtheT ~ than S% airectl!rn:ilro<.1 ownomhip_, __ 

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

If you are changing information. check "change" b.}X, fumis~l the effective date, and cOltlplek~ the 
appropriate fieldil ill this section. 

o ,Cbange 0 Effective ... _.~"." ______ .. ,_,_, .. _ .. _ ...... __ 

{, Has the individual in Section 6A, under any ClJrt'en! or formel' llame or fmslnCS$ identity, ever ha.1 an 
adverse legal action listed on page 13 of !.ills application i!nposed against himlher7 

o YF,S-.ccntinue Below ~ No-"~k!p to Sectioll 7 

2. if YF..s, report each adverse legal action, when it occurred, the Federal or State agency or the courtl 
adminiKtrntive body that impcsed u1e action. and the resolution, if, any. 

Auach a copy of the adverse legal action dOClHncntation and resolution. 

Adver.;;e legal Action Date Talten 8y 

",.f' ,'. ~ , 
·>'L .<, 

Resolution 

, 17 . 



-_ .. _ .•. _-_._---
5ECffON 6: OWNERSHIP INTEREST AND/OR MANAGING 

CONTROL INFORMATION (INDIVIDUALS) {Continued} 

Any information on 1ldverse legai octirm$ that h:\ve been impooed against the individuals reported in this 
section must be flUuished. If there is more than oue individual, copy and compiete t!.tis sectioo fur each 
individual in Section 6B. 

If you are changing, adding. or deleting information, check the applicable box, furrush the effective date. 
and (,omplete the appmpriate fields in this section. The name, datt'! of bu'll!, and sodal sc.;;urity uumb!:.r of 
each person listed to this section must corneioe with the individual's information as Ji.t;tW with the Sociai 
Seeun ly Administrati on. 

CHECK ONE fitAOD 

DATE (mrnfddmy) 03/2612007 

1. t'ir.;! Name . IMiddlc bhlf.l IWl Name --_···_·_-p;::;-S;::·:-elc·:···· 
John I R. ~i/atk.ins I 
---Social Soc:uril.V··r;;\imbif7!i;;ir;di---J-··' D&:it; of Bilth T,;.:;;;;d.1Y.l~r:l'I MeJiClll't: 'rdcrliItiCl!ilOl:;\r,;miXi'iif~}fNP1(ir u';;;i, 
248-84-2972 06/2111948 fla Ina 
_. ____ . __ ...... .,.~_._... ,,_. .. ____ . __ . ___ ,_ ... __ . _. __ .. _~._ ................. ~ .. ~~ __ ~ ___ L ...... ~_ ... ___ ~ __ _ 

'L WOOt is the above, indivlGUa!'s relatiollship \vith lhe provider in S«:tiOll 2131? (G.eck all ri-dIt apply.) 

:J 5 Percent or Greater DirectiL"1direct Ov.'ncr 0 Director/Officer 
o Partner Q Contractt.-d Managing Employee 
r:i£ Ma.naging Employee (W-2) if Other~_?::::.~,2.~,:!~,.E!E::i!~()~ __ , 

Complf'Ae this section for tile individu.1Irepurted in Section 6Aabove, 

If you ft."e changing inforoation, cheek "change" box, furnish the effective tUlle., and cump!ere. the 
appropriate fields in this section. 

o Change 0 Effectiye 

I, H!lS the indivldua.! in Section 6A, under any current Of former oame or bu.siness identity, ever !md nn 
a\lycrse Jegal action listed on pagc 13 of this application impoiled against himiher? 

YES-Continue Below 

2. If YES, report e<ich adverse Jegal t1(:tic .. ,n, when it OCL'1.II:led. the l"edeIal or State agency Of the C!1tmJ 
administrative body that imposed the actiun, nnd the ferolution. if any. 

. Attactl a copy of !he adverse legal ru:;tion documentation and resolution. 

Adverse legal Action Date Taken By Resolution 

: ~". 



SECTION 6: OWNERSHIP INTEREST ANDIOR MANAGING 
CONTROl. INFORMATION (INDIVIDUALS) (Continued} 

Any in:or.~adverse legal ac~-;h~ bct~ inl}\()s~~d against the individuals reported in titis 
section must be furrushed. If there is more than one individual, copy and complete this section for each 
indJ:vidual in Section 613. 

If you are chang.ing. adding, or deleting intcmnation. check the applicable box, fumish the effective date. 
and complete the appropdatc fields in this section, The name, date of birth, and social seclliity munbcr of 
each person !1sred in this section must coincide with the individual's information as listed with the SociaL 
Sc(:unty Administration. 

1 Pint Namc-' -jMlrlJldllif:al - I IASI Nam<- I Jt., Sr .. eft;. 

Benjamin ,..,J H, I MatlheW$ . 
Sowii'S;curlty Number IR..,.if:,dj ,- I~Tnn !~IIW:idl:rm) IJ 

.Mcdi= IdentiflClllion Numbetrlf,,-4) NFl (ff ;;;;;;;Jj-
24?-11-Bi80 j04I1 711957 oa na 

_m' ,_. "'~""'''''''_~ ___ '"~_."-,,-_,,--.._ .. ,,,,~,=~,, "_'''''".< ... ,,..,'''''''' .... ,,~''' _____ "" • .......,."""«''' •• ''''_ ... ~_".t.. "" m~,......w.w.w"'.«<w<'m'""~"_~~ .. ".,,_'''.'''' .. ,,---.w_ ... _N_'··"",",",,, .• ,,.,,,,",,".h 

:2 What is the above tum vidual':; relationship with tJ>.e providet in Section 2B I? {Cl-.etk aiJ mat appfM 

o 5 Percent or Greater Direc!lIndired Owner 0 Director/Officer 
o Partner 0 Contracted Managing Employee 
[Ji{ Managing Emp!oyec (W.2) !id' Other ~s than 5% dll:ec!iln1irect (N!,:~~_._ 

Co:mplete this section for the individual .reported in Section 6A above. 

tf you arc changing mfoml1l.tioll, check "change:' box. fnmi:>h the effective da~ and complete tbe 
app.ropriate t'ieids in ti:lis section. 

Q Change 0 .Effeceve f)ate: ____ ... ____ .. ___ ..... , .. _. __ .. 

L Has the individual in SectiIYl1 6A, uoder any cnrrent err former name or ousme."lS identit'J, ("vel lulJJ an 
adverse legal .action listed ZJU p.1ge 13 Cot this appiication imposed ag;>jnst him/her? 

::1 YES--Continue Below fit NO-Skip to 
..... _-_._----' 

2. If YES. repmt each ooversc legal action, when it c<:-currcrl, the Federnl or State agency or the court! 
adruiniSlrntive body that imposed £he action. and the resolution, if any. 

Attach a copy of the adverse legal action aocmnentmion and 11:'SO! utioo.. 

Adverse legal Action Date Taken By Resclution 

··65 



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

Any information on adverse lega! actions that have been imposed against the indi viduais reported in this 
section must be furnished. If there is more than one individual, copy and complete this section fOf each 
individual in Sv,ctiou 6B, . 

rr you are changing, adding, or deleting information, check. the applicable box. fumis.h the effective date, 
and complete the appropriate fiel\i<; in this section. The name:, date of birth, and social security numbt..>r of 
each person listed in this SIv'(.'tlon HUlSt comcide with the individu;,l's informatioil as listed with the Social 
St~cmiry Admil1;srratiou. 

'~:=~:~~:;~.-"--'-'.'--. ~~dle ir,itial .. Str~;-e---"-"""'--=r:""S;::~'" 

3.;:8~~~~. N~ I~:hu) ::k~_ Trlentifi~ti4;J'~un~IJ!l (if=~~ 
2. What is the above individuafs relationship with the provider in Section 2B! 'l (Oeck all thfi! apply) 

o 5 Percent or Gre!lk~r Direct/Indirect Owner 0 Direcwr/Of:ficer 
o Parmer Q Contracted Managing Employee 
r;! Managing Employee (W-2) 0 Other.,. __ . ______ .......... __ ..... ,_ ....... _ .... _ ........ _. ____ _ 

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

If you are changing information, che<:k "change" box, furnish the effective dutc. and complete tbe 
appropriate iields in thls section. 

::J Change 0 Effective Date;_ .. _ .. ,, ___ ._. __ ._ 

1_ Has the individual in Section 6;\. under any current or former naille Of business identity, c:ver had an 
adverse legal ~tion listed on page 13 of this application imposed against hiro/her'! 

YBSCootinue Eelow ii4 No.....'1kip to Section 7 

2. If YE .. <l, report eacb adverse legal aL.1ioIl, when it occurred, the Federal or Stale agem."Y or the ,,"Curti 
administrative body that imposed the action, aud the resolution, if any. 

Attach a copy of the advene legal action ducwnentatioo and resolution. 

Adverse legal Action Date Taken By Resolution 

.......... __ .... _ .. - ....... __ ._--- -----"--'--'----- ._---,-_ .. _-- ---•. -~--

··66 ''''" .. 



------------~-------------- ----"-_._---_ ... _,, .• 
SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING 

CONTROL INFORMATION (INDIVIDUALS) (Continued) 

AllY ulfDlUlauou on adverse legal a"'1ions that have been imposerl against the jndivitiu.als reported in this 
section must. be furnished. If there is mon: than one individual, copy and compiete this section for each 
indivldualln Section 613. 

If you are chartgjng, adding, (J, deleting i.nfonn-ation., check the applicable box, fu.mish the effective date, 
and complete the appropriate fields 1.11 tiris seetinn. The name, date of birth, and social secunty number of 
each person listed In th.is section must coincide wim the individual's inronnation as listed with I.he S.)dal 
Security Administration. 

1. Ftrst N~'il!l jMidd!e Initial 

James iH. 

m~~:;~INUm~qK'"";Nd) 1~;710;!~i~~:~):: ____ . ~ lOOlti:~:~\."{ffir-dr: __ . 
2, What is the above indjyiduo:\,l's re!atiooship with the provider ill Section 2B I '? (Check all ~ appfy,) 

o 5 Pcrccm or Gre.'lter Direct/Indirect Owner Q Director/Officer 
Q Parmer IJ Contrnc:ted MIDlllging Employee 

.J 

Q Managing Employee (W-2) 0 Orher ____________ _ 

Complete this section fur tile individual reported in Section 6A above. 

lfyoo are changing information.. clw.ck "change" oo:t, fumi:ili the effective date, and complete the 
'appropriate fields in this secti()o. 

o Change 0 Effective ""'!'W'_'''_'''_''._ 

I .. Ha.,> the individual in Section 6A. under any current or fonner na.me or bu..'\mess identity, ever had an 

ndverse legal nction.:i~::C: .. ?!: .. _~!!:}~_~~ .. ~ .. ~"p'~.~ca~m: imposed against himlhcr? 

YFS -Continue Below ~O-.skip to Set:tjun 7 
'--_ .. _-.. __ . 

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

Attach a copy of the adve.rse legal action oocumenmri<..'O and resolmicll. 

Adverse L.egaJ Action Date Taken By Resoilloon 

t 
.••••. _" ....... _.-_ v~"_vw~"'''.. ,m •• _"Nm ___ _____ "' __ 

2' 



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

Any information on adverse legal actions tila! have been imposed against the individuals reported in this 
section must be fu.rnished. If there is more than one individual, copy and complete this section for each 
individual in S(.;:;tiOll 68. 

If yOll are changing, addIng. or deleting information, check the applicable box, furnish the effective date, 
,md complete the appropriate fie.lds in this section. The fu.1.me, date of birth, and social scntrity number of 
each person listed .in this s.-:ction must coincide with the individual>s information as listed vtith the Social 
.Si:'X:ttrity Admini!ltnltion, 

CHECK ()NE I o 

DATE immlddArwvl 

T First ;-iui;C------· ... · .. --......,.,!M,..,.,-;itl""'dl;-/:71n .. iu.,...aj ... ···--.--.-.."r;-""'-st'7N'a-m-e--

Joseph Landrum 

0312612007 

Jr .• Sf":. ~u;:-­

MO 

~~~-Nt!mbt'1' {f&Il'"'ffli} 1;10;/~i;:~/1li'N'd,",);;i' 1~;~;;::deuciflCarion Numbe.r lif~J NPI (ijiJJu"'i 

2. What is the above individual's relationship with Ihe prOyjd~ in Secti~~1 2B I? IC~::k ali tlw.J appiy.) 

o Director/Officer o :5 Pe.rcem (), Greater DircctiIndircct Owner 
Q Put1l1er o Contracted .Managing Employee 
a Managing Employee (Ww2) o OllieI' __ , ___ ... __ . __ ... " .......... . 

COlnplete this set.tion for the individual reponed in Section 6A above. 

If you are changing information. check "change" box, furnish the effective date, and complete {he 
appropriate fields in this section, 

(] ChzU1ge 0 EJTC{:tlvc 

L Has t.he indjvidual in Section 6A, undrx any current Of former name or husmess identity, ever had an 
adverse legal action ljrn:ed On page I~of this applicatioo imposed against himlher') 

["~r.::~~ntinue Below ~O:SkJp ~Secti()n7-'1 
2. If YES, report each adverse legal llt;tion, when it occurred, the F\!llcrnl or Stare agency or the court! 

administrative body that i .... nposed the action, and the resolution, if an)'. 

Attach a copy of the adverse legal action docmnentatiotl and resolution. 

Adverse legal Action Date Taken By Resolution 

'"--'-~"---

., 'i.· .. 
-~------

----~~~~.~ ..... ~.-= .. =-==~~~ .. = ....... = ... = ...... =-.. = ... =---= .... ~-~ 



------------"._-------
SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING 

CONTROllNfORMATfON (lNDaV1DUAlS) (Col1tinued) 

Any information on adverse legal actions that have been imposed against the individuals reported in Ihis 
section must be furnished. If lb£re is more than one individual. copy and complete. this section fOT each 
Jndi"jdual in SectiOJl 6R 

If you are ~!mngiug, adding, or deleting information, check the applicable box., furnish !he effective date. 
and complete the appropriate fields.in Ihis seL'1ioc. The namc, date ofbitl.h, and social security number of 
e.ach person listed in !his section must coincide with the individual's tnfoflllllthm as listed with the Social 
Security Administr3d()D. 

CHECK ONE o CHANGE 0.\00 

03/2612007 

~~~;e-----"'-'"''''''''"'-'''---«l\"[f~ii(;ll;;ti;;l--'-'--'-'''- --~~ .. k, Sr., etc. 
MD 

- SOClA! SC{;urity Number (Rarulf6tj i Datt: (fl Ri:th {mr.>/Ml:f:mf Medirnre l'thdcriatlllffu:ic;;JJa,tij(;-o:;Jn NN'Wumn:ib:fWlmif;::itfNPiti/'if:i/ I!$;~' ,:wdd!; 

226-21·9193 ._e.:?124i1~~~ ____ ... F7~"~~~_." __ ~_ .. _~. __ 
2. What is the above individual's Idationship with the rmvide.r in Section 2B! '} (Cile.;k oil Jhm apply) 

Q 5 Percent or Greater Dirr.ctfIndirect. Owner Q Director/Officer 
i.J Partner Q Contracted Managing E.mploy{>.e 
U Managing Employee (W-2) 0 Other .. __ . __ .. ______ .. 

Complete this section for the individua.l reported in Section 6A aoove.. 

If you are changing information, check "change" box. fum_ish the effective date. and complete the 
appropriate fields in th.is section_ 

o Change w Effective Date:_ .... __ .. _____ . ____ . __ _ 

1. Has the indivldual in Sect.ion 6A, unde uny currerlt or former name or business identity, ever hnd an 
ad verse legal ;u.,"tioo listed on page l' i)f!his application imposed against him/her? 

[!?yES=C~~~ue Be!~;~ .. " j .C?-s~!) t~_ Se~()n 7· ,-

2. If YES. repoxt each advCfSC legal action, w~n it occurred, the Ferlefai or State agency Of the court! 
administrative body IDa! imposed the action.. and the resolution, if any. 

Attach 11 copy of the ndverse legal action doc-uruentatiDn and re;oJuuon. 

Adverse Leglll Action Date Taken By Resolution 



SECTION 6: OWNERSHIP INTEREST ANO/OR MANAGING 
CONTROL INfORMATION (INDIVIDUALS) (Continued) 

Any informatlon on adverse legal actions tlJat have been imposed against the individuals repoftc{! in this 
'icctjOl1 must be furnishw. if there is more than one individual. copy and complete this section for cach 
individual in Section 6B .. 

!f yoo are dHUlging, adding, or deleting informatiou., check the applicable box, f1ll'nish the effC(;tive dilte, 
and complete tht~ appropriate fields i:l !.hi.,> section. -nlC name, date of birth, and social security number of 
!:' .. acn person listed in this section must coincide with the individual's informat.ion ,IS HstW with the Social 
Security Administn,ttuJ). 

'7r.-:f'r.'·ir;-t-:N-:-ru-m-c-----·-.. 

Joseph 
S~lUity Nllmrx-r {R"'1"M1} 

251.8()..8100 

k, Sr., ctc. 

MD 

'_""" ........ ~.N._h ... .. ~~,~ ..... ~ .... , ...... ~.""_ .... ~ .. "~, .~'M.".""""_ .. ,.""".",, ..... ,~, .... _ ...... , ... __ .......,..,._N _~.,.,.,~,,_~ ... ,,~,~.¥ .. ~.,," .. " .............. _ ............. --.."""" ""_ ... "' ........ ,._~, 

2. What is the alxrve indiv.idual's n!ia(ionship with the provide, in Se:ction 2B I? (OWCR. aU Ihtl1 a,Xf>/y.) 

o 5 Percent or Greater Dire.:ti1l1dirccl. Owner 0 Dire<,'tor/Offict:f 
:J Partner 0 CQnwJcted Managing Employee 
o tvt1!ll1g1ng Employee (\V~2) 0 Other ____ . ___ .... ___ .............. __ .. __ . 

Complete this section for the imtiv:dua! reported in Section 6A above. 

If you are changing illfo-rmation, check "change" oox, furnish the effective dare, and crunplete !he 
appropriate fields in this sectloo. 

o Change Q Effective 

] . .Has the llldividual in Section 6A, under any current. or former name or business identity, ever had .an 
adverse legal action listed on page 3 of this application imposed against himlher? 

[ O_~:~:_~~~~~lUe Below ..... _'~~O.S~p to Sectio.n 7 ] 

2. If YES. report ClKh advctSe legal actil.)U, when it occur:reU. me Ferlcral or SWl-e agency or the routil 
udministrative body that iIDf-">()5ed the action, and the resolution. if any. 

Attach a copy of the adverse leg'dl actl{)O dl.x:mnentation and resolution. 

Adverse legal Action Date Resolution 

------------------}O 



'.' 

SECTION 13: CONTAD' PERSON 

If questions arise during the pnx::essing of thi; application, the fce-for-servic~ contractO! will contact: the 
individual shown below. !f the contact person is an 3.llth·orized or delegated official, check !.he appropriafe 
box below and SYJp to the seCtion indicated. 

a Contact an Authm::i.zcd Official tisled in Section 15 
::l Contact a Delegated Official !.isted in Section 16 

A....D 
._~~.u.,..,---___ _ 

--------.-----



SECTION 15: CERTIFICATION STATEMENT (Continued) 

I have read the contents of this application. My sigr.atllre legally and finmlcially binds this provider to the 
laws, regulations, and program instructions of the Medicare program. By my sigMtU!C, 1 certify tbat the 
information contained !iert.'iJ:, is true. correct, and complete, and I authorizt': the Medicare fee-far-service 
CODtrd(;t()f to verify this information. if I become aware that any information in this application is flot ml<>, 

currect, or complete, I agree to notify the Medicare fee-foc-service cOlltra(.1:or of this fact immediatdy. 

If you art changing, adding, or deleting information •. check the Ilppli".'lblc box, furnish the effective date, 
uno complete the appropriate fields in this section. 

l~;~~1 ~~---t __ -:=-~l ~_D~ -I 
Authorized Official's Information and Signature 

,··-····· .... ··· .. · .. --T:·':':":·;;-·:···~-....-:-,,--:c-:;-"'·"--·--"'··.;:.·-·-··_·· .. _··" .... ;::-"'z;_·· .... --•. - •. ~ .......... --.. .. 

I have re.<ld the COnfel1t'i of this applicati<m. My signat1.tI'e legally and financially binds this pnwii:le.f to the 
laws, regulations, and program instructions of the Medicare program. By my signature, 1 certify that the 
inf()nnation contained herein ls true, com;;t.'t. and complete, and llluthoru..e th.t.~ Medicare fee.·for-servit'..e 
contractOr to verify this iruonnatiou. If I become aware !.hal any infonnation in this application 1S not true, 
correct, Of complete, J agree IU notify the ~fedicare fee-foc-service coutractor of tbis fact immediatel.y. 

ff you are changing, adding, or deleting information, chet:.\: the applicable box, furnish the effect.ive daw, 
.and compkte the appropriate fidds in this section, 

~_-;'-A~~:2_~~ __ .. __ OADV_ ~~-= ~ 
Authorized Official's Information and Signature 

--------~.~~---Mirlrlle inirllll Last Name 
.. -·-r'· .. ······----·· 

~Suffi~ !e?_ J~. Sr.; 

All signan,;res must t:.! Mlglnal a~ig/led in ink. Applkatfons wltl'l signaturos dettme<t oot 
original wlll not be P~. Stamped. faxed 01' copied signatures will not be iltCJ:!Pted. 



A 

B 

c 

F 

G 

B 

1 

I'ROVUlEH-RASESl} ATTESTATION STATEMEMENT 

FOR LAKE CITY COMMUNITY HOSPITAL 
258 RON ;\rtCNAIR BOULEVARD 

LAKE CITY, SOUTH CAROLINA 29560-2462 

Main Provider's Medicare Provider 
Number: 

Main Providers :"1arnc 

Provider's Address: 

Application Contad name and Phone 
Number. 

Facility! Organiz.ation name: 

/ Org:.mization '5 exnct address 

J Organiz<ltion's Medic;m~ Provid(~r 
1\)",,,,,,",,.,. if there is one 

fhcility prui of a multi~campus 
hospital? 

Is the fucility a Federally Qualified Health 
Center (H)HC]? If so, and if the FQHC 
meets the critt~r:ia at section 4lJ.65(n), it 
need not attest to its provider-based 
The provider- based mica cit) not apply 
other .FQlK's that do not meet the 

- 1 -

42 .. 0066 

Lake City Community No:mlta! 

25& Ron McNair Blvd, Lake Clty, 
South Carolina 29560 

Katie Noyes 
803 .. 254-3676 

Pete Bawmilll 
843-314-6120 

No. Lake City Cornmunity HOl:lpitl'J 
is the 0011' hospital involv('.d in these 
transactions. HO\\lCver, the RHes 
are off-campus. 

25& Ron McNair Blvd, Lake City, 
South Carolina 29560 

42-3433. 

No. Lak.c City Community Hospital 
is the only l1~'PiUtl invo!ved in these 
transactions. However, the RHe') 
are oft::.crunpus. 

No 



r '" 'l:~'~~i)~~~'::~~d-l~~-"~~~-~~l 
!i:~-~~:-=:;~~ne-f~~iiitY/org~bation becmn;~~~idcr- -'ll~~' Ii" 

1~=~11l§~~~;;;~;~~~lJf.·-;;:;,=:-::-~;:;=J 
H \ deletIng. or crumgmg preVlOUS ! m!mmatlOu m BIG0k D and G above I 

'/ K j information-if yes, please make certain to ;1 effective \;1arch 26, 2007. II 
!I I include the effa.'1ive date. II 11 
"II Ii :: ·L _ .. . ... _._._ ,_._. __ .,_,_. _____ ._J~_, ..... ___ .......... ,__ .. lI 
II W'indicate whether the faci~i~~!org:;;tioll h -ltf:~~'~~~~~\Js--'-- 11,' 

II ! ~on campus" Dr "off campus" (per § III Ill! 
11 ! 413 .65(11)(2») with the main provider: I . 
11 ! I I 
j\ " i. _.___. On campus of the main proyjder II ['1 
!I L (located ;.vilhin 250 yards from t.he maill I . 

!I II provider building) .1 

Ii L i; OR lit 

I
ii il '} X ()tX f h - . , ! ,; l! ~. 1% cumpus 0 . t e mam proVJ(lcr I II 

;1 II ~;~~~~~: ~~l~:~: ~~t ~:;:tr~7 ilie mBiD

J
i

! I 

:: 1/' 413.65(e)(J)) L 
,I I 
H I 

t. ____ .Ji ____ .. _ __'" . .... __ , __ "._ ... ,-----' 1:-----------,r-- '". . . ---------... , 
!I I! I certify that I have carefully read the attached scetions of tbd~edtu'1tl i 
II II provider-based l"egulatious, before signing this attestanou,lUlti that till; 
I' I facility/organization complies witb tbe following requirements to be provider .. 
II ! based to the .!Ullin proYider (!gjtial ONE Jiclettlon only); 

II III. No. The facility/organization is "00 -pus" per 42 C.F.R. §4 I3.65(a){2) and ;, I 
t II ill compbance 'Mth the followmg provl\ler-based rcqmremems (shown ill the II 

jl M Ii following attached pages) in §413.65{d) and §413.65(g), other than those in 
/i II §413 .65~)(7). If the faci1iry/orglmivltion is operated as a joirrt venture. ~ certify tbat 'j' 

II i' the re t1tUrcmcllts under §41 J.65(f) have been mt..'t, ,I am aware of, and wdl comply q '1 

11 I with, the requirement to maintain documt.'tltation of the basis for these attestations 
j1i I (~or each regulat:'f), requjICI~CI19 ,:wd t~ make that dO(''UJIlL'lltati.on aVll.ilabk to the 
1 11 Centers for Medicare & Mealc:lld Semces (C:tvlS) and to (l1~,,:9-n~~~.qpq~ 
Ii 1'1 reqm:st T¥it.H_~q"" .... 

II i 
0:,;:::.....~~~ .. : ~;;;.",;,-'i.:':t~~~"'·~<W-'<""~~:...,..:z:.:.u:;:;::;;;,~;;,";w.;;:m!~,m·~·~w;;:,;.~"";'"3:::;::':;c~'!=,;,;;..,;.';:..:::.;;:;::tA:,.:~::.:;'..''::.,,:,~,~~,~~;~'" ~."~.~~".",,,~~,~;"',i·,,}j 

. " 



iF~ ~- ~~~ ~~~~ ~~-~~-~-~-~.'"-~~~ 

:1 J certify that I have carefully r~rl the attacbed sections of the Federal I, 
'1 provider~b~.scd regulations, before signing tbis attestati':mt and that the ! 
iI facility/organization complies with the foUowing requirements to he provider- jl 

II based to the main provider (i.io.l ONE ,eredio. only)' III 

J L No. 111e tacilityforganization is "O'n campus)) per 42 C.F.R. §413.65(a)(2) and is I 
il 1:1 compliance \l;'ith the fol~o\~ing provider-based wquirements (shmvn in ~e ;, 
H t.oUow~g attached pagc~). 1o. §413.?5(?) m:d §4 l3.6S(g), ~t~e!' than those III . I, 
II ~413.G5(g)(7). If cite faclhty;orgamzahon IS operated as a Jomt venture, 1 ceI'i.tfY that 11 

II! th~ f(~ql.1irenl(~ts under §41~.65.rt) have ocen ~}et I am aw:ue of, and will co~pjy !I 
I '''1th, the reqUIrement to ma1.Otam documentatw!l (lithe buslS for these att~1'ations 11 

I, (filr each regulatory requirement) and to make that documentation available to the II 
'I r~ntcrs for Medicare &; :'v1edicaid Services (CMS) end to eMS contractors upon )1 

'
I, request I: 
'I " 
I: OR II 

I': ' I! I ? .¥FA';' T~e fadli:ylorgar~zatj~n is "(}f~ can:Pl1S" per 4~ C,F.R §413 .65~<i)~2) and I~ 
'I' 13 m complllUlce WlUI the foUowmg provider-oased n:.'qUlremcnts (shown In tile \l 
I, following attache . ..! pages) in §413.65(d) and §413.65(e) and §413.6S(g). If the II 
I; fudiityiorganization is operateii under a management contract/agreement, 1 certity III 
!' that the requirements of §413 .65(h) have been met. Furthermore, I am .[ubrnitting j 

! along with this attestation to the Centers telr Medicare & Medicaid Services (eMS), 
I the documentation showing the basis for these at1estations (lor each regulatory ! 

requirement), ; 
L 

I attest tbe facility/organization complies with the following requirements to be pfovider­
based to the main provider [plejlse indicate y(!S or No for each requirement): 

1 

Tn!; department of the provider, the remote: 
lo(;atioo of a hospital. Of the satellite facility 
and the main provider are operated under the 
s<tme license, except in areas where the State f 

requires a sepa:nne UCen,!ie for the 
department aftile provider, the remote i 
location of ahospit.:l1.or the satellite facility, ; 
or in States where State law does oot pennit I 
licensure of~e provid:l' and the prospective :, 
department of the prOVider, the remote " 
iocalion of a hospital, or the s,,'1teHite facility 
under a single license. If the provider and 

Yes 

Please find attached a copy of the 
Hospital license. 



~.:.~,,~~" ~LUM:;SL:;;; m~, ".. ~~w;;r=:...,;:oo:'~~«\r-;;;~*"'-=:"""".<'MJ_;'i'l!'~-:;:-~~>'~"r-.1:' .. ~~"m~;''<''''·'~~~'''''l'm'~ 

facilityiorgani1'.ation are located in a state I' I 
having a health fhcilil1es' cost revie\v. . II 

! comrnll:>sion or other agency that 1125 I' II 
i authorit), to regulate the rates charged by , 

j II oot:;pitals or other prQviders, the commission I II 
I 11 or agency ha..'> not found that the I Ii 

Ii 2 ,organization seeking provider~based status Ij services. 

Ir=~-ll ::f~~~~~:~~~::;;d~ . jh:~~--~ 
1~~.2a=~ ::::~~:~;~::~th~= ~:~~~=.--~-1 
Il: 2hJ moni~)ri~g and ?versight of the tacility or II. 

I organl7.al.lOn as H does for any other . 
1 i dcpanm.ent of the provider, J! 

lr':"::::;;'--'f~~~"medic~~'~~tor of the facility or " -jl~~-. II 
I: II org:u"i~tion seeki~lg provl.der-b~ed, status ;1' 
II I mamtams a reportmg relanonship WIth the I 
II I' chief me~ica! 0t~ccr or other similar official I II 
I :1 of me mam provlder that has the same :1, : 

I ! frequency, intensity, and level of. ! 
, 2c I accountability that exists in the relationship Iii,! 1 
i! ! between the medical director of a I i I' 

il department of the main provider and the I II 
r II chief medit".:ll officer or other similar ofi1dal I I! 

! i ~:=~~cr;.a;!::o~:m~~:me l . i' 

Ir~l ~~[~~~~~~)f Jr;:-~~=~==-. 
i! I, provider are responsibie for medical 
II 2d jll activities in the facility or organization, 
1 I iu!;~uding quality assu:an~e) utili~tion " 

" 

j reYlCW, and the coordinatlon and mtegration 
j iI of serv1c.es, t~ tl"l~ extent p~ti~b!c, , 
I! :\ between the faclhtv or orgaruzatJon seeking 1 
LL.=~,.,,,.".,,,,,.,,.,,,,,,,,,;',,L.~_~,_.~,, __ ~>._~=,,.,~,,,,-_.:,,.,".<_,=."'''''''_'''''''''''''''''="==.m,,,d 

., ~ 



~« .---=--==. "-_ .... _- =..~~=============r,y=z='~~~=~==~~~~~~====9 

!i ! provider·based statts and the main 
il ! provider. 
;_. ."." ..• " .... , ... _.11 .• ,,_ ...•• ___ •..... _ ............................ ___ .... ~ __ " ..... "._ .••• _,_ ir·" ...... " ... _ ... ·1("''''-'' ...... ,,····_-'''_···_''' .. ''' .. · ...... _,· .. , " ..... _.-", ......... " .... - "' ............ _-" ....... "'-." 
Ii d Medical records for patients treated in the Y;:5, they arc cross-reft."rel1ced 
11 11 facility uc orgar'::2aliou are integ..~ted into 11 through usc of u database system. 
II ft: I' unified rttrj,~va! o:ystem {or cross refercnce) Electronic medical records are being; 
1: J of the main provid~~f, f implemented which win allow ! 
11 ;1 J access 10 records at all locations. .J 
If -'~"1r;;::'~~~-';~ri"~~~~es :~I'-~ es: alJ patie~ts I;.'}~e access ... 
Ii il facihty or orgaru;r.atlOn and the mam Subject to therr de.'ufe and ablltty to 
II 1, provider are lrm:grutcd, and patients tre<{{ed i travel to the ma1n provid(~r. Tbe 
I' II at the Jacili!y or organization whD requ:in: Darlington RHC site has historically 
.1 2f 11 f~:lher c~ have, full access tD alJ services o.ffe:ed ancillary $C~ces that are 
II if 01 tIle mum prtmder and iU'C referred whc::e StIDllar to those servICes offered at 
II II appropriare to the corresponding inpatient or trye main provider iother than in~ 
Ii I; outpatient department or service of the main j patient service~·l I 

II !I provider, I 
i •.. " ... _, ____ ..Jl.,_."". __ ... _""" .. ",., .. ",,,,,,,.,, .. __ .. _,,,,_, __ ... _ ...... _ ... " ... _ ........ , ... "" ...... " ...... " .. _.".""' ....... " .. " ...... ,, .. _ , .... _ ... _ ......................... __ ._ ..... ! 

(-----1'1,1 ~~::~~:~:;:~~;~£~~:n~~i~~ili~~~ .. ~ll ye;-------·· .. "",·'" -_.'-'_. ··· .. "'!I'!': 

! fmru;lcial system of the main provider. as I ' 
i !l evidenced bv shared income, <ind cxpen.<;es I i 

Ii II between Li-tc~main provider and the facility 11 . I!.! 

I Ij or (}rgani7..<l!10n. The costs of a facility or I 
I! /1 organization that is 3 hospital departmenr II 
II 3 ./ are Tep~rted in.s cost center ~~ the provider, II II 
11 ;. cost'! ot a provHJt.'f-based factllty or ! Ii 
'I Ii Otgani.1.ation oLher than a hospital!1 II 

/
, ,i department are n .. llOrted in the :'lppropriHle Ii l 
I !! COS! center or cost cemers oftbe :nain II II 

II Il prov~der, .and th: t:n.anciai statu~ of. an): I 1'1 

I>,' fJ provIder-cased tacl.hty or orgaruzatlOn IS I I I I incorporoIed and rcadHy identified in the; 1\ 

iL~~~~i,~~":s,""':~~~-~- , .... _,j[.=_=_,=~ 
II I The facility or oP'.;anization seeking status as ! Yes. 
IJ I a depart:me!)t of a provider, a remote I 
! location of a hospital, or a satellite facility is I 
i! held out to tIle public and other payers as I 
! 4 pa.-t of the main provideL When patienls I 

enter the provider-based fucil.ity or I 
organization, they are aware that they are I 
entering the main provider and are billed I 
accordingly> L 

- :') -

'::;.=;:~1T:~~~~~='! 



'f ~---- -=-'lr'-"'-~'" -.. "::'=""~--... O~."=--. _ .• _ .. _'""=",,,,-.'0'' .~_=-="='<C~""_~_"_,,,,-~.-~~~-=-=,.~-,,,-,,, 

I 111 Tn tht~ case of a hospital outpil1ient department Qr a hospital-based entity (if the 
I~ 5 I facility is not a hospital outpatient departm~Jlt or 3 bospital-based c:ntity, please 
II ! record "NA" for "not applicable" and skip to requirement'! under number 6), 
IL ___ .. j the facility or organi7.11!iou .fulfills the obligation of: 

jlr-""-~-'l~oSPita1 o~tp~tient depa~n:'::::::'.:::::::'~::::;;S:::::I\):::::X::::::ai=e=~==;;::::::N:;;:;! A=. =1b=_;;::;i~:;;:~=t!;;;;;:e$=ta=t=i;=n::::::'i=s =m.=ad::::::'e=' 0=. n='="-~li} 
I 11 etther on or off the campus of the hospItal beb.!lf 01 :1 RHC However, as 
!\ l' that is the main provider comply with the matter ofinternai p1)!icy, the RHCs 
Ii II· :mti-<1urnpiug nlles in §§489 .20(l!, (J~l~: (q), ,alv.,~ys provide patient."> with ~le 
:, 5a I and (r) <U:ld §489.24 of eMpte: IV of 11tle SCfV1Ces they are able to prt)VJdc, I. 

1
'1 II 42. and comply with the intent of the It 

II I; anti-dumping rules in §§4S9.20(1), II 
I
I J (m), (q), and (r} and §489.24 of 

I[ chapter rv of Title 42. jL_ J ____ ....... ______ .. __ .. _ •... _ .. __ ... ___ ... ___ ., ....... ___ .... __ ..........J 

ir . -- I Pbysi~i~'~~ices ft!~~h;d in h~~i~ ·---1 N/A"~ .. 1bjs·~ttes~tio~i; made on . II ! ouqYdtient deparL'llcnts Of hospital-based I behalf of 11 Rne. However, each . 
Ii J ~'ntities (otherilian RHC$) are biUc::hvith : RHC service is billed undcrthe ! 
Ii 51:: it the correct site-of-service so that appropriate i corresponding RI Ie Illlmbt:r that is ! 
!! !I! physician and practitioner payme;n amounts I providing the St!rvicc. I' 

,II ; can be determined under the rules of Part I 

; . ___ ~ __ J1414 of chaptcr IV ()fTlt!:.~:: ____ ._~ __ . _.,, ___ ._ '"'' _______ .'" _ .... ' 

'I! I Physicians who work in hospital outpatient Y C$. ThL'l attestation is mnde on I: 

! departmcnts Of hospital-based cntlties behalf of a RHC.. 
I,' Sd 'I' comply with the non-discrimination I f 

, , provisions in §489.l O(b) of chapter IV of J II 
If=--,-Vi~~ ___ . --==-.--:;;-;~=~- .~.~. ~="C::=';;:;';'-'7~~~-'~=~"":'". _ ... _c;c;;: 

;i j I HospItal outpauent departments (other than Yes. However, Ul~ aitestatlOn 1 S I' 

II I' RIles) treat all Medicare patients, for billing made on behalf ofa RHC. I 
'l purposes, as hospital outpatientS. Th~ !I 
-e departments do not treat some Medicare 

patients us bospital outpatients and others as 
physician office patients. 

5f 

In the case ofa patient admitted to the 
hospital as an inpatient after receiving 
treatment in the hospital outpatient 
department or hospital·based entity, 
payments for services in the hospital 

78 

Yes. This attestation is made on 
behalf of a RHC 



.,- !r 
il otJtpatie-nt depattment or hospital-based 
1) entity are subject jo the payment window 

1; !I provisio.ns applicable to PPS hospitals and 
ii !! to hospitals and units excluded from PPS set 
;1 .,1 f01th at §412.2(c)(5) of chapter IV ofTiHe 
;1 ; 42 and at § 413.40(c)(2) of chapteriV of 
I! it Title 42, respectively. {Note: If the 
!i 1/ p()te~tial m~in. provider is a CAll, enter . 
Il 1, "NA' fortlmiltem}, II I 
Ir-=~~ 11 (N::; Tbis-'~:;~;:-~:~nt:;;~~~;~·::'~';~l' ~~~~"':=:~;:·'i~'~:~~:::~-~~i~:~;·:t 
,1 i: off campU!! facilities). When n Medicare a RHC. 
I II beneficiary is treated in a hospital outpatient I 
! !i depat'unent or hospital-based entity (other I I ,I than:m RHC) that is not located on t~ main 
, :1 pW'ilder's campus, and the treatment IS not 
, I required to be provided by the antidumping 
11 5g 11 mles in §489.24 of chapter IV of Title 42, 
!I II the hospital provides v.-nnen notice to the I 
" II beneficiary, before the delivery of services, II 

I 1! of the amount of the beneficiary's potential 
i I ! financial liability (that is, that the I! 
I ! beneficiary will incur.a coinsurance liability /1 I for an outpatient vi';t to the ho,pital as v.~ll I 
! 
". <.h'Nh~~N 

,15, I: read and understand. I behalf of a RHC. 

1,1 11 If~~'~xact ~;;;:~,~~~;;o~;~Me n~~;: ~~ !r~~;A'~" This atte~ rua;: ()~--
il nO( known, the hospItal mrmshe..-; a wntten ,behalf of ,\ RHC. 

I II notice to the patient that explains that the 

1 
5.g,2 II beneficiary will incur a coinsurance liability 

Ii II to the hospital that he or she would not inc.ur 

j~_ !~.~fthe facility were ~ot ptovider-~~ 

II 
~I The hospital furnishes an es1ilnate based on 
'1 typical or average charges fbr visits to the 

;1 5.g.3 '11 facilhy, but states that the patient's actual 

NIl\. Tills attestation is made 
behalf of a RHC. 

I,:L I liability will depend upon the a\.'turu services 
, I furnished by the hospital, 

Ir'''''''~'' -~'-'ir~i th~'b~nefi~~~ ls· Hn~~:~:~us, under-~:::::-;;;;" '::..;;" ~~::::;N::::;/:::::A'::,,' ::::;Th=i;;;;'S ::::;nt=te:::::.s"'ta:'::::u=· o;::::;n""j:::'s=m""a:::::d':::e::::o::::n=9 

~.g, !I great duress, or for any other reason is behalf of il RHC" 
- "!":=:e:~.¥" ..... _"",.m.=~:"":.":·":: .... ::.:-:;:' ~--

,7 .. 

79 



),13.5 

tmabie tu read a written notice and 
understand and act on his or her own rights" 
the notice is provided bethre the delivery of 
sen'ices, to the beneficiruy' 5 authorized 
-r 

In cases where a hospital outpatient 
department provides examination or 

, treatment that is required to be provided by 
! the antidumping rules at § 4&9.24 of chapter 
'I IV of Title 42, the notice is given a.'i won as 
1 possible after the existence of an emergency 

condition has been ruled out or the 

, ....... "...... """,, .. ,_.,,-" '"'' .............. ,", .. 

NfA. This aneSL1tion is made on 
behalf of a RHc. 

y condition has been stabili7,.ed. J 
(~====~~~====~~~====~===~~~~ __ ~~~I_~~=o~~~==~~==~=~====~~j 

5h 

Hospitnl outpatient depa:rtments meet 
applicable hospital r.ealth and safety rules 
for Mcdicare-pnrtidpating hospitals in part 
482 of this chapter. 

NiA, This attest.ntion is made on 
behalf of a R,HC. 

"-.~'''''' .. ,,. . .,,, ':"~:=:='=:::"'==':"':;;:"'.,".'",~,:~';:'="',,:::.::::::=~:::::::::":.:"'= 'C":'~"7··-"'·"'-.. -" ... : ... ==~",:;:!{ 

'For uff cnmpus facilities, pJease complete the following: 

In addition to the above requirements (numbers 1-5h)t I attest that the f~u:mty/(lrgallizatil}n 
complies with tbe fuIiuwing retluirements to be provjder~based to the main prm:jder as an 
i)ff campus facility (please indicate Yes or No for each requirement): 

64 

6b 

6c 

.. , .... 

The facility or organiz1ti0J1 seeking provideJ-based status is operated under the 
o,ltnership and control of the main provider, as cviJen~'(j by the foHmving: 

' .. ,---_ .. , ......... _, 
Ibe business enterprise that con!>1itutes the 
facility or orgal'.li1nUOll is 100 percent mVl1ed 
by the provider. 
j-'" 

l The main provider and the fucility or 
I organization seeklng status as a dep3Th"Uent 

of the provider. a remote location of a 
hospital, or a satellite facUity have the same 
governing body. 

'i11C fai'.:ility or organization is operated 
under the same organizational documents as 
the main provider. For example, the f."\cility 
or organization seeking provider-based 
status is subject to common bylaws and 
opernting decision') of the governing body of 

.. "'" ... 

Yes .. The Ho'spitai F.xccl.ltlvc 
Managmcnt Committee 1:.1 the 
governing authority for ali Hospital 
operatioos. 

.2'-

i 
\. 

" 



J~=-=-"-~'J~-~";~:\:;~er-:;~::;~~~:~::;-~'= .---"-~-... x~~[~'~-~. -= .. ==-" -.. -=='--~~=<-"~~l 

:\ ,-! for adrmmstratlve deC1Sltms, final approval Managmcnt Comnuttee IS the 
,I I for cunt:".lI.:!s with outside parties, final governing authority for all Hospital 
i 6d :! approval for ptf'Jonnd actions, final operafions_ 

:1 'I ft!3pOl,:sihiiity for pel'sonnc:i polities (such as ! j 

Ii fringe benefit" or code of conduCT), and i'ina! j) I 
:! I apprO\a~ for m{.'dic~ s~fappointments in J'I J 
II \ the facllJty or orgamzauon. I 
i~------Jr"'-'" . . ..... --- - . ...... -- .... - -- ~ ... __ .... m .. _.... ._,-,._-_ •• ::='.::"_. 
Ii I'Th - .. ""'" l j! i1 e repcrtmg relationshIp between the fuClhty or organl.7..ntion seeklllg provIde!-
.1 Ii based status and the ruain provider has the same fn."quency, intensity. and level of 'I 
i: 7 I'l ac.a':llIDtability thal exis!s in the relationship between the main provider and one. of 

I
I: i its existing departrnents, us evidenced by cOIDpliam:.e with aU ofthe folio'1;ing 
.! _ reqwrements; 

lr=-~ :~~ ~;~~b;~:~l";;~;-;:;;:~:~ol~"i;"~:~~~ ~:~;~l·-i~.~~·~l~; ~c~o~~~~:IY t:----1 
!! :1 direct supervision of the main provider. the Hospital Exc<:utjve Managment I 
11 7a Ii Committee. The Hospital Executive I 
' ,! Managment Committee is the 

]

1'1 ,'j governing autllOrlty for an Hospitul I 
operations. 

!t-=::'o=.::-ii'-""-~""-· ~= ;;;%""-::.::;~:--'0'... ":::::;"":;:M:;'" .M" '''' =-=.::""::'. W-:- ,_._-::::::""''''-'''=M'.~.:...-::"....::::::.:;"_=-=-..~,,,:::,:-:,_~:,,= i 
j! '/ The tacilit)' or organi?.ation is operated I ;es. The me reports directly 10 I I . under the srune monitoring and oversight by the Hospital Executive ManagmtIDt , 
J ! tile provider as any ocher department ofllie Commiuee. The Hospital bxt."CuUve I 
I! pro-vider, and is operatrAi just as any other Managrncnt Committee is the ! 
II 7b dep$1'ment of the provider 'Nith regard to governing aut.hority for all Hospital ! 

I
,l I sllpervi$~()n:md ~ccountabi,lit~. The u!dlity operation.'),! 
I I or orgamzatlon duector or Hl(llVldnal II 

;1 . ___ J! :~'PO:::.~~ tQ~ dail~ o~~~t~~:~.:: .. ~~~~::~~_JL ...... __ ~__~_ ............... __ J 
)1 -"--'ll ~~tains -; re~~;'rel~~~~m5l-~ ~th ~-l-~~. The RHC reports di:ecii;';~"'-
,I . manager.at the main provider that has the II the Hospital Executive Managment ! "l.b.! 'same freq~l~tlCY, inte~.sity: and level .of. Committee, The H?spital Executive 
I accountatnl1ty that eX1sm m the relatIOnshIp Managment Comnuttee IS tile 
, between the main provider and its existing governing authority tor all Hospital I departments; anu operations_ 

':::::::::I'~;mS '~~l'~p"rU1oIV~!:d"b~,;;;;-n lhthe

e
': :~Vm'"::~m;~~~I"l::;;;;n~?r"~~~~e ":'l"~;:·Oy::·::e:;::s:;::. ::::::1::::::n::::::e""R}:::=iC:"',"'rc·;""po"'·:::':°rt"'rs:::::::::d"-i"';;;rec=tj::::::y::'::t=o"; .. ;-;1 

...., ...," "" ,; " .. .... • ..... .1 the Hospital E:'H~"\ltive .Managment 
7.b.2 I. departmt."Dl head of the provider. Committee. The Hospital Executive 

Managllleni Committee is the 
:;,,==_~.===-b:.=~=~=<.,.>=====,~=-----...... ,~ .. ~==>.= .... , ~=~=====~=="'- """""""""",""""~ 

. 9 .. 



r~""'~" "~~"'~"~'~=~'~-'"=OA~~~'~-lr;:;;::;::;~~;~·;:;~;~Io~~;~~>l 

Ir==:IE~:~~;:=:~=~;l[l~1~ti~2:~~I:d 
'I ,I \-vim those of the provider where the facllity I and administrative servicC$ arc 
'I 'I' or organization is based: billing services, )' acc.omplished by bt>w hospit.a1 
Ii ,I records, hUt11illl resources, payron, employee I employees and hy contract, with t.he I, 
:1 ;1 benefit pnckage, ;;ruary stmcture, and i contract of the [aei! ity or II! 

Il i purd13sing services:. Either the Slime I orgnnizatio12 being managed by the 
11' I employees or group of employees handle main provider. 
I 7(~ I, these administrative functions for the facility II 
il I or organization and the main provider, or the All contracts U1'e approved tlnd 
!I I administrative functions for both the facility :managed by th<~ Executive i 
:1 \ o.r organization and the entity are (1) .M,anagmem Conunirtee lL"i the I 
Ii ! contracted out under !he sa,\llC contract I governing authority tor all Hospital \ 
'1'1' I agreement; or (2) handled under di.ffcrent operations, I 

II contract agreeml"tlis, with the cont:rat::t of the I ' 
; II facility or organization being managed by , I 
II 'I the main provider. 1 i 

... _--- .... _j 

II The facility or organization is locnted within Ii Yes. --"'---1 
I! I a 35·milt radius of the campus of the il' 1 
ij I potentia! main provider, except when the I 
\, & requireme:lts in pa.ragraph Sa, of this section 1'1 
jl.! . 
Ii . are met (pJe41!iC che;:k. below III the ;;11 

I! 11 appropriate location if you qualify fot the II l 

Ik-:::::::::·. :::.:.:::.::::.:J]'1~:~:~~;~~~='·~=-'=~-:::'~=·"==-'070~"=",:~--- ... -J!:===:--.---... --.. --... ,. ____ ll 
" 1 ···-· ... ····-······~·---·--li 

ji ill ~~~!:~t~ ~rh~~~~~~~~;~o:~e~:~ i 

II I, disproportionate share a.djustmeut (as 
!l Sa ! determined under §412. 1 06 of chapter I\l of 
r , Title 42) greater fuan 11.75 percent or is l' 

dt~scrihed in §412J06(c)(2) of chapter IV of 
Title 42 implementing section j 

I
ii 1 886(e)(5}(F)(i)(U) of the Act and is: 

f~;lr ~ or opc~~~ by a unit of State ;~. I 

1, ., )~ocal government;. 

Jk=-::.~ --,--.:::~.=.:.;.;=.:=-.-::::::::::=:::...~-,------.... 

;/ II A public or nonprofit corporation !hat is AnS\vers to 8a-c: 
't 8.a.2 I! formally granted govcmmental powers by a 
I! JI unit of State or loca! government; or " TIle.r:nain provider is 
J:<:m:;;;"-"''''~:':::-¥''''''''';:;;;;;;;:;:;~::::::n:;;;:''';~~~;;;::':::';'''7:;::::;;'::~~:;)W;X~~I;;;:';;;:'~:-=:J:;:...:;.;.;,.;:;..::::".,:;.;"..". .. ~lL~~~",.=':':.,'i''I'''Fi~ 



n·=··''''''''-=''''''''''''''''"r~·'''·''-'~'"'''':C'''.'''''''=''',"='''.=''''.'''''=·'''d. ='""'.,.. .. M·'."-_'~W •• m"·' .. "., ·,· .... ,,····""'i,r······ .. ·· .. ·•· ... ·....... ... ........ _-_ ................... "" ................ "" ... ". i 

'I I 'I' ... : A private hospila.l that has a contruct \\;f.h a entity as an RBC that .is oth~~rwis<: 
.. State Of local govCIDment that includes the qualified as a provider-based entity I 
,
tl operation of dinies located off the main because Lake City community !i 

campus ofthe hospital to assure aceess in a dr:~.I'nPeita.1d l'!'S§!()C4"lii21e.6d2i(0f)' ~lruml){l'J.;)arOfen as jll I: 8.a.3 II' wel1:defincd ser~ice are;;. to .h~~dth care .... 11 u \. ! 

I!' I servlce.s for low-mc?me mdlV1dUl~:; who are chapter IV afTful;': 42. and has II 
" !i not entltled to benefits under Medlcm (or fewertlmn 50 beds as u(.1.eunioed II 
'/ 11 mf'Aical assi:.tance tmder a Medicaid State tl1lder §412, J 05{b) of chapter lVof ;; 

1~"li~:~~;ty-:'o;;::~-:~:n~;;';::l ~:: :~;i:~~~~erl to me criteria 'i 

I
, n high level of integration with the main L .! 

I 
provider by showing that ii meets ali of the . 
other provider-based c.riteria and ! 

j
i .1 dernoniitrates that it serves the same patient' I 
I 8b : population as the main provider, by 
!j I SUbmitting records showing that, during the II 
1.~1 12·month t:eriod immediate:>, preceding the , 
11 first day or the mouth Hl whIch the 
!: : attestation for provider-based status is filed 11 

1/ 1~'Nith eMS: and for coco subsequent 12- !1 

i}o.:,:.-_. J month ~en.~d: .. __ .. __ J 
lj II At least 75 perc~~t ()~.-~~ pati~-~ s~ed by I! 
II 8.b.1 III the faciUty or organization reside in t.he 11 
i/ I same zip code are.qs 8.'> at least 75 percent of ! 

. i' the patients served by the main provld(."T; 
=--;::=c:::::::::l~::::.:=""'·· ........ "" .. · .... · .... "· .. ::"'=,=:::::==-:c=.-... -. 

!j At least 75 percent ofthe patients served by 
I:. 1i the facility or organization who required the I 
il 11 typt: of carefumished by the main provider 1 
, I"~ received that care from !P.at provider (for I 
II 8,b.2 .' example, at least 75 pert:ent of the patients I 
:,i 1:1 of an RHC seeking provider-based status . 
I i! recei~e? inp~t.'llt hospital :;e~·vices from the I 
( ;1 hOSPItal that IS the roam provzder); or I, 
!r-=~;;::~l='ff the f~~i~~=:'; or~anizatio!l is u~:~;e tc;--'" "'-ii 
II I' meet the. criteria iu'_O) or (2! directl.y above III 
11 ; because It was not in operation dunng all of ii 
,I j, the ! 2-month pt:n<ld described parag;."tph \1 

8J) . .3 ,I 8?, the fad!it~ or organization is located ill a 
:: ZIP code area mcluded among those that, 
II during all Qfthe 12-month period described 
I in paragraph 8p, accounted for at !eM! 75 

- 11 -



f

L
!' li ~~t 0; the ;ti;; ;:'~'b;';;=~jl-<-< .,,-«,,<-<.-,,«--'-"'-..... -« ... "'~-- ---~ 

I _-.JI~~~ ___________ < ,,1. II r- i! ;f"~;~ f(;;~EtY or -(;~~~i?;ion ~<~ -~~~~p~~;li I 
Ii ) to qualify for provider-ba..,>cd status ~der :1 I 

:i fie ! this section, then the tacility or organization 1: II 
:1 l) and the main provider are l0C3ted in the 11 II 

i!_"_·~l~~~~~;:in;;';:esm_::::':JL=~=. ~ J 
I
II' :"iote: An 1li1C Umt~is (}~crwise qualified ~~ a provider-bu:t::d e~tity of a hospital tr~1t i..<; located /1 
, 1.!'l it rural area as detllled III § 412.62(f)( !)(m) of chapter} V of1ltle 42, and lms fewer than 50 II 

,i beds a'1 determined under ~ 12! 05(b) of chapter IV of Title 42, is nO! subj(."Ct to the criteria inja I 
'Ii and 8b above" 1 

Ir~:r;~!~!~:~i~~~~~~~~:3inliy;=~==c~~=~ll 
'I I' provider and otherwise meets the 'I ' 

1'1: jrequirel1lcnts of 1-8 above. but is ()pe.r.t~rl t 
I
', 9 I' under ~ana~en::ent contract, m.eets nll of the I 
I " foUowmg cntena (please respond to 9a - I Ii I 9d if the facility is operated under a 

J

II
! i management contrad. otherwise reeord I I,' 

j: "NA" for "'not applicable"): L 
~~:-<"'~"-='",,;r==.::-'==-:--"«=="::"~"·-~ ... .=:::--·-lr~~"··=::::--':--=:::::=-"':::.:::::·:::::.;;,,-:;;~·;·' 
! " "I11e maio provider (or un organization that II Yes I !, ,tlro employ'S the staff of the main provider il! 

I! II and that IS not the m~cment company) I, 
II '! employs the staif of the facility or ! 
1\ I organization who are directly involved in II 
!: ! the delivery of patient care, except for ' 
II I management statr and staff who furnish 
II II patient care serviC'.!S of a type that would be 

1j paid for by Medicare under a fec schedule 
911 L established by regulations at Part 414 of 

I il chapter IV ofT:t1e 42" Other than St11ffthat 
'Iil,' r, may be paid under such a Medicare fet: 
" \' schedule, the main provider does not utilize 
Ii I the services oC'!eased rt employees (that is, 

I 
I )\ personnel who are a<..iuaUy employed by the 

I 1 managcmen.t company but p:ovid~ services I 
, I for the provldcr under a gtafl IC<llitrlg or , I 
I " I' simiiar agreement) thaI are direct.Jy involved II' II 
'I Jl in the deltvery of paticm care. t 
l- '-=_ L"'« __ =_-""",--=",."""="",,,,,_= .. ,c, __ ._,,,,,, __ '.'~m"'.,,--=,,~,.,,,~_-=,.,""","", .. ,'.'" "·,", .. ; __ ,,,,.·,._, __ ··_~,,=,·,,,,,,,.·,,,,1 

I 
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9d 

Tbe admini&trntivc fuoctions of the facility 
or organization are integrated with those of 
the main provider, as determined under 
criteria in paragraph 7c above. 

The main provide: has significant 
over the operations of tbe facility or 
organization as detennincn under 
paragraph 7b above, 

'I11C ;nrumg<''1l1em contract is heJd by the 
main provider iL<;eif, not by a parent 
organ17..ation thaI has control over both the 
main provider aIld the facility or 
organization, 

AU Agreements are he.ld by 
'U"''''V'U'' Ext.'Ctrtive ManagJllent 

Conmrittee. 

For facilities/organizations oper'dted as joint ventures requesting provider.based 
detenninllti<lIlS: In addition to the aboYt requirements (numbers 1-5b for on campus 
facilities), 1 attest that tbe facility/organization complies with the fofiowing requirements to 
be provider~based to the main provider: 

I ._ ........................ _ ................ .. .. ""', __ ~_ .... ,~w~~~,,_,,~_""""""""',,""' ___ ..... y .... _ ...... , ....... ___ '_~~'_A , A_""'~_~_-w,"~, "",., 

·I!!-~~'-:~~r~e f~~iii~'o;~);~<~~~t:~·~:'~~~:;~~; t() as ;;~vider-based is a joint venture that 
I ,I fulfills the folJm.ving requirements: 

Ii :1 'Dle facility is partiaUy owned by at !ea~t Lake City Community 1 iospiW is I 
'I' JOa II' one provider; the only, hospital involved in these J 
I transactions. 

!I~'1~~';:;~~~~::ted on the m~in :am~~~-~~ r~Lak~'~;t;'~~mm~;;;;;~:;;~~ i~":~l 
I; 1 Ob 11 of a provider wilo is a partial o\vner; the only, hospital involved in these If 

transactlons, 

II _,_-==~~~~:~~!~~y organ!~~tion ~=,~~~ed; and. J transa~~: __ ' _____ , __ ,_ 

r II The faciliTY or organization meets all the I Lake ell)' Commumty Hospital is 
r lOd II requirem:~~ applicable t? a1~ pro~ider- tile only hospital involved in these 

I! accurate, complete. and eurrent as oftMs date. J acknowledge that the regulations must be , 
II co~~nuany adbe~ed to. An" material change in the relationship between. the" y, .C:)1" ~~ I 
:\ faclh!}:/organix.atJon and tile main proViQ,!:T. such as a chan e of 0 . to a . I 
!'--.. ---=.~--:::=~~~~.mt.$:"':',~Xj~,:":;':;':')!~.,:""'"{>,='I':t:,,\';l.=l',IT''I:'''"$'=_==.i .. z: h' _.''''::-.;: .. ..::~.,.,_:,L.:; , - f:.J 



W· ~ /I f thi2 attestation. 1'-''''-- ______ .......Jt_. __ ... -~ 

Ii -1 eetlify t!!at the [$$J!O'Me& ill thin ~~'t!1i!ill Anef infll~'OOn ;n thed~::lm:ts Ue ._-::......, 

: a~unte. g!Jxmlete, QJld current at o{thb dafe. I acknowledge that the regnlatil>llZ nmst be 
elm!Anlly adh~ t5b An! llJaWJa! change in th! r,elatfonship hetween ill!} 
fa..d!!ttl()f'!lmgt!0! no thp m~dn pr¢g&r. SIIAA as a dHmn of O'lJilftf!bie ill' rulm into II 
new or dl~enl ttWl$ge!Mpt tln.lU:r'a£!,. may be leJ'orjed to~!?- a!01E: Q;~lGlliA!t mk 
!Pmtu!l mtI~ be submitted! 

Sign~ of Officer or A~atcr I ,/'?.# ,/"2,. or dorlzed pet!lon , (~ ,...1--., 
.... I",,==~ 
Printed Name of Offieet orlr ~te ;~wnmn:--n ,- -.-, .. __ . 
~~l}r1llltbn~~ J====:;:====_=_=_==='~I 

, 
TIIJo of!lllhorl~ pemon sdU>g on coo, lAc a .. ty ~unity HOSPital. -- _ ~ill !eha1f of the provider 

,~-" "~"'" 

Direcl t~ephtme ~um~ 1843-37~2026 . .. - '" --=) 
E-=-'=1C]{&~!~ . =-.. ~I 
. ,\,\1J.toever, in any matter 'W'ith.in the jurisdi'cti<>A of ao.y d eputment or agency or the United 

Staw knowtngly IUld Willfully f:.llsi:fi~ ~nce:alJ or roVCl'8 up by any Did:, sdteme Of cleviee 
a lmreruu fact, OJ' ~ any 1':We, flctJdnusor fraudl1leat Jtatanmt oll'epresen.tatioM, or 
makes or Il~es $Y (me 'tmting or document blowing fbe lIalnO to ~»tain any false, 
fictitious 01' mnulnleut St.amnellt (lr' e.utry, shall be tiiJcd not mOrt th;m S16..o~O or 
intprisoued not tM-re 1m !We yftl'8 or bBtll. (18 U.S.c.§ 1001)" 

! » 
1i1= ==, ....:....~~_ "_'".,-;;--''',=_=='' .=.,=::==-_--=-"'-, .. , .. --=--d 

/~'..,. , 
/ . 

(x> <, ': ' 
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35 mile straight-line distance from 

Lake City Community Hospital 
258 ROJfMcNait Boulevard. Lake City, SC 29560 

extending througb 

Darlington Medical Center 
201 Cashua Street, Darlington., SC 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. 

Dated: 
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THE STATE OF SOUTH CAROLINA 
I n the Court d Appeals 
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