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March 11, 2013

Lisa A. Davis, MBA, BSN, RN
Deputy Commissioner

CT Department of Public Health
Office of Health Care Access

410 Capitol Avenue, MS# 13HCA FIAAT
P.0. Box 340308 R
Hartford, CT 06134-0308

Dear Deputy Commissioner Davis,

As State Senator for the 24th District of Connecticut, which includes the City of Danbury, I write to
you today in support of the affiliation between Western Connecticut Health Network (“WCHN") and
The Norwalk Hospital Corporation. These two institutions have signed a letter of agreement to affiliate
their organizations for the purpose of continuing best practices in health care delivery in order to
enhance the health and well-being of residents within the geographic areas serviced by the two
institutions.

I recognize that with the health care landscape changing rapidly, hospitals need to prepare for the
future and position themselves to have the resources to deal with additional patients. When two
outstanding health care organizations affiliate, they have the capability of creating efficiencies that
neither could do alone. The two institutions have taken a great deal of time and effort to create an
agreement that will benefit my constituents. The process now needs the approval of your office.

Danbury Hospital has always put patients first, and WCHN has found a partner with the same
philosophy. Both institutions strive to provide the highest quality of health care. Together they should
be able to create strategies to serve more patients at the highest level of health care. Thope you agree.

Sincerely Yours,

3
19y
Michael A. McLachlan
State Senator — 247 District

CAP{TOL: (860} 240-0068 - TOLL FREE: (800) 842-1421 - E-MAIL: Michael. McLachlan@cga.ct.gov + WEB: www BenatorMcLachlan.com
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March 11, 2013

Lisa A. Davis, MBA, BSN, RN

Deputy Commissioner 1
CT Department of Public Health a R
Office of Health Care Access

410 Capitol Avenue MS #13 HCA
P.0. Box 240208 -
Hartford, CT 06134-0308

Dear Deputy Commissioner Davis,

I am pleased to support the application for the proposed merger between Western
Connecticut Health Network and the Norwalk Hospital Corporation. I believe the
integration of these two health care systems and their affiliated entities has the potential to
create a stronger health care system for the patients throughout western Connecticut. Our
communities rely on the health care provided by these two applicants, and we are pleased
that this affiliation will bring together two systems that each provide high quality heaith
care. This affiliation will ensure that quality and accessibility of care will continue into the

future.

In the economic times we are facing now, the United Way of Western Connecticut
recognizes the need to pool resources together, end duplication where it is safe and
responsible to do so, and work collaboratively so that resources are used to their best
potential. Health care has many challenges ahead in the near future economically, even
while it continues to make strong advances clinically. In order to serve additional patients,
yet maintain the best practices available, health care providers have to use focus and
ingenuity to plan ahead for the future.

We are pleased that each of these institutions has the foresight to plan ahead to maintain
excellence in care through sharing of services and efficiencies. Ibelieve that there will be
greater health care by combining the resources that these two applicants embody.

We encourage you to approve this application.

Sincerely,

berl;/ organ .
Chief Executive Officer
United Way of Western Connecticut

IMPROVING LIVES IN

Northern Faiefield County Seuthern Litchfield County Stamford
85 West Street  Danbury, CT 06810 21 Main Street, PO, Box 29 New Milford, (T 06776 ' 1150 Summer Street, Stamford, (T o6g05
Tel: 203/792.5330 Fax: 203/790.5182 Tel: 860/354.8800 Fax: 860/350.1296 Tel: 203/348.7711  Fax: 203/967.9507
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March 21, 2013

The Honorable Michael A. McLachlan
Senator — 24™ District

State of Connecticut

Legislative Office Building, Room 3400
Hartford, CT 06106-1591

Re: Certificate of Need
Western Connecticut Health Network and The Norwalk Hospital Corporation
Affiliation between Western Connecticut Health Network and The Norwalk
Hospital Corporation

Dear Senator McLachlan:

On March 12, 2013, the Department of Public Health (“DPH”) received your letter concerning
the Certificate of Need (“CON™) for the Affiliation between Western Connecticut Health
Network and The Norwalk Hospital Corporation.

I welcome and appreciate your comments regarding this matter. Your letter will be made part of
OHCA’s formal record of the CON application docket once it is received. Please be advised,
once a decision has been rendered it will be posted and available on OHCA’s website at hitp://
www.ct.gov/dph/ohca. Meanwhile, OHCA’s website maintains status reports that you may
review at your convenience. ‘

If you have any further concerns or questions, please feel free to contact Kimberly Martone at
(860) 418-7029,

Sincerely,

Lisa A. Davis, MBA, BSN, RN
Deputy Commissioner

KRM:bko

Phone: (860} 509-8000 « Fax: (860) 509-7184 « VP: (8§60} 899-1611
WLl 410 Capitol Avenue, P.O. Box 34038
B o Hartford, Connecticut 06134-0308
Comneltiut De;apment WWW'Ct'gOVK dph
of Pulkifc Hosiih Affirmative Action/Equal Opportunity Employer




OFFICE OF THE MAYCR RICHARD A, MOCCIA

March 25, 2013

Lisa A. Davis, MBA, BSN, RN
Deputy Commissioner

CT Department of Public Health
Office of Health Care Access

410 Capitol Avenue, MS# 13HCA
P.0. Box 340308

Hartford, CT 06134-0308

RE: CON application for affiliation of WCHN and NHSC
Dear Deputy Commissioner Davis,

As Mayor of the City of Norwalk, I care very deeply about the health, safety and welfare of the
individuals who live in our City. We are fortunate to have the Norwalk Health Services Corporation and
its affiliates here in Norwalk. Since the Hospital’s inception 120 years ago, there has been a longstanding
commitment to this community and beyond. The Hospital’s participation in the health and well being of
the community, evidenced most recently through their leadership on the Initiative to end Homelessness as
well as on the regional health care assessment and improvement plan, has been outstanding.

The services provided at the Hospital and through its affiliates are stellar. Norwalk Hospital is a national
leader in health care quality and patient safety. The Hospital was awarded the HealthGrades
Distinguished Hospital Award for Clinical Excellence in 2010, 2011 and 2012, HealthGrades also
recognized Norwalk Hospital as ranking in the top five percent of all hospitals nationally for clinical
excellence. Our community has benefits for the quality of care in the Hospital and the extension of that
care through participation in community health outside the Hospital.

We all know that healthcare reimbursement is changing on both the federal and state levels, and hospitals
will have to do more with less as they evolve to an environment which focuses even more on health and
wellness while also caring for the sick. By affiliating with WCHN, the NHSC will have a partner whose
values for providing care are similar to its own. Both entities seek excellence in the provision of care.
Both entities see the possibility of being able to share some resources, and take advantage of some
efficiencies of scale that will work to the benefit of both entities.

I applaud both entities for the vision they have and their planning for the future. I am confident that our
community--our residents, employers, and visitors—will continue to receive outstanding quality healthcare
and even stronger community health leadership going forward. I fully support and strongly endorse the
affiliation between the Norwalk Health Services Corporation and Western Connecticut Heaith Network.

Smcerg»/ly

4 5//5/;;, =

Rlchard A. Mocceia, Mgyor

125 East Avenue = Post Office Box 5125 = Norwalk, CT 66856-5125 = Telephone 203-854-7701 = Fax 203-854-7939 e rmoccia@norwalkct.org




WESTERN CONNECTICUT
HEALTH NETWORK

DANBURY HOSPITAL - NEW MILFORD HOSPITAL

Hgspitai

April 8, 2013

Via Hand Delivery

Kimberly R. Martone, Director of Operations
Department of Public Health

Office of Health Care Access

410 Capitol Avenue: MS# 13HCA

P.0. Box 340308

Hartford CT 06134-0308

LT
B B i+ o e o

Re: CON Application for the Affiliation of Norwalk Health Services Corporation and Western
Connecticut Health Network, Inc.

Dear Ms. Martone,

Enclosed please find the original CON application for the affiliation of Norwalk Health Services
Corporation and Western Connecticut Health Network, Inc., as well as four copies of the application and
a CD with the full document.

We are pleased to be submitting this application to your office because it offers an outstanding
opportunity for both entities to secure quality health care in the future for all of our patients. We
anticipate that patients will have greater access to health care as we collaborate and share our resources.
We also expect operational efficiencies in the new affiliated system that will benefit both entities by
creating a secure financial base for the provision of health care in the future.

We look forward to any way that we may be useful in the process that lies ahead, and thank you, in
advance, for your consideration of this application. If you have any guestions, please do not hesitate to
call either or both of us.

Respectfully submitted,

Norwalk Health Services Corporation Western Connecticut Health Network, Inc.

By: A By: ot

Daniel J. DeBalrba, Ir. Jo JMurphy, MD.
President and CEQ, NHSC Prasidefit and CEQ, WCHN
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March 11, 2013

i.isa A. Davis, MBA, BSN, RN
Deputy Commissioner

CT Department of Public Health
Office of Health Care Access

410 Capitol Avenue, MS# 13HCA
P.O. Box 340308

Hartford, CT 06134-0308

Dear Deputy Commissioner Davis,

As State Senator for the 24th District of Connecticut, which includes the City of Danbury, 1 write fo
you today in support of the affiliation between Western Connecticut Health Network (“WCHN") and
The Norwalk Hospital Corporation, These two institutions have signed a letter of agreement to affiliate
their organizations for the purpose of continuing best practices in health care delivery in order to
enhance the health and well-being of residents within the geographic areas serviced by the two
institutions,

[ recognize that with the health care landscape changing rapidly, hospitals need to prepare for the
future and position themselves to have the resources to deal with additional patients. When two
outstanding health care organizations affiliate, they have the capability of creating efficiencies that
netther could do alone. The two institutions have taken a great deal of time and effort to create an
agreement that will benefit my constituents. The process now needs the approval of your office.

Danbury Hospital has always put patients first, and WCHN has found a partner with the same

philosophy. Both institutions strive to provide the highest quality of health care. Together they should
be able to create strategies to serve more patients at the highest level of health care. I hope you agree.

Sincerely Yours,

>, i ? )
%(M%MM//
Michael A, McLachlan
State Senator — 24" District

CAPITOL: (860} 240-0088 * TOLL FREE: {800) 842-1421 + E-MAIL: Michael Mctachlan@cga.ct.gov - WEB: vww.SenatorMel.achian,com




State of Contrecticut
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SENATOR TONI BOUGHER DEPUTY MINORITY LEADER
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T —— G MEMBER
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FAX: (880) 240-0038 MEMBER
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March 25, 2013

Lisa A, Davis, MBA, BSN, RN
Deputy Conunissioner

CT Department of Public Health
Office of Health Care Access

410 Capito} Avenue, MS# 13HCA
P.O. Box 340308

Harttord, CT 06134-0308

Dear Deputy Commissioner Davis,

['write to you today in support of the affiliation between Western Connecticut Health Network (WCHN) and The
Norwalk Health Services Corporation (NH). These two institutions have signed a letter of agreement to affiliate
their organizations for the purpose of bringing best practices in health care delivery to enhance the health and
well-being of residents within the geographic areas serviced by the two institutions.

I recognize that with the health care landscape changing rapidly, hospitals need to prepare for the future and
position themselves to have the resources to deal with additional patients. - When two outstanding health care
organizations affiliate, they have the capability of creating efficiencies that neither could do alone. The two
mstitutions have taken a great deal of time and effort to create an agreement that will benefit nty constituents,

The process now needs the approval of your cffice,

Norwalk Hospital has always put patients first, and has found a partner in WCHN with the same philosophy and
commitment to community. Both institutions strive o provide the highest quality of healih care. Together they
should be able 1o create strategies to serve patients at the highest level of health care. This is what we all want for
Connecticut. On behalf of my constituents, [ urge you to support this CON application.

Sincerely,
o
Toni Boucher
State Senator

SERVING: BETHEL, NEW CANAAN, REDDING, RIDGEFIELD, WESTON, WESTPORT, WILTON
3 Prinded onretyvied pape:




State of Connecticut

SENATOR JOHMN McKINNEY
SENATE MINORITY LEADER

Suite 3400 28% DISTRICT Hartford: (8603 240-8800
Legistative Office Building Tolt Free: 3-800-842-1421
Hartford, Connecticut 66106-1591 tax: (860) 240-8306
Lisa A, Davis, MBA, BSN, RN April 2, 2013

Deputy Commissioner

CT Department of Public Health
Office of Health Care Access

410 Capitol Avenue, MS# 13HCA
P.O. Box 340308

Hartford, CT 06134-0308

Dear Deputy Commissioner Davis:

As the State Senate Minority Leader and the Senator representing the 28th district including the
towns of Fairfield, Easton, Newtown, Weston and Westport, I write to urge approval of the
affiliation between Western Connecticut Health Network (WCHN) and The Norwalk Health
Services Corporation (NH). These institutions have signed a letter of agreement to affiliate for
the purpose of bringing best practices in health care delivery to enhance the health and well-
being of residents within the geographic areas serviced by the two institutions.

I recognize that with the health care landscape changing rapidly, hospitals need to prepare for the
future and position themselves to have the resources to deal with additional patients. When two
outstanding health care organizations affiliate, they have the capability of creating efficiencies
that neither could do alone. The two institutions have taken a great deal of time and effort to
create an agreement that will benefit my constituents. The process now needs the approval of
vour office,

Norwalk Hospital has always put patients first, and has found a partner in WCHN with the same
philosophy and commitment to community. Both institutions strive to provide the highest
quality of health care. Together they should be able to create sirategies to serve patienis at the
highest level of health care. This is what we all want for Connecticut.

Sincerely,

John McKinney
State Senator 28" District




HOUSE OF REPRESENTATIVES ;
STATE CAPITOL |
HARTFORD, CONNECTICUT 08106-1581

REPRESENTATIVE DAVID ARCONT! MEMBER
100TH ASSEMBLY DISTRIOT GEMERAL LAW COMMITTER
[E—— PUBLIC HEALTH COMMITTEER
LEGISLATIVE CEFICE BUILOING PUBLIC SAFETY & SECURITY COMMITTEE

ROOM 4028
HARTFORD. OT 06106-1591

CAPITOL: B60-240-8588
FAX: BE0-240-0208
C-MAIL: David Arcontifega.clgoy

March 14" 2013

Lisa A, Davis, MBA, BSN, RN
Deputy Commissioner

CT Department of Public Health
Office of Health Care Access

410 Capito! Avenue, MS# 13HCA
P.0O. Box 340308

Hartford, CT 06134-0308

Dear Deputy Commissioner Davis,

As State Representative of the 109th District of Connecticut, which includes the City of Danbury, | write
to you today in support of the affiliation between Western Connecticut Health Network {“WCHN") and
The Norwalk Hospital Corporation. These two institutions have signed a letter of agreement to affiliate
their organizations for the purpose of continuing best practices in health care delivery in order ta
enhance the health and well-being of residents within the geographic areas serviced by the two
institutions.

I recognize that with the health care landscape changing rapidly, hospitals need to prepare for the
future and position themselves to have the resources to deal with additional patients. When two
outstanding health care organizations affiliate, they have the capability of creating efficiencies that
neither could do alone. The two institutions have taken a great deal of time and effort to create an
agreement that will benefit my constituents. The process now needs the approval of your office.

Danbury Hospital has always put patients first, and WCHN has found a partner with the same
philosophy. Both institutions strive to provide the highest quality of health care. Together they should

be able to create strategies to serve more patients at the highest level of health care. | hope you agree.

Yours truly,

David Arconti Jr.
State Representative, 109™ District

SERVING DANBLIRY



State of Connerticut

HOUSE OF REPRESENTATIVES
STATE CAPITOL
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REPRESENTATIVE CHRIS PERCNE
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April 1, 2013

Lisa A. Davis, MBA, BSN, RN
Deputy Commissioner

CT Departiment of Public Health
Office of Health Care Access

410 Capitol Avenue, MS# 13HCA
P.O. Box 340308

Hartford, CT 06134-0308

RE: CON application for affiliation of WCHN and NHSC
Dear Deputy Commissioner Davis,

As State Representative for the 137" District of Connecticut, which includes the City of Norwalk, [ write to
you today in support of the affiliation between Western Connecticut Health Network (WCHN) and The
Norwalk Health Services Corporation. These two institutions have signed a letter of agreement to affiliate their
organizations for the purpose of continuing best practices in health care delivery in order to enhance the health
and well-being of residents within the geographic areas serviced by the two institutions.

I recognize that with the health care landscape changing rapidly, hospitals need to prepare for the future and
position themselves to have the resources to deal with additional patients. When two outstanding health care
organizations affiliate, they have the capability of creating efficiencies that neither could do alone. The two
institutions have taken a great deal of time and effort to create an agreement that will benefit my constituents.
The process now needs the approval of your office.

Norwalk Hospital has always put patients first, and has found a pariner with the same philosophy. Both
institutions strive to provide the highest quality of health care. Together they should be able to create
strategies to serve patients at the highest ievel of health care. 1hope you agree.

Chris Perone

FIRANCE, REVENLIE AND BORDING COMMITTEE




Lisa A. Davis, MBA, BSN, RN April 3, 2013

Deputy Commissioner

CT Department of Public Health |
Office of Health Care Access |
410 Capitol Avenue, MS# 13HCA |
P.O. Box 340308 ‘
Hartford, CT 06134-0308

Dear Deputy Commissioner Davis,

| ask you to endorse the affiliation between Western Connecticut Health Network (WCHN)
and The Norwalk Health Services Corporation (NH). These two institutions have signed a
letter of agreement to affiliate their organizations for the purpose of bringing best practices in
health care delivery to enhance the health and well-being of residents within their shared
geographic service areas.

As a member of the legislature’s M.O.R.E. Commission Regional Entities Committee, I'm
dedicated to discovering appropriate ways to achieve regional efficiencies without
compromising service quality. As the healthcare landscape continues to evolve, hospitals
must prepare for the future by achieving the effective operational scale to handie a larger
patient pool. When two outstanding health care organizations affiliate, they have the
capability of creating efficiencies that neither could do alone.

The two institutions have taken a great deal of time and effort to create an agreement that will
benefit my constituents. The process now needs the approval of your office.

This fortified entity will be better positioned fo serve patients at the highest level of health
care. On behalf of my constituents, | urge you to support this CON application.

Sincerely,

Representative Jonathan Steinberg
136™ District, Connecticut General Assembly



OFFICE OF THE MAYOR SRR RICHARD A. MOCCIA

March 25, 2013

Lisa A. Davis, MBA, BSN, RN
Deputy Commissioner

CT Department of Public Health
Office of Health Care Access

410 Capitol Avenue, MS# 13HCA
P.O. Box 340308

Hartford, CT 06134-0308

RE: CON application for affiliation of WCHN and NHSC

Dear Deputy Commissioner Davis,

As Mayor of the City of Norwalk, I care very deeply about the health, safety and welfare of the
individuals who live in our City. We are fortunate to have the Norwalk Health Services Corporation and
its affiliates here in Norwalk, Since the Hospital’s inception 120 years ago, there has been a longstanding
commitment to this community and beyond. The Hospital’s participation in the health and well being of
the community, evidenced most recently through their leadership on the Initiative to end Homelessness as
well as on the regional health care assessment and improvement plan, has been outstanding. '

The services provided at the Hospital and through its affiliates are stellar. Norwalk Hospital is a national

leader in health care quality and patient safety. The Hospital was awarded the HealthGrades

Distinguished Hospital Award for Clinical Excellence in 2010, 2011 and 2012. HealthGrades also

recognized Norwalk Hospital as ranking in the top five percent of all hospitals nationally for clinical

excellence. Our community has benefits for the quality of care in the Hospital and the extension of that ‘
care through participation in community health outside the Hospital. |

We all know that healthcare reimbursement is changing on both the federal and state levels, and hospitals w
will have to do more with less as they evolve to an environment which focuses even more on health and |
weliness while also caring for the sick. By affiliating with WCHN, the NHSC will have a partner whose

values for providing care are similar to its own. Both entities seek excellence in the provision of care.

Both entities see the possibility of being able to share some resources, and take advantage of some

efficiencies of scale that will work to the benefit of both entities.

T applaud both entities for the vision they have and their planning for the fture, 1 am confident that our
community--our residents, employers, and visitors--will continue to receive outstanding quality healthcare

and even stronger community health leadership going forward. I fully support and strongly endorse the
affiliation between the Norwalk Health Services Corporation and Western Connecticut Health Network.,

Smcer
éﬁ/
Richard A. Mocma, yor

125 East Avenue o Post Office Box 5125 o Norwalk, CT 08856-5125 o Telephone 203-854-7701 o Fax 203-854-7939 » rmoccia@norwalkct.org
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CITY OF DANBURY

OFFICE CF THE MAYOR
155 DEER HILI. AVENUE
DANBURY, CONNECTICUT 06810
MARK D. BOUGHTON . : (203) 797-4511
MAYOR . . FAX (203) 796-1666

_ m.boughton@danbury-ct.gov
March 11, 2013 :

Lisa A. Davis, MBA, BSN, RN
Deputy Commissioner

CT Department of Public Health
Office of Health Care Access

410 Capitol Avenue, MS# 13HCA
P.O. Box 340308 '
Hartford, CT 06134-0308

Dear Deputy Commissioner Davis,

As Mayor of the City of Danbury, I care very deeply about the health, safety and welfare
of the individuals who live in the City. Tbelieve we are fortunate to have Danbury
Hospital as our flagship hospital, as well as the many affiliates of the Hospital that are
part of Western Connecticut Health Network (“WCHN”) located in our community,

Danbury Hospital is a 371-bed regional medical center and university teaching hospital
associated with Yale University School of Medicine, the UConn School of Medicine and
the University of Vermont College of Medicine. It has centers of excellence in five

areas: the Praxair Regional Heart and Vascular Center, the Praxir Cancer Center, the
Center for Advanced Orthopedic and Spine Care, Radiology and Diagnostic Imaging, and
Women'’s and Children’s Services.

But for those of us who live in Danbury, and the towns surrounding Danbury, this is our
local hospital. We know that patients come first, and that the Hospital always strives for
excellence in every aspect of our health care. At Danbury Hospital, a person’s health is
considered their best investment, and the hospital emphasizes staying healthy through a
range of wellness programs, education and preventative screenings. We are very
fortunate to have a hospital with such outstanding leadership and excellent staff that
works with us to stay well, but is there to treat us with excellent care when we are sick.

In recent years, health care reimbursement has changed on both the federal and state
levels, with hospitals receiving less money as they attempt to treat more people. And
technology has advanced in many ways, offering outstanding new treatments and
administrative tools that are expensive for hospitals to purchase. The 2010 Patient
Protection and Affordable Health Care Act may affect the provision of health care by
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putting more demands on all of our health care providers. As a result, hospitals are
naturally considering affiliating with other health care organizations as a way to create
efficiencies, and at the same time keep the quality of health care at an excellent level.

Western Connecticut health Network has worked diligently for over a year to determine
whether The Norwalk Hospital Corporation would be a good match for an affiliation.
The answer was a resounding “yes”, and I respect the decision of the Board and
administration of WCHN to reach out to Norwalk Hospital and do the necessary work to
reach this point. The approval of the Office of Health Care Access is necessary before
these two outstanding institutions can move forward to work together. I am pleased that
the two organizations have reached this point, and hope that the State of Connecticut will
agree.

I fully support the affiliation between the Norwalk Hospital Corporation and Western
Connecticut Health Network.

Sincerely,

Mark D. B on
Mayor




GREATER
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PRESIDENT & CEC

March 25, 2013

Lisa A. Davis, MBA, BSN, RN
Deputy Commissioner

CT Department of Public Health
Office of Health Care Access

410 Capitol Avenue MS #13 HCA
P.O. Box 340308

Hartford, CT 06134-0308

RE: CON appilication for affiliation of WCHN and NHS Corp.
Dear Deputy Commissioner Davis,

On behalf of the Greater Norwalk Chamber of Commerce, the largest business service
organization in mid-Fairfield County, | am pleased io support the application for the proposed
affiliation between Western Connecticut Health Network and the Norwalk Health Services Corp.
Our businesses in and around Norwalk and their employees and their families rely on the health
care provided by Norwalk Hospital. We are pleased that this affiliation will bring together two
systems that each provide high quality health care and together the new system will strengthen
that quality and improve accessibility and care for all of its patients.

In the economic times we are facing now, the Chamber recognizes the need to pool resources
together, end duplication where it is safe and responsible to do so, and work collaboratively so
that resources are used to their best potential. Health care has many financial challenges
ahead while it continues to make outstanding advances clinically. In order to serve their
patients, yet maintain the best practices available, health care providers have to use focus and
ingenuity to plan for the future. We are pleased that each of these institutions has the foresight
to plan ahead to maintain the excellence that each institution embodies today through sharing of
serves and efficiencies that can be achieved. We believe that there will be greater health care
strength by combining the resources that these two applicants embody.

We at the Greater Norwalk Chamber of Commerce strongly support this application and hope
that you will consider approval at the earliest possible time.

(\/@ truly /yours ]

}M.«f‘f Edward J. Musante, Jr.
President & CEQ

01 Fast Avenue * Novwalk, Connecricur 06851
Tel: (203) B68-2521 ¢ Fax: (203 8520583 ¢ Emadl coousantetenorwalkchamberolcomnierce con

www. norwalkchamberolcommerce. com
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April 2, 2013

Lisa A. Davis, MBA, BSN, RN
Deputy Commissioner

CT Department of Public Health
Office of Health Care Access

410 Capitol Avenue MS #13 HCA
P.0. Box 340308

Hartford, CT 06134-0308

Dear Deputy Commissioner Davis,

I am pleased to support the application for the proposed merger between Western
Connecticut Health Network and the Norwalk Hospital Corporation. This
integration of these two health care systems and their affiliated entities has the
potential to create a stronger health care system for businesses in both Danbury and
Norwalk. Since our communities rely on the health care provided by these two
applicants, we are pleased that this affiliation will bring together two systems that
each provide high quality health care, and believe that this affiliation will guarantee
that this quality and accessibility of care will continue into the future.

In the economic times we are facing now, the Greater Danbury Chamber of
Commerce recognizes the need to pool resources together, end duplication where it
is feasible to do so, and work collaboratively so that resources are used to their best
potential. Health care has many challenges ahead in the near future economically,
while it continues to make outstanding advances clinically. In order to serve
additional patients, yet maintain the best practices available, health care providers
have to use focus and ingenuity to plan ahead for the future. We are pleased that
each of these institutions has the foresight to plan ahead to maintain the excellence
that each institution embodies today through sharing of serves and efficiencies that
can be achieved. 1 believe that there will be greal ealth care strength by
combining the resources that these two applicants embody.

We support this application and encouragg our approval.

Greater Danbury Chamber of Commerce, Inc.
39 West Street - Danbury, Connecticut 06810 = 203-743-5565
Fax: 203-794-1439 email: info@danburychamber.com
Web: www.danburychamber.com




DEPARTMENT OF HEAITH

March 25, 2013

Lisa A. Davis, MBA, BSN, RN

Deputy Commissioner

Connecticut Department of Public Health
Office of Health Care Access

410 Capitol Avenue, MS# 13HCA

P.O. Box 340308

Hartford, Connecticut 06134-0308

Dear Deputy Commissioner Davis,

For the past 20 years I've been charged with leading the development and
implementation of policies and programs aimed at making Norwalk a place where
people can be healthy. In the pursuit of this goal, my colleagues and | at the Heaith
Department work closely with our counterparts at Norwalk Hospital. The Hospital Board
of Trustees” and administration’s commitment to serving the Norwalk community is
exemplary. ’

The development of the Norwalk Community Heaith Center, a federally qualified health
center serving the neediest members of our community and a recently compieted
community health assessment and community health improvement plan are just a few
examples of our commitment to work together to improve community health. We are
very fortunate to have a Hospital with outstanding leadership and excellent staff that
works with us to prevent illnesses and is there to provide excellent care when we our
people are sick.

Healthcare is changing and hospitals and systems must adapt if they are to continue to
be there for their constituents. The affiliation with the Western Connecticut Health
Network is a bold step toward building an even stronger commitment to continuing and
improving community health. | fully support this venture and look forward to continuing
to work with our valued partners.

Sincerely,

M

Tim Callahan
Director of Health

137 Bast Avenue o Nonwalk, {7 06851 « Telephone 203-854-7776 ¢ www.norwalkhealith.com




United Way
of Western Connecticut

www.uwwestemct.ong

March 11, 2013

Lisa A. Davis, MBA, BSN, RN
Deputy Commissioner

CT Department of Public Health
Office of Health Care Access

410 Capitol Avenue MS #13 HCA
P.0. Box 340308

Hartford, CT 06134-0308

Dear Deputy Commissioner Davis,

I am pleased to support the application for the proposed merger between Western
Connecticut Health Network and the Norwalk Hospital Corporation, I believe the
integration of these two health care systems and their affiliated entities has the potential to
create a stronger health care system for the patients throughout western Connecticut. Our
communities rely on the health care provided by these two applicants, and we are pleased
that this affiliation will bring together two systems that each provide high quality health
care. This affiliation will ensure that quality and accessibility of care will continue into the
future,

In the economic times we are facing now, the United Way of Western Connecticut
recognizes the need to pool resources together, end duplication where it is safe and
responsible to do so, and work collaboratively so that resources are used to their best
potential. Health care has many challenges ahead in the near future economically, even
while it continues to make strong advances clinically. In order to serve additional patients,
yet maintain the best practices available, health care providers have to use focus and
ingenuity to plan ahead for the future.

We are pleased that each of these institutions has the foresight to plan ahead to maintain

excellence in care through sharing of services and efficiencies. | believe that there will be
greater health care by combining the resources that these two applicants embody.

We encourage you to approve this application,

Sincerely,

Chief Executive Officer
United Way of Western Connecticut

" IMPROVING LIVES 1M

Northern Fairfleld County Southem Litchfietd County Stamford
B85 West Street  Danbury, (T 06810 21 Main Stezet, FO. Box 20 New Milford, €T a6776 150 Summter Street, Stamford, (T oégos
Tek: z03/792.5330 Fax: 203/790.5182 Tel: Beo/354.8806 Fax: 860/350.1296 Tel: 203/348.7711  Faxs z03/9879507



Certificate of Need Application

Norwalk Health Services Corporation
and

Western Connecticut Health Network, Inc.

Application to Form an Affiliated Entity
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NHSC - WCHN Affiliation CON-1

Application Checklist

Instructions: L CFFICE OF 'E
HEALTH CARE ACCESS

1. Please check each box below, as appropriate; and
2. The completed checklist mus¢ be submitted as the first page of the
CON application.

4] Attached is the CON application filing fee in the form of a

certified, cashier or business check made out to the “Treasurer
State of Connecticut” in the amount of $500.

For OHCA Use Only:
Docket No.: 13-31 g&'CDMCheck-No.: 259903

OHCA Verified by: A2 Date: ¥-§ 3
X Attached is evidence demonstrating that public notice has been

published in a suitable newspaper that relates to the location of
the proposal, 3 days in a row, at least 20 days prior to the
submission of the CON application to OHCA. (OHCA requests
that the Applicant fax a courtesy copy to OHCA (860 '} 418-
7053, at the time of the publication)

24 Attached is a paginated hard copy of the CON application
including a completed affidavit, signed and notarized by the
appropriate individuals.

X Attached are completed Financial Attachments I and-LI.

<] Submission includes one (1) original and four (4) hard
copies with each set placed in 3-ring binders.

Note: A CON application may be filed with OHCA electronically
through email, if the total number of pages submitted is 50
pages or less. In this case, the CON Application must be

emailed to shca@ct.qgov.

Important: For CON applications (less than 50 pages) filed
electronically through email, the singed affidavit and the check
in the amount of $500 must be delivered to OHCA in hardcopy.

X The following have been submitted on a CD

1. A scanned copy of each submission in its entirety, including
all attachments in Adobe (.pdf) format.

2. An electronic copy of the documents in MS Word and MS
Excel as appropriate.
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Affiliation CON-2

ECURITY FEAT

ROUND AND CONTAINS MULTIPLE 5 URES -
NORWALK HOSPITAL ASSOCIATION WACHOVIA 325963
24 Stevens St 637 West Avenue
Norwalk, CT 06856 Norwalk, CT 06859
51-110/211
P
A
Y  #o4F[VE HUNDRED AND XX/ 100 DOLLAR**#+
Apr/04/2013 $500.00%**
Date Amount
Pay to :
the TREASURER STATE OF CONNECTICUT
55 ELM ST #2 -
Order; . M
HARTFORD, CT 06106 s, gmd ,/ 4
F b Authorized Signature
%

"3I25963 0201108 20000LLY 7?9549

Check Date:  Apr/04/2013

Vendor Number: 0000100963 Check No. 325963
Invoice Number Invoice Date Voucher ID Gross Amount Discount Taken Late Charge Paid Amount
04022013 Apr/02/2013 742679 500.00 0.00 0.00 500.00
FILING FEE CERTIFICATE OF NEED-AFFILIATION
Total Total Total
Check Number Date Gross Amount Discounts Late Charges Paid Amount
325963 Apr/04/2013 ; $500.00 $0.00 $0.00 $500.00
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LEGAL NOTICE

Pursuent to section 18a-638 of Connecticut General Statufes, Western

5 Connect-
cut Health Network (WCHN) and Norwatk Health Services Comoration NHSE) will
gl:em‘;tc :;heis follawing Certtficate of Need 2ppiication to the  CT Gfiice of Heafth

Applicants:. Western Conngtticut Health Network, inc. (WCHN) which includes
The Dantuiry Hospital (DH) and New Milford Hospital, inc. (NMH):
and-Norwalk Health Services Gomoration {NHSC), which Includes
The Norwalk Hospital Assoclation (NHAJ, :

Addresses: NHSG and NHA are-iocated at 34 Maple Street, Narwalk, CT,
WCHN and DH are located at 20 Hospitat Aveniua, Danbury, CT,
NMH Is located at 21 Bim Street, New Mitford, CT.

Proposak: - This affillation incluges three hospitals, NHA, DH and NMH;
the new organization wilf be governed by & single board of
directors and & unified mission to promats the health and well
belng of people In the communities it serves. All 3 aniities wilt
remain atthigir current locations.

Gapttal Expenditure: ~ '$0

Affiliation CON-3
PUBLISHER’S AFFIDAVIT

STATE OF CONNECTICUT )
’ ss. Norwalk

COUNTY OF FAIRFIELD )

I, JOCELYN A. BATTISTA, being duly sworn, dispose and say:
. 1am over the age of eighteen (18) and believe in the

obligation of an oath;

Fam the Classified Advertising Supervisor of The Hour
Publishing Company, publisher of the following newspapers:

b

1) The Hour, a daily newspaper, published in
Norwalk, Connecticut;

2) The Wilton Villager, a weekly newspaper,
published in Norwalk, Connecticut; and

3) The Stamford Times. a weekly newspaper,
published in Norwalk, Connecticut.

3. On February 3, 2013, February 4. 2013 and February 5, 2013 an
advertisemnent placed by Norwalk Hospital was published in The
Hour.

J A

Jocelyn A, Battista, Classitied Advertising Supervisor

Subscribed and sworn to before me this 6th day of
February, 2013.

S K M’/A

Brett L. Whition
Commissioner of the Superior Court
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04/05/2013
Herlihy, Sally S . —
Subject: FW: Request for placement asap

From: Rynn, Andrea J.

Sent: Friday, February 01, 2013 4:28 PM
To: DNTLegals

Cc: Herlihy, Sally; Johnson, Michelle
Subject: RE: Request for placement asap

Hi Diane,

Thank you for your help. This email confirms the ad will run for three consecutive days
beginning Monday, 2/4/13 through Wednesday, 2/6/13 at a cost of $654.

Regards,

Andrea

From: DNTLegals [Legals@newstimes.com)
Sent: Friday, February 01, 2013 4:20 PM
To: Rynn, Andrea J,

Subject: RE: Request for placement asap

All set with the ad
Has to get in now for the deadline
Thank you
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Affiliation CON-6

AFFIDAVIT

Applicants: Norwalk Health Services Corporation and Western Connecticut Health
Network, Inc.

Project Title: Affiliation of Norwalk Health Services Corporation and Western
Connecticut Health Network, Inc.

|, Daniel J. DeBarba, Jr., President and Chief Executive Officer of Norwalk
Health Services Corporation being duly sworn, depose and state that Norwalk
Health Services Corporation’s information submitted in this Certificate of Need

Application is accurate and correct to the best of my knowledge.

ﬁ//g«///% M’Lﬂ@

Signature /

Subscribed and sworn to before me on a IO’(/L/P LIL , 2() | _7)

[ O

VAY 4
Notary Public/Commissioner of Superior Court
My commission expires: d—!’g@“\ =

KRISTEN L, BuLiNO
Notary Pubilic-Connecticut

My C %io%zxpires
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AFFIDAVIT

Applicants: Norwalk Health Services Corporation and Western Connecticut Health
Network, Inc.

Project Title: Affiliation of Norwalk Health Services Corporation and Western
Connecticut Health Network, Inc.

I, John M. Murphy, M.D., President and Chief Executive Officer of Western
Connecticut Health Network, Inc., being duly sworn, depose and state that

Western Connecticut Health Network, Inc.’s information submitted in this Certificate of
Need Application is accurate and correct to the best of my knowledge.

_ Qb S1e > 2/
Slgn@ W Date

Subscribed and sworn to before me on Q;ﬂ/bu(_ 5} 20 /3F

(ool Fieormand)

Notary Public/Commissienerof-SuperiorCourt
My commission expires: _ /=30~ 20 /%




04/05/2013

&%@,ﬁx

State of Connecticut
Office of Health Care Access
Certificate of Need Application

Instructions: Please complete all sections of the Certificate of Need (“CON™)
application. If any section or question is not relevant to your project, a response of “Not
Applicable” may be deemed an acceptable answer. If there is more than one applicant,
identify the name and all contact information for each applicant. OHCA will assign a
Docket Number to the CON application once the application is received by OHCA.

Docket Number:

Affiliation CON-8

Docket Number TBD

Co-Applicants Norwalk Heath Services Western Connecticut Health
Corporation Network, Inc.

Contact Person Jeryl Topalian Sally Herlihy

Contact Peron’s Executive Director Vice President

Title Planning & Business Development | Planning

Contact Person’s 34 Maple Street 24 Hospital Avenue

Address Norwalk, CT 06850 Danbury, CT 06810

Contact Person’s 203-852-2354 203-739-4903

Phone Number

Contact Person’s 203-852-1553 203-739-1974

Fax Number

Contact Person’s Jeryl. Topalian @norwalkhealth.org Sally.Herlihy@wchn.org

Email Address

Project Town Norwalk, CT and Danbury, CT

Project name Affiliation of Norwalk Health Services Corporation and Western
Connecticut Health Network, Inc.

Statute Reference Section 19a-638, C.G.S.

Estimated Total $0
Capital expenditure
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Affiliation CON-9

1. Project Description and Need: Change of Ownership or Control
a. Please provide a narrative detailing the proposal.

Norwalk Health Services Corporation (NHSC) and Western Connecticut Health Network,
Inc. (WCHN) propose to affiliate to form a new integrated health care delivery system
capable of bringing the best practices in health care delivery to enhance the quality of
health and the well-being of residents within the geographic areas served by both
organizations. This affiliation will join two health care provider organizations; NHSC,
which includes Norwalk Hospital and its affiliated entities, and the current WCHN,
which includes The Danbury Hospital, New Milford Hospital, Inc., and its affiliated
entities. The newly formed entity will be referred to as “New WCHN?” in this
application.

Hospitals are facing many challenges including declining reimbursement and inpatient
volume. Additional challenges include the health care reform mandates of the 2010
Patient Protection and Affordable Care Act (ACA), which require investment in quality
assessment, physician integration, population health management and electronic health
records (EHR). Affiliating with another hospital system is an opportunity to collaborate
and cooperate in order to improve and enhance the quality of care provided to our
patients and meet the increasing demands of the healthcare environment. These
challenges we face require substantial human and financial resources which stand-alone
hospitals are increasingly unable to meet. The proposed affiliation and integration of
NHSC and WCHN is a responsible approach to meeting these costly and difficult
challenges while strengthening the quality of, and access to health care in western
Connecticut.

This affiliation proposal, if approved, will bring together the shared legacies and missions
of three community hospitals and their affiliated entities across a not for profit,
community-based network to achieve our shared vision of improving the community’s
health by delivering high quality, coordinated, and cost effective care across the
continuum. The creation of the new WCHN will also result in efficient and streamlined
operations, and enhanced education and research opportunities. The breadth and scope of
the new WCHN will allow us to attract and retain talented individuals for the benefit of
our collective communities.

New WCHN will be the sole corporate member of NHSC. A reconstituted 18-member
single board of directors will govern the new organization. Eleven board members will
be appointed from the current WCHN and 7 members will be appointed from the current
NHSC.

New WCHN will have rights with regard to governance, operating and capital budgets,
and strategic planning for NHSC, Danbury Hospital, New Milford Hospital and all other
WCHN:-related entities. (See Exhibit A, Affiliation Agreement By and Between NHSC
and WCHN, Inc.)
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New WCHN will be led by John M. Murphy, MD, currently President and CEO of
WCHN who will become the CEO of New WCHN. Daniel DeBarba, Jr., currently
President and CEQ of NHSC, will become Executive Vice President of New WCHN and
will remain as President and CEQ of NHSC.

WCHN currently includes:

* Danbury Hospital, which was established in 1885, and is licensed for 345 beds
and 26 bassinets is a teaching hospital located at 20 Hospital Avenue in Danbury,
CT.

* New Milford Hospital, established 1921, which has 85 beds, is a community
hospital located at 21 Elm Street in New Milford, CT.

* WCHN Affiliated entities (See Exhibit B, for a list of the non-hospital entities.)

®  WCHN currently serves a population of approximately 440,000 in western CT
and adjacent New York State.

NHSC includes:
* Norwalk Hospital, which was established 1892, is licensed for 328 beds and 38
bassinets. It is a teaching hospital located at 34 Maple Street in Norwalk, CT.
¢ NHSC affiliated entities (See Exhibit C, for a list of the non-hospital entities.)
NHSC serves a population of 275,000 in lower Fairfield County, CT.

The affiliation of NHSC and WCHN into a new integrated healthcare delivery system
will be realized with a collaborative and carefully planned approach to achieve
operational efficiencies while preserving and seamlessly providing core clinical services
to the communities we serve. For our patients, this affiliation will mean more treatment
options; for our communities, it will result in a deeper commitment to provide the care
that people need at locations they can easily access; for our staff, it will expand the scope
of opportunities. Together, Norwalk, Danbury and New Milford Hospitals and their
affiliates will promote the health and well-being of the people we serve.

b. Explain how each Applicant determined need for the proposal and discuss
the benefits of this proposal for each Applicant (discuss each Applicant
separately in separate paragraphs).

As healthcare reform moves from concept to reality there are increasing pressures on
independent hospitals’ resources and ultimate viability. In order for the hospitals involved
in this affiliation to be able to continue to provide quality care for patients in their service
areas now and in the future, efficiencies must be sought and realized. The CT
Department of Public Health’s Statewide Health Care Facilities and Services Plan (“the
Plan”) recognizes that hospitals are pursuing affiliations or mergers, inter alia, in
response to growing financial pressures brought on by the increasing cost of providing
healthcare, the decreasing federal and state reimbursement rates, the threat of government
payers further reducing reimbursement, the need for access to capital, and the ability to
develop economies of scale when purchasing supplies and services. (See Exhibit D, The
Plan, p.7, Sec. 1.8.5).
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NHSC Need

In November of 2008, the NHSC Board of Trustees and senior management explored the
strategies and tactics that would be needed to ensure the long-term success of NHSC.
Elements identified as essential to long-term viability included improved access to capital
markets, support for physician recruitment/retention, clinical service development, and
better use of scarce community resources.

In early 2009, Norwalk Hospital engaged Navigant Consulting, Inc. (“NCI”) for an
assessment of partnership options as one opportunity to ensure the continued strength and
viability of the hospital. A Partnership Task Force, consisting of Board members and
senior management, (the “Partnership Task Force”) identified potential scenarios for
further exploration and key drivers to be considered in a potential partner.

During this same time, NHSC was developing Vision 2015 — a strategic plan identifying
the long-term strategic priorities for the hospital. These priorities included improving
patient safety, satisfaction and quality outcomes, developing physician partnership and
integration, and the continued growth and development of hospital facilities and
programs. Working alongside NCI, NHSC recognized that selecting a partner was a
critical element to achieving these priorities for the future,

The Partnership Task Force identified potential partners including several Connecticut
and New York systems, as well as for-profit partners, and ruled out partnerships that did
not materially address organizational needs. NHSC leadership entered into discussions
with the remaining potential partners.

As aresult of this process WCHN emerged as the most appropriate partner that would
allow NHSC to achieve its goals. (See response to 1.c. below for the timeline forward).
WCHN was selected for a multitude of reasons, including, without limitation
demonstrated strong leadership, quality care, strong financial performance and a shared
vision for the future. In addition, WCHN had experience in affiliation with another
community hospital.

WCHN Need

Since the creation of the network in 2010, WCHN has continued to assess potential
affiliate partners in order to build material scale. Later in 2010, the leadership of NHSC
and WHCN initiated informal discussions about the possibility of a new alliance between
their organizations. It was recognized that an affiliation with NHSC would allow for
collaboration and development of a larger network to facilitate appropriate sharing of
resources, services and technologies. More importantly, it would provide a stronger
foundation for excellence in the delivery of health care services to residents in the
western Connecticut region. Affiliating with a strong partner such as NHSC was viewed
as an opportunity to share common goals of improving the quality of patient care between
both programs and creating new synergies which focus on patient healthcare delivered at
the right time and at the right place.
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WCHN and NHSC Benefits

As a newly affiliated health care network, both entities (WCHN and NHSC) will be
better able to continue to serve their communities with excellence over the long term. The
Applicants share a common vision of improving the community’s health by delivering
coordinated, cost-effective care across the health care continuum.

Together WCHN and NHSC identified the benefits that could be achieved by an
affiliation:

* Strengthen clinical programs to demonstrate quality outcomes and to improve
access to health care, which can be done more economically with two cooperating
systems rather than two stand-alone organizations.

* Enhance educational programs. This includes strengthened programs for medical
students, residents and fellows in both organizations.

* Strengthen the physician platform for the delivery of care.

* Build competencies required for new reimbursement models, such as population
health management, bundled payments, PHOs and ACOs.

» Integrate operations to achieve savings and create a unified operating model.

° Improve access to and/or reduce cost of capital due to system scale and
performance.

WCHN and NHSC have much in common, including similar histories and missions, and
local communities that hold each of them in high regard. If approved, the affiliation will
create a sum greater than its individual parts, with the collective opportunity to affiliate
and make improvements so our organizations can continue to serve our communities for
the long term.

c. Provide a history and timeline of the proposal (e.g., When did discussions
begin between the Applicants? What have the Applicants accomplished so
far?).

In 2009, NHSC, with the assistance of NCI began to identify possible partnership
arrangements with other hospitals. In 2010 the respective CEOs of NHSC and WCHN
initiated informal discussions about the possibility of a new alliance between their
organizations. In the summer of 2011, the Boards of WCHN and NHSC authorized their
respective CEO’s to further explore the opportunity of an affiliation.

On September 16, 2011, NHSC and WCHN executed a Mutual Confidentiality
Agreement. In the Fall of 2011, the Chartis Group, LLC was engaged through legal
counsel to support the development and evaluation of a plan that provided the context and
vision for the integration, as well as high-level financial estimates, to help determine if
there was sufficient rationale to merit continued discussion. These discussions
culminated with NHSC and WCHN executing a Letter of Intent (LOI) for corporate
affiliation on April 3, 2012. (See Exhibit E)
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Between April and December of 2012, NHSC and WCHN entered into due diligence,
further evaluating the benefits of working together to create a new network of health care
for their respective service areas. NHSC and WCHN executed a Summary of Terms,
including elements of the Letter of Intent on September 18, 2012. (See Exhibit E)

On January 18, 2013, the WCHN Board of Directors approved the Affiliation Agreement.
(See Exhibit F) The NHSC Board of Trustees approved the Affiliation Agreement on
January 21, 2013, (See Exhibit G) and the Agreement was signed by NHSC and WCHN
on January 22, 2013. (See Exhibit A)

Subsequent discussions have been held with State of CT Attorney General’s office, and
the Hart-Scott-Rodino filing has been submitted to the Federal Trade Commission to
initiate federal government approval of the transaction.

Integration planning is being organized, and the planning process will be initiated in mid-
April, 2013. (Refer to Question 1f. for more information about the Transition Plan).

d. List any changes to the clinical services offered by the Applicants that result
from this proposal, and provide an explanation.

Affiliation will enable WCHN and NHSC as a combined entity to build on their existing
strengths and capabilities. No disruption to or curtailment of clinical services is
anticipated at this time. The opportunities that will be created by this affiliation will be in
the form of expansion of some services, where needed, and in shared service personnel so
that both entities can continue to provide the wide range of services now being offered.
However, in the future, changes may occur as opportunities to reduce duplication or
inefficiencies in clinical service delivery are identified.

e. Describe the existing population served by the facility changing ownership or
control, and how the proposal will impact these populations. Include
demographic information as appropriate.

NHSC serves a large and diverse population of approximately 275,000 in its primary and
secondary service areas. The primary service area is defined as Norwalk, Westport, New
Canaan, Wilton and Weston. The secondary service area includes Darien, Fairfield,
Redding and Ridgefield. (See Exhibit H for more detailed demographic information.)

WCHN’s service area includes municipalities in both Connecticut and New York. The
primary service area towns include: Bethel, Bridgewater, Brookfield, Danbury, Kent,
New Fairfield, New Milford, Newtown, Redding, Ridgefield, Roxbury, Sherman, and
Washington, CT, and Brewster, Dover Plains, Patterson, Pawling, and Wingdale, NY.

If the affiliation is approved, patients in the towns within the service area of both
networks will have access to the same services as they have today. However, we believe
that the services will be more accessible by having additional health care providers and
locations available. It is also anticipated that many of the tertiary care services that are
being provided today will be strengthened by the partnership of NHSC with WCHN.
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f. Describe the transition plan and how the Applicants will ensure continuity of
services. Provide a copy of a transition plan, if available.

The Applicants have jointly engaged PricewaterhouseCoopers, through legal counsel, to
assist in developing a transition planning process to integrate their respective
organizations. This involves a collaborative and carefully planned approach to achieve
operational efficiencies while preserving and seamlessly providing core clinical services
to the communities we serve. The transition plan is anticipated to evolve over a six-
month period and will not disrupt continuity of patient care.

The approach will include establishing direction through identifying key integration
initiatives and synergies for the merged entity, developing the framework and structure to
accomplish the task, and a communications plan to keep the new organization and
community informed of shared progress. It is also designed to capitalize on WCHN’s
experience bringing together its two hospitals (Danbury and New Milford) and affiliated
entities two years ago.

To consolidate the activities into an executable plan, the integration project involves the
following:

* An Integration Steering Committee to provide overall vision and direction, drive
key decisions and commit and manage resources, drive change management
behaviors and address obstacles

* An Integration Management Office to manage project objectives and milestones,
provide tools, templates and protocols to facilitate activities, manage activities of
functional teams and monitor results

* Integration teams focused on identifying synergy opportunities in key areas,
developing work plans, resource needs and deliverables

¢ Change management and communication tools to foster ownership and support
timely and consistent messaging.

This infrastructure will enable New WHCN to plan for its first day as a merged entity.
Integration planning by the teams will be undertaken in the months prior to the close of
the transaction to prepare for Day One as a combined entity, post deal close. Along with
the Day One integration plan, New WCHN will have a plan for the first 100 days,
including a communication plan and change-management resources. Longer-term
integration items will be prioritized and documented in an overall integration strategy
planning document.

8. For each Applicant, (and any new entities to be created as a result of the
proposal), provide the following prior to and after this proposal:

i. Legal chart of corporate or entity structure including all affiliates.

The legal charts of the corporate structure are attached as Exhibit I. There are no
new entities that will be created as a result of this affiliation.
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ii. List of owners and the % ownership and shares of each.

There are no owners of either WCHN or the Norwalk Health Services
Corporation. The Applicants are nonstock corporations that have no members. If
the proposal is approved, WCHN would become the sole corporate member of

Norwalk Health Services Corporation.

h. Provide copies of all signed written agreements or memorandum of
understanding, including all exhibits/attachments, between the Applicants
related to the proposal. Note: If a final version is not available, provide a
draft with an estimated date by which the final agreement will be available.

Key documents are the Summary of Terms between NHSC and WCHN dated September
18, 2012 (included in Exhibit A) and the Affiliation Agreement executed January 22,
2013 (attached as Exhibit A). The final transaction agreement is expected to be finalized

in the fall of 2013.

2. Quality Measures

a. Submit a list of all key professional, administrative, clinical, and direct
service personnel related to the proposal. Attach a copy of their Curriculum

Vitae.

Both NHSC and WCHN have strong leadership at the management level based on a great
deal of depth and experience in health care in general, and hospitals in particular. A copy
of the CV’s for each of the following leaders from NHSC and WCHN are attached in

Exhibit J.

Norwalk Health Services Corporation

Western Connecticut Health Network

President & CEQ

President & CEQ

Dan DeBarba, Jr. John Murphy, MD

Senior VP, COO, Danbury Hospital
Senior VP & COO Michael Daglio
Lisa Brady Executive Director, Senior VP, New

Milford Hospital, Deborah Weymouth

VP Finance, CFO
Patrick Minicus

Senior VP, CFO & Treasurer
Steve Rosenberg

VP Patient Care Services, CNO
Renee Mauriello, RN

VP Patient Care Services, CNO
Moreen Donahue, RN

VP, Chief Medical Officer
Eric Mazur, MD

Chief Medical Officer
Matt Miller, MD

VP, Human Resources
Anthony Aceto

Senior VP, Human Resources
Phyllis Zappala

Chief Legal Officer

General Counsel
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Kristen Staikos Carolyn McKenna

Chief Compliance Officer Chief Risk & Compliance Officer
Jeannine Foran, RN, JD Joe Campbell

Chief Medical Information Officer, Acting CIO | Chief Information Officer

Steve O'Mahony, MD Kathy DeMatteo

Executive Director, Facilities
Jim Haynes

VP, Facilities
Morris Gross

Executive Director, Quality
Joanne Svogun

VP, Quality & Patient Safety
Dawn Myles

Executive Director, Planning & Business
Development, Jeryl Topalian

VP, Planning
Sally Herlihy

President NH Foundation, VP Public Affairs
Mary Franco

Executive Director & VP Foundation
Grace Linhard

President NHP&S, VP Business Development
Michael Marks, MD

Executive Director, WCMG
Tom Linhares

b. Explain how the proposal contributes to the quality of health care delivery in

the region.

New WCHN will combine three quality hospitals, independent physician groups,
outpatient facilities and other related providers in a manner that enhances access, quality

and service excellence for patients.

As noted in Question 1b., several of the benefits achieved by affiliation will enhance the

quality of health care delivery. The affiliation will:

e Strengthen clinical programs to demonstrate quality outcomes and to improve
access to health care, which can be done more economically with two cooperating
systems rather than two stand-alone organizations.

¢ Enhance educational programs. This includes strengthened programs for medical
students, residents and fellows in both organizations.

* Strengthen the physician platform for the delivery of primary care and specialty

services.

* Build competencies required for new reimbursement models, such as population
health management, bundled payments, PHOs and ACOs.

Strengthen Clinical Programs and Improve Access

Integration will enable the combined entity to build on the existing strengths and
capabilities of its hospital partners. The affiliation will work to improve clinical
programs by strengthening the clinical platform so that physicians can succeed, and
establishing quality standards to produce best practice outcomes across the single new
network. In a larger network, it will be possible to attract the needed physicians in order
to provide greater access to those requiring health care services. Access within one
system of care for the residents living in the services area of the new network will

provide patients with greater continuity of care.
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Both organizations seek to develop and grow primary and subspecialty care in order to
provide improved access to clinical services focused on quality and value. New WCHN
will allow for improved access to primary care in outpatient facilities. Subspecialty care
will be improved through collaboration and cooperation between the two organizations.

Enhance Educational Pro grams

Medical education and research capabilities will be enhanced with two teaching
organizations developing a single, coordinated education program for tomorrow’s
workforce of physicians, nurses, technicians and others. A larger network will offer more
opportunity for professional growth and development. The existing biomedical research
laboratory at WCHN will be available to both organizations as we strive to answer
questions about challenging diseases and tailor genomic therapies and unique solutions to
medicine.

Both organizations offer select Graduate Medical Education (GME) programs with over
160 combined residents and fellows, and both maintain strategic educational
relationships. Together our combined entity can achieve an educational platform with
more breadth and depth than either organization can achieve on its own. Integration
enhances the stature of the programs, and improves the quality of educational services
throughout the system.

Strengthen Physician Platform

The proposed integration of the two systems creates a larger physician platform that
positions the unified system to deepen its primary care base for improved patient access
in addition to building specific clinical programs. Currently, both systems include
physician groups that offer primary care, medical sub-specialty services and surgical sub-
specialty services.

Independently each organization may consider some limited expansion in their respective
communities but will do so gradually. The affiliation will provide the scale and resources
to invest more quickly to expand primary care access. New WCHN will focus on areas
that can be served through collaborative development of access/services. We will also be
able to explore diverse care delivery models such as medical homes, open access primary
care or urgent care. Affiliation of the two systems should allow New WCHN to more
effectively recruit PCP’s and specialists.

Build Competencies for New Reimbursement Models

Building competencies for managing care in a new reimbursement environment, and
facilitating our movement toward value-based reimbursement models can be achieved
collectively through integration. The investments and capabilities required for population
health management can be shared. The new network values health education for patients,
and will develop the infrastructure for population health management, focusing on
wellness, prevention and management of chronic disease in the lowest cost, clinically
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appropriate setting. This is an area that will benefit from collaboration to produce the
most effective means of reaching patients.

In addition, combined scale and resources better positions the organization to participate

in risk contracts, share infrastructure investments and operating costs. A Jarger managed
population increases predictability of costs. A larger employee base allows the system to
pilot new models of care.

Clinical integration requires joint hospital-physician infrastructure for new information
technology (“IT”). This is the single most expensive and resource-intensive
implementation required. However, this is a critical part of the plan to provide high
quality care to patients, and also a way to avoid duplicative medical treatment, which will
play a large role in reducing the cost of health care.

WCHN has been working for a number of years building a health information exchange
(“HIE”), known as HealthLink, that allows digital information to flow from one provider
to another. The patient is at the center of this multi-year, multi-million dollar endeavor
that stores clinical information in a central repository. Upon the approval of this
affiliation, NHSC will be able to combine their efforts with work already accomplished
by WCHN, bringing new independent practitioners into the information exchange for the
benefit of their patients, while reducing duplicative efforts.

3. Organizational and Financial Information
a. Identify the Applicant’s ownership type(s) (e.g. Corporation, PC, LLC, etc.).

Both Applicants are corporations.

Does the Applicant have non-profit status?
Yes (Provide documentation) [ ] No

Both Applicants are non profit tax-exempt entities. (See Exhibit K)

b. Provide a copy of the State of Connecticut, Department of Public Health
license(s) currently held by the Applicant and indicate any additional
licensure categories being sought in relation to the proposal.

The hospital licenses are attached as Exhibit L.

¢. Financial Statements

i. If the Applicant is a Connecticut hospital: Pursuant to Section 19a-644,
C.G.S., each hospital licensed by the Department of Public Health is

required to file with OHCA copies of the hospital’s audited financial
statements. If the hospital has filed its most recently completed fiscal year
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audited financial statements, the hospital may reference that filing for
this proposal.

ii. If the Applicant is not a Connecticut hospital (other health care facilities):

Audited financial statements for the most recently completed fiscal year.
If audited financial statements do not exist, in lieu of audited financial
statements, provide other financial documentation (e.g. unaudited
balance sheet, statement of operations, tax return, or other set of books.)

NHSC and WCHN have filed their most recently completed fiscal year audited
statements with OHCA..

Submit a final version of all capital expenditures/costs as folows:

Table 4: Proposed Capital Expenditures/Costs

Medical Equipment Purchase $0
Imaging Equipment Purchase 30
Non-Medical Equipment Purchase $0
Land/Building Purchase * $0
Construction/Renovation ** $0
Other Non-Construction (Specify) $0
Total Capital Expenditure (TCE) $0
Medical Equipment Lease (Fair Market Value) *** $0
Imaging Equipment Lease (Fair Market Value) *** $0
Non-Medical Equipment Lease (Fair Market Value) *** $0
Fair Market Value of Space *** N/A
Total Capital Cost (TCC) $0
Total Project Cost (TCE + TCC) $0
Capitalized Financing Costs (Informational Purpose Only) $0
Total Capital Expenditure with Cap. Fin. Costs $0

* If the proposal involves a land/building purchase, attach a real estate property
appraisal including the amount; the useful life of the building; and a schedule of
depreciation.

** If the proposal involves construction/renovations, attach a description of the
proposed building work, including the gross square feet; existing and proposed floor
plans; commencement date for the construction/ renovation; completion date of the
construction/renovation; and commencement of operations date.

*#* If the proposal involves a capital or operating equipment lease and/or purchase,
attach a vendor quote or invoice; schedule of depreciation; useful life of the
equipment; and anticipated residual value at the end of the lease or loan term.

There is no capital cost associated with this proposal.
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d. List all funding or financing sources for the proposal and the dollar amount
of each. Provide applicable details such as interest rate; term; monthly
payment; pledges and funds received to date; letter of interest or approval
from a lending institution.

Not Applicable.

e. Demonstrate how this proposal will affect the financial strength of the state’s
health care system.

In an era of healthcare reform and diminishing resources, the NHSC-WCHN proposed
affiliation is consistent with the goals of Department of Public Health’s Statewide Health
Care Facilities and Services Plan (“the Plan™). The guiding goal of the Plan is to
“improve the health of Connecticut residents; increase the accessibility, continuity and
quality of health services; prevent unnecessary duplication of health resources; and
provide financial stability and cost containment of health care services”. {(See Exhibit D,
The Plan, p. 2, Sec. 1.4).

This proposal will drive down the cost of delivery of healthcare through shared resources,
volume purchasing and integrated operations. The goal is to provide the highest quality
care at the lowest cost possible, in the most appropriate setting. As an affiliated system, it
will achieve greater efficiencies in the delivery of health care due to savings from
purchasing power of a larger network.

Integration will support strategic cost management by enabling the combined entity to
centralize and standardize non-patient facing functions, and to more effectively use
resources. Administrative functions will be centralized in select areas and the cost of IT
development and implementation will be shared throughout the system.

WCHN has a proven record of success in achieving significant cost savings and clinical
integration through its integration between Danbury and New Milford hospitals. In the
affiliation decision (OHCA Final Decision, Docket No. 10-31560-CON, 9/29/ 19, p.21)
OHCA found that “the affiliation would improve the quality, accessibility and cost
effectiveness of the health care delivery in the region”. In FY 2012, $7.05 M savings
were realized through streamlined operational functions and implementation of processes
supporting a single standard of care. Highlights include implementation of clinical
practice standards across sites of care, organizational realignment of clinical and support
departments (i.e. laboratory, radiology, infection control, IT, marketing, finance,
foundation, compliance, coding, human resources, pharmacy, supply chain, volunteer
services) and implementation of a common benefits platform and uniform Human
Resource P&P.

Currently, WCHN and NHSC are each financially stable organizations. Together, both
systems become stronger financially because their combined resources and efficiencies
will provide improved operating performance.
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The financial strength of the state’s health care system is directly related to the strength
of its providers. As the state and federal governments lower the rate of reimbursement
for the large number of patients covered by government plans, it will be up to the
providers to deliver quality, accessible, health care. Collaboration and affiliation between
health networks to share resources and lower costs is one step closer toward to ensuring
the financial strength of the state’s health care system.

4. Patient Population Mix: Current and Projected

a. Provide the current and projected patient population mix (based on the
number of patients, not based on revenue) with the CON proposal for the

proposed program,

Table 4a: WCHN Patient Population Mix

Current
FY 2012 FY 2013 FY 2014 FY 2015 FY 2016
Medicare* 44.9% 44.9% 44.9% 44.9% 44.9%
Medicaid* 16.6% 16.6% 16.6% 16.6% 16.6%
CHAMPUS & TriCare 0.2% 0.2% 0.2% 0.2% 0.2%
Total Government 61.6% 61.6% 61.6% 61.6% 61.6%
Commercial Insurers* 36.7% 36.7% 36.7% 36.7% 36.7%
Uninsured 1.2% 1.2% 1.2% 1.2% 1.2%
Workers Compensation 0.5% 0.5% 0.5% 0.5% 0.5%
Total Non-Government 38.4% 38.4% 38.4% 38.4% 38.4%
Total Payer Mix 100.0% 100.0% 100.0% 100.0% 100.0%
* Includes managed care activity.
** New programs may leave the “current” column blank.
*** Fill in years. Ensure the period covered by this table corresponds to the period
covered in the projections provided.
Table 4b: Norwalk Hospital Patient Population Mix
Current
FY 2012 FY 2013 FY 2014 FY 2015 FY 2016
Medicare* 41.0% 41.0% 41.0% 41.0% 41.0%
Medicaid* 20.0% 20.0% 20.0% 20.0% 20.0%
CHAMPUS & TriCare 0.1% 0.1% 0.1% 0.1% 0.1%
Total Government 61.1% 61.1% 61.1% 61.1% 61.1%
Commercial Insurers* 36.8% 36.8% 36.8% 36.8% 36.8%
Uninsured 1.8% 1.8% 1.8% 1.8% 1.8%
Workers Compensation 0.3% 0.3% 0.3% 0.3% 0.3%
Total Non-Government 38.9% 38.9% 38.9% 38.9% 38.9%
Total Payer Mix 100.0% 100.0 % 100.0% 100.0% 100.0 %

* Includes managed care activity.
** New programs may leave the “current” column blank.
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*** Fill in years. Ensure the period covered by this table corresponds to the period
covered in the projections provided.

Table 4c: With CON Consolidated WCHN Patient Population Mix

FY 2014 FY 2015 FY 2016
Medicare* 43.3% 43.3% 43.3%
Medicaid* 18.0% 18.0% 18.0%
CHAMPUS & TriCare 0.2% 0.2% 0.2%
Total Government 61.4% 61.4% 61.4%
Commercial Insurers* 36.7% 36.7% 36.7%
Uninsured 1.4% 1.4% 1.4%
Workers Compensation 0.4% 0.4% 0.4%
Total Non-Government 38.6% 38.6% 38.6%
Total Payer Mix 100.0% 100.0 % 100.0%

* Includes managed care activity.

** New programs may leave the “current” column blank.

*#* Fill in years. Ensure the period covered by this table corresponds to the period
covered in the projections provided.

b. Provide the basis for/assumptions used to project the patient population mix.

The patient population mix is based on the inpatient volume at Norwalk Hospital and at
WCHN (Danbury Hospital and New Milford Hospital). The consolidated entity would
start in FY 2014. The patient population mix has been stable, so we do not expect the
patient population mix to change as a result of the proposal.

5. Financial Attachments I & II

a. Provide a summary of revenue, expense, and volume statistics, without the
CON project, incremental to the CON project, and with the CON project.
Complete Financial Attachment I. (Note that the actual results for the fiscal
year reported in the first column must agree with the Applicant’s audited
financial statements.) The projections must include the first three full fiscal

years of the project.
See Exhibit M for Financial Attachment 1.
b. Provide the assumptions utilized in developing Financial Attachment I (e.g.,
full-time equivalents, volume statistics, other expenses, revenue and expense
% increases, project commencement of operation date, etc.).

See Exhibit N for the assumptions used in Financial Attachment L.

¢. Identify the entity that will be billing for the proposed service(s).
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There will be no changes in billing as a result of this proposal. Each Applicant
will continue to bill as a provider of current services.

d. As aresult of the proposal, will there be any change to existing
reimbursement contracts between the Applicants and payers (e.g. Medicare,
Medicaid, commercial)? Explain.

There will be no changes to existing reimbursement contracts between the Applicants and
the payers as a result of this proposal.

e. Provide the minimum number of units required to show an incremental gain
from operations for each fiscal year.

Not applicable.

f. Explain any projected incremental losses from operations contained in the
financial projections that result from the implementation and operation of
the CON proposal.

There are no losses associated with this proposal.
g. Describe how this proposal is cost effective

This proposal is cost effective because integration of WCHN and NHSC into a new
organization will eliminate unnecessary duplication by enabling the combined entity to
centralize and standardize non-patient functions to more effectively use the collective
resources. Cost savings will be realized by:
¢ Centralization of roles and functions will enable cost savings primarily in non-
clinical, administrative and managerial roles
¢ Standardization of policies and processes will create additional efficiencies even
in some areas that remain hospital specific to reduce costs in local communities
* Scale provides the opportunity to achieve savings on purchased goods and
services, including clinical and non-clinical supplies, physician preference items,
drugs and external service contracts
* Scale supports more effective use of existing in-house resources, reducing
reliance on external services

NHSC and WCHN recognize their continued viability rests, in part, on the vision that is
developed today to provide for the health care needs of tomorrow. Our shared vision for
the new WCHN is to improve the community’s health by delivering cost-effective,
coordinated care across the continuum.
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AFFILIATION AGREEMENT BY AND BETWEEN
NORWALK HEALTH SERVICES CORPORATION
AND
WESTERN CONNECTICUT HEALTH NETWORK, INC.

This Affiliation Agreement (the “Agreement”) is entered into as of this 22nd day of
January, 2013 between Norwalk Health Services Corporation, a Connecticut nonprofit corporation
(“NHSC”) and Western Connecticut Health Network, Inc., a Connecticut nonprofit corporation
(“WCHN™). Each of NHSC and WCHN is referred to herein as a “Party” and collectively as the
“Parties.” All capitalized terms used herein and not defined upon initial use have the respective
meanings set forth in Section 9.

WHEREAS, by entering into the proposed affiliation described in this Agreement (the
“Affiliation”), the Parties intend to create an integrated health care delivery system (the “System”)
capable of bringing best practices in health care delivery to enhance the health and well-being of
residents within the geographic areas served by the Parties;

WHEREAS, the Parties believe that the Affiliation will improve the health of the
communities served by WCHN and NHSC by delivering coordinated, effective care;

WHEREAS, NHSC controls, either directly or indirectly, certain subsidiaries and
affiliates, including, without limitation, The Norwalk Hospital Association (“NHA”) and Norwalk
Hospital Foundation, Inc. (“NHSCF”) and other subsidiaries and affiliates listed on Schedule 1(a)
(collectively, NHA, NHSCF and such other subsidiaries and affiliates of NHSC may be referred to
herein as the “NHSC Affiliates” and the NHSC Affiliates, with NHSC, may be referred to herein

as the “NHSC Entities”);
WHEREAS, NHA owns and operates Norwalk Hospital,

WHEREAS, WCHN controls, either directly or indirectly, certain subsidiaries and
affiliates, including, without limitation, The Danbury Hospital (“Danbury Hospital”), New
Milford Hospital, Inc. (“New Milford Hospital”), Western Connecticut Home Care, Inc. and other
subsidiaries and affiliates listed on Schedule 1(b) (collectively, Danbury Hospital, New Milford
Hospital, Western Connecticut Home Care, Inc. and such other subsidiaries and affiliates of
WCHN may be referred to herein as the “WCHN Affiliates” and the WCHN Affiliates, with
WCHN, may be referred to herein as the “WCHN Entities” or the “WCHN System™); and

WHEREAS, on April 3, 2012, WCHN and NHSC executed a Letter of Intent for
Corporate Affiliation (the “Letter of Intent”) confirming their understanding with respect to a
proposed affiliation and a Summary of Terms dated September 18, 2012 (the “Summary of
Terms”), superseding the Letter of Intent in its entirety except with respect to Sections 5, 6 and 7
(the Letter of Intent and the Summary of Terms collectively referred to herein as the “Letter of

Intent™);
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NOW, THEREFORE, for good and valuable consideration, the receipt and sufficiency of
which are hereby acknowledged, and in order to effectuate the Affiliation, the Parties agree as
follows:

1. Affiliation Steps and Effective Date.

1.1 Effectuation of the Affiliation.

(a) WCHN Actions. Prior to the execution of this Agreement, the
board of directors of WCHN (the “WCHN Board™) will have taken all necessary
actions to approve and adopt, effective as of the Effective Date and subject to the
satisfaction or waiver of all the conditions to Closing set forth in Section 4, an
Amended and Restated Certificate of Incorporation of WCHN substantially in the
form set forth in Exhibit A-1 and the Amended and Restated Bylaws of WCHN
substantially in the form set forth in Exhibit B-1 (the “WCHN Restated Governing
Documents™). At or prior to Closing, WCHN will cause Danbury Hospital and New
Milford Hospital to amend and restate their governing documents to make them
consistent with the terms of the Affiliation, in forms mutually agreeable to the
Parties (such amended and restated governing documents may be referred to herein
as the “Danbury and New Milford Restated Governing Documents”).

(b) NHSC Actions. Prior to the execution of this Agreement, the
board of trustees of NHSC (the “NHSC Board”) will have taken all necessary actions
to approve and adopt, effective as of the Effective Date and subject to the satisfaction
or waiver of all the conditions to Closing set forth in Section 4, an Amended and
Restated Certificate of Incorporation of NHSC substantially in the form set forth in
Exhibit A-2 and Amended and Restated Bylaws of NHSC substantially in the form
set forth in Exhibit B-2 (the “NHSC Restated Governing Documents”). At or prior
to Closing, NHSC will cause all NHSC Affiliates to amend and restate their
governing documents to make them consistent with the terms of the Affiliation, in
forms mutually agreeable to the Parties (such amended and restated governing
documents may be referred to herein as the “NHSC Affiliates Restated Governing
Documents™).

{c) NHA Actions. Prior to the execution of this Agreement, the
board of trustees of NHA (the “NHA Board”) and, to the extent required, the NHSC
Board will have taken all necessary actions to approve and adopt, effective as of the
Effective Date, an Amended and Restated Certificate of Incorporation of NHA
substantially in the form set forth in Exhibit A-3 and Amended and Restated Bylaws
of NHA substantially in the form set forth in Exhibit B-3 (the “NHA Restated
Governing Documents™),
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(d) Organizational Charts. Attached as Exhibit C are schematics
showing the relevant pre-Closing and post-Closing organizational structure of the
Affiliation.

12 Closing Memorandum. Upon satisfaction or waiver of all of the conditions
precedent set forth in Section 4 and unless this Agreement is earlier terminated pursuant to
Section 3, the respective Presidents of WCHN and NHSC will execute a written memorandum
(the “Closing Memorandum™) which will confirm their agreement, on behalf of their respective
institutions, that all of the conditions precedent to the closing of the Affiliation (the “Closing”)
have been satisfied or waived as of the date of execution of the Closing Memorandum, that the
Closing will occur on such date (“Closing Date””) and setting forth certain other matters as
specified herein. The Closing will occur at Norwalk Hospital at 34 Maple Street
Norwalk, Connecticut. The Affiliation will be deemed to become effective as between the Parties
as of 12:00:01 AM Eastern Time on the Closing Date (the “Effective Date™).

2. Initial Governance Structure. Beginning at the Closing Date and ending upon the
occurrence of one of the events set forth in Section 2.1( £) (the “Initial Period”), the governance
structure of the Affiliation (“Initial Governance Structure”) will be as follows, and as set forth in
the WCHN Restated Governing Documents, NHSC Restated Governing Documents, NHA
Restated Governing Documents, Danbury and New Milford Restated Governing Documents and
the NHSC Affiliates Restated Governing Documents:

2.1 WCHN Board.

(a) WCHN Board Size. The WCHN Board will have eighteen
(18) directors.

(b) WCHN Board Composition. At the Closing Date, the WCHN
Board will include seven (7) voting members who were members of the NHSC
Board immediately prior to the Closing Date (the “Initial NHSC Designees”) and the
remaining eleven (11) WCHN Board members will be individuals who served as
members of the WCHN Board immediately prior to the Closing Date (the “Initial
WCHN Designees”). Prior to the Closing Date, the Parties will mutually agree upon
the individuals who will serve as the Initial NHSC Designees and Initial WCHN
Designees (the “Initial WCHN Directors”) and shall submit the names of such
individuals to the members of WCHN for election of such slate of directors effective
as of the Closing Date.

i) The Initial WCHN Directors will serve for staggered terms as set
forth in Section 3.3 of the Amended and Restated Bylaws of WCHN and as mutually agreed by
the Parties prior to the Closing Date. The Initial WCHN Directors shall be subject to the term
limits set forth in Section 3.4 of the Amended and Restated Bylaws of WCHN and as mutually
agreed by the Parties prior to the Closing Date.
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(ii)  During the Initial Period, in the event of a vacancy among the Initial
NHSC Designees or the Initial WCHN Designees, such vacancy will be filled by majority vote of
the NHA Board (with respect to the Initial NHSC Designees) or the boards of directors of
Danbury Hospital and New Milford Hospital (the “WCHN Hospital Boards™) (with respect to the
Initial WCHN Designees), subject in each case to approval by WCHN. In the event WCHN
declines to elect any candidate, the NHA Board or WCHN Hospital Boards, as applicable, will
designate one (1) or more new candidates until agreement is reached, provided, however, that if
the Board declines to elect two (2) candidates proposed to fill the same vacancy, the Board may
only decline to elect the third candidate proposed if the Board declines such candidate based on a
Super-majority Vote (as defined below). The individuals serving as Initial WCHN Desi gnees
(together with such changes as may be made pursuant to this Section 2.1(b)(ii) with respect to
vacancies) are referred to herein as the “WCHN Designees.” The individuals serving as Initial
NHSC Designees (together with such changes as may be made pursuant to this Section 2.1(b)(ii)
with respect to vacancies) are referred to herein as the “NHSC Designees.”

© WCHN Board Officers. Prior to the Closing Date, the Parties

shall mutually agree on the officers of the WCHN Board to be effective as of the
Closing Date. For the period beginning on the Closing Date and ending on the third
annual meeting of the WCHN Board after the Closing Date (the “Third Annual
Meeting”), the WCHN Board Chair will be an NHSC Designee elected by the
WCHN Board and the WCHN Board Vice-Chair will be a WCHN Designee elected
by the WCHN Board. For the following two-year term after the Third Annual
Meeting date, the WCHN Board Chair will be a WCHN Designee elected by the
WCHN Board and the WCHN Board Vice-Chair will be an NHSC Designee elected
by the WCHN Board.

(d) Committees. During the Initial Period, any NHSC Board
member serving on the NHSC Board immediately prior to the Closing Date who is
not an [nitial NHSC Designee to the WCHN Board will be provided an opportunity
to serve on a WCHN Board committee or on the board of a WCHN Entity, and all
such individuals will be eligible to become members of WCHN. To the extent
permitted by applicable law, the same individuals will serve on board committees of
WCHN, NHA, Danbury Hospital and New Milford Hospital; provided, however,

that the medical staff, nominating and budget and finance committees will be
maintained at the local level. _
I Committee assignments

and chairmanships will be set forth on a schedule to the Closing Memorandum.
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(e) Danbury Hospital and New Milford Hospital. At the Closing

Date, the WCHN Hospital Boards will be comprised of those individuals serving as
the Initial WCHN Designees.

63 Major WCHN Board Actions. As sole corporate member of
NHSC, WCHN will have certain powers as set forth in the NHSC Restated

Governing Documents and as set forth in the NHA Restated Governing Documents.
In addition, during the Initial Period, certain WCHN Board actions (whether an
affirmative power of the WCHN Board or a “Reserved Power” with respect to
NHSC, as defined in the WCHN Restated Governing Documents and NHSC
Restated Governing Documents) will require a super-majority vote of the WCHN
Board, defined for this purpose as the affirmative votes of two-thirds of all of the
WCHN Board members then serving (a “Super-majority Vote”). Thus, assuming
eighteen (18) directors are currently serving, the vote of at least twelve (12) of the
eighteen (18) directors (which would include at least one of the NHSC Designees)
shall be required to satisfy the requirement for a Super-majority Vote. In the event of
any vacancy of the NHSC Designees during the Initial Period, a Super-majority Vote
will be deemed to require the affirmative vote of at least one of the NHSC
Designees.

(2) Conclusion of the Initial Period. The Initial Governance

Structure will continue in effect unless and until changed following the occurrence of
any one of the following events:
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(iv)  NHSC Board. Except as expressly provided herein, the following
provisions apply effective as of the Closing Date and shall continue through the Initial Period:

(h) WCHN as the Sole Member. Until modifted in accordance
with Section 6.7, WCHN will be the sole corporate member of NHSC and NHSC
will continue as the sole corporate member of NHA,

(i) NHSC Board Composition. The NHSC Board will be initially
comprised of the individuals serving in such capacity immediately prior to the
Closing Date and shall include all of the NHSC Designees and thereafter will be
comprised of individuals elected in accordance with the NHSC Restated Governing
Documents. In addition, the WCHN President and Chief Executive Officer and at
least one additional WCHN Designee will also become members of the NHSC Board
commencing as of the Closing Date. The NHSC/NHA President and Chief
Executive Officer and the NHSCF President and Chief Executive Officer will be ex-
officio voting members of the NHSC Board. After the Closing, the NHSC Board
will be elected by WCHN in accordance with the NHSC Restated Governing
Documents.

() NHSC Board Powers. The NHSC Board, acting for NHSC as
the sole corporate member of NHA, also shall have the powers set forth in the NHA
Restated Governing Documents, subject to the Reserved Powers and compliance
with WCHN System policies as set forth in Section 6.4(a). The NHSC Board will
have all of the powers and authority granted to a board under the Act subject only to
the Reserved Powers granted to its sole member, WCHN, pursuant to the NHSC
Restated Governing Documents and WCHN System Policies as set forth in Section

6.4(a).

(k) Reserved Powers. Certain decisions, which will initially be
made by the NHSC Board, shall be subject to approval by WCHN (the “Reserved
Powers”) as set forth in the NHSC Restated Governing Documents.

2.2 NHA Board. Except as expressly provided herein, the following provisions apply
effective as of the Closing Date and shall continue through the Initial Period:

(a) NHSC as the Sole Member. Until modified in accordance
with Section 6.7, NHSC will continue as the sole corporate member of NHA.

6
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WCHN will exercise “reach through” rights, such that any NHA actions requiring
member approval under the NHA Restated Governing Documents shall not be
deemed approved until such time as NHA receives approval from both NHSC and
WCHN, as the sole corporate member of NHSC,

(b) NHA Board Composition. The NHA Board will initially be
comprised of the members of the NHSC Board in office immediately prior to the
Closing Date. The NHSC/NHA President and Chief Executive Officer and the
NHSCEF President and Chief Executive Officer will be members of the NHA Board.

3. Interim Covenants. The Parties agree that during the period from the date of execution
of this Agreement to the earlier to occur of the Effective Date or the termination of this
Agreement:

3.1 Commercially Reasonable, Good Faith Efforts. Each Party will use commercially

reasonable efforts and act in good faith to obtain all necessary regulatory, corporate and other
approvals and to take all such other actions as may be necessary or appropriate to effectuate the
Affiliation as described in this Agreement, including such actions as may be reasonably necessary
or appropriate to cause the conditions to the Closing in Section 4 to be satisfied.

3.2 Standstill. Neither Party nor any of its respective affiliates will enter into
discussions with any third party concerning a possible sale, conveyance, transfer, lease,
membership substitution, merger, or other Material Transaction (without the approval of the other
Party). Neither the WCHN Entities nor the NHSC Entities will amend or permit to be amended
the certificates of incorporation or the bylaws of any of such entities, other than as described in

Section 4.1.

3.3 Conduct of Business. Each Party will continue to operate in its usual, regular and
ordinary manner consistent with past practices and to comply in all material respects with all
applicable laws, rules and regulations.

(a) Without limiting the generality of the foregoing, no NHSC
Entity will take any of the following actions without the prior written consent of
WCHN, which will not be unreasonably withheld or delayed: (i) enter into any
Material Transaction or (ii} make any distributions of cash or other assets except in
the ordinary course of its business and consistent with past practice. Without the
prior approval of WCHN, the NHSC Entities will not transfer assets to any entity
other than the NHSC Entities that is not in the usual, regular and ordinary course of
business as set forth in the NHSC Entities’ fiscal year 2013 capital and operating
budgets and consistent with past practice.

(b)  Without limiting the generality of the foregoing, no WCHN
Entity will take any of the following actions without the prior written consent of
NHSC, which will not be unreasonably withheld or delayed: (i) enter into any

7



04/05/2013

Affiliation CON-33

Material Transaction or (ii) make any distributions of cash or other assets except in
the ordinary course of its business and consistent with past practice. Without the
prior approval of NHSC, the WCHN Entities will not transfer assets to any entity
other than the WCHN Entities that is not in the usual, regular and ordinary course of
business as set forth in the WCHN Entities’ fiscal year 2013 capital and operating
budgets and consistent with past practice.

3.4 Public Statements. Except as may be required by applicable laws or as otherwise
contemplated herein, none of the WCHN Entities or NHSC Entities will make any public
statements or communications to the public, the press or any third party (other than to their
respective affiliates and to their or their affiliates’ respective officers, employees, accountants,
attorneys, and agents who require access to such information in order to be able to perform
necessary duties) regarding the terms of the Affiliation or this Agreement without the other
Party’s prior written consent. Further, the Parties agree that in the event that the Affiliation
described herein is not consummated for any reason, the Parties will mutually agree on a
statement to that effect prior to any such disclosure to the public or the press.

35  Communications with Government Officials. Unless the Parties otherwise agree in
writing after the execution of this Agreement, the Parties will communicate jointly with
government officials with respect to the Affiliation and will work together to develop a plan for
coordinated communications by the Parties and by other WCHN Entities and other NHSC
Enuties. From the date of this Agreement until the earlier of the Effective Date or the date that
this Agreement is terminated in accordance with its terms, none of the WCHN Entities or the
NHSC Entities will, except as required by applicable law, communicate separately with
government officials regarding the Affiliation without the prior approval of the other Party.
Notwithstanding the foregoing, the WCHN Entities and the NHSC Entities will be free, without
prior approval of the other Party, to communicate with government officials in the ordinary course
and with respect to matters unrelated to the Affiliation.

36 Additional Diligence Information. Pursuant to the Letter of Intent, WCHN and
NHSC furnished each other with certain requested information in order to permit each of the
Parties to perform a due diligence analysis of the Affiliation (the “Due Diligence Information™).
From the date of this Agreement through the Effective Date, (i) each Party will disclose to the
other Party any information known to the disclosing Party’s senior management team that, if not
disclosed, would make the Due Diligence Information provided to the other Party taken as a
whole, in light of the circumstances under which such information was provided, materially
incomplete, inaccurate or misleading in any material respect; (ii) NHSC will provide to WCHN,
on a monthly basis, a financial information packet on the financial condition of the NHSC Entities
in the same form provided to the NHSC Board and WCHN will provide to NHSC, on a monthly
basis, a financial information packet on the financial condition of the WCHN Entities in the same
form provided to the WCHN Board; (iii} NHSC will provide to WCHN a copy of each Medicare
cost report filed by a NHSC Entity after the date hereof within five (5) days of such filing and
WCHN will provide to NHSC a copy of each Medicare cost report filed by a WCHN Entity after

8
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the date hereof within five (5) days of such filing; and (iv) NHSC will provide to WCHN and
WCHN will provide to NHSC updates to any Schedules to this Agreement necessary to make
such Schedules complete and accurate in all material respects as of the date on which the update is
provided, including as of the Closing Date.

4. Conditions Precedent. The Affiliation will not occur until each of the following
conditions is satisfied or waived by the Party it is intended to benefit:

4.1 Organizational Documents.

(a) WCHN. The WCHN Board (and if necessary, the members of
WCHN) will have taken all additional action (if any) necessary to approve and adopt,
conditional on and effective as of the Effective Date, the WCHN Restated Governing
Documents and caused Danbury Hospital and New Milford Hospital to approve and
adopt the Danbury and New Milford Restated Governing Documents.

(b) NHSC. The NHSC Board will have taken all additional action
(if any) necessary to approve and adopt, conditional on and effective as of the
Effective Date, the NHSC Restated Governing Documents and caused the NHSC
Affiliates to approve and adopt the NHSC Affiliates Restated Governing Documents.

(c) NHA. The NHA Board (and, if necessary, NHSC) will have
taken all additional action (if any) necessary to approve and adopt, conditional on
and effective as of the Effective Date, the NHA Restated Governing Documents.

4.2  Hart-Scott-Rodino. The applicable waiting period under the Hart-Scott-Rodino
Act amendments to the Antitrust Improvement Act will have expired without any challenge by the
Federal Trade Commission (“FTC”) or the Department of Justice (“DOJ”) to the implementation
of the Affiliation, or in the event that the FTC or DOJ initiate a challenge, including through the
issuance of a second request, the matter will have been resolved to the reasonable satisfaction of
each of WCHN and NHSC.

4.3  Attorney General. The Attorney General of the State of Connecticut (the “Attorney
General”) will not have challenged the implementation of the Affiliation, or if the Attorney
General initiates a challenge, the matter will have been resolved to the reasonable satisfaction of
each of WCHN and NHSC.

4.4 Government Approvals and Filings. Each Party will have made the necessary
filings with governmental or regulatory authorities and will have received the governmental

permits, licenses, or other approvals in each case described on Schedule 4.4 (other than filings
described on Schedule 4.4 as post-Closing filings), which will not be subject to any conditions,
limitations or other terms not reasonably acceptable to the Parties.
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4.5  Non-Governmental Consents, Each Party will have obtained and delivered to the
other Party the consents from non-governmental third parties described on Schedule 4.5, which
will not be subject to any conditions, limitations or other terms that would result or be reasonably
likely to result in a NHSC Material Adverse Effect or WCHN Material Adverse Effect.

4.6 No Investigation or Enforcement Action. The implementation of the Affiliation
will not be the subject of any litigation or regulatory investigation or enforcement action;
provided, however, that if the implementation of the Affiliation is subject to any litigation or
regulatory investigation or enforcement action, the Affiliation will not be implemented without
the agreement of each of WCHN and NHSC.

4.7  Compliance with Interim Covenants. Each Party will have determined in its sole
discretion that the other Party has complied with the terms of Section 3.

4.8 No Material Adverse Effect. Unless waived by NHSC, between the date of this
Agreement and the Closing Date, a WCHN Material Adverse Effect will not have occurred.
Unless waived by WCHN, between the date of this Agreement and the Closing Date, an NHSC
Material Adverse Effect will not have occurred.

4.9  Representations and Warranties. Unless waived by NHSC, all representations and
warranties made by WCHN in Section 7 will be true, accurate, and complete in all material
respects as of the Closing Date. Unless waived by WCHN, all representations and warranties
made by NHSC in Section 7 will be true, accurate, and complete in all material respects as of the
Closing Date.

4.11  WCHN Member Approval. The members of WCHN shall have approved the

Initial NHSC Designees and Initial WCHN Designees.

4.12  Revisions to Restated Governing Documents. The Parties shall cause the WCHN

Restated Governing Documents, the NHA Restated Governing Documents and the NHSC
Restated Governing Documents to be revised substantially as described in Schedule 4.12 attached
hereto and made a part hereof.

5. Termination Of Agreement.

5.1 Term. This Agreement will become effective upon execution by the Parties and
may be terminated by either Party by written notice to the other Party if the Closing has not

10
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occurred by September 30, 2013 absent mutual written consent by the Parties to extend the term.
The term of the Agreement shall be perpetual unless terminated as provided herein.

5.2 Termination by Mutual Written Consent. This Agreement may be terminated prior

to the Closing Date by the mutual written consent of the Parties.

5.3  Termination by Material Adverse Event. This Agreement shall terminate on ten
(10) days’ prior written notice from WCHN or NHSC respectively in the event that an NHSC
Material Adverse Event occurs that is not waived by WCHN or a WCHN Material Adverse Event
occurs that is not waived by NHSC.

54  Survival. In the event of termination pursuant to Section 5.1, Section 5.2 or
Section 5.3, all rights and obligations under the Agreement will cease and the terms and
provisions of the Agreement will have no further effect, except that Section 3.4 [Public
Statements] and Section 8.4 {Confidentiality] will survive termination of this Agreement in the
event that the Affiliation is not consummated. In the event that the Affiliation is consummated,
only the provisions of Section 2 [Initial Governance Structure], Section 6 [Post-Closing
Covenants] and Section 8 [Miscellaneous] will survive beyond the Closing Date. Protections
provided under the Mutual Confidentiality Agreement by and between NHSC and WCHN dated
as of September 16, 2011 with respect to communications and all information exchanged during
the term of such Mutual Confidentiality Agreement will survive the termination of this
Agreement.

6. Post-Closing Covenants. From and after the Closing Date, the Parties will take the
following actions and observe the following covenants:

6.1 Qversight of Business. Immediately following the Closing Date, WCHN and
NHSC will each retain full power and authority to oversee such Party’s business; provided,
however, that the authority to oversee the business of the NHSC Entities will be subject to the
Reserved Powers of WCHN and further provided that each Party shall have the obligations, duties
and requirements applicable to such Party after the Closing Date as set forth in this Agreement.
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6.3  Executive Compensation. The WCHN Board Executive Compensation
Committee, or such other committee as may be appointed by the WCHN Board, will review and
establish executive compensation in accordance with applicable law.

6.4 Operation of NHSC Affiliates.

(a) Operation in Accordance with WCHN Policies. Subject to the
provisions of this Agreement, the NHSC Restated Governing Documents, applicable
law, and any terms and conditions of loan agreements, trust indentures, and any
binding third party agreements existing prior to the Closing Date, the NHSC Entities
will operate in accordance with the rights, obligations, duties, and requirements
applicable to all WCHN Entities, as such rights, obligations, duties and requirements
are from time to time established by WCHN, and applied from time to time to all
WCHN Entities. Prior to the Closing Date, WCHN and NHSC shall agree on a
schedule of policies, procedures and practices that will be binding on all parties
(“System Policies™) and other policies that may be maintained by any one or more of
the Hospitals with such changes as may be adopted from time to time, and as are not
inconsistent with the governance rights expressly set forth in the NHSC Restated
Governing Documents and any new policies required by law or accrediting
standards. It is understood that in the event any contract entered into by any of the
WCHN Entities or the NHSC Entities after the Closing Date is in compliance with
System Policies, but a subsequent change in System Policies is in conflict with such
contract, the WCHN Entities or the NHSC Entities, as applicable, shall take
commercially reasonable steps to unwind such non-compliant contract as soon as
practicable. WCHN will have, in its sole discretion, the right to change or alter at
any time the System Policies as applied to all WCHN Entities and NHSC Entities;
provided that no System Policies adopted after the Closing Date that apply to any
NHSC Entities shall be inconsistent with the governance rights expressly set forth in
this Agreement and the NHSC Restated Governing Documents (unless required by
law or accreditation standards).

(b) Medicare Form 855A. After the Closing Date, each NHSC
Affiliate which is a participating provider in Medicare or Medicaid will submit a
Form 855A change of information filing to its fiscal intermediary within the time
frame required under applicable laws and regulations.




04/05/2013 Affiliation CON-38

(d)  Medical Staff. The Affiliation will not impact or change the
medical staff appointment or clinical privileges of members of the medical staffs of
Norwalk Hospital, Danbury Hospital or New Milford Hospital (each a “Hospital”) as
existing on the Closing Date. The Parties do not expect that execution of the
Agreement will have any effect on the independent status of the medical staffs of any
of the Hospitals. WCHN will work with the medical staffs of each Hospital to
evaluate and where feasible pursue opportunities for medical staff/clinical integration
where doing so offers opportunities for advancement in quality and cost-
effectiveness of care.

6.5  Access to WCHN Insurance Programs. The NHSC Entities will have access to
insurance programs offered by WCHN’s insurance plans, subject to such entities’ eligibility for
and acceptance by those programs. Such insurance programs may or may not provide tail

coverage, depending on the nature of the programs and such entities’ eligibility for and acceptance
by those programs.

7. Representations and Warranties.

7.1 By Fach Party. As a condition to entry into this Agreement, each Party represents
and warrants to the other Party that as to itself and as to each of its affiliates the statements set
forth in this section are true and correct as of the date hereof:

(a) Due Organization and Authority. The WCHN Entities and the
NHSC Entities are corporations duly organized and validly existing under the laws of
the State of Connecticut. Each such corporation has all requisite corporate or other
power and authority to own, lease, and operate its properties and to carry on its
business as it is now being conducted, The copies of the certificates of incorporation
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and bylaws of each of the WCHN Entities and the NHSC Entities heretofore
delivered to or made available for review by WCHN and NHSC are complete and
correct, and no amendments thereto are pending or contemplated, other than as
described in Section 1.1.

(b) Corporate Power. Each of the Parties has full corporate power
and authority to enter into and carry out the terms and provisions of this Agreement
and the transactions contemplated hereby; all corporate proceedings have been duly
called and conducted; and all corporate authorizations have been obtained by each of
the Parties and the other NHSC Entities which are necessary to authorize the
execution, delivery and performance of this Agreement and to adopt the Restated
Certificates of Incorporation and Amended and Restated Bylaws in the respective
forms set forth in Exhibit A-1, Exhibit A-2, Exhibit A-3, Exhibit B-1, Exhibit B-2
and Exhibit B-3. No other corporate proceedings on the part of either WCHN or the
NHSC Entities are necessary to authorize such execution, delivery and performance
of this Agreement or to adopt the Amended and Restated Certificates of
Incorporation and Amended and Restated Bylaws in the respective forms set forth in
Exhibit A-1, Exhibit A-2, Exhibit A-3, Exhibit B-1, Exhibit B-2 and Exhibit B-3.
This Agreement is, and is intended to be, a legal, valid, and binding obligation of
each of the Parties, enforceable in accordance with its terms; provided, however, that
(i) such enforcement may be limited by bankruptcy, insolvency, reorganization,
moratorium or other similar laws currently now or hereafter in effect relating to
creditors’ rights generally; and (ii) the remedy of specific performance may be
subject to equitable defenses and to the discretion of the court before which any
proceeding therefor may be brought.

(©) Audited Financial Statements. WCHN has provided NHSC
with the audited balance sheets and related statements of income and statements of
cash flow of the WCHN Entities for the fiscal years ended September 30, 2009, 2010
and 2011, including the notes thereto, together with the most recent unaudited
balance sheets and related statements of income and statements of cash flow of
WCHN. NHSC has provided WCHN with the audited balance sheets and related
statements of income and statements of cash flow of the NHSC Entities for the fiscal
years ended September 30, 2009, 2010 and 2011, including the notes thereto,
together with the most recent unaudited balance sheets and related statements of
income and statements of cash flow of the NHSC Entities. (Such audited balance
sheets and related statements of income and statements of cash flow, including the
notes thereto, are referred to herein as the “Financial Statements.” Such unaudited
balance sheets and related statements of income and statements of cash flow are
referred to herein as the “Interim Financial Statements.”) The Financial Statements
(1) were prepared from the respective books and records of the WCHN Entities or the
NHSC Entities, as the case may be, (ii) fairly present the financial condition and
results of operations and cash flows for the WCHN Entities or the NHSC Entities, as

14
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the case may be, as of the dates and for the periods indicated, and (iii) were prepared
in accordance with generally accepted accounting principles applied on a consistent
basis (except as may be expressly indicated therein or in the notes thereto). None of
the WCHN Entities nor any of the NHSC Entities, as the case may be, have any
material liabilities or obligations, whether contingent or absolute, direct or indirect,
or matured or unmatured, which are not shown or provided for in the most recent of
such Financial Statements or which have not otherwise been disclosed in writing to
the other Party. The Interim Financial Statements were prepared from the respective
books and records of the WCHN Entities or the NHSC Entities, as the case may be,
consistent with the methods used to prepare the audited Financial Statements and any
other adjustments expressly described therein or in the notes thereto.

(d) Execution of Agreement. Neither the execution and delivery
of this Agreement nor the consummation of any of the transactions conternplated
hereby will (i) constitute a breach or a default under any contractual obligation of any
WCHN Entity or any NHSC Entity; (ii) result in acceleration in the time for
performance of any obligation of any WCHN Entity or any NHSC Entity under any
contractual obligation; (iii) result in the creation of any lien upon any asset of any
WCHN Entity or any NHSC Entity; (iv) require any notice, consent, waiver or
amendment to any contractual obligation; (v) give rise to any severance payment,
right of termination or any other right or cause of action under any contractual
obligation; or (vi) violate or give rise to a default or any other right or cause of action
under any law, except for the events or conditions described in clauses (i) through
(vi) above which do not and would not be reasonably likely to, individually or in the
aggregate, have a WCHN Material Adverse Effect or a NHSC Material Adverse
Effect, as the case may be. Except for the consents, waivers, approvals, and
authorizations of, and the filings registrations, and qualifications with, governmental
or regulatory authorities identified in Schedule 4.4, no consent, waiver, approval or
authorization of, or filing, registration or qualification with, any governmental or
regulatory authority which if not made or obtained could have a WCHN Material
Adverse Effect or NHSC Material Adverse Effect, as the case may be, individually
or in the aggregate, is required to be made or obtained by a WCHN Entity or a
NHSC Entity, in connection with the execution, delivery or performance of this
Agreement by a WCHN Entity or a NHSC Entity.

(e) Due Diligence. Each of the Parties has made due inquiry of
all matters described in this Section 7 and has fully and completely disclosed to the
other Party in Due Diligence Information all information relevant to such Party’s
representations in this Section 7.

7.2 Additional Representations and Warranties by WCHN. As a condition to NHSC’s
entry into this Agreement, WCHN as to itself and as to each of the WCHN Entities further

15



04/05/2013

Affiliation CON-41

represents and warrants to NHSC that the statements set forth in this section are true and correct
as of the date hereof:

(a) Legal Proceedings. Except as disclosed in Due Diligence

Information:

(i) there is no potentially material incident report related to the
operations or services of a WCHN Entity, and there is no litigation, at law or in equity, or any
proceeding before or investigation by any foreign, federal, state or municipal board or other
governmental or administrative agency or any arbitrator, or any fiscal intermediary or contractor
pending or, to the knowledge of the WCHN Entities, threatened against any WCHN Entity or
against any WCHN Entity’s directors, officers, agents, or employees in their capacities as
directors, officers, agents or employees of such WCHN Entity which would result or be
reasonably likely to result in any uninsured loss, which, individually or in the aggregate, would
result or be reasonably likely to result in any material liability, or which could otherwise,
individually or in the aggregate, result or be reasonably likely to result in any WCHN Material
Adverse Effect;

(i) there is no litigation at law or in equity, or any proceeding before or,
to the knowledge of a WCHN Entity, any investigation by, any foreign, federal, state or municipal
board or other governmental or administrative agency or any arbitrator pending which seeks
rescission of, seeks to enjoin the consummation of, or which questions the validity of, this
Agreement or any of the transactions contemplated hereby;

(iif)  no WCHN Entity has received notice of any judgment, decree or
order of any foreign, federal, state or municipal court, board or other governmental or
administrative agency or arbitrator, or any fiscal intermediary or contractor which has been issued
against it or any of its members, trustees, directors, officers, or employees which would have or be
likely to have a WCHN Material Adverse Effect, individually or in the aggregate;

(iv) neither (i) any attachments or execution proceedings, nor (ii) any
assignments for the benefit of creditors, insolvency, bankruptcy, reorganization or other similar
proceedings are pending or threatened against any WCHN Entity; and

(v)  the Due Diligence Information provided by WCHN contains a
complete and accurate listing of all litigation, at law or in equity, or any proceeding before or
investigation by any foreign, federal, state, or municipal board, other governmental or
administrative agency or arbitrator, or any fiscal intermediary or contractor pending or, to the
knowledge of the WCHN Entities, threatened against any WCHN Entity or against any WCHN
Entity’s directors, officers, agents, or employees in their capacities as directors, officers, agents, or
employees of such WCHN Entity.

(b) Compliance with Laws. Except as disclosed in Due Diligence
Information,
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(i) The business and operations of each WCHN Entity have been and
are being conducted in compliance with all material and applicable laws, ordinances, and rules
and regulations of all authorities, and any non-compliance would not have a WCHN Material
Adverse Effect, individually or in the aggregate.

(i)  Except for federal and state laws and regulations that apply
commonly to all hospitals in the State of Connecticut, and except for those matters, if any,
expressly disclosed in the Financial Statements, no WCHN Entity is subject to any restriction of
any kind or character, which may have a WCHN Material Adverse Effect on any WCHN Entity,

individually or in the aggregate.

(iif)  No WCHN Entity is in receipt of any written notice of any violation
of any law, statute, rule, regulation, judgment, order, decree, permit, concession, franchise or other
governmental authorization or approval applicable to it or to any of its properties, except for
violations which, individually or in the aggregate, would not have or result or be likely to have or
result in a WCHN Material Adverse Effect.

(iv)  The Due Diligence Information provided by WCHN contains
complete and accurate information regarding (i) each WCHN Entity’s compliance with all
applicable laws, ordinances, and rules and regulations of all authorities; and (ii) any written notice
of any violation of any law, statute, rule, regulation, judgment, order, decree, permit, concession,
franchise, or other governmental authorization or approval applicable to any WCHN Entity or any
of their respective properties.

{c) Insurance. Each WCHN Entity has insurance contracts in full
force and effect, with financially sound and reputable insurers licensed to write
insurance in the State of Connecticut, which insurance contracts provide for
coverages that are usual and customary for the risks attending the operations of such
WCHN Entity as to amount and scope. No WCHN Entity has received notice from
any insurance carrier of, or has knowledge of, defects or inadequacies in its property
or improvements or any other condition which if not corrected would result in
termination of directors and officers, hazard, liability or other insurance coverage or
increase in its cost,

(d) Tax Exempt Status.

(1) Each WCHN Entity is an organization described in Section
501(c)(3) of the Code, or corresponding provisions of prior law, as set forth in a determination
letter issued by the Internal Revenue Service and no such letter has been modified, limited, or

revoked.

(i) Each WCHN Entity is in material compliance with the terms,
conditions, and limitations in such letter, and the facts and circumstances that form the basis of
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such letter as represented to the Internal Revenue Service continue to exist, to the extent necessary
to support continued status as an organization described in Section 501(c)(3) of the Code.

(iii)  No proceedings are pending with respect to which any WCHN
Entity has been served or threatened in any way contesting or adversely affecting such entity’s
status as an organization described in Section 501(c)(3) of the Code or as an organization
described in Sections 509(a)(1), (2) or (3} of the Code, or which would subject any income of
such entity to federal income taxation to such an extent as would result in loss of such status.

(iv)  No WCHN Entity has knowledge of any challenge, investigation or
inquiry that the Internal Revenue Service has made regarding its status as an organization
described in Section 501(c)(3) of the Code or as an organization described in Section 509(a)(1),
(2) or (3) of the Code.

(v)  The Due Diligence Information provided by WCHN contains a
complete and accurate set of all reports, filings, correspondence, or other documents to or from
the Internal Revenue Service or the Connecticut Department of Revenue Services on any tax,
compliance, or other issue related to any of the WCHN Entities.

(e) Titles, I eases, and Licenses. Except as disclosed in Due
Diligence Information,

i) Each WCHN Entity has good and marketable title to, or in the case
of leased or licensed property, has valid leases or licenses under which it enjoys peaceful and
undisturbed possession of, all of its properties and assets (whether real or tangible personal),
including all properties and assets reflected in the Financial Statements and Interim Financial
Statements of the WCHN Entities (except as sold or otherwise disposed of since the date of such
Financial Statements or Interim Financial Statements in the ordinary course of business and
consistent with past practice).

(i)  Such properties and assets include all material properties and assets
used, or necessary for the conduct of, the business of the WCHN Entities as now conducted. All
such assets and properties, other than assets and properties in which the WCHN Entities have
leasehold interests from unrelated parties, are free and clear of all liens, except as specifically
described in the WCHN Entities’ Financial Statements or the footnotes thereto.

(iii)  Each WCHN Entity has complied in all material respects under all
leases to which it is a party and under which it is in occupancy, and all such leases are in full force
and effect.

(iv)  There are no properties, assets, or facilities used, or necessary for
the conduct of, the business of the WCHN Entities as now conducted that are licensed by the State
of Connecticut Department of Public Health.
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(H Environmental Laws. Except as disclosed in Due Diligence
Information,

(1) Each WCHN Entity has been and remains in compliance in all
material respects with all applicable environmental laws, except for noncompliance that would not
resuit in a WCHN Material Adverse Effect.

(i) To the knowledge of the WCHN Entities, there are no
circumstances or conditions present at or arising out of the present or former assets, properties,
leaseholds, businesses or operations of a WCHN Entity, including on-site or off-site storage or
release of a chemical substance, that may give rise to any environmental liabilities and costs.

(iii)  No WCHN Entity nor any of its assets, properties, businesses,
leaseholds or operations (i) has received or is subject to, or within the past three (3) years has
received or been subject to, any order, decree, judgment, complaint, agreement, ¢laim, citation, or
notice or (ii) is subject to any judicial or administrative proceeding or, to the knowledge of the
WCHN Entities, any investigation indicating that the WCHN Entity is or may be (a) in violation
of any environmental law; (b) responsible for the on-site or off-site storage or release of any
chemical substance; or (c) liable for any environmental liabilities and costs.

(iv)  No WCHN Entity has reason to believe that it will become subject
to a matter identified in this Section 7.2(f); and no WCHN Entity has knowledge that any
investigation or review with respect to such matters is pending or threatened, nor has any
governmental authority or other third party indicated an intention to conduct the same.

(v) No WCHN Entity is subject to, or as a result of the transactions
contemplated by this Agreement would be subject to, the requirements of any environmental laws
that require notice, disclosure, cleanup or approval prior to or upon the Effective Date or which
would impose liens on the assets or business of a WCHN Entity.

(g) Labor Unions and Collective Bargaining Agreements.
Employees of WCHN Entities are currently represented only by the collective
bargaining organizations listed on Schedule 7.2(g). Except in relation to the
foregoing collective bargaining organizations, no WCHN Entity is a party to any
labor union or collective bargaining agreement with respect to its employees or has,
within the previous three (3) years, been the subject of any organizing, petition or
election with respect to the unionization of any of its employees. There is no strike
or other work stoppage currently in effect or, to the knowledge of any WCHN Entity,
threatened with respect to any employees of any WCHN Entity.

(h) Employee Benefit Matters. Except as disclosed in Due
Diligence Information,
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(i) Multiemployer Plans, None of the WCHN Entities nor any other
person that would be considered as a single employer with the WCHN Entities under the Code or
ERISA has ever maintained, contributed to, or been required to contribute to any “multiemployer
plan” within the meaning of Section 3(37) or Section 4001(a)(3) of ERISA.

(i)  Plan Qualification. Each employee benefit, welfare, pension or
similar plans that any of the WCHN Entities sponsors or provides to its employees (each, a
“WCHN Plan” and collectively, the “WCHN Plans™) that is intended to be qualified under Section
401(a) of the Code is so qualified. Each WCHN Plan, including any associated trust or fund, has
been administered in all material respects in accordance with its terms and with all applicable law,
and nothing has occurred with respect to any WCHN Plan that has subjected or reasonably could
subject any of the WCHN Entities to any material penalty, excise tax or other material liability
under ERISA or the Code.

{iit)  All Contributions and Premiums Paid. All required contributions to
and premium payments with respect to each WCHN Plan have been made on a timely basis. No
event has occurred that has resulted in or could subject any of the WCHN Entities to a tax under
Section 4971 of the Code or its assets to a lien under Section 412(n) of the Code.

(iv)  Defined Benefit Pension Plans. In the case of each WCHN Plan
subject to Title IV of ERISA, (i) the current fair market value of the assets of the WCHN Plan
equals or exceeds the present value of all benefit liabilities under the plan determined on a plan
termination basis, and (ii) no “reportable event” (as defined in Section 4043 of ERISA) has
occurred. No event has occurred that could subject any of the WCHN Entities to liability under
Sections 4062, 4063 or 4064 of ERISA.

) Claims. There is no pending or, to WCHN’s knowledge, threatened
action relating to a WCHN Plan, other than routine claims in the ordinary course of business for
benefits provided for by the WCHN Plans. No WCHN Plan is, or within the last six (6) years has
been, the subject of an examination or audit by a governmental authority, is the subject of an
application or filing under, or is a participant in, a government-sponsored amnesty, voluntary
compliance, self-correction or similar program.

(vi)  Retiree Benefits. Except as required under Section 601 et seq. of
ERISA, no WCHN Plan provides benefits or coverage in the nature of health, life or disability
insurance following retirement or other termination of employment (except for limited continued
medical benefit coverage required to be provided under Section 4980B of the Code or as required
by applicable state law).

(vii)  No Restrictions On Termination. No provision of any WCHN Plan
would result in any limitation on the ability of any of the WCHN Entities to terminate the WCHN
Plan, and, in the case of any such WCHN Plan subject to Title IV of ERISA, to receive any excess
assets after the satisfaction of all liabilities.
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(viii) Severance. The transactions contemplated by this Agreement will
not, whether alone or upon the occurrence of any additional or subsequent event, result in any
payment of severance or other compensation to, or acceleration, vesting or increase in benefits
under any WCHN Plan for the benefit of any current or former director, officer or employee of
any of the WCHN Entities.

(ix)  Diligence. Each of the WCHN Plans has been fully and completely
described, with all applicable agreements and WCHN Plan documents, in the Due Diligence
Information.

(i) Health Care Kickbacks. To the knowledge of WCHN after
due inquiry, no WCHN Entity has engaged in any activity which is prohibited under
the federal Anti-Kickback Statute, 42 U.S.C. § 1320a-7b, or the regulations
promulgated thereunder, or related state or local fraud and abuse statutes or
regulations.

m Prohibited Health Care Referrals. Except as disclosed in Due
Diligence Information, to the knowledge of the WCHN Entities after due inquiry, no
WCHN Entity has established or maintains a “financial relationship,” as that term is
defined by The Ethics in Patient Referrals Act, 42 U.S.C. § 1395nn, and the
regulations promulgated thereunder (the “Stark Law), with any physician who
makes referrals to any WCHN Entity for “designated health services,” as that term is
used in the Stark Law, that fails to meet an exception to the Stark Law. To the
knowledge of the WCHN Entities after due inquiry, the Due Diligence Information
provided by WCHN contains a complete and accurate list of all agreements between
any of the WCHN Entities and referring physicians, physician organizations, other
health care providers, and other referral sources. The Due Diligence Information
provided by WCHN contains a full set of all such agreements between any of the
WCHN Entities and referring physicians, physician organizations, other health care
providers, and other referral sources which were requested by the NHSC Entities and
their legal counsel. Except as disclosed in Due Diligence Information, to the
knowledge of WCHN after due inquiry, none of the WCHN Entities has any
arrangements with referring physicians, physician organizations, or other health care
providers that are not memorialized in writing.

(k) Actions, Investigations, and Inquiries. Except as disclosed in

Due Diligence Information,

@) There are no actions, investigations, or inquiries pending (whether
or not any formal written notification or any subpoena has been issued in connection therewith),
threatened, anticipated or contemplated (nor is there any basis therefor) against or affecting any
WCHN Entity, before or by any governmental authority or agency, accreditation body or third-
party payor (including the Medicare and Medicaid programs and the Office of Inspector General
of the United States Department of Health and Human Services) which relate to antitrust matters,
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billing practices, third-party relationships or any other matter: (i) which could prevent or hinder
the consummation of the transactions contemplated by this Agreement or call into question the
validity of any action taken or to be taken in connection with the transactions contemplated by this
Agreement; or (ii) which in any single case or in the aggregate might have a WCHN Material
Adverse Effect or result in any material impairment to the right or ability of any WCHN Entity to
carry on its operations, activities or business as now conducted, including participation in the
Medicare and Medicaid programs.

(i)  No WCHN Entity has received any warning or notice of
decertification, revocation, suspension or termination, or of threatened or potential decertification,
revocation, suspension or termination, with respect to the Medicare and Medicaid programs.

(iii)  The Due Diligence Information provided by WCHN contains
complete and accurate information regarding all actions, investigations, or inquiries pending
(whether or not any formal written notification or any subpoena has been issued in connection
therewith) or, to the knowledge of the WCHN Entities, threatened, anticipated or contemplated
against or affecting any WCHN Entity before or by any governmental authority or agency,
accreditation body, or third-party payor (including the Medicare and Medicaid programs and the
Office of Inspector General of the United States Department of Health and Human Services).

)] Permits.

(1) Each WCHN Entity possesses all permits, licenses, franchises,
easements, authorizations, certificates, accreditations, registrations, provider numbers,
assignments, consents, rights and privileges necessary under laws applicable to the conduct of
their business (collectively, the “Permits™), the non-possession of which would have a WCHN
Material Adverse Effect.

(i)  No WCHN Entity has engaged in any activity which would cause
the loss, limitation, restriction, revocation or suspension of any of such Permits; and no action,
proceeding, claim or notification with respect to any loss, limitation, restriction, revocation or
suspension of any of such Permits is pending or has been commenced or, to the knowledge of the
WCHN Entities, threatened and no notification thereof has been received by any WCHN Entity,
except in each case where such loss, limitation, restriction, revocation or suspension would not,
alone or in the aggregate, result in a WCHN Material Adverse Effect.

(iii)  The execution and delivery of this Agreement and the
consummation of the Affiliation by the Parties will not limit, restrict, revoke, suspend or
terminate, or result in the limitation, loss, restriction, revocation, suspension or termination of, any
of such Permits,

(m)  Medicare Cost Reports. The WCHN Entities have made
available to NHSC true, correct and complete copies of their Medicare cost reports
filed for the following years: 2009, 2010, and 2011. The status of all Medicare and
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Medicaid cost reports of the WCHN Entities for the last two (2) cost-reporting years
has been disclosed in the Due Diligence Information provided by WCHN, and there
are no pending appeals, adjustments, challenges, audits, litigation, or notices of
intent to reopen or open such cost reports that would have a WCHN Material
Adverse Effect.

7.3 Additional Representations and Warranties by NHSC. As a condition to WCHN’s
entry into this Agreement, NHSC as to itself and as to each of the NHSC Affiliates further
represents and warrants to WCHN that the statements set forth in this section are true and correct
as of the date hereof:

(a) Legal Proceedings. Except as disclosed in Due Dili gence

Information,

() There is no potentially material incident report related to the
operations or services of a NHSC Entity, and there is no litigation, at law or in equity, or any
proceeding before or investigation by any foreign, federal, state or municipal board or other
governmental or administrative agency or any arbitrator, or any fiscal intermediary or contractor
pending or, to the knowledge of the NHSC Entities, threatened against any NHSC Entity or
against any NHSC Entity’s directors, officers, agents, or employees in their capacities as directors,
officers, agents or employees of such NHSC Entity which would result or be reasonably likely to
result in any uninsured loss, which, individually or in the aggregate, would result or be reasonably
likely to result in any material liability, or which could otherwise, individually or in the aggregate,
result or be reasonably likely to result in any NHSC Material Adverse Effect.

(i)  There is no litigation at law or in equity, or any proceeding before
or, to the knowledge of a NHSC Entity, any investigation by, any foreign, federal, state or
municipal board or other governmental or administrative agency or any arbitrator pending which
seeks rescission of, seeks to enjoin the consummation of, or which questions the validity of, this
Agreement or any of the transactions contemplated hereby.

(i)  No NHSC Entity has received notice of any judgment, decree or
order of any foreign, federal, state or municipal court, board or other governmental or
administrative agency or arbitrator, or any fiscal intermediary or contractor which has been issued
against it or any of its members, trustees, directors, officers, or employees which would have or be
likely to have a NHSC Material Adverse Effect, individually or in the aggregate.

(iv)  Neither (i) any attachments or execution proceedings, nor (ii) any
assignments for the benefit of creditors, insolvency, bankruptcy, reorganization or other similar
proceedings are pending or threatened against any NHSC Entity.

(v)  The Due Diligence Information provided by NHSC contains a
complete and accurate listing of all litigation, at law or in equity, or any proceeding before or
investigation by any foreign, federal, state, or municipal board, other governmental or
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administrative agency or arbitrator, or any fiscal intermediary or contractor pending or, to the
knowledge of the NHSC Entities, threatened against any NHSC Entity or against any NHSC
Entity’s directors, officers, agents, or employees in their capacities as directors, officers, agents, or
employees of such NHSC Entity.

(b) Compliance with Laws. Except as disclosed in Due Diligence
Information,

(1) The business and operations of each NHSC Entity have been and
are being conducted in compliance with all material and applicable laws, ordinances, and rules
and regulations of all authorities, and any non-compliance would not have a NHSC Material
Adverse Effect, individually or in the aggregate.

(i)  Except for federal and state laws and regulations that apply
commonly to all hospitals in the State of Connecticut, and except for those matters, if any,
expressly disclosed in the Financial Statements, no NHSC Entity is subject to any restriction of
any kind or character, which may have a NHSC Material Adverse Effect on any NHSC Entity,
individually or in the aggregate.

(iii) ~ No NHSC Entity is in receipt of any written notice of any violation
of any law, statute, rule, regulation, judgment, order, decree, permit, concession, franchise or other
governmental authorization or approval applicable to it or to any of its properties, except for
violations which, individually or in the aggregate, would not have or result or be likely to have or
result in a NHSC Material Adverse Effect.

(iv)  The Due Diligence Information provided by NHSC contains
complete and accurate information regarding (i} each NHSC Entity’s compliance with all
applicable laws, ordinances, and rules and regulations of all authorities; and (i) any written notice
of any violation of any law, statute, rule, regulation, judgment, order, decree, permit, concession,
franchise, or other governmental authorization or approval applicable to any NHSC Entity or any
of their respective properties.

(c) Insurance. Each NHSC Entity has insurance contracts in full
force and effect, with financially sound and reputable insurers licensed to write
insurance in the State of Connecticut, which insurance contracts provide for
coverages that are usual and customary for the risks attending the operations of such
NHSC Entity as to amount and scope. No NHSC Entity has received notice from
any insurance carrier of, or has knowledge of, defects or inadequacies in its property
or improvements or any other condition which if not corrected would result in
termination of directors and officers, hazard, liability or other insurance coverage or
increase in its cost.

{d) Tax Exempt Status.
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(i) Each NHSC Entity is an organization described in Section 501(c)(3)
of the Internal Revenue Code of 1986, as amended (the “Code™), or corresponding provisions of
prior law, as set forth in a determination letter issued by the Internal Revenue Service and no such
letter has been modified, limited, or revoked.

(i)  Each NHSC Entity is in material compliance with the terms,
conditions, and limitations in such letter, and the facts and circumstances that form the basis of
such letter as represented to the Internal Revenue Service continue to exist, to the extent necessary
to support continued status as an organization described in Section 501(c)(3) of the Code.

(iii)  No proceedings are pending with respect to which any NHSC Entity
has been served or threatened in any way contesting or adversely affecting such entity’s status as
an organization described in Section 501(c)(3) of the Code or as an organization described in
Sections 509(a)(1), (2) or (3) of the Code, or which would subject any income of such entity to
federal income taxation to such an extent as would result in loss of such status,

(iv)  No NHSC Entity has knowledge of any challenge, investigation or
inquiry that the Internal Revenue Service has made regarding its status as an organization
described in Section 501(c)(3) of the Code or as an organization described in Section 509(a)(1),
(2) or (3) of the Code.

(v)  The Due Diligence Information provided by NHSC contains a
complete and accurate set of all reports, filings, correspondence, or other documents to or from
the Internal Revenue Service or the Connecticut Department of Revenue Services on any tax,
compliance, or other issue related to any of the NHSC Entities.

(e) Titles, [ eases, and Licenses. Except as disclosed in Due
Diligence Information,

(i) Each NHSC Entity has good and marketable title to, or in the case
of leased or licensed property, has valid leases or licenses under which it enjoys peaceful and
undisturbed possession of, all of its properties and assets (whether real or tangible personal),
including all properties and assets reflected in the Financial Statements and Interim Financial
Statements of the NHSC Entities (except as sold or otherwise disposed of since the date of such
Financial Statements or Interim Financial Statements in the ordinary course of business and
consistent with past practice).

(i)  Such properties and assets include all material properties and assets
used, or necessary for the conduct of, the business of the NHSC Entities as now conducted. All
such assets and properties, other than assets and properties in which the NHSC Entities have
leasehold interesis from unrelated parties, are free and clear of all liens, except as specifically
described in the NHSC Entities’ Financial Statements or the footnotes thereto,
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(iii)  Each NHSC Entity has complied in all material respects under all
leases to which it is a party and under which it is in occupancy, and all such leases are in full force
and effect.

(iv)  There are no properties, assets, or facilities used, or necessary for
the conduct of, the business of the NHSC Entities as now conducted that are licensed by the State
of Connecticut Department of Public Health.

) Environmental Laws. Except as disclosed in Due Diligence
Information,

(i) Each NHSC Entity has been and remains in compliance in all
material respects with all applicable environmental laws, except for noncompliance that would not
result in a NHSC Material Adverse Effect.

(i1) To the knowledge of the NHSC Entities, there are no circumstances
or conditions present at or arising out of the present or former assets, properties, leaseholds,
businesses or operations of a NHSC Entity, including on-site or off-site storage or release of a
chemical substance, that may give rise to any environmental liabilities and costs.

(i)  No NHSC Entity nor any of its assets, properties, businesses,
leaseholds or operations (i) has received or is subject to, or within the past three (3) years has
received or been subject to, any order, decree, judgment, complaint, agreement, claim, citation, or
notice or (ii) is subject to any judicial or administrative proceeding or, to the knowledge of the
NHSC Entities, any investigation indicating that the NHSC Entity is or may be (a) in violation of
any environmental law; (b) responsible for the on-site or off-site storage or release of any
chemical substance; or (c) liable for any environmental liabilities and costs.

(iv)  No NHSC Entity has reason to believe that it will become subject to
a matter identified in this Section 7.3(f); and no NHSC Entity has knowledge that any
investigation or review with respect to such matters is pending or threatened, nor has any
governmental authority or other third party indicated an intention to conduct the same.

(v) No NHSC Entity is subject to, or as a result of the transactions
contemplated by this Agreement would be subject to, the requirements of any environmental laws
that require notice, disclosure, cleanup or approval prior to or upon the Effective Date or which
would impose liens on the assets or business of a NHSC Entity.

f9) Labor Unions and Collective Bargaining Agreements.

Employees of NHSC Entities are currently represented only by the collective
bargaining organizations listed on Schedule 7.3(g). Except in relation to the
foregoing collective bargaining organizations, no NHSC Entity is a party to any labor
union or collective bargaining agreement with respect to its employees or has, within
the previous three (3) years, been the subject of any organizing, petition or election
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with respect to the unionization of any of its employees. Except as set forth in
Schedule 7.3(g), there is no strike or other work stoppage currently in effect or, to the
knowledge of any NHSC Entity, threatened with respect to any employees of any
NHSC Entity.

(h) Employee Benefit Matters. Except as disclosed in Due
Diligence Information,

(i) Multiemployer Plans. None of the NHSC Entities nor any other
person that would be considered as a single employer with the NHSC Entities under the Code or
ERISA has ever maintained, contributed to, or been required to contribute to any “multiemployer
plan” within the meaning of Section 3(37) or Section 4001(a)(3) of ERISA.

(i)  Plan Qualification. Each employee benefit, welfare, pension or
stmilar plans that any of the NHSC Entities sponsors or provides to its employees (each, a “NHSC
Plan” and collectively, the “NHSC Plans”) that is intended to be qualified under Section 401(a) of
the Code is so qualified. Each NHSC Plan, including any associated trust or fund, has been
administered in all material respects in accordance with its terms and with all applicable law, and
nothing has occurred with respect to any NHSC Plan that has subjected or could subject any of the
NHSC Entities to any material penalty, excise tax or other liability under ERISA or the Code.

(i)  All Contributions and Premiums Paid. All required contributions to
and premium payments with respect to each NHSC Plan have been made on a timely basis. No
event has occurred that has resulted in or could subject any of the NHSC Entities to a tax under
Section 4971 of the Code or its assets to a lien under Section 412(n) of the Code.

(iv)  Defined Benefit Pension Plans. In the case of each NHSC Plan
subject to Title IV of ERISA, (i) the current fair market value of the assets of the NHSC Plan
equals or exceeds the present value of all benefit liabilities under the plan determined on a plan
termination basis, and (ii) no “reportable event” (as defined in Section 4043 of ERISA) has
occurred. No event has occurred that could subject any of the NHSC Entities to liability under
Sections 4062, 4063 or 4064 of ERISA.

) Claims. There is no pending or, to NHSC’s knowledge, threatened
action relating to a NHSC Plan, other than routine claims in the ordinary course of business for
benefits provided for by the NHSC Plans. No NHSC Plan is, or within the last six (6) years has
been, the subject of an examination or audit by a governmental authority, is the subject of an
application or filing under, or is a participant in, a governmeni-sponsored amnesty, voluntary
compliance, self-correction or similar program.

(vi)  Retiree Benefits. Except as required under Section 601 et seq. of
ERISA, no NHSC Plan provides benefits or coverage in the nature of health, life or disability
insurance following retirement or other termination of employment (except for limited continued
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medical benefit coverage required to be provided under Section 4980B of the Code or as required
by applicable state law).

(vii) No Restrictions On Termination. No provision of any NHSC Plan
would result in any limitation on the ability of any of the NHSC Entities to terminate the NHSC
Plan, and, in the case of any such NHSC Plan subject to Title IV of ERISA, to receive any excess
assets after the satisfaction of all liabilities.

(viii) Severance. The transactions contemplated by this Agreement will
not, whether alone or upon the occurrence of any additional or subsequent event, result in any
payment of severance or other compensation to, or acceleration, vesting or increase in benefits
under any NHSC Plan for the benefit of any current or former director, officer or employee of any
of the NHSC Ehntities.

(ix)  Diligence. Each of the NHSC Plans has been fully and completely
described, with all applicable agreements and NHSC Plan documents, in the Due Diligence
Information.

)] Health Care Kickbacks. To the knowledge of NHSC after due
inquiry, no NHSC Entity has engaged in any activity which is prohibited under the
federal Anti-Kickback Statute, 42 U.S.C. § 1320a-7b, or the regulations promulgated
thereunder, or related state or local fraud and abuse statutes or regulations.

)] Prohibited Health Care Referrals. Except as disclosed in Due
Diligence Information, to the knowledge of the NHSC Entities after due inquiry, no
NHSC Entity has established or maintains a “financial relationship,” as that term is
defined by The Ethics in Patient Referrals Act, 42 U.S.C. § 1395nn, and the
regulations promulgated thereunder (the “Stark Law”), with any physician who
makes referrals to any NHSC Entity for “designated health services,” as that term is
used in the Stark Law, that fails to meet an exception to the Stark Law. To the
knowledge of NHSC after due inquiry, the Due Diligence Information provided by
NHSC contains a complete and accurate list of all agreements between any of the
NHSC Entities and referring physicians, physician organizations, other health care
providers, and other referral sources. The Due Diligence Information provided by
NHSC contains a full set of all such agreements between any of the NHSC Entities
and referring physicians, physician organizations, other health care providers, and
other referral sources which were requested by the WCHN Entities and their legal
counsel. Except as disclosed in Due Diligence Information, to the knowledge of
NHSC after due inquiry none of the NHSC Entities has any arrangements with
referring physicians, physician organizations, or other health care providers that are
not memorialized in writing,

(k) Actions, Investigations. and Inquiries. Except as disclosed in

Due Diligence Information,
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§)) There are no actions, investigations, or inquiries pending (whether
or not any formal written notification or any subpoena has been issued in connection therewith),
threatened, anticipated or contemplated (nor is there any basis therefor) against or affecting any
NHSC Entity, before or by any governmental authority or agency, accreditation body or third-
party payor (including the Medicare and Medicaid programs and the Office of Inspector General
of the United States Department of Health and Human Services) which relate to antitrust matters,
billing practices, third-party relationships or any other matter: (i) which could prevent or hinder
the consummation of the transactions contemplated by this Agreement or call into question the
validity of any action taken or to be taken in connection with the transactions contemplated by this
Agreement; or (ii) which in any single case or in the aggregate might have a NHSC Material
Adverse Effect or result in any material impairment to the right or ability of any NHSC Entity to
carry on its operations, activities or business as now conducted, including participation in the
Medicare and Medicaid programs.

(i) ~ No NHSC Entity has received any warning or notice of
decertification, revocation, suspension or termination, or of threatened or potential decertification,
revocation, suspension or termination, with respect to the Medicare and Medicaid programs.

(i)  The Due Diligence Information provided by NHSC contains
complete and accurate information regarding all actions, investigations, or inquiries pending
(whether or not any formal written notification or any subpoena has been issued in connection
therewith) or, to the knowledge of the NHSC Entities, threatened, anticipated or contemplated
against or affecting any NHSC Entity before or by any governmental authority or agency,
accreditation body, or third-party payor (including the Medicare and Medicaid programs and the
Office of Inspector General of the United States Department of Health and Human Services).

() Permits.

(1) Each NHSC Entity possesses all permits, licenses, franchises,
easements, authorizations, certificates, accreditations, registrations, provider numbers,
assignments, consents, rights and privileges necessary under laws applicable to the conduct of
their business (collectively, the “Permits”), the non-possession of which would have a NHSC
Material Adverse Effect.

(i)  No NHSC Entity has engaged in any activity which would cause the
loss, limitation, restriction, revocation or suspension of any of such Permits; and no action,
proceeding, claim or notification with respect to any loss, limitation, restriction, revocation or
suspension of any of such Permits is pending or has been commenced or, to the knowledge of the
NHSC Entities, threatened and no notification thereof has been received by any NHSC Entity,
except in each case where such loss, limitation, restriction, revocation or suspension would not,
alone or in the aggregate, result in a NHSC Material Adverse Effect.

(iii)  The execution and delivery of this Agreement and the
consummation of the Affiliation by the Parties will not limit, restrict, revoke, suspend or
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terminate, or result in the limitation, loss, restriction, revocation, suspension or termination of, any
of such Permits.

(m)  Medicare Cost Reports. The NHSC Entities have made
available to WCHN true, correct and complete copies of their Medicare cost reports
filed for the following years: 2009, 2010, and 2011. There are no pending appeals,
adjustments, challenges, audits, litigation, or notices of intent to reopen or open
Medicare and Medicaid cost reports of the NHSC Entities for the last two (2) cost-
reporting years that would have a NHSC Material Adverse Effect.

8. Miscellaneous.

8.1 Governing Law. This Agreement will be governed by and construed in accordance
with the internal laws of the State of Connecticut (without reference to or application of any
conflicts of laws principles).

8.2 Successors; Assignment. This Agreement will inure to the benefit of, and will be
binding upon, the respective successors and permitted assignees of the Parties, including
successors by merger or consolidation or any entity to which all or substantially all of the assets of
any Party hereto may be transferred. Except as expressly provided in the preceding sentence, no
Party may assign any of its rights or delegate any of its obligations under this Agreement without
the prior written consent of the other Party.

8.3  Amendment. The provisions of this Agreement may be amended or waived only in
writing by the Parties. The failure of either Party to enforce at any time any provision of this
Agreement will not be construed to be a waiver of such provision, nor in any way to affect the
validity of this Agreement or any part hereof or the right of any Party thereafter to enforce each
and every provision. No waiver of any breach of this Agreement will be held to constitute a
waiver of any other or subsequent breach,

8.4 Confidentiality.

(a) Prohibited Disclosures. Each Party, individually and on
behalf of its affiliates, and their respective members, directors, officers, employees,
and other agents, agrees to hold in confidence all Confidential Information of the
other Party disclosed to it by the other Party and to limit disclosure of such
Confidential Information to only those members, directors, trustees, officers,
employees, agents and advisors of the receiving Party or of its affiliates who have a
need to know such Confidential Information for purposes of implementing or
carrying out the Affiliation. Each receiving Party will take reasonable measures to
ensure that such Confidential Information is not distributed beyond the members,
directors, trustees, officers, employees, agents and advisors of the receiving Party or
its affiliates with such a need to know. Each Party will require all members,
directors, trustees, officers, employees, agents and advisors of the Party or its

30



04/05/2013 Affiliation CON-56

affiliates who have access to Confidential Information of the other Party to agree to
confidentiality restrictions limiting their use and disclosure of such Confidential
Information to purposes associated with the Affiliation and prohibiting them from
disclosing such Confidential Information to third parties. No Party nor any of the
Parties’ affiliates will disclose the Confidential Information of the other Party to any
other person or entity (except as required by a facially valid judicial or governmental
request, requirement or order) regardless of a pre-existing relationship or claim of
interest in such Confidential Information.

(b) Permitted Use. Each Party may use the Confidential
Information of the other Party disclosed to it only for the purpose of implementing
and carrying out the Affiliation and may not otherwise use the Confidential
Information of the other Party for its own benefit (or for the benefit of another person
or entity). If a receiving Party is requested or required in a judicial, administrative or
governmental proceeding to disclose any Confidential Information of the other Party,
it will notify the disclosing Party as promptly as practicable so that the disclosing
Party may either seek an appropriate protective order or waive the provisions of this
Agreement. If, in the absence of any protective order or waiver, the receiving Party
is, in the written opinion of its counsel, required to disclose Confidential Information
in any court or tribunal, or pursuant to compulsory process of a governmental
agency, it may disclose such Confidential Information without liability hereunder.

(c)  Excepted Information. The obligations of a Party as recipient
of Confidential Information of the other Party under this Agreement will not apply to
any such information (i) which is or becomes generally available to the public or
otherwise in the public domain; (i} which was or is otherwise available to or
disclosed to the receiving Party on a non-confidential basis, other than by virtue of a
breach of this Agreement; or (iii) which is approved for release by written
authorization of an authorized officer of the Party whose Confidential Information is
to be disclosed.

(d) Marking Confidential Information. Each disclosing Party will

use reasonable efforts to mark all tangible materials that disclose or embody
Confidential Information of such Party as “Confidential,” “Proprietary” or the
substantial equivalent thereof and to identify Confidential Information that is
disclosed orally or visually as confidential at the time of disclosure.

(e) Return and Destruction. Should this Agreement terminate
prior to the Effective Date, each Party agrees (i) that it will promptly return to the
disclosing Party or, with the permission of the disclosing Party, destroy all
Confidential Information obtained from the disclosing Party and all notes,
memoranda and other material which reflect, interpret, evaluate or are derived from
such Confidential Information; and (ii) that it will not use such Confidential
Information in its future decision-making. Notwithstanding the foregoing provisions
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of this Section 8.4(e), in no event will any Party (or such Party’s attorneys or other
advisors) be required to return or destroy any due diligence analyses or attorney work
product prepared in contemplation of the Affiliation.

() Remedies. The Parties acknowledge and agree that any breach
of the obligations under this Section 8.4 will result in irreparable injury to the Party
whose Confidential Information is or is to be disclosed and that the Party so injured
will have the right to specific enforcement of the restrictions of this Section 8.4 as
well as all rights that it may have in accordance with the provisions of Section 8.9
hereof.

8.5  Headings. The headings in this Agreement are for purposes of reference only and
will not linit or otherwise affect the meaning hereof. Each covenant contained herein will be
construed as being independent of each other covenant contained herein, so that compliance with
any one covenant will not be deemed to excuse compliance with any other covenant.

8.6  Interpretation. Except where expressly stated otherwise in this Agreement, the
following rules of interpretation apply to this Agreement: (i) “include”, “includes” and
“including” are not limiting and mean include, includes and including, without limitation; (ii)
definitions contained in this Agreement are applicable to the singular as well as the plural forms
of such terms; (iii) references to an agreement, statute or instrament mean such agreement, statute
or instrument as from time to time amended, modified or supplemented; (iv) references to an
“Exhibit,” “Section” or “Schedule” refer to a Section of, or any Exhibit or Schedule to, this
Agreement unless otherwise indicated; (v) the word “will” will be construed to have the same
meaning and effect as the word “shall”; (vi) the word “any” will mean “any and all” unless
otherwise indicated by context; (vii) the word “day” will mean calendar day, and days will be
counted by excluding the first and including the last day, provided that when the last day falls on a
Saturday, Sunday, or holiday, the last day will be the next day which is not a Saturday, Sunday, or
holiday; and (viii) references to an hour of the day mean such hour of the day in Eastern Time.

8.7  Severability. In case any provision in this Agreement will be determined by a court
of competent jurisdiction to be invalid, illegal or unenforceable, the validity, legality and
enforceability of the remaining provisions will not in any way be affected or impaired thereby.

8.8  Entire Agreement. This Agreement, together with the Exhibits and Schedules
attached hereto, will be deemed for all purposes to constitute the entire agreement of the Parties
pertaining to the subject matter hereof and supersedes and cancels all prior agreements, whether
oral or written, pertaining to the subject matter hereof. Each Party confirms that it is not relying
On any representations, warranties or covenants of the other Party except as specifically set out in
this Agreement and that certain Mutual Confidentiality Agreement dated September 16, 2011.

89  Exclusive Remedies. The Parties hereto expressly waive and agree to forgo any
and all rights to seek and obtain any form of monetary, economic or other damages (including
actual, consequential, punitive and other forms of monetary or economic damages) except as
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expressly set forth herein, and each of the Parties further agrees that each of the Parties will be
entitled to injunctive relief to prevent a violation of this Agreement and to obtain specific
performance to require adherence to the obligations created by this Agreement. Before either
Party brings legal action against the other Party (the “Defaulting Party™) for failure to perform in
any material respect any of its obligations under this Agreement, the entity alleging the breach (the
“Alleging Party™) will first give the Defaulting Party written notice setting forth such failure in
reasonable detail and stating that the Alleging Party requires such obligation to be performed, and
will give the Defaulting Party the opportunity to perform such obligation in all material respects
within sixty (60) days of its receipt of such notice, or such longer period as is necessary if for
reasons outside the control of the Defaulting Party such obligation cannot be performed within
such sixty (60) day period, so long as the Defaulting Party is continuing in good faith to use its
best efforts to perform such obligation. If any legal action relating to the enforcement of this
Agreement is brought by a Party against the other Party, the prevailing Party will be entitied to
recover its reasonable costs, expenses and attorneys’ fees.

8.10  No Third Party Beneficiaries. This Agreement is not intended to confer upon any
person other than the Parties any rights or remedies hereunder. No person other than the Parties
will have any rights, interest or claims hereunder or be entitled to any benefits under or on account
of this Agreement as a third-party beneficiary or otherwise.

8.11 Notices. Any notice hereunder may be given by facsimile transmission, with
confirmation of transmission; by hand; by certified mail, return receipt requested; or by overnight
delivery service, delivered to the Parties at their respective addresses or facsimile numbers set
forth below, or to such other address or facsimile number as a Party may specify by notice to the
other Party. Notices will be deemed given when actually received.

If to NHSC:

Norwalk Health Services Corporation

c/o Norwalk Hospital

34 Maple Street

Norwalk, CT 06850

Attn: Mr. Daniel J. DeBarba, Jr., President and Chief Executive Officer
Fax: (203) 852-1553

With a copy to:

Norwalk Health Services Corporation

c/o Norwalk Hospital

34 Maple Street

Norwalk, CT 06850

Attn: Ms. Kristen Staikos, Chief Legal Officer
Fax: (203) 852-1553
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If to WCHN:

Western Connecticut Health Network, Inc.

24 Hospital Avenue

Danbury, CT 06810

Attn: John M. Murphy, M.D. President and Chief Executive
Officer

Fax: (203) 739-8751

With a copy to:

Wesltern Connecticut Health Network, Inc.
24 Hospital Avenue
Danbury, CT 06810
Attn: Carolyn McKenna, General Counsel
Fax: (203) 739-8751

Counterparts. This Agreement may be executed in any number of counterparts and

by the Partics on separate counterparts, but all such counterparts will together constitute but one
and the same instrument.

9. DEFINITIONS.

9.1
9.2
9.3
9.4
95
9.6
9.7
9.8

9.9

9.10

“Act” means the Connecticut Revised Non-Stock Corporation Act.
“Affiliation” has the meaning set forth in the Preamble.
“Agreement” has the meaning set forth in the Preamble.
“Alleging Party™ has the meaning set forth in Section 8.9.
“Attorney General” has the meaning set forth in Section 4.3.
“Closing” has the meaning set forth in Section 1.2.

“Closing Date” has the meaning set forth in Section 1.2.
“Closing Memorandum™ has the meaning set forth in Section 1.2.

“Code” has the meaning set forth in Section 7.3(d).

“Confidential Information” means, with respect to a Party, all confidential or

proprietary information concerning the business, finances or other affairs of such Party or of its
affiliates disclosed in any manner, whether orally, visually or in written or other tangible form
(including documents, devices and computer readable media) and all copies thereof, whether
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created by the discloser or recipient, by such Party or by its agents or employees to the other Party
or its agents prior to, on or after the Effective Date.

9.11 “Defaulting Party” has the meaning set forth in Section 8.9.
9.12  “DOJ” has the meaning set forth in Section 4.2.

9.13  “Due Diligence Information” means the information disclosed by WCHN to NHSC
and the information disclosed by NHSC to WCHN in writing as part of the due diligence process
or in writing pursuant to Section 3.6.

9.14  “Effective Date” has the meaning set forth in Section 1.2.

9.15 “ERISA” means Title [V of the Employee Retirement Income Security Act of
1974, as amended.

9.16  “Financial Statement” has the meaning set forth in Section 7. 1(c).

9.17 “FTC” has the meaning set forth in Section 4.2.

9.18  “Initial Governance Structure” has the meaning set forth in Section 2.
9.19  “Initial Period” has the meaning set forth in Section 2.

9.20 “Initial WCHN Directors™ has the meaning set forth in Section 2.1(b).

9.21 “Interim Financial Statement” has the meaning set forth in Section 7.1(c).

9.22  “Letter of Intent” has the meaning set forth in the Preamble.

9.24 “NHA” has the meaning set forth in the Preamble.
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9.25 “NHA Board” has the meaning set forth in Section 1.1(c).
9.26 “NHSC” has the meaning set forth in the Preamble.
9.27 “NHSC Board” has the meaning set forth in Section 1.1(b).

928 “NHSC Designee” has the meaning set forth in Section 2.1(b).

9.29 “NHSC Entities” has the meaning set forth in the Preamble.

9.30 “NHSC Material Adverse Effect” means (i) any adverse circumstance or change in
or effect on a NHSC Entity’s business, operations, assets, liabilities, prospects or condition,
financial or otherwise, which is material to NHSC, including suspension, surrender, revocation or
restriction in any manner of a NHSC Entity’s (a) participation in any government health care
reimbursement program, including Medicare and Medicaid, or (b) license, registration, or
certificate necessary to provide health care services; (ii) any adverse circumstance or change in or
effect on its business, operations, assets, prospects or condition, financial or otherwise, which,
when considered together with all other adverse changes and effects with respect to which such
phrase is used in this Agreement, is material to the NHSC Entities considered as a single
enterprise; or (iit) any change which would impair the ability of NHSC or any of the NHSC
Entities to perform its obligations hereunder.

9.31 “NHSC Plan” has the meaning set forth in Section 7.3(h).
9.32  “Party” has the meaning set forth in the Preamble.

9.33  “Permit” has the meaning set forth in Section 7.3(1).

9.34  “Stark Law” has the meaning set forth in Section 7.3(j).

9.35  “Super-majority Vote” has the meaning set forth in Section 2.1(f).

9.36  “System Policies” has the meaning set forth in Section 6.4(a).

9.37 “WCHN?” has the meaning set forth in the Preamble.
9.38 “WCHN Board” has the meaning set forth in Section 1.1(a).

9.39 “WCHN Designee” has the meaning set forth in Section 2.1(b).

9.40 “WCHN Entities” has the meaning set forth in the Preamble.

9.41 “WCHN Material Adverse Effect” means (i) any adverse circumsiance or change
in or effect on a WCHN Entity’s business, operations, assets, liabilities, prospects or condition,
financial or otherwise, which is material to WCHN, including suspension, surrender, revocation or
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restriction in any manner of a WCHN Entity’s (a) participation in any government health care
reimbursement program, including Medicare and Medicaid, or (b) license, registration, or
certificate necessary to provide health care services; (ii) any adverse circumstance or change in or
effect on a WCHN Entity’s business, operations, assets, prospects or condition, financial or
otherwise, which, when considered together with all other adverse changes and effects with
respect to which such phrase is used in this Agreement, is material to the WCHN Entities
considered as a single enterprise; or (iii) any change which would impair the ability of WCHN or
any of the WCHN Entities to perform its obligations hereunder.

[REMAINDER OF PAGE INTENTIONALLY LEFT BLANK]
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04/05/2013
IN WITNESS WHEREOQF, the Parties have caused this Agreement to be executed by their
respective, duly authorized officers as of the date first above written.
Witness NORWALK HEALTH SERVICES
CORPORATION
A0 By: M / W
[{)f’ézme] VieoR & €8, Mr. Déniel J. DeBartba, Jr.
ATitle] President and Chief Executive Officer
f!’;
L
Witness WESTERN CONNECTICUT HEALTH

NETWORK, INC.

By: %%{ Wmﬂ

John ¥1. NMurphy, M.D.

President/and Chief Executivg/()ﬂgse)
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Exhibit A-1
Exhibit A-2
Exhibit A-3
Exhibit B-1
Exhibit B-2
Exhibit B-3
Exhibit C

Schedule 1(a)
Scheduie 1(b)
Schedule 4.4
Schedule 4.5
Schedule 4.12
Schedule 7.2(g)
Schedule 7.3(g)

List of Exhibits and Schedules
WCHN Amended and Restated Certificate of Incorporation
NHSC Amended and Restated Certificate of Incorporation
NHA Amended and Restated Certificate of Incorporation
WCHN Amended and Restated Bylaws
NHSC Amended and Restated Bylaws
NHA Amended and Restated Bylaws
Pre-Closing and Post-Closing Organizational Structure

NHSC Affiliates

WCHN Entities

Government Approvals

Non-Governmental Consents

Revisions to Restated Governing Documents

WCHN Labor Unions and Collective Bargaining Agreements
NHSC Labor Unions and Collective Bargaining Agreements
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EXHIBIT C
Pre-Closing and Post-Closing Organizational Structure
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SCHEDULE 1(a)
NHSC Affiliates

Norwalk Health Services Corporation

The Norwalk Hospital Association

Norwalk Hospital Physicians & Surgeons, Inc.
Norwalk Hospital Foundation, Inc.

S.W.C. Corporation

Maple Street Indemnity Company, Ltd.
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SCHEDULE 1(b)
WCHN Affiliates

Western Connecticut Health Network, Inc.

The Danbury Hospital

New Milford Hospital, Inc.

Western Connecticut Health Network Affiliates, Inc.
Western Connecticut Medical Group, P.C.

Western Connecticut Home Care, Inc.

Western Connecticut Health Network Foundation, Inc.
Western Connecticut Health Network Insurance Co., Lid.
New Milford MRIJV, LLC

Business Systems, Inc.

Western Connecticut Health Network Physician Hospital Organization, Inc. ]

Western Connecticut Health Network Joint & Spine, LLC_
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SCHEDULE 4.4
Government Filings and Approvals

1. Hart-Scott-Rodino Pre-Merger Notification Filing with the U.S. Department of Justice and
the U.S. Federal Trade Commission and subsequent clearance

2. State of Connecticut Office of Health Care Access Certificate of Need Application and
approval

3. State of Connecticut Department of Public Health hospital license notice (post-closing)

4. Clinical Laboratory Improvements Act notice to State of Connecticut Department of
Public Health

5. Change of Information Notice to the Centers for Medicare and Medicaid Services (post-
closing)

6. Nuclear Regulatory Commission notice (post-closing)

7. Pederal Drug Enforcement Agency notice (post-closing)

8. Registration number notice to State of Connecticut Department of Consumer Protection,
Drug Control Division (post-closing)

9. State of Connecticut Office of Attorney General antitrust notice

10. Notice to Electronic Data Systems on behalf of Connecticut Department of Social Services
(post-closing)

11. State of Connecticut Department of Environmental Protection Transfer Act form(s), as
appropriate, with Norwalk as the certifying party, pursuant to Conn. Gen. Stat. §22a-134 et
seq. (post-closing)
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SCHEDULE 4.5
Non-Governmental Consents

None
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SCHEDULE 4,12
Revisions to Restated Governing Documents
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SCHEDULE 7.2(g)
WCHN Labor Agreements




04/05/2013 Affiliation CON-75

SCHEDULE 7.3(g)
NHSC Labor Unions
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SCHEDULE 1(b)
WCHN Affiliates

Western Connecticut Health Network, Inc.

The Danbury Hospital

New Milford Hospital, Inc.

Western Connecticut Health Network Affiliaies, Inc.

Western Connecticut Medical Group, P.C.

Western Connecticut Home Care, Inc.

Western Connecticut Fealth Network Foundation, Inc.

Western Connecticut Health Network Insurance Co., Lid.

New Milford MRI JV, LLC

Business Systems, Inc.

Western Connecticut Health Network Physician Hospital Organization, Inc. (50%
membership interest held by WCHN)

Westem Connecticut Health Network Joint & Spine, LLC (50% membership interest held
by WCHN)

Affiliation CON-7
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SCHEDULE 1(a)
NHSC Affiliates

Norwalk Health Services Corporation

The Norwalk Hospital Association

Norwalk Hospital Physicians & Surgeons, Inc.

Norwalk Hospital Foundation, Inc.

S.W.C. Corporation

Maple Street Indemnity Company, Ltd.

Norwalk Surgery Center, LLC (70% ownership interest held by NHA)

Affiliation CON-7
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CHAPTER 1 INTRODUCTION Affiliation CON-82
b
1.3 ADVISORY BODY
In October 2010, the Office of Health Care Access invited representatives from a cross section of the health care Eﬂ

industry and State government to participate in an advisory body that would be charged with providing guidance on the
development of the Plan. Advisory Body members are listed in Appendix B. The advisory body met monthly beginning

in November 2010. In May 2011, advisory body subcommittees were formed to conduct more in-depth work in the areas z
of Acute Care/Ambulatory Surgery, Behavioral Health and Primary Care. Subcommittee members are listed in Appendix C.
Both advisory body and subcommittee members provided OHCA with guidance and expertise in the development of "8
CON guidelines, standards, methodologies and analyses used in the Plan, including -
* Reviewing research conducted by OHCA on other states’ facilities plans’ standards, guidelines and methodologies -
and providing feedback and discussion regarding adaptation and applicability for Connecticut’s Plan; 2
« Recommending authoritative professional organizations, published studies, industry-recognized standards/ &
guidelines/methodologies, etc., to be considered by OHCA in the development of its plan; 1
« Providing insight on industry best practices and evidenced based research;
» Recommending data sources; and fL
« Offering feedback on OHCA's use and interpretation of available data.
3
1.4 GUIDING PRINCIPLES
The goal of OHCA’ planning and regulation activities is to improve the health of Connecticut’s residents; increase the
accessibility, continuity and quality of health services; prevent unnecessary duplication of heaith resources; and provide
financial stability and cost containment of health care services. =
The guiding principles of the Plan are intended to: i
+ Promote and support the long term viability of the state’s health care delivery system; :l“_
» Ensure that any regulated service will maintain overall access to quality health care;
» Promote equitable access to health care services (e.g., reducing financial barriers, increasing availability of E‘

physicians) and facilitate access to preventive and medically necessary health care;
» Encourage and support health education, promotion and prevention initiatives;
+ Encourage collaboration among health care providers to develop health care delivery networks;

« Support the need for a sufficient health care workforce that facilitates access to the appropriate level of care in a
timely manner (e.g., optimal number of primary and specialty care providers);

r

« Maintain and improve the quality of health care services offered to the state’s residents; -
« Promote planning that helps to contain the cost of delivering health care services to its residents; -
« Encourage regional and local participation in discussions/collaboration on health care delivery, financing and ol

provider supply;

» Promote public policy development through measuring and monitoring unmet need; and :
» Promote planning or other mechanisms that will achieve appropriate allocation of health care resources in the state.
3
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In November, 2010, the Department of Public Health, in accordance with Public Act 10-179, adopted interim Certificate
of Need Policies and Procedures for Implementation of Public Act 10- 179, §87, 89-93, which will be utilized by OHCA
until official regulations are adopted by the General Assembly.

1.8.4 CERTIFICATE OF NEED AND HEALTH CARE REFORM

The 2010 Patient Protection and Affordable Care Act (PPACA) includes two provisions that may affect Connecticut’s
CON program: an increase in the insured population that will demand more services, which, in turn, may call for
increased provider capacity; and provider payment reforms, which may restore some of the market constraints on prior
health care system expansion. While it is unclear what the exact effect of these provisions will be, certain communities
or regions may have adequate capacity to absorb increased demand, whereas those with a higher proportion of currently
uninsured and less capacity may increase health care providers’ reliance upon the CON program for health planning.

1.8.5 MERGERS, ACQUISITIONS AND AFFILIATIONS

Even before health care reform has been fully implemented, the state’s health care system has begun a transformation in
response to and in anticipation of major changes in the way health care is financed and delivered, Many provisions of
the PPACA favor integrated systems to create efficiencies and address quality. Hospital mergers and the acquisitions of
imaging centers and physician practices are key issues surrounding Connecticut’s CON process today.

Hospitals are pursuing affiliation arrangements and mergers in an effort to contend with growing financial pressures
driven by such factors as providing uncompensated care, treating the uninsured in crowded emergency departments,
caring for Medicaid patients whose cost of care often exceeds federal and State reimbursement rates, the threat of
reduced reimbursement by government payers and tough negotiations with health insurers over contract terms related
to the cost of medical services. Financially struggling hospitals see
mergers with stronger hospitals as a way to survive in the face of thin
profits, gain access to capital to make needed facilities improvements
or acquire technological equipment and contend with debt and
liability issues. Affiliations help smailer hospitals share the cost of
new technology, provide the opportunity to access specialists at
larger hospitals and also offer patients a wider range of treatment and
services.!?

A growing number of Connecticut hospitals have become members of
larger corporate health care systems. This trend may be the result of a
variety of factors including: a weak economy, increased competition

in the health care market, anticipation of changes due to federal health
care reform, an attempt to gain leverage in payer contract negotiations,
to develop economies of scale when purchasing supplies and services,
and to improve access to capital, Additional hospitals are currently in
discussion with other health care systems or have officially submitted
applications for regulatory approval that would alter the current
structure of Connecticut’s existing hospitals. It should be noted that
while every hospital is analyzing the advantages and disadvantages of
pursuing affiliations and possible mergers, some hospitals are deciding
that affiliating or merging is not the best route for their institutions or
their communities. Table 1.1 represents general hospitals that are part
of a larger health care system at the time this document was published.

*Yee, T, Stark, L.B., Bond, A. M. & Carrier, E. (2011). Health Care Certificate 'of Need Laws: Policy or Politics? National Institute for Health
Care Reform. (Research Brief Number 4). 7. Retrieved from http://www.nithcr.o CON Laws.ht

Sturdevant, M. (2012, February 3). Hartford Hospital, Backus in Norwich i
ttp://articles.courant.com/2012-02-03/by iness/hc-hartford- i

hospital
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Letter of Intent for Corporate Affiliation Between Western Connecticut Health
Network, Inc. and Norwallc Health Services Corporation

This letter of intent (this *“Letter”) sets forth a non-binding agreement in principle
between Western Connecticut Health Network, Inc., a Connecticut non-profit corporation
(“WCHN"), and Norwalk Heslth Services Corporation, 2 Connecticut non-profit corporation
("NHSC” and together with WCHN, the “Health System™), covering certain of the terms and
conditions of a proposed transaction (the “Proposed Transaction™) pursuani to which WCHN and
NHSC will affiliate by WCHN becoming the sole Member of NHSC and/or The Norwalk
Hospital Association (“NHA") and remaining the sole member of Danbury Hospital and New
Milford Hospital. The Proposed Transaction would occur pursuant to one or more definitive
agreements (collectively, the “Definitive Agreements™) consistent with the terms of this
Letter. WCHN and NHSC may be referred to herein individually as a “Party” and collectively as
the “Parties,"”

The Parties believe that the Proposed Transaction will, among other things, improve the
community’s health by delivering coordinated, effective care across the continoum. This goal will
be accomplished through involving community leaders and engaging physicians in the Health
Systern to build and maintain commitment; delivering a consistent, superior patieat experience
with respect to outcomes, service, and costs; assisting and advising management in the execution
of the Health System’s strategy; and achieving cost savings.

The objective of the discussions 1o be engaged in pursuant to this Letter will be the
preparation, execution and consummation of motually acceptable Definitive Agreements
implementing the Proposed Transaction. Although it is expected that discussions regarding the
Proposed Transaction will be fruitful, unless and until the Definitive Agreements are executed and
delivered, there will be no legal and binding obligation of either Party except as set forth in
paragraphs 3, 6, and 7 and neither Party shall be obligated to enter into the Proposed Transaction
ot any transaction.

Subject to performance of due diligence by both Parties and to the terms of the Definitive
Agreements, certain of the principal terms and conditions of the Proposed Transaction are
expected to be as follows:

1. Structure of Proposed Transaction. The Propased Transaction will be structured and

concluded in form and substance mutually agreeable to WCHN and NHSC and will result
in WCHN becoming the sole Member of NHSC and/or NHA. The Parties intend that the
current direct subsidiaries of NHSC will remain direct subsidiaries of NHSC if WCHN
becomes the sale member of NHSC; will become direct subsidiaries of NHA if WCHN

becomes the sole member of NHA or some of such subsidiaries mav be consolidated
e mutual aimement of the Partics. NN —

2. Corporate Governance.

a. WCHN Board Composition. At the closing of the Proposed Transaction (the
“Closing™), the WCHN Board will have z total of nineteen (19) members until January
2014, and thereafter no more than eighteen (18) members through the end of the five
year period following the Closing (the “Initial Period™). At all times during the Initiat

!
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Period, seven (7) WCHN Board members shall be individuals who were NHSC Board
members immediately prior to the Closing (the “Initial Period Trustees”). The Initial
Period Trustees shall be selected by mutual agreement of the Chair of the NHSC Board
in office as of the Closing and the Chair of the WCHN Board in office as of the
Closing and elected by the boards of WCHN and NHSC. Any NHSC Board members
serving on the NHSC Board immediately prior to the Closing who are not appointed to
the WCHN Board will be provided the opportunity to serve on a WCHN Board
committee or on the board of a WCHN subsidiary, and all such individuals will be
eligible to become members of WCHN. For the first two years following the Closing,
the Chair of the WCHN Board will be the individual serving as the NHSC Board Chair
immediately prior to the Closing, and the Vice Chair of the WCHN Board will be the
individual serving as the WCHN Board Chair immediately prior to the Closing. If
WCHN becomes the sole member of NHSC, the NHSC Board and the NHA Board
shall be comprised of the same individuals.

b. WCHN Board Terms. The terms of the seven Initial Period Trustees will be staggered
in a manner to be defined by the Patties in the Definitive Agreements. During the
Initial Period, if one of the Initial Period Trustees dies, resigns, is removed, or is
disqualified, the resulting WCHN Board vacancy shall be filled by another individual
who was serving on the NHSC Board immediately prior to the Closing (the
“Replacement Initial Period Trustee™)., The Replacement Initial Period Trusiee shall
be selected by mutnal agreement of the Chair of the NHSC Board and the Chair of the
WCHN Board and elected by the boards of WCHN and NHSC. Following the fifth
anniversary of the Closing, all new WCHN Board members will be elected without
regard to prior affiliation.

¢. Major WCHN Board Actions, During the Initial Period, certain WCHN Board actions
will require a super-majority vote of the WCHN Board, defined for this purpose as the
affirmative votes of more than two-thirds of all of the WCHN Board members.
Actions requiring a super-majority vote of the WCHN Board include the sale or other
disposition of Norwalk Hospital to a third party, the closure of Norwalk Hospital, and
such other actions as are agreed to by the Parties in the Definitive Agreements.

d. NHSC Board Composition. Upon Closing, the seven Initial Period Trustees will also
serve on the NHSC Board and the NHA Board. The WCHN President/CEO and at
least one additional WCHN Board member will become members of the NHSC Board
and the NHA Board, The individual serving as the WCHN Board Chair immediately
prior to the Closing will be the initial WCHN designee on the NHSC Board and the
NHA Board. The remaining members of the NHSC Board and the NHA Board wiil be
recommended by the NHSC Board for election by WCHN on an annual basis, or more
frequently as necessary to fill vacancies.

For the three year period following the Closing, the Executive Vice President of
WCHN/NHSC President and CEO will be the principal liaison to the NHSC Board and
shall remain a member of the NHSC Board and the NHA Board. During such three
year period, the WCHN Board will have the authority to direct the removal of a NHSC
Board and NHA Board member by a super-majority vote if the WCHN Board
determines that NHSC Board and NHA Board member is not acting in the best
interests of NHSC. Upon compietion of the three year period following the Closing,

2
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the WCHN Board may remove NHSC Board and NHA Board members by majority
vote.

If WCHN becomes the sole member of NHSC, during the three years following the
Closing, the WCHN Board will review the need to maintain a NHSC Board. At the
conclusion of such three-year period, and subject to the WCHN Board composition
requirements set forth in paragraph 2.a, the WCHN Board may modify the composition
of the NHSC Board and the NHA Board.

Subsequent to Closing, the Parties will work together to have the same individuals
serving on Board Committees of NHSC, NHA and WCHN, to the extent permitted by
law. The roles and responsibilities of the Boards of NHSC's affiliates will be
determined in the Definitive Agreements.

e. NHSC and NHA Board Responsibilities. The NHSC Board and the NHA Board will
have the following responsibilities:

¢ Review local quality and service goals and improvement programs within the
context of Health System goals and programs and recommend changes to the
WCHN Board;

» Review annual operating and capital budgets to easure conformance with the
straregy and objectives established by the Health System;

» Monitor tocal quality, service, and financial performance of the Health System;

¢ Approve medical staff bylaws and medical staff appointments based on
standardized Health System applications and review processes;

* Participate in the search process for the President of Norwalk Hospital when
the need arises;

» Participate in and support jocal communications with external audiences,
including, but not limited to, local governments and the media;

¢ Support fundraising efforts conducted by the Norwalk Hospital Foundation in
the local community;

»  Oversee community benefit programs in the local community; and
¢ Such other responsibilities as may be set forth in the Definitive Agreements

f. Management. The current President/CEO of WCHN will remain the President/CEO of
WCHN. The current President and CEO of NHSC will become the Executive Vice
President of WCHN and will aiso remain the President and CEO of NHSC and NHA
for a minimum period of three (3) years from Closing. There shall be an Office of the
President which will be comprised of the President/CEQ of WCHN and the President
and CEO of NHSC and NHA. The current CFO of WCHN will report to the Office of
the President.

208586107
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3. Consummation of the Proposed Transaction.

a. Due Diligence. Following acceptance of this Letter, the Parties and their advisors will
develop a due diligence plan and, consistent with such plan, permit the other Party and its
employees, lenders, financial advisors, attorneys, accountamts, and other authorized
representatives, reasonable access 1o its premises, employees, accountants, and books and
records to complete such due diligence investigations castomary for transactions of this
nature. All inspections will only occur at times and in a manner as will not disrupt the
delivery of care to patients.

b. Definitive Agreements. The Parties will commence good faith negotiations to develop
mutvally acceptable Definitive Agreements, embodying the terms contained herein,
terms normal and customary in a transaction similar to the Proposed Transaction, and
such other terms as they may agree upon, including, without limitation, provision for
allocation of expenses.

c. Time Line. The Parties and their advisors will, following the execution of this Letter,
agree upon a time for completion of major milestones necessary to expeditiously close
the Proposed Transaction. Subject to receipt of all necessary governmental approvals,
it is the Parties’ intention to complete the Proposed Transaction by [January 1, 2013].

d. Closing and Conditions. WCHN and NHSC agree that the consummation of the
Proposed Transaction is expressly conditioned upon customary closing conditions,
including without limitation: (i) delivery of appropriate legal opinionsthe satisfactory
completion of due diligence by both Parties; (ii) the receipt of all necessary third party
consents and governmental approvals, including the expiration or termination of the
applicable waiting period under the Hatt-Scott-Rodino Antitrust Improvements Act, if
applicable, and the obtaining of certificate of need approvals from the Connecticut
Office of Health Care Access, if applicable; (iii) the obtaining of ail necessary board
and member approvals, including the approvals of the Board and members of WCHN
and the Board of NHSC in their sole discretion; and (iv) satisfaction of such other
closing conditions as may be set forth in the Definitive Agreements,

4. Term and Termination of Letter.

a. Term. The term of this Letter will commence on the date of execution by both Parties,
and continue until the earlier of: (i) the date on which the Definitive Agreemenis are
executed and delivered; (ii) the date of termination pursuant to paragraph 4.5; or (jii)
Hanuary 1, 2013), which expiration date may be extended by mutual agreement of the
Parties.

b. Termination of Letter. This Letter may be terminated in writing by either Party or by
the mutual agreement of the Parties, at any time, with or without cause, withont any
obligation or liability, except for the obligations of the Pasties under paragraphs 3, 6,
and 7, which will survive termination.

5. Confidentiality; Disclosure. The Parties agree to keep this Letter and its contents
confidential and not disclose the same to any third party without the written consent of the
other Party, except as required by law and to (a) consuliaats, atlorneys, or accountants
hired by them who are bound by obligations of confidentiality regarding the Proposed
Transaction, (b) any applicable governmental or non-governmental agencies in connection
with any vequired notification or application for a license, permit, accreditation, or

4
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approval or exemption therefrom, and (c) such other third parties whose consent or
approval is legally or contractually required to effect the Proposed Transaction. Each of
WCHN and NHSC acknowledges and agrees that the terms of the Mutual Confidentiality
Agreement, dated as of September 16, 2011 (the “Confidentiality Agreement”), continue
to apply to these negotiations and all matters relating to the Proposed Transaction.

6. Public Announcement. The Parties will consult with each other before issuing or making
any public announcements, reports, statements, or releases with respect to this Letter or the
Proposed Transaction, and will use good faith efforts to obtain each other’s approval of the
text of any public announcement, report, statement, or release to be made on behalf of such
Party. 1f a Party is unable to obtain the approval of its public announcement, report,
statement, or release from the other Party and such announcement, report, statement, or
release is, in the opinion of legal counsel, required to discharge the Party’s legal
obligations, then such Party may make or issue the legally required annouacement, report,
statement, or release and will promptly furnish the other Party with a copy thereof.

7. Exclusivity, The exclusive dealing provision in paragraph 14 of the Confidentiality
Agreement is hereby extended until this Agreement is terminated pursuant (o paragraph 4.

8. Non-binding Effect; No Contract. It is expressly understood that this Letter, except for
paragraphs 5, 6, and 7, which are binding on the Parties, is not a contract and that no Paity

will be entitled to any recourse, in the form of damages or otherwise, whether for expenses
incurred or benefits conferred or otherwise lost before or after the date of this Letter in the
event that there is a failure, for any reason, of the Parties to agree to the Definitive
Agreements, except for paragraphs 5, 6, and 7.

9. Miscellaneous, The Parties recognize and agree that to the extent any provisions of this
Letter are legally binding, such provisions will be governed by and enforced in accordance
with the laws of the State of Connecticut, without regard to its conflict of law rules. No
amendment of this Letter will be effective unless it is in writing and signed by the Parties.
The Parties hereby acknowledge that the terms and language of this Letter were the result
of negotiation between the Parties and, as a result, there will be no presumption that any
ambiguities in this Lelter will be resolved against any particular Party. Any controversy
over construction of this Letter will be decided without regard to events of authorship or
negotiation.

10. Notice. All notices, requests, demands, and other communications required or permitted
by this Letter will be given to the respective Party by hand, by commercial overnight
carrier service, by registered or certified mail, postage prepaid, ot by facsimile, with a
copy by electronic mail at the following addresses:

a. Notices to WCHN will be addressed to:

Western Connecticut Health Network, Inc.

24 Hospital Avenue

Danbury, CT 06810

Aun: Dr, John M. Murphy, Presiden & Chief Executive Officer
Fax: (203) 739-8751

Email: john.murphy@danhosp.org

b. Notices to NHSC will be addressed to:

5
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Norwalk Health Services Corporation

¢/o Norwalk Hospital

34 Maple Street

Norwalk, CT 06850

Attn: Mr. Daniel DeBarba, Jr., President & Chief Executive Officer
Fax: (203) 852-1553

Email: Dan.DeBarba@Norwatkhealth.org

208536107
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IN WITNESS WHEREOF, the undersigned have executed this document as of the date of the last
signature below.

WESTERN CONNECTICUT HEALTH ,NETWORK INC.
TM‘.)

Na n.- JBL{:\} Aa MLNJP
Tite”  Prezswoeuy $can
Date: L{( “;‘_

NORWALHEALTH Siﬁ/ICES PORATION
By: '/

Name: l).;/n:f/ T De Barte, T
Title: Pre svdenF & CED

Date: V/gj!z_
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WESTERN CONNECTICUT HEALTH NETWORK, INC.
AND
NORWALK HEALTH SERVICES CORPORATION

SUMMARY OF TERMS

This non-binding Summary of Terms (the “Term Sheet™) serves to confinm the mutual intent of Western
Connecticot Health Network, Inc, (“WCHN”) and Norwaltk Health Services Corporation (“NHSC”} to
amend and restate the terms of that certain Letter of Intent for Corporate Affiliation, dated April 3, 2012
between WCHN and NHSC (the “Letter of Intent”) to achieve a full corporate affiliation (the “Proposed
Transaction™). The date of the closing of the Proposed Transaction is referred to herein as the “Closing
Date.” Each of WCHN and NHSC is referred to herein as a “Party” and collectively as the “Parties.”

For the avoidance of doubt, this Term Sheet supersedes the Letter of Intent in its entirety (provided that
Sections 5 [“Confidentiality; Disclosure™], 6 [“Public Announcements”), and 7 [“Exclusivity”] of the Letter
of Intent remain binding to the extent set forth in the Letter of Intent).

This Term Sheet is intended as an outline of certain material provisions to be included in one or more
Definitive Agreements (the “Definitive Agreement”) and does not address all matters upon which agreement
must be reached and reflected in the Definitive Agreement in order for the respective Board’s of the Parties
to approve the Proposed Transaction. Although it is expected that discussions regarding the Proposed
Transaction will be fruitful, unless and until the Definitive Agreement is executed and delivered, there will
be no legal and binding obligation of either Party, except as set forth above.

WCHN will become the sole member of NHSC and/or the Norwalk Hospital
Association (“NHA"), _

Transaction Structure

Corporate Governance | (1) WCHN Board Composition. The WHCN Board will have a total of eighteen
(18) members. Seven (7) WCHN Board members shall be individuals who
served as NHSC Board members immediately prior to the Closing (the “NHSC
Designees”), and the remaining eleven (11) WCHN Board members shall be the
individuals who served as WCHN board members immediately prior to the
Closing (the “WCHN Designees”). The initial NHSC Designees and WCHN

.1-
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Designees will be set forth in the Definitive Agreement based on mutual
agreement of the Board Chairs of the Parties. Members of the WCHN Board
will be divided into three classes of equal size, with staggered terms, and wiil
serve for a maximum of three, three-year terms.

The Parties shall alternate the right to designate the Chair and Vice-Chair of the
WCHN Board every two (2) years for the first four (4) years following the
Closing Date. For the period beginning on the Closing Date and ending on the
second anniversary of the Closing Date, the WCHN Board Chair shail be an
NHSC Designee and the WCHN Board Vice-Chair shall be a WCHN Designee.
For the period beginning on the second anniversary of the Closing Date and
ending on the fourth anniversary of the Closing Date, the WCHN Board Chair
shall be a WCHN Designee and the WCHN Board Vice-Chair shall be an
NHSC Designee. The initial Chair and Vice-Chair of the WCHN Board and
selection of the remainder of the WCHN Board officers shall be set forth in the
Definitive Agreement.

Any NHSC Board member serving on the NHSC Board immediately prior to
the Closing Date who is not appointed to the WCHN Board will be provided an
opportunity to serve on a WCHN Board committee or on the board of a WCEN
subsidiary, and all such individuals will be eligible to become members of
WCHN. To the extent consistent with applicable law, the same individuals will

serve on board commitiees of WCI—D\Il NHA and other hosiital affiliates, .

(2) NHSC Board Composition. At Closing, the NHSC Board shall be
comprised of those persons serving in such capacity immediately prior to the
Closing and shall include all of the NHSC Designees. The WCHN
President/CEQ and at least one additional WCHN Board member will become
members of the NHSC Board. If WCHN becoimes the sole member of NHSC
through the Proposed Transaction, the NHSC Board and the NHA Board shall
be comprised of the same individuals. During the Initial Period, the NHSC
President and Chief Executive Officer will be a member of the NHSC Board
and the NHA Board.

In the event of a vacancy among the NHSC Designees or the WCHN Designees
during the Initial Period, such individual shall be replaced by the Party that
designated such NHSC or WCHN Designee, subject to approval by WCHN. In
the event WCHN declines to elect any candidate, the Party that norainated the
candidate will nominate one or more new candidates until agreement is reached.

In the event WCHN becomes the sole Member of NHSC, the bylaws and
charters of NHSC and NHA shall provide for “reach through” rights so that

2-
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WCHN may exercise, directly or indirectly, the Super-majority Vote and
Reserved Powers described below with respect to NHA in the same manner as
with respect to Danbury and New Miiford Hospitals.

(3) Danbury Hospital and New Milford Hospital. At Closing, the Boards of

Danbury Hospital and New Milford Hospital shall be comprised of those
individuals serving as the WCHN Designees.

(4) Potential Changes to WCHN Governance. Three (3) years after the Closing

Date, the Governance Committee of WCHN shall review the corporate
governance structure of WCHN and its affiliates and make such
recommendations as may be appropriate. The representational Corporate
Governance Structure and the Super-majority Vote provisions, as defined below
(together, the “Transaction Governance Structure”) will continue in effect until
changed following the occurrence of any one of the events listed below:

Major WCHN Board Certain WCHN Board actions (whether an affirmative power of the WCHN
Actions Board or a “Reserved Power” with respect to NHSC or NHA) will require a
super-majority vote of the WCHN Board, defined for this purpose as the
affirmative votes of two-thirds of all of the WCHN Board members {a “Super-
majority Vote”). Thus, the vote of at least twelve (12) of the eighteen (18)
trustees (which would include at least one of the NHSC Designees) is required
to satisfy the requirement for a Super-majority Vote:

Actions requiring a Super-majority Vote but that must be preceded by a vote of
the NHSC or NHA Board are:
(1) the sale or other disposition of NHA to a third party;

(2) the closure of NHA or the closure or material diminution of a

3.
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material program at NHA; and
(3) approval of the NHA Capital Budget and Operating Budget.

Other actions requiring a Super-majority Vote:
(1) approval of the WCHN Strategic Plan; and

(2) selection of the NHA CEO, except that such action shall require a
Super-majority Vote for a period of one (1) year only after the Closing
Date. After the first anniversary of the Closing Date, the WCHN Board
shall not have the right to approve the NHA CEO, but the WCHN
Board shall have input into such selection, which shall be under the
direction of the WCHN CEO.

(3) amendment of the bylaws or charter of WCHN, NHSC or NHA;
(4) removal of an NHSC or NHA Board member; and
(5) approval of the WCHN Capital Budget.

All actions not requiring a Super-majority Vote shall be accomplished by
majority vote.

Hospital Responsibilities | The management and Board of each Hospita! will continue to operate and
manage its facilities, programs, and services, subject to the Reserved Powers, as
defined below, and including the following;

(1) Review local quality and service goals and improvement programs
within the context of the System’s goals and programs and recommend
changes to the WCHN Board;

(2) Monitor local quality, service and financial performance of the
System;

(3) Approve medical staff bylaws and medical staff appointments based
on standardized System applications and review processes;

(4) Participate in the search process for the President of NHA, when the
need arises;

(5) Support management in making local communications with external
audiences, including, but not limited to, local governments and the
media;

(6) Support fundraising efforts conducted by the Norwalk Hospital
Foundation in the local community;

(7) Oversee community benefit programs in the local community; and

(8) such other responsibilities as may be set forth in the Definitive

4-
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Agreement,

In addition, the following decisions, which shall initially be made by the NHSC
Board (the “Reserved Powers™), are subject to approval by WCHN (subject to
Super-majority Vote requirements as described above):

(1) sale or other disposition of NHA to a third party;

(2) the closure of NHA or the closure or material diminution of a
material program at NHA;

(3) appointment of an NHSC or NHA Board officer; and
(4) approval of the NHA Capital Budget and Operating Budget.

Management The current President/CEO of WCHN will remain the President/CEQ of
WCHN. The current President and CEQ of NHSC will become Executive Vice
President of WCHN, will report to the CEO of WCHN, and will also remain the
President and CEO of NHSC and NHA. The Definitive Agreement shall
specify a process for establishing and reviewing executive compensation.

Consummation of the (1) Diligence. The Parties will develop a due diligence plan to complete due
Proposed Transaction diligence investigations customary for transactions of this nature,

(2) Definitive Agreement. The Parties will enter good faith negotiations to
develop a mutually acceptable Definitive Agreement, embodying the terms
herein, with terms normal and customary in a transaction similar to the Proposed
Transaction.

(3) Timing. The Parties will agree upon a time line for completion of regulatory
filings to expeditiously close the Proposed Transaction.

(4) Closing Conditions. The Parties agree that the consummation of the
Transaction is subject to the following closing conditions, which shall be
incorporated into the Definitive Agreement;

(a) satisfactory completion of due diligence;
(b) receipt of necessary third-party and other governmental approvals;

(¢) obtaining necessary approval by the governing boards of WCHN
and NHSC, each in its or their sole discretion;

(d) satisfaction of such other conditions as may be set forth in the
Definitive Agreement.

s
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[Signature Page Follows]
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IN WITNESS WHEREOF, the undersigned have executed this document as of the date set forth below.

WESTERN CONNECTICUT HEALTH NETWORK, INC.
By: %&WB‘M L ety

g Torn) M- YR ALY na

Y PRESipenT tecy

NORWALZEALTH S]EICES O, ;%ATION

Name: Dewtoe! T Debarba, V.
Presileny 2-CEO

Dated as of September 18, 2012
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WESTERN CONNECTICUT HEALTH NETWORK,
Special Meeting of the Board of Directors
January 18, 2013

A special meeting of the Board ol Directors of Western Connecticut Health Network, was held
via teleconference on Friday, January 18. 2013 at 12:00 p.m. Chairman of the Board Jim

Kennedy presided.

PRESENT: A. Altoretli, M.D., D. Cyganowski, Neil Culligan,
M.D. S Houldin, J. Kennedy, R. Jabara, D.
Kramer, M.D. J. Murphy, MD, J. Patrick, J,
Skrzypezak, B. White

ABSENT: A. Disney

ALSO PRESENT: C. McKenna, S. Rosenberg

CHAIRMAN’S REMARKS

Chairman Kennedy welcomed the directors and guests and noting that we had a quorum, began
with the opening of the special meeting of the WCHN Board of Directors to approve the final
documents and resolutions pertaining to our affiliation with Norwalk Hospital.

GENERAL/CONSENT
Approvals/Resolutions:
The Board reviewed the proposed amendments/resolutions pertaining to the Affiliation
Agreement, Certificates of Incorporation and Bylaws of Western Connecticut Health Network,
Norwalk Hospital Services Corporation and Norwalk Hospital Association (attached). There
being no questions or issues raised at this time:
A motion was made by J. Patrick and seconded by B. White and it was:
ACTION: VOTED to unanimously approve all amendments/resolutions as
presented
There being no further business, the meeting was adjourned at 12:15 p.m.
Respectfully submitted,

T Lot

Fran Rétty, Recorder

\ &VW
JamesMKennedy
Chairman of the Board

“~
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Board of Trustee Meeting Minutes
January 8, 2013

MINUTES OF THE MEETING OF
NORWALK HEALTH SERVICES CORPORATION

A meeting of the Board of Trustees of the Norwalk Health Services Corporation was held on Tuesday,
january 8, 2013 at 8:00am in the Board Room at Norwalk Hospital.

Trustees present: Fred Afragola, Diane Allison, Thomas Ayoub, M.D., George Bauer, Barbara Butler, Dan DeBarba,
Paul Gagne, M.D., Mark Gudis, Ed Kangas, David Lehn, Victor Liss, loseph E. Mann, Gary Reiner, Andrew Whittingham
Richard Zelkowitz, M.D.

Trustees absent: Maria Borges-lLopes, David Komansky, Ed Mahony, 8ob Ready

Attending by Invitation: Tony Aceto, Collin Barron, Gayle McGrath, Patrick Minicus, Erv Shames, Kristen Staikos,
Howard Eison, MD., Amy Schafrann, Jeryl Topalian

Noting a quorum present, Diane Allison, Chairman of the Board, called the meeting to order at 8:00am.

Approval of the Minutes:

Diane Allison called for the approval of the minutes from the Norwalk Health Services Corporation Board of Trustees
meeting held on November 27, 2012. The minutes of November 27, 2012 meeting were unanimously approved as
submitted.

Report of the President:
Dan DeBarba, President and Chief Executive Officer, reminded the Board of Trustees that

affiliation/partnership discussions started in May 2009 based on the recommendation of the Planning
Committee. He further stated that a Task Force was formed in 2010 and spent one year analyzing, studying
and discussing potential relationships with the following entities:

On June 28, 2011, a Board presentation was made by management and Navigant Consulting which
highlighted all of the work that had been completed over the previous year. In addition, the presentation
identified Danbury Hospital and Western Connecticut Health Network as the best partner for Norwalk
Hospital.

Mr. DeBarba stated that shortly after this meeting, another Task Force was created to develop a business
plan in support of the potential partnership. The Chartis Group was jointly hired by both Norwalk Hospital
and Western Connecticut Health Network to develop a business plan. This business plan and a non-binding
letter of intent was approved by the Board of Trustees on March 22, 2012.

Mr. DeBarba added that we are here today to review the results of the financial and legal due diligence
reviews and to approve the definitive affiliation agreement. He also stated that the following:
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1. Today we vote to take the next step in preserving a bright future for Norwalk Hospital during what
will likely be extraordinarily difficult times for the health ¢are industry;

2. The Federal Government has a massive deficit and health care {Medicare) will certainly be an area
where spending cuts are made;

3. The State Government has a massive deficit and we expect to receive greater cuts in the future;

4. Employers can’t absorb traditional increases in premiums any longer and with a slow economy ~
they can reduce benefits without losing valuable employees;

5. Physicians are looking for security and hospital employment is an attractive option if the hospital is
deemed financially and operationally viable;

6. Both the Affiliation Task Force and the Finance Committee have approved this transaction with a
few stipulations, which will be reviewed later in the meeting.

Mr. DeBarba thanked the Board of Trustees for their support to date and introduced Anthony Aceto, Vice
President, Human Resources, and stated that Mr. Aceto will review the Due Diligence work.

Affiliation Due Dijligence Summary:

: A
Anthony Aceto, Vice President, Human Resources, presented the results of the legal and financial due diligence

reviews.
(a copy of the presentation is attached) *
Summary of Affiliation: —

Collin Barron, Esq., of Pullman and Comley, LLC and Kristen Staikos, Chief Legal Council, presented a Summary of the
Affiliation Agreement by and Between Norwalk Health Services Corporation (“NHSC"} and Western Connecticut
Health Network, Inc. {"WCHN"). ¥

{a copy of the presentation is attached)

Following a detailed discussion, the following two motions were proposed and seconded.

Eirst Motioh: The NHSC Board is conterned with the right of WCHN Members as they can have a significant effect
on corporate governance and does not wish to proceed with the proposed affiliation between NHSC and WCHN
until such rights are resolved to the satisfaction of the NHSC Board.

(a copy of the full motion is attached)

The first motion was approved by all Board members present except for -‘who voted against the

motion.

Second Motion: The NHSC Board authorized the execution of the Affiliation Agreement between NHSC and WCHN
subject to certain issues being resolved to the satisfaction of the NHSC Board.
{a copy of the full motion Is attached)

The second motion was unanimously approved
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Adjournment

With no further business to conduct, this meeting was adjourned at 10:45 AM.
The next scheduled meeting is January 21, 2013

Diane Ailison, Chairman
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RESOLUTIONS ADOPTED BY
BOARD OF TRUSTEES
NORWALK HEALTH SERVICES CORPORATION

AFFILIATION WITH
WESTERN CONNECTICUT HEALTH NETWORIK, INC.

JANUARY 8, 2013

WHEREAS, the Board of Trustees of Norwalk Health Services Corporation (the
“Corporation™) reviewed the proposed Affiliation Agreement between the Corporation and
Western Connecticut Health Network, Inc. (“WCHN"™) and the Bylaws and Certificate of
Incorporation of WCHN that detail the rights of Members of WCHN; and

WHEREAS, the Board is concerned with the rights of WCHN Members as they can
have a significant effect on corporate governances; and

WHEREAS, the Board does not wish to proceed with the proposed affiliation between
the Corporation and WCHN until such rights of WCHN Members are resolved to the satisfaction
of the Board.

NOW, THEREFORE, IT IS HEREBY:

WHEREAS, that the following six issues must be resolved to the satisfaction of the
Board before it will approve entering into a definitive Affiliation Agreement with WCHN:

1, Clarification that WCHN Member rights to vote on mergers, dissolutions and
sales of assets not in the ordinary course apply only to WCHN and not to its
affiliates, .

2. Require that WCHN directors serve until their successors are elected and
qualified.

3. Require that NHSC/NHA have the right to nominate and have elected the Elected
Members equal in number to Elected Members nominated by WCHN.,

4. Elimination of the right of the WCHN Board and Members to have an unlimited
veto power with respect to NHSC/NHA nominees to the WCHN Board.,

5. Require that there be a re-examination of whether WCHN should be a
membership corporation within two years following the Closing.

6. Require that the seven (7) NHSC designees to the WCHN Board be approved by

the WCHN Board and WCHN Members as a condition to the closing of the
proposed affiliation. '

ACTIVE(73839.10/CPB/3984959v1
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RESOLUTIONS ADOPTED BY
BOARD OF TRUSTEES
NORWALK HEALTH SERVICES CORPORATION

AFFILIATION WITH :
WESTERN CONNECTICUT HEALTH NETWORK, INC,

JANUARY 8, 2013

The Board of Trustees of Norwalk Health Services Corporation (the “Corporation™) does
hereby agree to and adopt the following resolutions:

WHEREAS, the Board of Trustees of the Corporation (the “Board”) has determined that
the Corporation's ability o continue to achieve its mission, including without limitation its
mission in support of The Norwalk Hospital Association (the “Hospital™), relating to patient
care, education, clinical research and community service, depends upon its ability to respond to
and benefit from opportunities created by the rapidly changing health care marketplace; and

WHEREAS, the Board supports the Corporation’s pursuit of a regional, integrated health
care network development strategy; and

WHEREAS, the Board authorized the execution of a Summary of Tems between the
Corporation and Western Connecticut Health Network (“WCHN™), the sole member of The
Danbury Hospital and New Milford Hospital, Inc. which Summary of Terms sets forth the
general principles of an affiliation between the Corporation and WCHN and their member
hospitals; and

WHEREAS, a definitive Affiliation Agreement, attached hereto as Exhibit A has been
negotiated with WCHN on terms consistent with the general principles set forth in the Summary
of Terms; and

WHEREAS, the Board has had the opportunity to review and discuss the definitive
Affiliation Agreement; and

WHEREAS, the officers of the Corporation (the "Officers"), in consultation with
consultants and counse] to the Corporation, have () conducted legal and financial due diligence
review of WCHN and its affiliates, (b) provided a written summary thereof to the Finance
Committee and the Affiliation Task Force, and (c) summarized today to the Board the resuits of
that review; and

WHEREAS, negotiations with WCHN have confirmed that certain changes will be
required to the Certificate of Incorporation and Bylaws of the Corporation and its affiliates,
including the Hospital, so as to permit WCHN to acquire actual or effective control of the
Corporation and its affiliates while providing the Board a voice in the affairs of WCHN, the
Corporation and its affiliates; and
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WHEREAS, the Finance Committee and the Affiliation Task Force met on January 4,
2013, and after evaluating the legal and financial due diligence reports from NHSC’s counsel
and its financial advisers and reviewing a draft of the proposed definitive Affiliation Agreement
recommended that this Board of Trustees approve the affiliation of NHSC and WCHN subject to
certain conditions.

NOW, THEREFORE, IT IS HEREBY:

RESOLVED, that, subject to: (a) completion of due diligence review:; (b) establishment
of a WCHN committee structure, including chairmanships and memberships; and (c) completion
of amended and restated certificates of incorporation and bylaws of NHSC and WCHN and their
affiliates, all to the satisfaction of the Officers of NHSC, and subject to resolution of WCHN
Member voting rights to the satisfaction of the Board, the Corporation enter into the Affiliation
Agreement with WCHN, substantially in the form presented at this meeting, with such changes
as may be deemed necessary, appropriate or desitable by any of the Officers in his or her
discretion, and that the Officers be, and each of them hereby is, authorized to execute and
deliver, for and on behalf of the Corporation, the Affiliation Agreement and such other
documents, certificates, applications, filings and agreements with private or public entities or
agencies as the Officers, in their sole discretion, deem necessary, appropriate or advisable to
effect the transactions contemplated by the Affiliation Agresment, including without limitation
filings pursuant fo the Hart-Scott-Rodino Antitrust Improvements Act and applications for
Certificates of Need from the Connecticut Office of Health Care Access, the execution and
delivery thereof by such Officers to be conclusive evidence of authorization and approval
hereunder; and

RESOLVED, that the Officers be, and each of them hereby is, authorized, empowered
and directed to do and perform all other acts and things deemed by one or more of them
necessary, appropriate or advisable to carry out the intent of the foregoing resolution; and

RESOLVED, that all actions heretofore taken by any Officer or agent of the Corporation

in connection with any matter referred to or conternplated in the foregoing resolutions are hereby
approved, ratified and confirmed in all respects.

ACTIVE/73839.10/CPB/3973433v] 2
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Board of Trustee Meeting Minutes
January 21, 2013

MINUTES OF THE MEETING OF
NORWALK HEALTH SERVICE CORPORATION

A meeting of the Board of Trustees of the Norwalk Health Service Corporation was held on Tuesday, lanuary 21, 2013
at 10:15am in the Board Room at Narwalk Hospital.

Trustees present: Fred Afragola, Diane Allison, Thomas Ayoub, M.D., George Bauer, Dan DeBa rba, Mark Gudis, Ed
Kangas, Victor Liss, loseph E. Mann, Ed Mahony, Robert Ready, Richard Zelkowitz, M.D.

Trustees absent: Maria Borges-Lopez, Barbara Butler, Paul Gagne, M.D., David Komansky, David Lehn

Attending via phone conference: Gary Reiner, Amy Schafrann, Andrew Whittingham

Attending by Invitation: Tony Aceto, Collin Baron, Howard Eison, M.D., Gayle McGrath, Patrick Minicus, Erv Shames,
Kristen Statkos, Jeryl Topalian, Frank Zullo

Noting a guorum present, Diane Allison, Chairman of the Board, called the meeting to order at 10:15am.

Approval of the Minutes:

Diane Allison called for the approval of the minutes from the Norwalk Health Service Corporation Board of Trustees
meeting held on January 8, 2013. The minutes of January 8, 2013 meeting were unanimously approved as
submitted.

Report of the Chairman:

Ms. Allison asked Dan DeBarba, President and Chief Executive Officer, to summarize the purpose and scope of
today’s meeting.

Report of the President:
Dan DeBarba, President and Chief Executive Officer, stated that the purpose of today’s meeting is as follows:

1. To approve the affiliation of Norwalk Health Services Corporation and Western Connecticut Health
Network, Inc. and to authorize officers of the Corporation to enter into a definitive Affiliation Agreement
and to take all necessary steps to effectuate the affiliation;

2. To vote on proposed amendments to the Certificate of The Incorporation and Bylaws of the Norwalk
Hospital Association;

3. To vate on the proposed amendments to the Certificate of Incorporation and Bylaws of the Norwalk
Health Services Corporation; and

4. To review the Certificate of Incorporation and Bylaws of the Western Connecticut Health Network

Mr. DeBarba then asked Collin Baron and Kristen Stalkos to review these documents with the Board in more detall.

Affiliation Agreement:

Collin Baron of Pullman Comley stated that during the January 8, 2013 meeting, the Norwalk Health Services
Corporation adopted resolutions authorizing the execution of the Affiliation Agreement subject to 4 items,
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Mr. Baron listed the four ltems at issue as follows:
1} Satisfactory Committee Structure and Composition;
2} Completion of Due Diligence; '
3} Satisfactory resolution of Board conditions related to Western Connecticut Health Network
Members’ rights; and
4} Completion of revised Bylaws and Certificates of Incorporation for Norwalk Hospital and Norwalk Health
Service Corporation. .

Mr. Baron then facilitated the discussion regarding resolution of the four items at issue as follows:

Resolution of 1; Satisfactory Cominittee Structure and Composltion:
Mr. DeBarba stated that it was agreed to that Committees will consist of 6 to 8 Board members for Finance,
Governance and Compensation Committee. The remaining Committees may be larger than 8 members.

Mr. Shames added that It was agreed to that each Committee would be equitable by representatives of the twg
hospital systems and that the determination of how many total members will be feft to the Committee Chairs. The
final composition will be submitted to the Governance Committee for approval. He further stated that the Chairmen
of the Committees will be as follows:

® Finance Committee, Chairman, Norwalk Hospital Board Member;

Quality Cornmittee, Chairman, WCHN Hospital Board Member;

® Governance Committee, Chairman, WCHN Hospital Board Member;

* Compensation Committee, Chairrman, Norwalk, Hospital Board Member;

" Strategic Planning Committee, Co-Chatrmen, Norwalk and WCHN Hospital Board Members;
® Audit Committee, Chairman, WCHN Hospital Board Member

In addition, Mr. Shames discussed agreement on two sub-committees includ ing:
® Investment Committee, a sub-committee of the Audit Committee, Chairman, WCHN Board Member
¢ Technology Management Committee, a sub-committee of the Strategic Planning Committee,
Chairman, Norwalk Hospital Board Member

Resolution of 2: Completion of Due DHigence:

Resolution of 3: Western Connecticut Health Network Members’ Rights:

Mr. Baron stated that at the NHSC Board meeting held on January 8, 2013, the Board adopted a resolution to the
effect that the following six conditions that relate directly or indirectly to the voting rights of WCHN Members must
be resolved to the Board’s satisfaction. Mr. Baron presented a table showing the six requirements and how they
were addressed, (see attached)
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WCHN MEMBER RIGHTS

At the NHSC Board meeting held on Jermary 8, 2013, the Board adopted a resolution to

-the effect that the following six conditions that relate directly or indirectly to the voting rights of
WCHN Members must be resolved to the Board’s satisfaction. Below is a table showing the six

requirements and how they have been addressed:

Regquired by Board per 1/8/13 Meeting

Proposed Resolution of Issue 5

WCHN must provide a legal opinion that
right of Members to vole on mergers,
dissolutions and sale of assets applies only
to WCHN and not to its subsidiaries, e.g.
NHA.

The WCHN Certificate of Incorporation
(“COr") will be -amended to specify- that
Members have the right to vote only with
respect tc WCHN transactions,

Requirement that the Bylaws of WCHN
specify that its directors shall serve until
their successors are elected and qualified.

The requirement has been agreed to. In
addition, the WCHN Bylaws will specify that
the Members will vote on the entire slate of
directors (including both NHSC and WCHN
nominees) rather than on individual directors.

Requirement that NEISC/NHA will have
the right to nominate and have elected
WCHN Members in equal number to
WCHN Members hominated by DH. !

This requirement has been agreed to.

) : f

i -

Requirement that'the WCHN Board 2b1

have the right to an unfimited veto power
over NHSC/NHA nominees to the WCHN
Board, : ’ ;

A two stt_-iké rule has been agreed to with

. respect to riominees tb the NHSC/NHA Roard
" and the WCHN Board, If,the WCHN Board
. rejegts by majority vote two nominees for 2
. NHSC/NHA or. WCHN ‘Board seat, the

rejection of a third nominee would reqguire a
supermajority vote of the WCHN Board.

Require that the issue of whether WCHN
should continne as & membership
corporation. be reviewed by the WCHN
Board within {wo years following the
Closing. )

This has been agreed to but the timetable for
the review of the WCHN/NHSC governance
structure has been changed from three years to
two years following Closing.

Require that the seven NHSC Designees
to the WCHN Board be approved by the
WCHN Board and Members as g
condition to Closing,

This has been agreed to.

ACTIVE/7I839,10/CPB/3984525v]
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Resolution of 4: Completion of Bylaws and Certificates of Inco rporation of Norwalk Hospital and Norwalk Health
Services Corporation: '

Mr. Baron highlighted a few minor changes to the previous version of the Norwalk Health Services Corporation and
Norwalk Hospital Association Bylaws and Certificates. He noted that the Norwalk Hospital Association approved the
Amendments to its Bylaws and Certificate at an earlier meeting.

Western Connecticut Health Network Amended and Restated Bylaws and Certificates:

Mr. Baron presented the WCHN Bylaws and Certificates to the Board of Trustees. In tts review of the Bylaws of
WCHN, the Board noted several provisions that are not consistent with discussions that have taken place between
the respective Affiliation Task Forces and/or with the Summary of Terms, In particular, the Board determined that
the following four additional revisions should be made to the WCHN Bylaws and that the Affiliation Agreement
should be revised to require that these revisions be made a conditian to the Closing;

(i) Non-Board members may be appointed to any WCHN Committee but without vote;

(ii) The Bylaws should explicitly require that there be an equitable distribution of Norwaik Directors and Danbury
Directors on Board committees;

(iii} The Executive Compensation Committee should consist of not only the Chairman and the Vice Chairman but at
least three other Directors; and

{iv} The Executive Compensation Committee should advise the Board not only on executive compensation strategies
and policies but also exe¢utive benefit strategies and policies. '

With no further discussion, the following resolutions were made, seconded and unanimously approved:

1. AFFILIATION with WESTERN CONNECTICUT HEALTH NETWORK, INC.
{see attached resolution)

2. BOARD OF DIRECTORS of WESTERN CONNECTICUT HEALTH NETWORK, INC,
{see attached resolution)

Adlournment

With no further business to conduct, the Norwalk Health Service Corporation meeting was adjourned at 11:3Cam.

The next scheduled meeting is February 26, 2013

Diane Allison, Chairman
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RESOLUTIONS OF
BOARD OF TRUSTEES
NORWALK HEALTH SERVICES CORPORATION

AFFITIATION WITH
WESTERN CONNECTICUT HEALTH NETWORK, INC.

JANUARY 21, 2613

The Board of Trustees of Norwalk Health Services Corporation (the “Corporation”™) does
hereby agree to and adopt the following resolutions:

WHEREAS, the Board of Trustees of the Corporation (the “Board™) has determined that
the Corporation’s ability to continue to achieve its mission, inclading without limitation its
mission in support of The Norwalk Hospilal Association (the “Hospital”), relating to patient
care, education, clinical research and community service, depends upon its ability to respond fo
and benefit from opportunities oreated by the rapidly changing health care marketplace; and

WHEREAS, the Board supports the Corporation’s pursuit of a regional, integrated health
care rietwork development strategy; and

WHEREAS, the Board authorized the exgeution of a Summary of Terms between the

Corporation and Western ;Connecticut Health Network (“WCHN™, the sole member of The |

Dahbury Hospital and New Milford Hospital, Inc. which Summary of Terms sets forth the

general principles of an affilation between the Corporation and WCHN and their member

hospitals; and

WHEREAS, a deffr:iﬁvc Affiliation Agreement, attached hereto es Bxhibit A has been
negotiated with WCHN on'terms corisistent with the general principles ‘set forth in the Summary
of Terms; and

WHEREAS, the Board has had the opportunity to review and discuss the definitive
Affiliation Agreement; and

WHERKEAS, the officers of the Corporation (the "Officers”), in consultation with
consultanis and counss] to the Corporation, have (2) conducted legal and financial due diligence
review of WCHN and its affiliates, (b) provided a wriiten repott thereof to the Finance
Committee and the Affiliation Task Force and the Board, and (c) reviewed with the Board these
reviews; and

WHEREAS, negotiations with WCHN have confirmed that certain changes will be
required to the Certificate of Incorporation and Bylaws of the Corporation and jts affiliates,
including the Hospital, so as to permit WCHN to acquire actual or effective control of the
Corporation and its affiliates while providing the Board a voice in the affairs of WCHN, the
Corporation and its affiliates; and :

Affiliation CON-112
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WHEREAS, the Finance Committee and the Affiliation Task Force met on January 4,
2013, and after evaluating the legal and financial due diligence reports from NHSC’s counsel
and its financial advisers and reviewing a draft of the proposed definitive Affiliation Agreement
recommended that this Board of Trustees approve the affiliation of NHSC and WCHN subject to
certain conditions; and

WHEREAS, the Board met and voted on January 8, 2013, to authorize the Officers to
enter into a definitive Affiliation Agreement subject to (@) completion of due diligence review;
(b) establishment of a WCHN committee structure, including chairmanships and memberships;
and (¢) completion of amended and restated certificates of incorporation and bylaws of NHSC
and WCHN and their affiliates, all to the satisfaction of the Officers of WCHN and subject to
resolution of WCHN Member voting rights to the satisfaction of the Board; and

WHEREAS, the Board has determined that all of the conditions contained in the January
8, 2013, resolutions of the Board, including the conditions relating to WCHN Member voting
rights, have been satisfied.

NOW, THEREFORE, IT IS HEREBY:

RESOLVED, that the Corporation enter into the Affiliation Agreement with WCHN,
substantially in the form presented at this meeting, but revised to include a condition to closing
that the Bylaws of WCHN be further amended to address concerns raised at this meeting and
such changes as may be deemed necessary, appropriate or desirable by any of the Officers in his
or her discretion, and that the Officers be, and each of them hereby is, authorized to execute and
deliver, for and on behalf of the Corporation, the Affiliation Agreement and such other
documents, certificates, applications, filings and agreements with private or public entities or
agencies as the Officers, in their sole discretion, deem necessary, appropriate or advisable to
effect the transactions contemplated by the Affiliation Agreement, including without limitation
filings pursuant to the Hart-Scott-Rodino Antitrust Improvements 'Act and applications for
Certificates of Need from the Connecticut Office of Heaith Care Access, the execulion and
delivery thereof by such Officers to be conclusive evidence of authorization and approval
hereunder; and

RESOLVED, that the Bylaws and Articles of Association of the Hospital and the Bylaws
and Certification of Incorporation of the Corporation be amended in the form attached hereto
effective on the consummation of the affiliation between the Corporation and WCHN pursuant to
the Affiliation Agreement; and

RESOLVED, that the Officers be, and each of them hereby is, authorized, empowered
and directed to do and perform all other acts and things deemed by one or more of them
necessary, appropriate or advisable to carry out the intent of the foregoing resolutions; and

RESOLVED, that all actions heretofore taken by any Officer or agent of the Corporation

in connection with any matter referred to or contemplated in the foregoing resolutions are hereby
approved, ratified and confirmed in all respects.

ACTIVE/73839. 10/CPB/3985043v1 2
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RESOLUTION OF
BOARD OF TRUSTEES
NORWALK HEALTH SERVICES CORPORATION

BOARD OF DIRECTORS OF WCHN

JANUARY 21,2013

The Board of Trustees of Norwalk Health Services Corporation (the “Corporation™) does
hereby agree to and adopt the following resolution:

WHEREAS, the Board of Trustees of the Corporation (the ‘Board”) has adopted
resolutions approving the exscution of an Affiliation Agreement between (he Corporation and
Western Connccticut Health Network, Inc. (“WCHN") pursuant to which WCHN shall become
the sole member of the Corporation (“Affiliation Agreement”); and

WHEREAS, pursuant to the Affiliation Agreement seven members of the Board shail be
elected to the Board of Directors of WCHN; and

WHEREAS, the Board has determined that the selection of the seven Board members to
serve on the Board of the Directors of WCHN shall be made by decision of the Board.

NOW, THEREFCRE, IT IS HEREBY:
- RESOLVED, that the Board shall determine thé seven membes of the Board who shall

be put torward for election to the Board of Directors of WCHN as of the effective date of the
proposed affiliation between the Corporation and WCHHN. :

ACTIVE/TIB3Y. 10/CPBM015300v]
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Norwalk Health Services Corporation
Service Area Demographic Information

Table 1: Service Area for Norwalk Hospital

Affiliation CON-116

Source:

Primary Service Area Population estimated as of 2011
Norwalk 87,014
Westport 26,420
New Canaan 19,866
Wilton 18,641
Weston 10,224
Total PSA 161,715
Secondary Service Area
Darien 19,777
Fairfield 59,625
Redding 9,181
Ridgefield 24,784
Total SSA 113,67
Total Service Area 275,082
Source: www.CERC, Town Profiles downloaded 3/20/2013
Table 2: Age and Gender Distribution
Primary Service Area Male Female Total
0-17 21,096 19,769 40,865
18-24 7,549 6,980 14,529
25-29 26,207 26,700 52,907
50-65 14,865 16,092 30,957
65+ 9,384 13,073 22,457
Total 79,101 82,614 161,715
Secondary Service Area Male Female Total
0-17 15,147 13,924 29,071
18-24 5,233 5,199 10,432
25-29 17,975 19,300 37,275
50-65 10,239 10,697 20,936
65+ 6.612 9.041 15.653
Total 55,206 58,161 113,367
Total Service Area 134,307 140,775 275,082
www.CERC, Town Profiles downloaded 3/20/2013
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Norwalk Health Services Corporation

Western Connecticut Health Network

President & CEO
Dan DeBarba, Jr.

President & CEOQ
John Murphy, MD

Senior VP & COO
Lisa Brady

Senior VP, COO, Danbury Hospital
Michael Daglio

Executive Director, Senior VP, New Milford

Hospital, Deborah Weymouth

VP Finance, CFQ
Patrick Minicus

Senior VP, CFQ & Treasurer
Steve Rosenberg

VP Patient Care Services, CNO
Renee Mauriello, RN

VP Patient Care Services, CNO
Moreen Donahue, RN

VP, Chief Medical Officer
Eric Mazur, MD

Chief Medical Officer
Matt Miller, MD

VP, Human Resources

Senior VP, Human Resources

Anthony Aceto Phyllis Zappala
Chief Legal Officer General Counsel
Kristen Staikos Carolyn McKenna

Chief Compliance Officer
Jeannine Foran, RN, JD

Chief Risk & Compliance Officer
Joe Campbell

Chief Medical Information Officer, Acting CIO
Steve O'Mahony, MD

Chief Information Officer
Kathy DeMatteo

Executive Director, Facilities
Jim Haynes

VP, Facilities
Morris Gross

Executive Director, Quality

VP, Quality & Patient Safety

Joanne Svogun Dawn Myles
Executive Director, Planning & Business VP, Planning
Development, Jeryl Topalian Sally Herlihy

President NH Foundation, VP Public Affairs
Mary Franco

Executive Director & VP Foundation
Grace Linhard

President NHP&S, VP Business Development
Michael Marks, MD

Executive Director, WCMG
Tom Linhares




04/05/2013 Affiliation CON-123

Curriculum Vitae
Daniel J. DeBarba Jr.

Professional Experience:

Norwalk Hospital, Norwalk, CT

President and Chief Executive Officer 2010 to present

Mr. DeBarba was appointed President and Chief Executive Officer of Norwalk Hospital in
2010. In addition to managing senior leadership, his responsibilities include designing,
implementing and sustaining an organizational and management structure that promotes
the Hospital's mission, values, goals and objectives; planning and monitoring the financial,
operational, capital and human resources of the Hospital; and providing leadership in
developing and annually updating the Hospital's strategic, financial and human resources
plans.

Vice President and Chief Operating Officer 2009 to 2010

Vice President and Chief Financial Officer 2007 to 2009

Since joining the Hospital in 2007, Mr. DeBarba has also served as Chief Operating Officer
and Chief Financial Officer. Responsible for the day-to-day Hospital operations and worked
with the Chief Executive Officer to provide strategic direction to the organization. Provided
leadership and programmatic direction for the Hospital’s clinical and non-clinical
departments. Responsible for management and overall direction of finance division
including accounting and financial reporting, budget and decision support, information
technology, patient access, patient financial services, health information management,
materials management, and treasury management. Also responsibie for the direction and
financial management of all health system subsidiaries including Honey Hill CareCenter and
S.W.C. Corporation.

Saint Mary’s Hospital, Waterbury, CT

Vice President and Chief Financial Officer 2005 to 2007

Managed and provided overall direction of finance division including accounting and
financial reporting, budget and decision support, information technology, patient access,
patient financial services, health information management, materials management, and
treasury management. Also responsible for the direction and financial management of all
health system subsidiaries including Diagnostic Imaging of Southbury, Naugatuck Valley
Surgical Center, and several other physician groups and outpatient centers.

Yale New Haven Health System, New Haven, CT

Director of Financial Planning 2003 to 2005

Managed the budget and financial planning services of Yale New Haven Health System,

a non-profit health care delivery system with three hospitals including Yale-New Haven,
Bridgeport, and Greenwich Hospitals. With a $1.4 billion operating budget, the system
included 1,400 inpatient beds and outpatient services including primary and specialty care
clinics, ambulatory surgery centers, diagnostic radiology centers, and home care agencies.

Director of Finance, Bridgeport Hospital 2000 to 2003
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PricewaterhouseCoopers LLP, Hartford, CT

Director, Health Care Consulting Practice 1997 to 2000
Manager, Health Care Consulting Practice 1996 to 1997

Senior Associate, Health Care Consulting Practice 1994 to 1996

Milford Hospital, Milford, CT
Budget and Reimbursement Analyst 1991 to 1994

Ernst & Young LLP, Hartford, CT
Senior Auditor 1990 to 1991
Staff Auditor 1988 to 1990

Military Service:
Connecticut Army National Guard, 1982 to 1988

Education:
University of Hartford, M.S. Accounting, 1988

University of Connecticut, B.A. English, 1986

Professional Certifications:

Certified Public Accountant

Professional Organizations:

American College of Healthcare Executives,
Healthcare Financial Management Association
American Institute of Certified Public Accountants

Other Areas of Interest:

Community Board Membership:
Greater Norwalk Chamber of Commerce
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Curriculum Vitae
John M. Murphy, M.D.

Professional Experience

Western Connecticut Health Network (formerly DHS) July 2010 - PRESENT
President & Chief Executive Officer

Responsible for direction of core strategic programs, objectives and the enhancement of operational
excellence, growth and financial performance of the $750M integrated delivery network. Work in
collaboration with physician and nursing leadership to align operational areas to support quality
care, patient safety and service excellence initiatives of Danbury Hospital, New Milford Hospital,
Western Connecticut Medical Group, Western Connecticut Home Care and associated subsidiaries
and the surrounding communities

Danbury Health Systems (DHS), Danbury, CT July 2008 - june 2010
Executive Vice President (President /CEO Designee)

Associated Neurologists, P.C., Danbury, CT 1989- 2008

Clinical neurologist with a particular interest in stroke, multiple sclerosis, and neurodegenerative
disorders. [ was active both clinically as well as administratively serving as the president of the
group for 18 years and actively expanded the group to include clinical research, neurophysiology,
neuropsychology and infusion therapy. In addition I was active in clinical research and both
undergraduate as well as graduate medical education

Education

Fordham University, Bronx, NY
Major: Biology

Summa cum Laude (G.P.A. 4.0)
B.S., May 1981

UMDN]J -Rutgers Medical School
Piscataway, NJ]
M.D., May 1985

Medical Training
1985-1986: Internship, Internal Medicine

UMDN]-Rutgers Medical School
Middlesex General University Hospital
New Brunswick, NJ

1986-1988: Resident in Neurology

UMDN]-New Jersey Medical School
University Hospital
Newark, NJ

1988-1989: Chief Resident in Neurology
UMDN}-New Jersey Medical School
University Hospital

Newark, N]
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Professional Certifications

Fellow ~ American College of Physicians - Appointed 2012

Attending Neurologist - Danbury Hospital - 1989 - Present

Clinical Assistant Professor of Neurology - University of Vermont - 2010-Present
Fellow ~ American Academy of Neurology

Professional Organizations

American College of Healthcare Executives

Board of Directors - Voluntary Hospital Association (VHA)
Board of Trustees - Connecticut Hospital Association (CHA)
Board of Trustees - Union Savings Bank

Connecticut State Medical Society

Fairfield County Medical Society

Fairfield County Neurology Society

American Academy of Neurology
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Curriculum Vitae
Lisa M. Brady

Professional Experience:

Norwalk Hospital, Norwalk, Connecticut, 2008 - Present

Senior Vice President and Chief Operating Officer, 2010 to present

Reporting to President/Chief Executive Officer

Responsibilities

Overall Hospital operations

@ Strategic direction to the organization

Leadership and programmatic direction clinical and non-clinical departments

Vice President, Planning & Business Development, 2008-2010
Reporting to President/Chief Executive Officer
Responsibilities

¢ Strategic planning and business development
Community physician practices
Certificate of need development
Marketing
Community relations
Cancer center
Women'’s and children’s services
Occupational health services

Rush-Copley Medical Center, Aurora, Illinois
Senior Vice President, Strategy & Chief Strategy Officer, 2006-2008
Vice President, Planning & Business Development, 1998-2006
Reporting to President/Chief Executive Officer
Responsibilities
e Strategic planning and business development
Institute strategic direction - product line oversight for 5 centers of excellence
Neuroscience Institute
Marketing communications
Public relations
Community relations
Government relations
Information services
Rush-Copley Medical Group - 40+ providers and 200+ employees
Heart Horizons, LLC Board member - joint venture with physicians for cardiac
diagnostics

Affiliation CON-127

* River West Radiation Therapy Center, LLC Board member - joint venture with large

multispecialty physician group

Premier, Inc., Westchester, lllinois
Vice President, 1995 - 1998
Senior Consultant, 1993 - 1995
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Tiber Group, Chicago, lllinois
Senior Consultant and founding member, 1989 - 1993

Education:
Rush University, Chicago, [llinois
Master of Science, Health Systems Management, 1989

University of Hlinois, Champaign-Urbana, llinois
Bachelors of Science, Anatomical Sciences, 1987

Professional Organizations:

American College of Healthcare Executives

Rush University, Faculty, Course Director, Healthcare Marketing, 2001 - 2008
Montgomery Economic Development Corporation, Board of Directors, 2007 - 2008
YW(CA, Board of Directors, 2002 - 2006

Sunnymere Retirement Center, Board of Directors, 1999 - 2004

United Way, Board of Directors, 1998 - 2003

Aurora Area Chamber of Commerce, Leadership Course Director, 2000
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Curriculum Vitae

Michael J. Daglio
Professional Experience
Danbury Hospital, Danbury, CT June 2004 -Present
Senior Vice President and Chief Operating Officer October 2010 - present

* Responsible for the following operational areas: Cardiovascular Service Line,
Surgical Services, Cancer Center, Women'’s and Children’s, Emergency
Department, Radiology, Laboratory, Pharmacy, Facilities, Medical Education and
Research.

* Provide senior level oversight of 7 direct reports and 1,400 indirect reports.

* Oversee Operating Budgets of $400,000,000 and manage capital budget of
$30,000,000.

* Responsible for the post-merger integration of Danbury Hospital and New
Milford Hospital operational and clinical departments.

* Developed a “Portfolio Review” process to identify cost reduction opportunities
throughout the network. Achieved $18,000,000 in cost reduction in first twelve
months of the program.

* Responsible for physician relations and physician acquisition strategy for key
clinical services.

* Developed a “Staffing Management Council” to review all position requests for
the Network. Reduced 140 positions through tighter controls, sharing of
resources and more stringent approval process.

Vice President, Operations October 2007 - October 2010

* Responsible for Medical Education and Research , the Cardiovascular, Radiology,
Laboratory and Women’s and Children’s Service Lines, and The Emergency and
Behavioral Health Departments

* Manage operating budget of $100,000,000 with gross revenues exceeding
$350,000,000

* Manage average annual capital budget of $10,000,000 for service lines

* Provide senior level oversight of 10 Directors and a staff of 725 FTEs

* Leading $150,000,000 Hospital facility expansion project, including securing
CON approval from the State

* Collaborate in partnerships with Chairmen and Physician Executives for the
Service Lines

* Lead physician recruitment efforts and negotiate and execute physician
contracts for service lines
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Other Positions

* Danbury Hospital - Service Line Executive, Cardiovascular Services and
Radiology Services- June 2004-October 2007

* Continuum Health Partners, New York, NY Director, Ambulatory Care - June
2001-June 2004

* Continuum Health Partners, New York, NY Assistant Director, Physician
Initiatives Group- May 2000 - June 2001

* The George Washington University Hospital, Washington, DC Administrative
Resident - May 1999-April 2000

* The George Washington University Hospital, Washington, DC Interim
Administrative Director, Department of Medical Imaging ~ July 1998- May 1999

* The George Washington University Hospital, Washington, DC Project
Coordinator, Department of Quality Management - july 1996 - July 1998

Education
The George Washington University ~ School of Business and Public Management,
Washington, DC Masters of Health Administration May 2000

The University of Hartford - West Hartford, CT
Bachelor of Arts, Secondary Education and Allied Health May 1991

Professional Organizations
Danbury Hospital, Regional YMCA of Western Connecticut and the Pound Ridge

Partnership - Pound Ridge, NY

Awards

2005 Recipient of the Fairfield County Business Journal’s “40 under 40” award for
extraordinary leadership qualities and outstanding professional accomplishments
that have made a significant impact on my organization and Fairfield County, CT
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Curriculum Vitae
Deborah Kinney Weymouth

Professional Experience

Executive Director, Senior Vice President, New Milford Hospital = New Milford, CT 2011 - Present
Western Connecticut Health Network, Danbury, CT

Executive Vice President/Chief Operating Officer, Thompson Health = Canandaigua, NY 2009 - 2011
Chief Financial Officer/Senior Vice President, Thompson Health = Canandaigua, NY 2004 - 2009
Senior Vice President of Support Services, Thompson Health = Canandaigua, NY 1999 - 2004
Vice President of Operations, F.F. Thompson Continuing Care Center = Canandaigua, NY 1995 - 1999
Vice President, Key Bank of New York » Rochester, NY 1992 - 1994
Chief Operating Officer, Concierge Services of America = Washington, D.C. 1990-1992
Vice President, Citicorp NA/Citibank = Los Angeles, CA and Phoenix, AZ 1985-1990
Vice President of Operations, Great Western Bank » Phoenix, AZ 1984 - 1985
Education

Fellow, American College of Healthcare Executives {(FACHE) 2007
Master in Business Administration - Master of International Management / Finance 1984
Thunderbird Global Management School » Phoenix, AZ

Bachelor of Science - Education and Rehabilitation, Cum Laude 1979

Springfield College » Springfield, MA

Professional Certifications

Examiner, Malcolm Baidrige National Quality Award Program 2010-2011
Institute of Healthcare Improvement (IHI) Executive Hospital Operations 2009

Graduate of Citibank Global Credit Training Program » New York, NY 1987

Professional Organizations

Member, New Milford Economic Development Corporation Board 2012 - Present
Member, DNS-Connecticut Hospital Association Fee-Based Services Board 2011 - Present
Member, United Way of Western Connecticut Board 2011 - Present
Chair, CFO Committee - Rochester Regional Healthcare Association 2009-11
Member, Finance Committee - Healthcare Association of NY 2008-11
Member, Information Technology Committee - Healthcare Association of NY 2009-11
Member, Board of Directors- Rochester Healthcare Financial Management Association 2010
Financial Executive of the Year - Rochester Business Journal 2008
Associate of the Year - Thompson Health Shining Star Award 2006
Athena Award, Outstanding Female Leadership - Canandaigua Chamber of Commerce 2002
Lifetime Achievement Award - Canandaigua Chamber of Commerce 1999
Employee of the Year - Great Western Bank 1984

8 Time NCAA All-American Swimmer 1975-79
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Curriculum Vitae

Patrick Minicus

Professional Experience:
Norwalk Hospital, Norwalk, CT October 2009 - present

Vice President and Chief Financial Officer

Responsible for management and overall direction of finance division including accounting
and financial reporting, budget decision support, information technology, patient access,
patient financial services, health information management, materials management, and
treasury management.

Bridgeport Hospital, Bridgeport, CT December 2002 - October 2009
Director of Finance/Accounting

Responsible for general ledger functions and all monthly financial statement reporting,
commentary and analysis for Bridgeport Hospital & Healthcare Services, Inc. and
Subsidiaries with consolidated operating revenues of $359 M.

Ernst & Young, LLP, New York NY September 1997 - December 2002
Manager - Health Sciences Practice

Served as auditor on several large academic medical centers and hospitals, including
Bridgeport Hospital & Healthcare Services, Inc. and Subsidiaries, Mount Sinai-NYU Health
and Memorial Sloan-Kettering Cancer Center

Education:
Siena College, Loudenville, NY

BBA Accounting

Professional Certifications:

Six Sigma Green Belt Certified

215t Century Leadership

Leadership Development institute Coach

Shared Governance Coordinating Council Member

rofessional Organizations:
Fairfield County’s 40 Under 40
Norwalk Hospital Physician & Surgeons Board Member
Ambulatory Surgery Center Board Member
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Curriculum Vitae
Steven H. Rosenberg

Professional Experience

November 2010 - Present Senior Vice President-Chief Financial Officer-
Treasurer
Western Connecticut Health Network

March 1987 - Nevember 2010 Senior Vice President and Chief Financial
Officer
Saint Francis Hospital and Medical Center -
Hartford, CT

Steven H. Rosenberg is the Senior Vice President-Chief Financial Officer-Treasurer
of Western Connecticut Health Network in Danbury, Connecticut. Mr. Rosenberg
oversees all financial operations including patient accounting & billing, information
technology, materials management, payor relations, contract management, general
accounting and financial reporting, payroll, accounts payable, budget,
reimbursement and decision support. Danbury Hospital is a 371-bed regional
medical center and teaching hospital associated with Yale University, UConn and
University of Vermont. The hospital’s Centers of Excellence include: cardiovascular
services, cancer, weight loss surgery, orthopedic and spine care, digestive disorders
and radiology and employs approximately 2,400 FTEs.

Prior to his arrival at the Western Connecticut Health Network, Mr. Rosenberg was
Senior Vice President and Chief Financial Officer for Saint Francis Hospital and
Medical Center in Hartford, CT. Their health system included a hospital with 619
licensed beds; a 60-bed acute rehabilitation hospital; a faculty practice plan,
(Woodland Physician Associates), which employed 110 physicians; a joint
laboratory service with Bristol and St. Mary’s Hospitals; and a very successful
Physician Hospital Organization, which was jointly owned by physicians and the
hospital.

Education

University of Connecticut
Storrs, CT

Accounting

BS 1975

University of New Haven
West Haven, CT
MBA 1980

Professional Organizations
Member, Connecticut Hospital Association Committee on Finance

Member, The Healthcare Financial Management Association
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Curriculum Vitae
Renee Mauriello, RN, MSN

Professional Experience:;

Vice President & Chief Nursing Officer,
Norwalk Hospital - 6/4/2012 to Present

With seasoned leadership and organizational skills, responsible for developing and directing the
implementation of strategies to assure the provision of continuous patient care services
characterized by the highest standards of quality, best clinical practice, efficient and cost effective
systems, and total compliance with policies and regulatory requirements. Additionally, serves as a
key member of the Hospital’s senior leadership team providing management guidance, direction
and values on a wide array of management and organizational matters including improvements to
patient outcomes, quality measures and patient satisfaction.

Qutstanding leadership skills demonstrated by results which include implementation of innovative
clinical and management practices, methods that improve operational efficiency, and sustained
exceptional performance in patient satisfaction. Strong organizational and interpersonal skills;
including the ability to drive change, focus on results and develop and sustain collegial
relationships with clinicians, staff, and other stakeholders in the Hospital as well as within the local
community is required.

Vice President, Patient Care Services and Chief Nursing Officer, Catholic Health Services of
Long Island, Inc. Mercy Medical Center, Rockville Centre, NY -2008 to 2012

Provided overall leadership and direction to 600 full time employees performing all aspects of
clinical and administrative functions within the nursing department, patient relations and bed
board. Her key responsibilities and accomplishments include;

* Achieved the ANCC Pathway to Excellence Designation in 2012.

¢ Implemented a nursing clinical ladder and ancillary clinical ladder.

« Improved patient satisfaction scores through the implementation of an ambassador program.

+ Expanded an automated medication system throughout the hospital.

» Implemented a nursing summer internship program to aid in nurse recruitment, brought nursing

orientation in-house and established a new orientee support group.

* Improved employee engagement and decreased nursing turnover from 25 percent in 2008 to 3

percentin 2011,

* Increased the percentage of nurses with baccalaureate degrees from 40 to 70 percent.

» Established hospital-wide nursing councils, along with nursing performance imprevement, and
nursing  practice committees in preparation for the journey to “pathway to excellence”.

* Completed successful joint commission and office of mental health surveys.

* Received the Cancer Care Award from American College of Surgeons.

* Reduced patient falls below the national benchmark on med/surg rehabilitation and psychiatry.

* Implemented house-wide lean initiatives to improve overall efficiency.

* Expanded a hospital-wide patient education program through “videos on demand.

Vice President, Patient Care Services & Chief Nursing Officer, Brooklyn Queens Hospital
Corporation/Caritas, Brooklyn, NY - 1999 - 2008
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Education: Herbert Lehman College, City University of New York, Bronx, NY
M.S., Nursing Administration, 1989
B.S., Nursing, 1977

Professional Certifications:

Registered Nurse, New York, Certified
Registered Nurse, Connecticut, Certified

Professional Qrganizations:

Connecticut Hospital Association, Wallingford, CT
NYONE
AONE
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Curricujum Vitae
Moreen Donahue, DNP, RN, NEA-BC, FAAN

Professional Experience

Sr. Vice President, Western Connecticut Health Network, Danbury, CT 2010 - Present

Patient Care Services &
Chief Nursing Officer

Sr. Vice President, Patient Danbury Hospital, Danbury, CT 2006 - 2010
Care Services & Chief
Nursing Officer

Sr. Vice President, Patient Greenwich Hospital, Greenwich, CT 2000 - 2005
Care Services & Chief
Nursing Officer

Director, Home Care & Greenwich Hospital, Greenwich, CT 1997 - 2000
Hospice

Vice President, Patient United Home Care, Fairfield, CT 1990 - 1997
Care Services

Professional History

Four decades of progressive administrative responsibilities in a variety of health care settings

Education

BS (Nursing) Boston College, Boston, MA

MS (Education) State University of New York, Cortland, NY

MSN Case Western Reserve University
Cleveland, OH

DNP Case Western Reserve University

Cleveland, OH

Professional Certifications

Nurse Executive Advanced - Board Certified 2008 - 2013
Certified Nurse Administrator 2003 - 2008
Certified Home/Hospice Care Executive (CHCE) 1998 - 2002
Professional Educator (State of Connecticut) Permanent Certification
Professional Organizations

American Academy of Nursing Fellowship 2011 - Present
American Organization of Nurse Executives 2007 - Present
American Organization of Nurse Executives - Connecticut 2007 - Present
Sigma Theta Tau International Honor Society of Nursing 2004 - Present
American College of Healthcare Executives 2002 - Present
American Nurses Association 2000 - Present
Connecticut Hospital Association Patient Care Executive Committee 2000 - Present
VHA Northeast CNO Network 2000 - Present

Other Areas of Interest

Nursing education, global collaboration, geriatric care, prevention of workplace violence
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Curriculum Vitae
Eric Michael Mazur, MD

Professional Experience:

Vice President and Chief Medical Officer, Norwalk Hospital May 2010 - present
Vice President of Clinical Integration Senior Management, Norwalk Hospital 2008 - May 2010
Chairman, Department of Medicine, Norwalk Hospital 1995 - May 2010

Summary of Professional History:

Dr. Mazur was appointed Vice President and Chief Medical Officer of Norwalk Hospital in 2010.

In this role, he serves as a liaison between the medical staff and administration and is responsible for
the daily management of patient care, patient safety, quality and graduate medical education. He also
oversees the physician chairs of nine service lines and the operation of various inpatient and cutpatient
clinical services. After joining the Hospital in 1995, Dr. Mazur also served as Vice President of Clinical
Integration and Chairman of the Department of Medicine. His professional memberships include the
American College of Physicians and the American Society of Hematology. In 2012, he was elected a
Master of the American College of Physicians. Dr. Mazur also serves as co-host of "Health Talk," a weekly
local television show that provides health education for Fairfield County. He earned his undergraduate
degree from Princeton University and his medical degree from Johns Hopkins University School of

Medicine.
Education:
1967-1971 Princeton University
Princeton, New Jersey - B.S.E.
Summa Cum Laude
Phi Beta Kappa
1971-1975 Johns Hopkins University School of Medicine
Baltimore, Maryland - M.D.
Alpha Omega Alpha
1975-1977 Categorical Internal Medicine Internship and Residency
Strong Memorial Hospital, University of Rochester
Rochester, New York
1977-1978 Postdoctoral Fellow in Hematology
Yale University School of Medicine
New Haven, Connecticut
1978-1979 Senior Internal Medicine Resident
Yale-New Haven Hospital
New Haven, Connecticut
1979-1981 Postdoctoral Fellow in Hematology and Oncology

Department of Medicine, Yale University School of Medicine
New Haven, Connecticut
B.G. Forget and |.R. Bertino, Program Directors
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Licenses and Board Certifications:

1979
1981
1983
1988

July, 1976

Sept, 1978
June, 1980
Nov., 1981

Connecticut License

New York License (Inactive)
Rhode Island License (Inactive)
Massachusetts License (Inactive)

National Board of Medical Examiners
American Board of Internal Medicine (active)
Subspecialty Board, Hematology (active)
Subspecialty Board, Oncology (active)

Professional Organizations:

American College of Physicians
Fellow - January, 1992

Connecticut Chapter Governor's Council - 1993-present
Member, Health Care and Public Policy Committee - 1994-present
Leadership Day participant - 2003-2009

Chairman, Annual Scientific Program Committee - 1994-1997, 2001-2004

Laureate Award, (10/31/03)
Governor-Elect, Connecticut Chapter (4/04 - 4/05)
Governor, Connecticut Chapter (4/05 - 4/09)

Top Ten Key Contact Special Recognition Award for 2004-2005 (Awarded May 17, 2005)

Master, American College of Physicians (Awarded April 19, 2012)

American College of Physicians - Board of Governors

Governor - Connecticut Chapter (Class of 2009), April, 2005- April, 2009

Member - Medical Services Committee 2005-2007
Abstract Review Board 2005 - 2008
Resident Mentor 2005-2008

American Society of Hematology

American Society of Clinical Oncology (inactive)
American Cancer Society (inactive)

National Cancer Institute Investigator

Cancer and Acute Leukemia Group B (CALGB) - inactive

Affiliation CON-138



04/05/2013

Affiliation CON-139

Curriculum Vitae
Matthew Alan Miller, MD

Professional Experience

1980-94
1980-94
1991-Present
1994-Present

1996-Present
2004-Present

Education
1968

1972

Director, Medical Intensive Care Unit, Danbury Hospital
Chief, Pulmonary/Critical Care, Danbury Hospital

Vice President for Medical Affairs, Danbury Hospital
President, Healthcare Partners (Danbury Physician
Hospital Organization)

President, Foundation for Community Health Care, Inc.
Chief Medical Officer, Danbury Hospital

BA Ambherst College, Amherst, Massachusetts
M.D. New York University School of Medicine,
New York, NY

Postdoctoral Training

1972-73

1973-75

1975-76
1976-78

Intern, Internal Medicine, Bellevue Hospital,

New York, NY

Resident, Internal Medicine, Bellevue Hospital,

New York, NY

Chief Medical Resident, Bellevue Hospital, New York, NY
Clinical and Research Fellow, Pulmonary Unit,
Massachusetts General Hospital; Research Fellow,
Harvard Medical School, Boston, MA

Licenses and Board Certifications

1975
1975
1978

1981

Diplomat, American Board of Internal Medicine
American Thoracic Society

Diplomat, American Board of Internal Medicine in
Pulmonary Disease

Fellowship American College of Chest Physicians
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Curriculum Vitae
Anthony R, Aceto 111

Professional Experience:

Norwalk Hospital, Norwalk, CT January 2006- Present
Vice President Human Resources

Norwalk Hospital is a not for profit, community teaching hospital with 2,000 employees, 300
beds and $325 million in annual revenues. Reporting to the President and CEQ, am responsible
for directing a staff of 14 FTE’s in all functions within Human Resources including Employee &
Labor Relations, Compensation & Benefits, Staffing, Training & Organization Development.

Principal duties and responsibilities include:

¢ Establishment of Human Resource strategies and practices that support the
organization’s mission, values and business plans.

e Collaborate with the senior leadership team to identify opportunities for cost
reductions, growth and improved operating efficiencies while maintaining the highest
level of patient care, quality and customer satisfaction.

¢ Ensure that all Human Resources systems and practices facilitate the recruitment,
retention and engagement of employees, with particular focus on high performers.

¢ Direct a comprehensive labor relations program to maintain effective relationship with
Collective Bargaining agent for staff nurses. Directed highly successful negotiations
resulting in three new Collective Bargaining Agreements.

* Ensure full compliance with all federal and state employment laws, regulations and
requirements, and develop appropriate corrective action plans where needed.

» Conduct periodic market benchmarking to assure that HR practices, policies and
programs are competitive,

¢ Establish a comprehensive training and development program for all employees to
facilitate employee development, meet internal talent requirements, and to
demonstrate the organization’s investment in people.

» Plan and direct all Executive Compensation programs, and serve as staff member to
Compensation Committee of Board of Trustees

Purdue Pharma L.P. Stamford, CT May 1999-December 2005
Executive Director, Human Resources January 2004~December 2005

Purdue Pharma L.P. is a privately held pharmaceutical company with 2005 sales of $1.8 billion
and 2,500 employees in the U.S. Reported to the Senior Vice President of Human Resources,
EHS and Administrative Services and was responsible for directing the effective planning and
delivery of all HR services, operations and consultations in support of Purdue’s Worldwide
Research and Development group, Finance, IT, Corporate Procurement, General Counsel,
Licensing and Business Development groups. Directed a department ranging in size from 12 to
6 HR professionals and support staff covering three locations in the U.S.

Key service offerings to clients included exempt and executive staffing and selection, employee
relations, performance management, planning and administration of annual merit and bonus
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programs, relocation and immigration, organizational development and meeting and program
facilitation.

e Established and maintained HR as a key business partner through active participation and
engagement with client operating and management committees. Provided direct facilitation,
planning and guidance for all reorganizations and the application of appropriate internal
OD resources and tools.

¢ Directed an employee relations program that provided equitable and consistent treatment
of employees, discipline and conflict resolution while significantly reducing legal liability for
the Company.

¢ In concert with the Senior V.P. HR, V.P. EEO Compliance and Office of the General Counsel,
planned and successfully implemented multiple company restructurings and downsizings in
a manner that was consistent with all state and federal laws and regulations and consistent
with our company internal practices, procedures and core values.

Senior Director, Human Resources- Staffing & Headquarters Support 1999-2003
Reporting to the Vice President Human Resources, provided HR consultation and services to
Purdue’s Headquarters operations and directed a department of 6 HR professionals and
support staff.

* Established a Center of Excellence for Staffing, directed a company-wide staffing plan in
support of a 4 -year expansion program that resulted in the addition of more than 1,400
new colleagues.

¢ Successfully directed the external recruitment program for 10 new Vice Presidents in a
variety of disciplines.

¢ Played alead HR role in the acquisition and integration of CoCensys, a neurosciences
company based in Irvine, California. Led HR role to consolidate existing and new resources
into the new Research Center in Cranbury, New Jersey.

¢ Worked with Corporate Procurement to develop a formal RFP program for Preferred
Providers of staffing services that resulted in an annual cost savings of $110K.

» Worked with HRIS group to lead the development of a new custom on line applicant flow
and tracking system, a new on line Employee Referral Program, and a web based new hire
offer and benchmarking approval system, all of which interfaced with PeopleSoft 8.5
Developed an Interviewing and Selection skills toolkit for the HR Home page

» Directed the development and launch of a web based New Employee Orientation Program.

» Served on the Editorial Board of @Purdue, the company internal quarterly news magazine,

SUMMARY

Human Resources Executive experienced in building collaborations with senior management
to develop and implement human resources programs, provide guidance and consultation in
organizational planning and employee development, and to assure that strategic and
operational business objectives are achieved.

Education:
B.A., History, Boston College, Chestnut Hill, MA

MBA, University of New Haven, West Haven, CT

Professional Organizations:

Society for Human Resource Management (SHRM)
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Curriculum Vitae
Phyllis F. Zappala

Professional Experience:

In her progressive career spanning over 25 years in general industry and
healthcare, Phyllis has served in numerous HR leadership roles with increasing
responsibility. Phyllis is known for her expertise in directing rapid growth and
change in healthcare, services and manufacturing environments. She has
successfully used HR strategies to help organizations achieve their business goals.

Western Connecticut Health Network, Danbury CT - 1998-Present

Senior Vice President Human Resources 2008 to date

Vice President Human Resources 1998 to 2007

Western Connecticut Health Network, consisting of Danbury and New Milford
hospitals and numerous subsidiaries, is a leading regional health care provider
located in western Connecticut with nearly 5000 employees including a 250
member physician practice subsidiary.

veley Industries plc, Norwalk, CT - -1998
A UK based publically traded company with services and manufacturing holdings in

15 countries
Senior Vice President Human Resources, North America (1994-1998)
Vice President Human Resources (1988-1994)

The Penn Central Corporation - 1978-1988

Vice President of Human Resources and Corporate Communications (1978-
1988); services and manufacturing businesses

HR Director (1981-1984)

HR Manager (1978-1981)

Education

Undergraduate: Bachelors Degree, St. John's University

Pr: ional Certifications
Certificate from the New York School of Industrial Relations at Cornell University

Professional Organizations

American Society for Healthcare Human Resources Administrators (ASHHRA)
Connecticut Hospital Association {CHA)

The HR Investment Center, a program of the Health Care Advisory Board in
Washington, D.C.
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Curriculum Vitae
Kristen M. Staikos, Esq.

Professional Experience;

Norwalk Hospital, Norwalk, CT March 2011 - present

Chief Legal Officer

Responsible for management and direction of the planning, coordination and execution of
all legal matters within the Hospital, including, without limitation, corporate transactions,
labor and employment, real estate, litigation management, contracting, medical foundation
and medical staff matters. Responsible to provide legal advice and counsel to senior
management and the Board of Trustees of the Hospital on all matters related to Hospital
operations.

Staff Counsel and Director, Employee Relations November 2007 - March 2011

Responsible for management and oversight of all matters related to the Hospital’s
Collective Bargaining Agreement. Directly managed all Hospital employment law matters
with the EEOC, Connecticut Commission of Human Rights and Opportunities, and civil and
federal employment matters. Provided day-to-day advice and counsel to the Hospital
Human Resources Department and management.

Purdue Pharma L.P. January 2001 -2007

Assistant General Counsel

Supported multiple departments within the Company with respect to all legal issues,
including human resources, corporate procurement, security and environmental. Assisted
the legal department with the management and coordination of class action civil litigation
and managed all employment litigation. Responsible for the management and oversight of
the Company’s Political Action Committee.

Education:
LeMoyne College, Syracuse, New York

B.S. Business Administration

Albany Law School of Union University, Albany, New York
}Juris Doctorate

Professional Certifications:

Admitted to Connecticut and New York Bar

Professional Organizations:

Norwalk Hospital Physician & Surgeons Board Member, Secretary

Board Member, Saugatuck Child Care Services, Inc., Co-President,

Former Board Member, East Norwalk Library, Norwalk Public Library System
Former Board Member, Norwalk Public School System
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Curriculum Vitae
Carolyn L. McKenna, Esq.

Professional Experience

Western Connecticut Health Network, Inc., Danbury, CT April, 2011 - Present
General Counsel. Provide legal support for a two-hospital regional health system
with home care services, a multi-specialty physician group, research and a multiple
joint ventures. Support all corporate transactions, contracting, regulatory issues,
litigation oversight, governance, risk and compliance. Provide management
oversight responsibility for Western Connecticut Health Network Insurance
Company, Ltd,, an offshore captive insurance company. Participate in strategic
development as a senior team member.

Eastern Connecticut Health Network, Inc., Manchester, CT 2003 - 2011
CIGNA Healthcare, Bloomfield, CT 2002 -2003
YALE NEW HAVEN HEALTH SERVICES CORP., New Haven, CT 1998 - 2002
UNITED HEALTHCARE, INC., Hartford, CT Associate General Counsel 1995 - 1998
QUINNIPIAC UNIVERSITY SCHOOL OF LAW, Hamden, CT 1998 - 2001
U.S. DISTRICT COURT, District of Connecticut 1993 - 1995
U.S. COURT OF APPEALS FOR THE SECOND CIRCUIT 1992 -1993
Education

UNIVERSITY OF BRIDGEPORT SCHOOL OF LAW, Bridgeport, CT

(Note: This is now Quinnipiac University School of Law, Hamden, CT)

J.D., May 1992 (Rank: Top 4%)

Honors: magna cum laude; Dean’s Scholarship recipient

Activities: University of Bridgeport Law Review, Managing Editor; Phi Delta Phi
Honors Fraternity

UNIVERSITY OF VERMONT, Burlington, VT
B.A. in English May 1985

Professional Certifications
Member of Connecticut and District of Connecticut Bars

Professional Qrganizations

American Health Lawyers In House Legal Counsel
Healthcare Roundtable

Association of Corporate Counsel

Connecticut Health Lawyers Association
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Curri Vita
Jeannine Foran

Professional Experience:
Norwalk Health Services Corporation, Norwalk, CT November 2008 - present

Chief Risk and Compliance Officer

Responsible for providing day-to-day leadership of the Hospital’s Risk Management program,
including oversight and monitoring of risk mitigation efforts. Oversees Corporate Compliance
Program function at Hospital and affiliates, provide guidance on compliance matters to CEO,
Senior Leadership Team and Trustees, provides oversight of third-party administrator for claims
review and administration, supervises outside defense counsel in management of professional
liability matters, and develops and implements policies aimed at risk reduction and mitigation.

Danbury Health Systems, Inc., Danbury, CT May 2007 - November 2008
Director of Risk Management and Legal Services

Coordinated risk management and legal services in conjunction with compliance program to
identify and manage areas of exposure in order to reduce institutional ability and promote
effective health care delivery.

Cambridge Integrated Services Group, Inc October 2006 - May 2007
Director of Professional Liability Claims/Risk Management

Administered claims management and litigation management for Norwalk Hospital and Danbury
Health Systems, including review and analysis of professional and general liability claims and
investigated and analyzed adverse events.

Education:
Villanova University School of Law

Juris Doctor; May 1992
University of Rhode Island
Bachelor of Science, Nursing; 1985

Licensure:
Registered Nurse, State of Connecticut (since 1988)

Bar Admissions:
Connecticut 1993 (State and Federal)

New York 1993 (State and Federal
Maryland 1992
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Curriculum Vitae
Joseph A. Campbell

Professional Experience
2001 to Present Chief Risk & Compliance Officer - Western Connecticut Health Network

1989 - 2001 Chief Compliance Officer & Quality Executive ~ Greater Waterbury Health
Network

1987 - 1989 Visiting Nurse Association of South Central Connecticut - Chief Financial
Officer

Professional experience includes more than thirty years in the non-profit, healthcare industry in
Connecticut; approximately ten years in Finance, ten years in Quality Management and fourteen
years in Compliance.

Currently responsible for WCHN’s Compliance Program that includes Regulatory Compliance,
Revenue Compliance, Physician Coding Compliance, Internal Audit, Enterprise Risk and HIPAA
Privacy.

The Chief Risk & Compliance Officer serves as a consultant to senior management in a matrix
organization; is the key contact with outside regulators, i.e., DHHS Office of the Inspector General;
U.S. Department of Justice; DHHS Office of Civil Rights; State of Connecticut Department of Social
Services; and State of Connecticut Office of the Attorney General.

Education

B.S. Degree in Accounting/Business Administration
M.S. Degree in Healthcare Management

Rensselaer Polytechnic Institute

Professional Organizations

American College of Healthcare Executives
Health Care Compliance Association
Healthcare Financial Management Association
Institute of Internal Auditors

Professional Presentations
“The Role of Compliance in the Revenue Cycle”
Connecticut Chapter ~ Healthcare Financial Management Association, Uncasville, CT

“Retrospective Review of an OIG Self-disclosure”
American Health Lawyers Association/Healthcare Compliance Association, (AHLA/HCCA)
Fraud and Abuse Forum, Baltimore, MD

“Improving Internal Response to Audit & Compliance Situations”
Connecticut Hospital Association Annual Compliance Conference, Wallingford, CT

“Physician Responsibilities Under EMTALA”
National Assaciation of Medical Staff Services, Las Vegas, NV
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Curriculum Vitae
Stephen Paul O'Mahoney, MD, FACP

Professional Experience:

2010-Present Chief Medical Information Officer
Interim CIO (2012)
Norwalk Hospital

Physician leader in charge of advancement, optimization and ongoing maintenance
of clinical systems and technology to support the mission of Norwalk Hospital.
Provides expertise and support in the use and development of technology to
promote quality care, efficiency and patient safety. Reports to the President and
CEO. Specific duties include:
* Comprehensive responsibility for IT including operations, management,
" clinical integration, and vision
o Chairman of IT Steering Committee
* Responsible for the development and implementation of the IT Strategic
Plan
¢ Leader for Meaningful Use achievement to receive maximum ARRA
funding for HIT - Completed Stage I attestation 6/12
e Leader in physician strategy for local and regional Health Information
Exchange
¢ Leader in charge of ICD10 implementation
¢ Key member of ACO planning committee to ensure readiness for new
payment models and population health management
¢ Provide education, leadership, and advocacy for the Medical Staff related to
clinical information technology
e Support all departments in the development and maintenance of
technology to improve patient care, efficiency, and outcomes
¢ Physician champion for maintenance and development of clinical IT
infrastructure

2011-Present Chief Quality Officer
Norwalk Hospital

Reports to the Vice President and Chief Medical Officer as the senior leader in
charge of Quality at Norwalk Hospital. Responsible for promoting the mission of
Norwalk Hospital through identification and mitigation of at risk systems and
practices, promoting and supporting a just culture, optimizing clinical processes,
developing a robust quality and safety infrastructure, implementing best practices,
maintaining full compliance with regulatory bodies, and achieving highest
performance in quality and safety outcomes. Specific duties include:

¢ Quality Strategic Plan

¢ Ownership of Measurable Quality

o JCAHO Core Measures



04/05/2013 Afifiliation CON-148

o CMS Alliance Measures

o Value Based Purchasing
» Leader of Key Hospital Committees
Quality Committee of the Board of Trustees
o Medical Staff Quality Committee
o Patient Safety committee
o]
o

o}

Infection Control
Medication Safety
o Electronic Security Task Force
¢ Member of Quality Leadership Council
¢ Regulatory Compliance
¢ Public Reporting
Key accomplishments include:
* Healthgrades Distinguished Hospital of Clinical Excellence recognized as
top 5% nationally in clinical outcomes: 2010, 2011, 2012
¢ 2011 John D. Thompson award from the Connecticut Hospital Association
for “Excellence in the Delivery of Healthcare through use of Data”

2005-Present Chairman, Medical Staff Quality Committee
Norwalk Hospital

Leading the peer review process in an effort to improve quality and safety at
Norwalk Hospital. Duties include the establishment of peer review standards for
the institution, leading quality of peer review, facilitating communication and
distribution of best practice among all hospital departments, providing the
institution with peer reviewed data to improve safety and quality, identifying both
individual and system issues that need improvement, and ensuring proper
resolution of issues.

Education;
1988-1992 B.S.E. - Computer Engineering, University of Connecticut,
Valedictorian, Summa Cum Laude

1992-1996 M.D., University of Connecticut School of Medicine

1996-1999 Post Graduate Training - New York Hospital - Cornell Medical
Center, including Memorial Sloan Kettering Cancer Center

2009 Lean for Healthcare. Center for Executive Education of the College
of Business Administration, University of Tennessee, Knoxville TN

2009 AAIM Executive Leadership Program. The Crimson Group,
Cambridge MA.

Licenses and Board Certifications:

1999-Present Board Certified in Internal Medicine (ABIM)
1999-Present Connecticut State Medical License (#037765)
1997-1999 New York State Medical License (#208675)
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Professional Organizations:

2011-Present Connecticut Hospital Association

Member of CI0 Committee

Member of the Committee on Patient Care Quality
2001 - Present  Governor’s Council ACP, Member, Connecticut Chapter.
2003 - Present  American Medical Informatics Association
1998 - Present  American College of Physicians, Current Fellow
2000 - Present  Society of General Internal Medicine
2001 - Present  Society of Hospital Medicine

Other Areas of Interest:

Americares Free Clinic, Norwalk, CT, voluntary physician staff since 1999
St. Thomas Aquinas - School volunteer

Habitat for Humanity - assisted in building houses for the needy

Youth sports coach - soccer and basketball
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Curriculum Vitae
Kathleen DeMatteo

Professional Experience
July 2011 - Present Western Connecticut Health Network, Danbury, CT

Chief Information Officer

Current responsibilities include oversight of all Information Technology for WCHN
including clinical and financial systems, infrastructure, customer service,
networking, telecommunications and health information management.

Recent accomplishments include the following:

* Developed an Information Technology Strategic Plan to align with the WCHN
Strategic Plan.

* Implemented an IT governance structure to ensure alignment with business
priorities.

* Established a strategy to centralize IT resources from Danbury Hospital and New
Milford Hospital and standardize infrastructure and applications for the two

hospitals.
2004 - 2007 Saint Francis Care, Hartford, CT
Chief Information Officer
1999 - 2004 Saint Francis Care, Hartford, CT
Director, Information Technology
Education
BS Occupational Therapy
University of New Hampshire, Durham NH
MPH Healthcare Policy and Administration

New York Medical College, Valhalla NY

Professional Organizations
College of Healthcare Information Management Executives (CHIME)
Health Information Management Systems Society (HIMSS)
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Curriculum Vitae

James R. Haynes, CHFM
Professional Experience;
Executive Director, Facilities Operations, Norwalk Hospital Feb 2006 - present
Director of Design & Construction, Norwalk Hospital Sept 2004 - Feb 2006

Senior Project Manager, ARAMARK Facility Services, Norwalk Hospital May 2002 - Sept 2004

Summary of Professional History:

Mr. Haynes joined Norwalk Hospital in 2004 and assumed the role of Executive Director Facilities
Operations in 2006. In this role, he is responsible for the daily management of facilities, real estate
and support services. He also oversees the current construction of a new 100,000 sf expansion that
will be the new home of our Ambulatory Pavilion. Since joining the Hospital in 2004, Mr. Haynes
has also served as Director of Design & Construction and Director of Facilities. Prior to joining
Norwalk Hospital, Mr. Haynes worked for Aramark Facility Services supporting multiple hospitals
across the United States. His professional memberships include American College of Healthcare
Executives and American Society of Healthcare Engineers. He received his undergraduate degree
from Widener University. Mr. Haynes is a Certified Healthcare Facility Manager.

Education:
Widener University, Chester, PA

B.S. Mechanical Engineering, 1996

Rensselaer Polytechnic Institute, Hartford, CT
Several credits towards Master’s Business Administration

Professional Certifications:

Certified Healthcare Facility Manager [CHFM], 2010

ASHE - Certificate in Healthcare Construction, 2004

Certificate in Construction Management, 2001

Certified Facility Manager [CFM], 2000

30 Hour Training Course in General Industrial Safety & Health, 1998

Professional Organizations:

Member, American Society of Healthcare Engineers (ASHE)
Member, American College of Healthcare Executives (ACHE)
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Curriculum Vitae
Morris Gross

Professional Experience
Danbury Hospital since 1975 in administration (38 years). During this time period

has been responsible for almost all hospital departments, both clinical and support
departments. Has held role of Vice President Facilities since 1992, and since
October 2010 has been responsible for Facilities for Western Connecticut Health
Network which includes both Danbury and New Milford Hospitals.

Since 1975, [ have provided administrative support for all major construction
projects including the Tower Project completed in 1979, the construction of the
Stroock building, Cancer Center, Medical Arts Center building and Garage, and
currently am responsible for the New North Tower project totaling 316,000 sq ft
plus Blue Garage expansion. I am also responsible for the siting, development and
ongoing facilities support for all offsite locations for Danbury and New Milford
Hospitals as well as the development and implementation of the Master Facility Plan
of both hospitals. In addition to construction and offsite development, [ am
currently administratively responsible for the Facilities division at Danbury and
New Milford Hospitals including all plant operations, safety, security, environmental
services, dietary, gift shops, and spiritual care.

Education

Undergraduate- University of Connecticut, Bachelors in Physical Therapy (1971)
Graduate- New York University, Masters in Health Administration within Graduate
School of Public Administration {1975)

Professional Certifications
Licensed in Physical Therapy in Connecticut and New York
Fellow in the American College of Health Executives

Professional Organizations

Fellow in the American College of Healthcare Executives

Education Chairman for Connecticut for the American College of Healthcare
Executives (since 1992)

On Board of Habitat for Humanity for Fairfield County

Other Areas of Interest

Member of Danbury Connecticut Lions Club since 1978
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Curriculum Vitae
Joanne Svogun, RN, BSN, MHA, MSN, NEA-BC

Professional Experience;

Executive Director, Quality and Case Management, Norwalk Hospital 2012 - present
Director, Patient Care Service, Norwalk Hospital 2004 - 2012
Director, Nursing Honey Hill Care Center, Norwalk Hospital 2002 - 2004

Professional History:

Ms. Svogun joined Norwalk Hospital in 2002 as Director of Nursing Honey Hill Care Center and in 2004 she
became the Director, Patient Care Service in Quality. In Ms. Svogun’s current position as Executive
Director, Quality and Case Management she is responsible for organizational quality, patient safety,
infection control and regulatory compliance. She is leading the organization in developing High Reliability
concepts and a just culture, and is improving processes to increase event reporting. Ms. Svogun is the Chair
of Length of Stay committee, which decreased LOS by 3 days. She has developed a Triad Model for case
management and in collaboration with physician leadership is building a Utilization Management
Department, as well as a Readmission Collaborative for CHF. As Director of Patient Care Service, Ms.
Svogun developed programs for education of all nursing staff, including a clinical expert program. She
initiated MSN and BSN cohort program in collaboration with Sacred Heart University, maintained nursing
competency, and monitored and reported Nursing Quality Indicators i.e. falls/skin/restraints. Ms. Svogun
also initiated an outpatient ostomy program and ostomy support group, developed Professional Practice
Model and collaborated to develop shared governance system, and is LEAN Certified.

Education:

Master in Nursing Administration 2011
Sacred Heart University, School of Nursing, Fairfield, CT

Master of Health Care Administration 2008
Western Connecticut State University,
School of Healthcare Administration, Danbury, CT

Bachelor of Science in Nursing 2004
Sacred Heart University, School of Nursing, Fairfield, CT

Associate in Nursing 1997
Misericordia College of Nursing, Bronx, NY

Licenses and Board Certifications:

RN license State of Connecticut Current
Certified Nurse Administrator Advanced (NEA-BC)

Certification Nurse Executive Advanced, American Nurses Association 2011
Certification in Nursing College Teachers Preparation, Hartford Hospital 2009

ofessi 1 Organizations:
Connecticut Nurses Association
American Nurses Association

Other Areas of Interest:

Process Improvement
Advancing Nursing Education
Achieving Magnet Status
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Curriculum Vitae
Dawn N. Myles

Professional Experience

12/08-Present  Vice President, Quality and Patient Safety, Western Connecticut Health
Network, Danbury, CT
Direct the strategic planning and program implementation for quality
improvement, patient safety/risk management, patient relations,
volunteers, and infection control. Responsible for regulatory compliance
programming and communication. Oversee initiatives with high impact
on quality, patient safety, and efficiency.

10/97-12/08 Director of Performance Improvement/Chief Quality Officer, Danbury
Hospital, Danbury CT
Directed performance improvement, patient safety/risk management,
patient relations, infection control, project management, and medical
informatics functions. Responsible for clinical regulatory compliance
functions. Oversaw participation in national quality programs, such as
those sponsored by Leapfrog and the Institute for Healthcare
Improvement

02/96-6/00 Director of Nursing & Quality Management, Behavioral Health, Danbury
Hospital, Danbury, CT
Supervised nursing practice in all inpatient and outpatient psychiatric
and chemical dependency programs. Was directly responsible for daily
operations on the inpatient psychiatric unit. Organized a system of
orientation and cross training of service line nursing staff. Redesigned the
Behavioral Health Quality Management program.

Education

01/95-09/96 M.S., Nursing, Clinical Nurse Specialist - Psychiatric/Mental Health Nursing,
Pace University, Pleasantville, NY

09/89-05/92 B.S., Nursing, Western Connecticut State University, Danbury, CT

09/88-05/90 M.S., Counseling, Southern Connecticut State University, New Haven, CT

09/84-05/88 B.A., Psychology/Communications, Western Connecticut State University,
Danbury, CT

Professional Certifications
Certified Professional in Healthcare Quality (CPHQ)
Certified Professional in Healthcare Risk Management (CPHRM)

Professional Organizations

American Society for Healthcare Risk Management
Connecticut Society for Healthcare Risk Management

Other Areas of Interest
Mentoring and Training
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Jeryl Topalian, M.S., R.D.

Professional Experience:

Norwalk Hospital, Norwalk, Connecticut 3/86 - Present

Executive Director, Planning & Business Development 7/10 - Present
As a key member of Norwalk Hospital’s leadership team, the Executive Director, Planning &
Business Development is responsible for strategic planning, business planning and
identifying growth opportunities. Works collaboratively with the senior management team,
and relevant clinical leaders. Supports the Strategic Planning Committee of the Board of
Trustees,

* Responsible service line business plans, physician development plan, CON and
regulatory body process. Direct responsibility for marketing and communications
departments through 2012, now oversee market research and service line marketing
plans. Developed system Physician Liaison Program.

Director, Planning & Business Development 11/08-7/10
Directs, leads and facilitates planning processes throughout the system, strategic and
business. Responsible for market analysis. Provide internal consulting on business and
strategic planning to leadership. Coordinates CON process. Leads development of annual
strategic initiatives.

® Team leader for Master Facility Plan: Ambulatory Pavilion, a $110 M capital project

* Led strategic planning process to develop long-range strategic plan: Vision 2015

Director, Service Line Development, Women’s & Children’s Services 4/05-11/08
Expanded Service Line operations responsibilities to include planning and business
development. Developed strategic initiatives to meet quarterly growth targets identified in
the hospital’s strategic plan. Reported to VP Planning and Business Development.

Director, Women’s & Children’s Services 11/98-4/05
Led the Women’s and Children’s Service Line. Developed strategic and operating plans,
programs and services; marketing and public relations programs. Operational and financial
responsibility for the departments of Obstetrics & Gynecology and Pediatrics, and four
Fairfield County Medical Services (FCMS) group practices: Neonatology, Perinatology,
OB/GYN & Midwifery, and Pediatrics. Worked collaboratively with two Chairmen, reported
to COO.

Administrative Director: Departments of Surgery, Anesthesiology, Obstetrics &
Gynecology, Pediatrics, and Food & Nutrition Services 4/95-11/98
Responsible for 138 FTE’s and an operating budget of over $9 million. Worked with five
Department Chairmen/Vice President to provide leadership and direction for respective
departments’ administrative and operational activities. Reported to Chief Operating Officer.

Director, Food and Nutrition Services 3/86-4/95
Responsibility for 79.5 FTE's and an operating budget of greater than $2 million.
Administrative and clinical responsibility for programs, policies and procedures, and
purchasing relating to nutrition and patient food services. Maintained department quality
improvement program, resulting in three successful JCAHO site evaluations.
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New York University Medical Center, New York, New York 5/84-3/86
Senior Nutritionist, Cooperative Care Unit

Huntington Hospital, Huntington, New York 5/80-5/84
Clinical Dietitian

Education:
Post-Graduate Certificate: Healthcare Administration, MBA Program

Sacred Heart University, Fairfield, Connecticut

M.S., Nutrition Education. Mass media/communications emphasis
Teachers College of Columbia University, New York, New York

Dietetic Internship
The New York Hospital-Cornell Medical Center, New York, New York

B.S., Dietetics, Magna cum Laude
Michigan State University, East Lansing, Michigan

Faye S. Kinder Award for Outstanding Dietetic Student, Michigan State University

Professional Certifications:

Registered Dietitian, R560191

Professional Organizations:

Omicron Nu Honor Society

American College of Healthcare Executives

Society for Healthcare Strategy and Market Development
New England Society for Healthcare Strategy
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Curriculum Vitae
Sally F. Herlihy, MBA, FACHE

Professional Experjence

2010 - Present Western Connecticut Health Network, Danbury, CT
2010 - Present, VP, Planning
2011- Present, Interim VP, Marketing

Plans, organizes, directs and facilitates strategic planning processes, including
creation of an overall WCHN Strategic Plan and monitoring implementation.
Manages and coordinates planning across network entities, consults and informs
leadership and service lines on business and strategic planning issues, including
market share, market surveys, planning processes, future trends, and environmental
assessments, and managing the CON process. Directs community needs
assessments, oversees implementation of a public and government relations agenda,
and collaborates in the strategic marketing planning for WCHN.

1985 - 2010 New Milford Hospital, Inc. New Milford, CT
2007 - 2010 VP, Regulatory Compliance
1997 - 2007 VP, Planning and Marketing
1988 - 1997 VP, General Services
1985 - 1988 Corporate Project Planner

1980 - 1985 The Seiler Corporation, Waltham, MA
1983-1985 Director, Food Services, New Milford Hospital, CT
1981-1983 Chief Dietitian, New Milford Hospital, CT
1980-1981 Clinical Dietitian, St. Elizabeth Hospital, Utica, NY

Education
1995 University of New Haven, New Haven, CT

MBA (concentration in Health Care Management)
1980 University of Connecticut, Storrs, CT

BS Degree, School of Allied Health (Clinical Dietetics)
Professional Certifications

1992 - Present American College of Health Care Executives
Fellow Status — 2007, recertified - 2010
Diplomate - 1998, recertified - 2006
Member - 1992

American Dietetic Association
Registered Dietitian - 1980 - 2000
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Curriculum Vitae
Mary G. Franco

Professional Experience;

2006-Present
President, Norwalk Hospital Foundation
Vice President, Public Affairs Norwalk Hospital:

Responsible for overall fundraising strategy and implementation including $30M capital
campaign. Achieves $10.5M annual income and 81% RO! (three year average). Also
responsible for government relations and advocacy, community strategy and governance
for board of trustees, among other activities. Serves as community liaison.

1997-2006
Vice President Corporate Citizenship, GE Capital

Worked globally to build partnerships between company and local governments and non-
government organizations to improve local communities and build brand. Managed
charitable contributions and voluntary programs world-wide, as well as company'’s
political action committee and employee giving campaigns. Franco was aleader in the GE
Women's Network.

Prior to GE, Franco held leadership positions with the University of Connecticut where she
played a key role in the creation of the University's Stamford campus, as well as the
National Spinal Cord Injury Association and the Vermont Law School.

Education:
BA American Studies, Merrimack College, North Andover, MA 1981

Professional Organizations:

Trustee, Merrimack College

Board member, First County Bank

Board member, Norwalk Chamber of Commerce

Co Chair, Greater Norwalk Opening Doors Services Committee

Member, New Canaan Telehealth Committee

Former member, Governor’s Early Childhood Research and Policy Council
Former regional board chair, National Conference for Community and Justice
Former board member, United Ways of Stamford, Norwalk and Wilton

Green Belt certified, Black Belt trained, Management development trained, GE
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Curriculum Vitae
Grace Linhard

Professional Experience
Executive Director & Vice President, WCHN Foundation
2011-present

Vice President, Danbury Hospital Development Fund
2004-2011

Chief Development Officer, Waterbury Hospital
1998-2004

* Fundraising professional for 20 years
* Experience in United Way system (4 years) and healthcare philanthropy (16 years)
* Currently overseeing $50 million campaign for WCHN
* Manage $10+ million annual fundraising effort for WCHN’s two hospitals
* Oversee fundraising department with 13 staff members
*  Work closely with WCHN leadership team, physician leaders, Boards of
Directors and other volunteer committees to maximize fundraising potential
* Develop and execute fundraising goals/plans

Education
Stonehill College
BA, Communication/Journalism

Professional Organizations

Association of Fundraising Professionals
New England Association of Healthcare Professionals
Planned Giving Society of Connecticut

Volunteer Affiliations

Board Chairman - Jane Doe No More, Inc.

Alumni Class Agent - Stonehill Coilege

Volunteer - Church of the Nativity, Bethlehem
Fundraising Consultant/Volunteer - Clube Uniao Portuguesa
Awards / Recognitions

2010 Conference Speaker - Int’l Assn of Fundraising Professionals
2009 Conference Speaker - NE Assn of Healthcare Professionals

2008 Leadership Graduate - Danbury Chamber of Commerce

2002 Leadership Graduate - Greater Waterbury Chamber of Commerce

2002 Conference Chairman - Assn of Fundraising Professionals
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Michael R Marks, MD MBA

ofessional Experience:
Vice-President Business Development August 2010 - Present
President - Norwalk Hospital Physicians & Surgeons
Norwalk Hospital
Norwalk, CT 06856
* Reorganized the entire employed physician group management team and implemented
the necessary changes to make it compliant with 2009 Connecticut Laws
Implemented Cerner EMR in the practices to bring IT integration to the group
¢ Implemented new employment agreements that hold physicians accountable for financial
performance and rewards quality, patient satisfaction and citizenship.
* Changed the culture of the employed physician group that they are not independent
practices but an integral part of a larger organization
» Focused attention to improving the balance sheet within the limitations that prior
agreements permitted
Expanded the employed group geographically, and medical specialty
Oversaw the consolidation of Rehabilitation and Occupational Health Services into one
facility with a turnaround in financial performance of rehabilitation service
* Major reorganization of the Marketing Department with the hiring of a new Marketing &
Sales Director and hiring of a new ad agency. Launch of new website with improved ability
for analytics.
* Initiation of a physician liaison program to engage the medical staff in the services available
at Norwalk Hospital

Coastal Orthopaedics, PC August 1988 - December 2010
Norwalk, CT 06851
* Ledthe merger of two separate orthopaedic groups creating Coastal Orthopaedics in 2002
* As President, oversaw the expansion from 9 orthopaedist to 12 orthopaedist, 2 physiatrists, a
physician assistant and hand therapist.
* Expanded services to include early morning hours and evening hours and expansion to 3 locations
(Darien, Norwalk & Westport)
¢ Oversaw revenue grow to more than $12M

Education:
B.S.-  Union College - Cum Laude

Schenectady, NY, June 1978

M.D.- George Washington University School of Medicine
Washington, D.C., May 1982

MBA - University of Tennessee, Physician’s Executive
Knoxville, TN, December 2001

Post Graduate Training:

Fellow in Spine Surgery - August 1987 - July 1988
Cleveland Clinic Foundation, Cleveland, OH
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Orthopedic Surgery Resident - July 1983 - June 1987
George Washington University Medical Center, Washington, D.C.

General Surgery Intern - July 1982 - June 1983
George Washington University Medical Center, Washington, D.C.

Licenses:
Connecticut - Since 1988
District of Columbia - 1984 - 1987
Massachusetts - 1994 - 2002

Board Certification:
Orthopaedic Surgery - July 1990

Orthopaedic Surgery Recertified - Thru 2010
Orthopaedic Surgery Recertified - Thru 2020

Professional Organizations:

American Academy of Orthopaedic Surgeons, 1986 - present
American College of Physician Executives, 2008 — present
American Medical Association, 1982-2008

American Spinal Injury Association, 1995-2008
Connecticut State Medical Society, 1988 - present
Connecticut Orthopaedic Society, 1988 - present
Fairfield County Medical Society, 1988 - present
Federation of Physicians & Dentists, 1998 - 2001

Medical Group Managers Association, 2011

National Osteoporosis Foundation, 1994 - present
Norwalk Medical Society, 1988 - 2010

North American Spine Society, 2001 - present

Phi Delta Epsilon, 1982

Other Areas of Interest:

Improving society through educational and communication endeavors
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Curriculum Vitae
Thomas J. Linhares

Professional Experience

1/2012 - Present  Executive Director
Western Connecticut Medical Group, P.C.

2005-12/2011 Vice President of Operations
Lenox Hill Hospital, New York, NY

2004 - 2005 Associate Director
Navigant Consulting

Mr. Linhares has over 30 years of experience in healthcare as a clinician, consultant
and administrator with an emphasis on process re-engineering, software utilization,
physician practice development and operations improvement. As current Executive
Director of Western Connecticut Medical Group (WCMG), Mr. Linhares provides
general enterprise oversight including supporting hospital group operational
integration and coordinating hospital support services to the group. In addition,
developing strategies for budgets, staffing plans, and investment programs to assure
a medical enterprise that is increasingly competitive and responsive to the needs of
the community and WCHN. Specific goals include improving communications;
improve facility utilization; improve profitability and the profit model; develop the
management team, grow the group and assure financial viability.

Education

Masters of Science, Nursing Administration (1989) - Villanova University
Bachelor of Science, Nursing (1985) - LaSalle University

Associate Degree, Nursing (1977) - Bristol Community College

Professional Certifications
Registered Nurse

Professional Organizations

American College of Healthcare Executives
Sigma Theta Tau International Honor Society of Nursing
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Person to Contact: My, Chas 1n

I- A .
Norwalk Hospital Development TemphomaNumben(zog, 566-3589
Fund Inc. .
24 Stevens Street Refer Replyto:
Norwalk, CT 06856 eler neply to:
' QP:LE:EQ:R:2
Dale:
Legend: | | 14 APR 1386

M =~ Norwalk Hospital Assoclation

= Norwalk Health Services Corporation
Norwalk Hospital Development Fund, TInc.
Norwalk Health Care, Inc.

S« W. C. Corporation

L]
g O
LI I

Dear Ladies and Gentlemen:

This 18 in reply to the ruling request of March 15, 1985, which
wag gubmitted on behalf of M, N, 0, and P. These organizations have
asked for a number of rulings ?eg;rding the income tax consequences of
4 corporate reorganlzation and the related transactions described below.
This letter will rule on the ruling requests of all the entities.

{

M 13 a non~profit organization engaged in the operation of an acute
care hospital. M is recognized as exempt from federal income taxes under
section 501(c)(3) of the Internal Revenue Code and 18 classified as other
thar a private foundatlon under sections 509(a2)(l) and 176(b)(L)(A)(111)
as an organization whose principal purpose or function is the provision
of medical or hospital care. . :

In addition to its operation of the hosptial,.g has significant
operational and administrative regponsibilities in areas not directly
related to the provision of medical care to hospital patlents. Thege
regponsibilities involve: fund~raiging for the hospital and its related
programs and investment management of an endowment fund; operating a
broad educational program involving nursing education and continuing
education for physicians; operating programs for the delivery of health
care services to persons other than hospital patients through the use of
certain clinics and community health education programs; and, supervising
and coordinating all of M's programs on a daily basis and long range

planning and policy making for these programs.

M represents 1t recently evaluated its corporate gtructure, programs,
assets and possibile future plans for the hospital. As a result, M deter-
wined 1t was in.the best interssts of the hosptial to reorganize itsg cor-
porate structure through the creation of several additional corporations
to which existing assets and/or programs could be transferred and which
could undertake new programs.

Nis a nonstock corporation organized exclusively for charitable,
scientific and educational purposes to serve as the parent
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entity whoge function it ig te plan, develop, éoordinate and direct the
System of related and integrated health care entities. ELE'Certificate
of Incorporation provides that itrg principal purpose 1ig‘to benefit,
perform the fumctions of, carry out the purposes of anpgd uphold, promote
and further the welfare,'programs and activitieg of M by:

1. initiating, developing, recommending and carrylng out for M
Boals and prioritieg for new and expanded programs for the

benafit of the hospital;

2. continuously evaluating, re~evaluating, maintaining and revising
2 master plan for the Programs and facilitieg of M;

3. considering and Tecommending the acquisition of Properties or
tke construction of facilitieg by or for the use of M;

4. planning for the acquisition and Placement of pey facllities
and equipment by or for the uge of M;

N will offer various types of health care education Programs to the °
public, including TelMed, diabetie training, 8top smoking clinde,
arthritig exXercise elinic pProgram, sleep disorder laboratcry and
various other Programs.,

exempt under gection 301(c)(3) and is clasaified ag other than g private
foundation under sectiong 309¢a)(1) and 170(b)(1)(A)(vi).
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P was organized as a nonprofit stock corporation, with N as its only
membe?, for exclusively charitable, scientific and educational purposes.
0's activities will consist of the operation of commurity health programs
which nay or may not include neighborhood health centers, retirement centers,
nursing homes, rehabilitation centers, industrial health facilities, health
maintenance organizations, and surgicenters. In addition, P may maintain
health education programs for physiclanz and nurses. P 1s recognized
as tax exempt under sectionm 501(c)(3) and 18 classified ag other tham a
private foundation under section 509(a)(2).

Q 18 organized as a for-profit stock corporation with N as its
gole shareholder. N's ownership of all of the stock of Q will assure
that Q's after—tax profits which are available for distribution will be
applied to M's exempt purposes or otherwise returned to the N group in
the form of dividends. The primary purpose of Q 1s to render health
care related services. It is not anticipated the M, N, 0 and P will
provide any services to Q, but if services are provided, an arm®g-length

fee will be charged.

M represents.the plan of reorganization was undertaken in order to:
1.) assure M's continuad leadership role in the communtiy and continuned
capacity to provide patient care at a lower cost; 2.) facilitate compliance
with govérnmental reporting requirements; 3.) segregate hospital assets
from non-hospital assets so as to limit third party liability; 4.) separate
regulated and non-regulated activities; 5.) isolate unrelated buslnesg
activities from exempt activities; 6.) remove the managenent of non—
hospital activities and assets from hospital management; 7.) increase
investment opportunities; 8.) increasge flexibility in undertaking
capital expenditure projects; and 9.) facilitate long-range planning.
All of the corporations in the N health care system will thereby be

—

able to promote more efficlent delivery of health care for the community,

M represents that in order to implement the corporate reorganization,
it amended its Charter and Bylaws to designate N as its sole menber.
After the reorganization, M, N, 0, and P, will, ag a group, conduct the
activities formerly conducted by M alone. M will continue to operate
the general acute care hospital and provide medical and hospital care.

O will provide fund-raising and investment management services for M.

P may asgpume certain of the outpatient medical care programs or community
health education programs previously performed by M. In addition, 0O

may undertake outpatient programs unexplored by M. Q will provide
those gservices which are related to hospital and medical care but which
M has avoided since they constitute an unrelated business activity
subject to taxation under section 511-514. N will function as the
parent corproation in the structure and will provide overall direction

and control to M, 0, P, and Q.

M represeats that sufficient cash to provide working capital will
be tranaferred to N, 0, and P by M at the consummation of the reorganization,
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cash transfers among the exempt organizations depending, in part, upon their
respective needs for additional funds. M states that a factor which

will influence future transfers of cash 1s efficient management. Where
assets owned by M are not directly related to its hospital activities,

guch assets may be transferred to N in order to allow the management of

M to focus exclusively on hospital-related activities.

-~y

It is represented that as part of reorganization, M may trausfer
to 0 monies previously raised by M on the condition that 0 hold these
doliars in a geparate, aegregated fund which will be used solely for

the benefit of M.

After the recrganization, M, N, O, and P will share some assets,
personnel and services in an effort to reduce, through economies of scale,
the overall cost of providing health care services. A fee may or may not
be charged for these shared services. To the extent there are transactions
between the exempt organizations and S, such transactions will be conducted
on an arm s—length basis and would -be at fair market value.

Section 501(c)(3) of the Code provides, in part, for an exemption
from federal income tax for a corporation organized and operated
exclusively for charitable, sclentific or educational purposes provided
no part of the corporation's uet earnings inures to the benefit of any

private ghareholder or individual.

Section 1.501(c}(3)-1(d)(2) of the Income Tax Regulations provides
that the term "chartiable™ 1s used in sectlon 501(e){(3) of the Code in
.its generally accepted legal sense. The promotion of health has long
been recognlzed as a charitable purposge.

Section 509(a) of the Code provides that the term "private foundation”
means an organlzation deseribed im section 501(c)(3) other than =

(1) an organization described in section 170(b)(1)(4) (other than
in classes (vii) and (viii)):

{2) an organization which -

{4) normally recelves were than one—third of itas support in
such taxable year from any combinatlion of ~

(1) gifts, grants, contributions or membership fees, and

(11) gross receipts from admissions, sales of merchandise
performance of services, or furnishing of facilities
in an activity that is act an unrelated trade or busi-
ness (within the meaning of section 513), net including
the extent such recelpts excess the greater of $5,000.00
or one percent of the organization's support im such
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taxable year.

from persons other than disqualified persons (as defined %p gection
4944 of the Code) with respect to the organization, or from organizations
described in section 170(b)(1)(A) (other than in clauseg (vii) and (viii)),
and -~

(a) normally receives net more than one third of its support
in each taxable Year from the gum of -

(1) grose lavestment income ang °

(1) the eicega of the amount of the unrelated business
income taxable income over the amount of the tax
imposed by section 511;

" Section 170(b)(A)(1)(iii) of the Code deseribeg 4n organization
the prineipal purpose or functions of which are the providing of medical
or hospital care, 1if the organization is a hospital.

Section 513 of the Code defines "unrelated trade or business,” for
any organlzation subject to tax under gection 501(c)(3), a8 any trads or
business the conduct of which 1ig not substantially related (aside from
the need of the organization for income or funds or the uge 1t makes of
the profits derived) to the exercise or performance by such organization
of 1tg Charitable, educational or other purpose or function constituting
the basis for its exemption under section 501,




Affiliation CON-1

04/4R420031 & Hospital Development
Fund Ine,

Section 1.513-1(d)(2) of the regulations provides that a trade or
business is "unrelated” to exempt purposes only where the conduct of the
businegs activity has a causal relationship to the achlevement. of any
exempt purpose, and is, "substantially related” for purposes of géction :
513, only if the causal relationship 18 a substantial ome. Thus, for i
the conduct of trade or business from which a particular amount of
gross income is derived to be substantially related to purposes ‘for i
which exemption is granted, the production or distribution of goods or \
the performance of the services from which the grosa income 1s derived \
must contribute importantly to the accomplishment of those purposes. \

Secticon 1.170A-9(e)(6) of the regulations provides that unusual
grants may be excluded from both the numerator and denominator of the
applicable support fraction 1f such contributions (1) are attracted by
reason of the publicly supported nature of the organization, (b) are
unusual or unexpected with respect to the amount thereof, and (c) would,
by reason of their size, adversely affect the status of the organization
as norwally being publicly supported for the applicable period. The
regulation states that no gingle factor will necesgsarily be determinative
and refers to gection 1.509¢a)-3(c)(4) for some of the factors to be
congidered. ' :

Section f.509(a)—3(c)(4) of the regulations provides that whether
a4 grant is considered “"unusugl” depends on the facts and circumstances.
The regulation lists several factors that will be taken into congideration

in making the determination.

Rev, Rul. 7841, 1978-1 C.B. 148, described in a trust whose sole
purpose was to sccumulate and hold funds for uee ig satisfying malpractice
clafms against a hospital. The trust was determined to be an integral
part of the hospital because it was controlled by the hospital and because
it was rerforaming a function that the hospital could do directly. The
organization was ruled to be exempt under section 501(c)(3) of the Code.

Rev. Rul. 67-149, 1967-1 C.B. 133, described an organlzation that
was formed for the purposes of providing financial assistance to several
different types of organizations which were exempt from federal income
tax under section 301(e)(3) of the Code. It carried on no operations

The orgalzation was tuled to be exempt under gsection 301(c)(3) of the
Code .

Rev. Rul. 69-545, 1969-2 C.8. 117, provides thar g non~profit
srganization whose purpose and activity are providing hospital care ig
sromoting health and may, therefore, quallfy as organized and operated
ln furtherance of a charitable purpose if it meets the other requirements
»f section 30L{ec)(3) of the Code.
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Under the corporate restructuring, N, the parent entity, will operate
for the benefit of its tax-exempt subsidiaries by providing them with ;,
financial, management and advisory support services. The reorganization
will facilitate the realization of benefits discusgsed above by permitting .
more effective and efficlent use of resources, as well as providing the !
ability to shift resources to meet the ever~changlng community health
needs. Ia addition, providing management eervices on an institution—
by~institution basis can be expensive and the consolidation of thege
activities result in reduced health care costs and better utilization ,
of avallable management talent. In esgence, the corporate reorganization
will enable the related and integrated health care providers to define
operational responsibilities more clearly by separating management and
planning, fund~raising, and taxable business activities from the operation
of the hospital and the provigion of health care services.

Becéuselg_can be considered an integral part of the integrated health
care system within the meaning of Rev. Rul. 78~41, supra, and because it
is performing functions which M could perform itself, the reorganization
will not adversely affect the exempt status of N. Similarly, gince 0,
and 2 will continue to engage solely iun activities related to their
exempt purpogses as defined in section 301{c)(3), their exempt status will]
not be advérsely affected by the reorganization and related transactions.
Furthermore, because N, 0, and P will continue to meet the require-
meats of sections 509(a)(l) and {2), the corporate reatructuring
will not adversely affect their non-private foundation classifications.

The purposes and activities of M will not be altered as part of
the reorganization. It will continue to provide primary acute care and
related medical services to the community on the same basis as in the
past. Assitionally,_g_will contlinue to operate an emergency room
and provide medical services to the needy irrespective of their ablilicy
to pay. Since M will continue to meet the requisite criteria aso as to
qualify aes a hospital within the meaning of Rev. Rul. 69-545, supra,
its exempt status will not be affected by the reorganzization or related
transactions. Futhermore, the reorganization and related transactions
contemplated will not change M's gtatus as a hospital under sections

rmr—

509(a)(Ll) and 170(b)(1)(A)(11I) of the Code.

In regard to the effect of N's ownership of all of the stock of Q,
section 1.501(e¢)(3)-1(c) of the regulationa provides that an organization
may qualify for exemption only 1f it engages primarily in activities which
accomplish one or more exempt purposes specified in section 501¢c)(3).
The information submitted indicates that N°s primary activity is the
supervision and coordination of health care services. Accordingly, the
ownership by N of the stock of Q will not affect Elg tax-exempt status
under section 501(¢)(3) of the Code. Furthermore, section 1.509(a)-4
of the regulations does not circumscribe the holding of stock to taxable
organlzations but merely defines the uses to which income derived from
such lnvestments is to be put. N's ownership of all of Q’'s stock will
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assure Q's after~tax profite are applied to M's exempt purposes and .
therefore, N's ownership will not jeopardize its public charity status
under section 509(a)(2Z) of the Code, assuming it otherwise continues

to meet the public support requirements.

When all the functions were originally accomplished by M, it was
evident that M's resources were devoted to the achievement of its
charitable purposes. It follows that the transfer of certain assets to
varfous exempt members of the health care syster will not adversely
affect the exempt status of any of the organizations iavolved becauge
the transferred assets will be put to the same charitable uses ag they
had been by M. The tax on unrelated business income imposed by section
511 of the Code will not be applicable because gection 513(a) of the
Code and section 1.513=1(d)(2) of the regulations exclude from the
definition of umrelated trade or business any trade or business which
contributes importantly to the accompllishment of an organization®s
exempt purpose. The ongolng asset transfers and provision of services
among the related tax—exempt corporations will contribute importantly
to the provislon of health care to the commmunity because the health
care system concept will provide the ability.to shift resources to meet
the ever-changing community health needs. Therefore, the transactions
described above will not result in unrelated business income under
sections 511 through 514 of the Code for any transferor ov transferee
except with respect to transactionas involving Q, the for-profit gubsidiary,
to the extent, 1f any, calculated in accordance with section S12(b)(13)

of the Code.

Additionally, the one-time transfer of endowment type funds from M
to 0 will qualify as an unusual grant within the meaning of sections
1.170A-9(e)(6)(i1) and 1.509(a)~3(c){4) of the regulations. The trausfer
is uvnusval in that it is a one-time divestiture of non-patient care
funds and investments by M as part of a major hospital restructuring.

The amounts being transferred were solicited by M from the geaneral
public and will be held by O as a geparate, segrated endowment Ffund
solely for the benefit of‘§?

Based on the information furnished; we rule that:

1.) The corporate reorganization described above will not adversely
affect the tax—exempt status of M under gection 50L(e)(3) of
the Code or its non~private foundation classification under

sections 509{a)(l) and 170(b)(1)(AY(4il);

2.) The corporate reorganization will not Jeopardize the tax~exempt
status of N under section 30L(c)(3) of the Code or its non-
private foundation classification under section 509(a)(2);

3.) The corporate reorganization will not jeopardize the tax—-exempt
status of 0 under section 501(e)(3) of the Code or its public
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charity classification under sections 509(a)(l) and
170(b) (1) (A) (vi);

4.) The corporate reorganization will not jeopardize the tax-exempt
status of P or its non-private foundation classification under

section 509(a)(2)

5.) N's ownership of 100 percent of the voting stock of Q and N's
recelpt of dividends from Q will not adversely affect N's
status under gsections 501(c)(3) and 509(a)(2), provided the
requisite pupport tests are met. Additionally, the taxable
income of Q will not be comstrued to be unrelated business
income to N and any dividends recelved by N from Q will not
be unrelated business income to K;

6.) The proposed transfers of cash and other assets and the sharing

of personuel, services, facilities, and expense by and between
M, N, 0, and P will not (a) jeopardize the continued tax~exempt

- status of M, N, O, and P as organizatlons described in section
501(c)(3); (b) adversely affect M, N, O, and P's status as public
charities under sections 509(a)(1l) and 509(a)(2); or and (c)

! give rise to unrelated business taxable Iincome under sections
511-514 to any of the involved exempt organizatione.

7.). M's transfer of its philanthropic funds to 0 will qualify as
an unusuval grant under section 1.170A-9(e)(6)(11) and 1.509(a)—~
3(c)(3) of the regulations and may be excluded from the
calculation of public support under section 1.170A-9(e)(2) or

1.170A-9(e)(3)(1) of the regulations; and

8.) Contributions to M, N, 0, and P will continue to be
deductible by the donors as provided in sectlion 170 of the
Code.

9.) Transfers of funds from M and O to N will qualify as public support
under the one-third public suppoet test of section 509(a)(2)
provided M and O coantintue to qualify as other than a private
foundation under sectiom 509(a)(l) 170(b)(1)(A) (111), and
170(b)(1)(A)(vi), respectively.

In regard to this ruling it should be noted that any payments
received by N from M, O, or P in the form of fees for services will be
treated as public support only to the extent that they do not exceed
the greater of $5,000 or one percent of N's support as provided by
section 509(a)(2)(A)(11) of the Code and section 1.509(a)-3(b)(1) of
the regulations.

This ruling 1is directed only to the organization that requested
it. Section 6110(J)(3) of the Code provides that it may not be used or

clted as precedent.
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We are informing your key District Director of this ruling. If

Because this letter could help resolve any future questions about
your exempt status and unrelated trade or business activitiég, you
should keep it for your permanent records. .
you should have any questions, please contact the person whose name and
telephone number are shown above.

Sincerely yours,

Milton Cerny
Chief, Exempt Organizations
"Rulings Branch

Affiliation CON-173




Affiliation CON-174

04/05/2013
-
Internal Revenue Service Department of the Treasury
P.O. Box 2508 cpi

Cincinnati, OH 45301

pate:  SEP 25 2006 Person to Contact: ~‘

Tracy Garrigus #31-07307
Toll Free Telephone Number:

DANBURY HOSPITAL 877-829-5500

% FLEET INV SERV’ Employer Identification Number:
24 HOSPITAL AVE : 06-0646597

DANBURY CT 06810-609

Dear Sir or Madam:
This is in response to your request of August 8, 20086, regarding your tax-exernpt status.

Our records indicate that a determination letter was issued in Octobsr 1946 that recognized you as exempt
from Federal income tax. Our records further indicate that you are currently exernpt under section 501(c)(3) of

the Internal Revenue Code.

Qur records also indicate you are not a private foundation within the meaning of section 509(a) of the Code
because you are described in section 509(a)(1) and 170(b)(1)(A)iii).

Donors may deduct contributions to yout as provided in section 170 of the Code. Bequests, legacies, devises,
transfers, or gifts to you or for your use are deductible for federal estate and gift tax purposes if they meet the
applicable provisions of sections 2058, 2108, and 2522 of the Code, *

If you have any questions, please cali us at the telephone number shown in the heading of this letter.

Sincerely,

Cody Uit gt
CindyMWestcott

ManGger, Exempt Organizations
Determinations
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Internal Revenue Service Department of the Treasury

P.O. Box 2508
Cincinnatl, OH 45201

Date: Person to Contact:
Tracy Garrigus #31-07307
Toll Free Telephone Number:

DANBURY HEALTH SYSTEMS INC 877-829-5500
95 LOCUST AVE Employer Identification Number:
DANBURY CT 06810-6148 22-2594977

Dear Sir or Madam:
This is in response to your request of August 8, 20086, regarding your tax-exempt status.

Qur records indicate that a determination letter was issued in August 1985 that recognized you as exempt from
Federal income tax. Our records further indicate that you are currently exempt under section 501(c)(3) of the

Internal Revenue Code.

Our records also indicate you are not a private foundation within the meaning of section 509(a) of the Code
because you are described in section 509(a)(3).

Donors may deduct contributions to you as provided in section 170 of the Code. Bequests, legacies, devises,
transfers, or gifts to you or for your use are deductible for federal estate and gift tax purposes if they meet the
applicable provisions of sections 2065, 2108, and 2522 of the Code.

If you have any questions, please call us at the telephone number shown in the heading of this letter.

Sincerely,

Cindy Westcott
Manager, Exempt Organizations
Determinations
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Internal Revenue Service Department of the Treasury
P.O. Box 2508
Cincinnati, OH 45201

Date: Person to Contact:
Tracy Garrigus #31-07307
Toll Free Telephone Number:

DANBURY HEALTH CARE AFFILIATES INC 877-829-5500
24 HOSPITAL AVE Employer ldentification Number:
DANBURY CT 06810-6099 22-2594968

Dear Sir or Madam:;
This is in response to your request of August 8, 2008, regarding your tax-exempt status.

Our records indicate that a determination letter was issued in August 1985 that recognized you as exempt from
Federal income tax. Our records further indicate that you are currently exempt under section 501(c)(3) of the

Internal Revenue Code.

Our records also indicate you are not a private faundation within the meaning of section 509(a) of the Code
because you are described in saction 509(a2)(2).

Donors may deduct contributions to you as provided in section 170 of the Code. Bequests, legacies, devises,
transfers, or gifts to you or for your use are deductible for federal estate and gift tax purposes if they meet the
applicable provisions of sections 2055, 2106, and 2522 of the Code.

If you have any questions, please call us at the telephone number shown in the heading of this letter,

Sincerely,

Cindy Westcott
Manager, Exempt Organizations
Determinations
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Internal Revenue Service

Date: November 22, 2002

i Danbury Office of Physicians Services P
85 Locust Ave
- Danbury, CT 06810-6010

Dear Sir or Madam:

This letter is in response to your telephone cali r

Affiliation CON-177

Department of the Treasury

P. O. Box 2508
Clncinnati, OH 45201

Person to Contact:
Tonya Martin 31-07387
Customer Service Represantative
Toli Free Telephone Number:
8:00 a.m. ta 6:30 p.m. EST
877-829-5500
Fax Number:
513-263-3756
Federal Identification Number:
086-1137531

equesting for a copy of your organization's determination

letter. This letter will take the place of the COpY you raquested.

Our records indicate that a determination lett
from federal income tax under section 501(

Based on information subsequently submitted, we classified
foundation within the meaning of section 509(a) of the Code

509(a)(2).

This classification was based on the assum

in the application. If your organization's so

purposes have changed, please et us know
~ and foundation status of your crganization.

er issued in March 1987, granting your organization exemption
¢)(3) of the Internal Revenue Code. That letter is still in effect.

your organization as one that is not a private
because it is an organization described in section

ption that your organization's operations would continue as stated
urces of support, or its character, method of operations, or
50 we can consider the effect of the change on the exempt status

Your organization is required to file Form 990, Retum of Organization Exempt from income Tax, only if its

gross receipts each year are normally more than
day of the fifth month afier the end of the organiz
of $20 a day, up to a maximum of $10,000, when

delay.

All exempt organizations {unless specifically excluded
Contributions Act (social security taxes) on remuneration of
calendar year. Your organization is not liable for the tax im

(FUTA)

$25,000. If a retum is required, it must be filed by the 15th
ation's annual accounting perlod. The law imposes a penalty
a return is fited late, unless thers is reasonable cause for the

) are liable fof taxes under the Federal Insurance

$100 or more paid to each employee during a

posed under the Federal Unemployment Tax Act

Organizations that are not private foundations are not subject to the excise taxes under Chapler 42 of the
Code. However, these organizations are not automatically exempt from other federal axcise taxes.

Donors may deduct contributions to your organization as provided in saction 170 of the Gode. Bequests,
legacies, devises, transfers, or gifts to your organization or for its use are deductible for federal estate and gift
tax purposes if they meet the applicable provisions of sections 2055, 2108, and 2522 of the Code.
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Danbury Office of Physicians Services P C
06-1137531

Your arganization is not required to file faderal income tax returns unless it is subject to the tax on unrelated
business income under section 511 of the Code. If your organization is subject to this tax, it must file an
income tax return on the Form 990-T, Exempt Organization Business Income Tax Return. In this letter, we are
not determining whether any of your organization's present or proposed activities are unrelated trads ar
business as defined in section 513 of the Code.
The law requires you to make your organization's annual return available for public inspection without charge
for three years after the due date of the retum. You are also required to make available for public inspection a
copy of your organization’s exemption application, any supporting documents and the exemption letter to any
individual who requests such documents in person or in writing. You can charge only a reasonable fee for
reproduction and actual postage costs for the copied materlals. The law does not require you to provide
copies of public inspection documents that are widely available, such as by posting them on the Internet
"(World Wide Web), You may be liable for a penally of $20 a day for each day you do not make these
documents available for public inspection (up to a maximum of $10,000 in the case of an annual return).

Because this latter colid help resolve any questions about your organization's exempt status and foundation
status, you should keep it with the organization's permanent records.

If you have any questions, please call us at tha telephone number shown in the heading of this latter.
This letter affirns your organization's exempt status.
Sincerely, :

g John E. Ricketts, Director, TE/GE
Customer Account Services
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U. S. TREASURY DEPARTMENT
INTERNAL REVENUE S8ERVICE

DISTRICT DIRECTOR
P. 0. Box 2158 o6 m?ﬁﬁbz
Hertford, Conneoticut 101
FomL-178
JUN'3 ¢ 1985 AUSRsED |
Calli2h-060
PURPOSE
Danbury Visiting Nurse Assoclation, Inocorporated ADORESS INQUIIES & FILE RETURNS ITH
21 Montgomery Street DISTRICT DIRECTOR OF INTERNAL REVENUE
060655128 Hartford, Connecticut

Danbury, Conneotiout 06910

rORN §00-4 AR- ACCOUNTING PERIGD
QuingD ENDING

Gentlemens

On the basis of your stated purposes and the understanding that your operations witl continue as
evidenced to date or will conform to those proposed in your ruling application, we have luded
that you ate exempt from Federal mmtuumuwnlmdamibadlnmsm(cﬁa)d
the Internal Revenue Code, Any changes in operation from those described, or in your character
or purposss, must be reported immediately to your District Directer for consfideration of their effect
P01 your exempl status. You must alsc report any change in your nome or address.

oempt status, un-

Youmnut'mmd to file Federal incoms tax retuns 8o long as you retaln on ex:
you are subject to the tax on wweloted business income imposed by section 511 of the Code,

foss
fn which event you are required to file Form 990-T. Our determination as to your Liability for
annua) infarmotion return, Form 990-A, Is set forth above. That return, If required, must

§ the
:ﬂdmcbfmﬂnl&h
Iatioated a e doy of the fifth month after the close of your annual aocounting period
Contributions made to you are deductible by denots as provided in section 170 of the Code. Be-
quests, jegucies, devises, transfers or gifts to or for %mduducuble for Federal estate
and giit tax puposes inder the provisiens of section . 2106 and 2522 of the Code.

You ate not liable for the taxes imposed under the Federa] Insurance Contributions Act (sociol
secwrity taxes) unless you file a waiver of exemption certificate as ided ln::':h act. You are
Inquiries about the waiver

a0t lichle. for the tex imposed under the Federal Unemployment Tox
of exemption cortificate for social secutity taxes should be addressed to this office, as should any

conceming excise, employment ar other Federul taxes,

This is @ determingtion letter.
Very truly yours,

P

Form L- 178 {e-80)
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Internal Revenue Service Department of the Treasury

P.O. Box 2508.
Cincinnati, OH 45201

Date: Person to Contact: .
Tracy Garrigus #31-07307 iy
’ Toli Free Telephone Number:
DANBURY HOSPITAL DEVELOPMENT FUND ING 877-829-5500 i
24 HOSPITAL AVE = Employer ldentification Number:
DANBURY CT 06810-6099 ‘ 23-7425557

Dear Sir or Madam:

This is in response to your request of August 8, 2006, regarding your tax-exempt status.

Our records indicate that a determination letter was issued in May 1975 that recognized you as exempt from
Federal income tax. Our records further indicate that you are currently exempt under section 501 (c}3) of the

Internal Revenue Code.

Our records also indicate you are not a private foundation within the meaning of section 509(a) of the Code
because you are described in section 508(a)(1) and 170(b)(1)(A)vi). )

Donors may deduct confributions to you as provided in section 170 of the Code. Bequests, legacies, devises,
transfers, or gifts to you or for your use are deductible for federal estate and gift tax purposes if they meet the

applicable provisions of sections 2055, 2108, and 2522 of the Code.
If you have any questions, please call us at the telephone number shown in the heading of this letter.

Sincerely,

Cindy Westcott
Manager, Exempt Organizations
Determinations
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Internal Revenue Service Department of the Treasury
Director, Exempt Organizationg P.0. Box 2508
Rulingsg and Agreementg Cincinnati, Ohic 45201

L mee N 9 2007

Person to Contact - 1pj.
Shari Kolnick] - 31-07853

New Milford Hospital, Inc. Contact Telaphone Numbers :

21 Elim Street 877-829-5500 Fhone

New Milford, ¢ 06776 Federal Identification Number
06-0669121

Dear Sir or Madam:

By our determination dated September 30, 1944, You were held to be exempt
from Federal Income Tax under the Provisions of section 501(c) {3) of the
Internal Revenue Code.

You recently furnished us information that the New Milforgd Hospital Holding
Corporation, EIN 22-2531823, another 501 (e) {3) entity, merged with New
Milford Hospital, Incorporated, ETN 06-0669121 on January 31, 2007. Based
on the information submitted, we have determined that the merger does not
affect your eXempt status. The organization will continue using Employer
Identification Number 06-0669121 .

Please let ug know about any further changes in Your character, Purposes,
method of Operation, name or address.

Sincerely,

Robert Choi

Director, Exempt Organizations
Rulings ang Agreements
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Washington. DC 20224

O Person 16 Contact:
" New Milford Hospital, Iucorporated "™ '-' Barelg . Torpaty
21 Elm Street Telephone Numzdr
New Milford, CT 06776 S Rl -3¢t~ FI2
Refer ng&y 1o
OP:E:EOQ:%:3FL
Date

"JUN 26 1984

Employer Identifieation Number: 060669121
Key Districr: 11

Legend

e V= The Naew Milford Hospital, Incorporared
= New Milford Bospital Holding Corporation
= New Milford Hospital Foundation, Imec.

= New Milford Hospital Eealrh Care, Tme.

* Twenty-One Elm Street Corporation

N

Dear Applicant:

We have received your accountant's 29 February 198 request for
ruliogs with respect to the effect of a proposed reorganization on your
exempt and foundation statuses, unrelated trade or business acrivi ties,

. an umisual grant, and the effeer on the holding companv of owne rship
of all of the stoek of a for-profic subsidiary.

1944 and classified as s hospital under sections 309(a)(1) and 170
{(b)(1)(A)(114).

W was incorporated om 6 February 1984 for exempt purposes and is ¢
ganized and operated to benefit V. Y has been recopmized exempt from
federal income taxation under secrion 501(e)(3) of the Code and clagsif

. as other than 2 private foundation wnder section 50%(a)(3) in a lerter
of even date herewith.

I was incorporated ou 6 February 1984 for &Xeaplt purposes under se
tion 501(e)(3) and will maincain an endovment fund aad solicit and re~-
celve contributions ou behalf of V and W's other seczion 501(c)(3)
subordinates. X has been recognized exempt from fecaral income taxatig
wader sectiom 301(c)(3) of the Code and classified es ocher than a

Conv fram NBDW oC AN .
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section 501(c)(3) of the Code 4n the state whefe it operaces. It will
Provide medical care on an cutpatient basis by maintaining communicy
health programs. Such Programs may include some or all of the following:
aeighborhood health centers, retirement centers, aursing homes,
rebabilitarion centers, industrial health faciliries, health main~
Cenance organizations, and surgicenters. Y may also maintain health
education Programs for physicians, nurses, and the publie, Y has

been recognized exempt from federal income taxation under section
301(c)(3) of the Code and ¢lassified as other than a private foundation
because 1t is deseribed in section 509(a)(2) for an advance ruling
period in 2 letter of even date herewith.

Z was iIncorparated as a for—profit corporation under the laws of the
State where it operates with W as its sole shareholder. W will, thus,
Teceive any dividends paid by Z. Neither W, V, X, nor Y will provide
any services to Z except at fair warket value. 2 will rendex health
Care related services, including management and personnel seTvices,
housekeeping, and food cstering services,

V now proposes to contimue to operate as a hospital but to spin
off itsg fund-raising and investmant management to X, i{ts educationsl
and certain clinical Programs to Y, gnd overall coordinarion and supe r~
vision of all of V's and these other programs to W. W vill become
V's sole member as part of this reorganization and V's board, which
represents a broad crossesection of the comounity and will continus to
do so, will becowe the board of directors of W, W will also funetion
45 parent of X and Y. V wil1l transfer sufficient cash to provide
wvotking capital to W, X, avd Y. There will be further cash transfers
among the exempt entities. There will be no consideration for such
transfers. As part of the Proposed reorganization V will transfer to
X, V's endowment fund upon the coudition that X hoeld this fund (n a
Separite, segregated fund to be psed solely for V's benefir.

After the reorganiration V, W, X, and Y will share sope assets,
Personnel, and services. A fee may be charged in some cages for che
provision of these services. To the extent of transactions between
any of the exempr organizations aad Z, tramsacrions w11l be at
arm’'s-length, and charges will be at fair marker value,

Canv from NPW OEA D oy se .
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New M{lford Hospital, Incorporated

X, having requested Wmusual grant treatwent, has represented chace
the transfer of V's endovment {s a one-tipa occurrence and that X will
oot rely on any further unusual grants, The funds will not be usaed
for currant operating exvenses. The size of the transfer would ad-
vVersely affsct X's foundation classification if the raquest for ex-
clusion as an umsual grant were not granted. The governing body of
X ig representative of a broad Cross~section of the commmicy, and X
will carry op an active program of public solicitarion of fundg, Only
cash, marketabie securities, and a gmall awount of land will be the
subjecr of the emisual grant.

charitable, educational , sclentific, or iterary PUTpUEes, oo part of
the net earnincs of which inures tp the benefit of any private share~

holder or individuals.

Section 1.501(e) (3)~1(a)(1} of the Income Tax Regulaciomns provides
that in order o be eXempt as an organization described in gsection 501

Cany fram NDIAI Ar A



04/05/2013 I ; Affiliation CON-185

2 -l

New Milford Hospital, Incorporated

170(b) (1) (A)(1i1), a hospital, or section 1700)(1) (A) (v1), a
publicly supported organizarion recelving substancial support from the
general public or from a govermmental unif; or am organizatiom which
receives wore than one-third of ite suppott in any taxable vear from
any combipation of gifts, graants, contribucions, membership fees, or
from gross receiprs from sales subject to ceztain limits, and which
tomally receives unot more than one-third of its support from gross
investment income and mrelated trade or business; or an organization
organized and operated exclusively to support or benefit one of the
foregoing types of arganizations.

Sections 1.170A~9(e)(6)(11i1) and 1.509(a)~3(e)(4) of the
regulations provide for uousual grants and indiecate that each will
be considered on its owm facts and cirocumstances, One of those facers

is that 1t will be a one-time occurrence., If the Funds constitute an
unusual grant, they will be excluded in computing support for secrion
509(a) purposes and thus will not adversely affect foundation status.

Section 511(a)(1) of the Code imposes a tax on the unrelated
business taxable ifncome of organizations described in section 501(e¢)(3).,
Under section 512(a)(l) the term “unrelated business taxcable income”
is defined as the gross income derived by an organization from any
unrelated trade or business, as defined in section 513, regularly
carried on by it, less certain deductions.

Section 512(3}(1) of the Code defines the term “unrelared business
income™ as gross income derived by an organization from any unrelated
trade or business regularly carried on by it, less deductions which are
directly comnected with the carrylng on of such trade or busitsess.

Section 512(b)(1l) of the Code excludes dividend ioccme from the
definicion of uvnrelated trade or business taxable incoms.

Section 512(b)(3) of the Code provides thar ome of the modi fications
referred to in section 512(a)(l) is chat there shall be excluded, with
Certain exceptions emumerated in section 512(b)(13), all rents frem

Teal property.

Section 512{(b}(13) of the Code provides, in relevant part, that,
sotwithstanding seccion 512(b)(3)'s exclusion of rent from the definition
of wnrelated trade or business taxable incoze, rents derived from anv
controlled organization comtrolled by a controlld ng organization shall
be ipcluded as an item of gross income io anm amount which bears the same
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New Milford Hospiral, Incorporation

taxable income which, 1f derived directly by the controlling organizg-
tion, would be unrelated trade or tusiness, bears o the taxable income
of the contrelled organization, compared without regard to amouats
Pald directly or indirectly to the controlling organization. There

business~ means, in the ecase of any organization subjecr to the rax
lmposed by seetion 511,

Substantially related (aside from the eed of such organization for incoye
or funds or the use it makes of the profirs derived) to the exercise

Or performance by such organizations of i¢g charitable, educational or

Section 501.

Section 1.513-1(b) of the regulations States, in parz, that
for the purpose of section 513 the term “trade or busipess” generally in-
tludes any activicy carried on for the production of income froo the
sale of goods or Performance of services,

Section L.5131(d)(2) of the regulations provides that trade or
business is "relsred- to exempt purposes in the Televant sense, oculy where

achievemant of &Xcept purposes (other than through the production of
lncome) and it is "suhs:ancia.lly related”, for the Purpases of secrion 513
of the Code, only if the caygal relationship is 4 substantial one. Thus,
for the conduct of a trade ot business from which a parricular amoype

of gross iocome ig derived to be substanttally related to the Purposet
for which exemption 1s granted, rhe production or dseribuction of gouds
or the performance of the services from viiich the gross locome 15 derfuved
Tust contribute importantly to the accomplishment of thoge purposes.
Where the Production or distribution of the goods or the performance of
the services does not contribute imnortantly to the accomplishment of the
eXempt purposes of an organization, the income froc the sale of goods or
the pexrformance of services does uot derive frog the conduct of relaced
trade or business. Yhether the activities productive of Zross income

Conv from DPW DELD cuetnm
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New M{ilford Hospital, Incorporated

Section 514(b) of the Code provides, in general, that the tern
“debt=financed Property” means any property which ig held te produce in-
Came and with respect to which there 1g an acquisition indebt edness (asg
defined {n secrion 514(e) of the Coda),

Section L.514(b)=1(e)(2) (1) of the regulatrions provides thar property
owned by an exempc organization and ysed by a related exempt organization
°r by an exemp: Srganization related co such relared &xempt organization
shall not be treareq as “debt-~financed Property” to the extent such pro-
Perty 1s used by either organfzation 1in furtherance of the purpose con-
stituting che basis for {:¢ exemption under section 501.

Seerion 1.516(b)-1(u312)(11)(b) of the regulations provides that twe
exempt organizations are elated to each other {f one organization has cop~
trol of the other organii.tion within the Beaning of paragraph (1)(4) of
section 1,512(b)-],

Section l.SIZ(b)—l(l)(A)(i)(h) of the regulations drovides, in relevant
Part, that in the case of a nonstock organizarion, the tem “control”
Means that zc legst BO percent of the directorg O Ctrustees of such ergani-
zZations are Fepresentatives of an eXempt organizacion. A trustee or direcraor
is 2 Tepresentative of ap eéxempl organization {f he 15 a trustee, director,

In Rev. Rul. 71-529, 1971-2 C.B. 234, eXeupt status was Tecognized
for an organization formed to Frovide {nvestmegt services below cost to
Telated exempt organizations.

In Rev. Ry, 72-369, 1972-2 ¢.B. 245, rthe Service denied exempt statusg
for an OTganization formed to Provide management and consulting services ac
COSt Lo unrelated &xewpt organizacions,

Since, afrer the amendments to V'sg articles and bv-laws, 7'g exempt
Purposes will nec change and V w111 9till operate a5 2 hospital described
in section 509(2)(1) and section 170(b) (1) CAY (w1 ) of the Code, neirher
Vtg exXempt sratus gor ics foundation starus will be adversely affecred
by the reorganizacion. In the cases of W, X, and Y, each dsclosed in
its application for recogniticn of exemption that it was being organized
a5 part of 3 Teorganization of Vv, Accordingly, that reorganizacion was
Laken 1iqto daccount in Tecognizing each exempt from federal income taxation
under section 301(e)(3) and classifying egch as other than 3 private
foundation under section 509(a). Thus, the SXemoL status and the founda-
tion statug of each will be unaffected by the feorganizacion, Since the
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New Milford Hospital Faunda:iqp, Inc.

W's exempe Status under secrign 301(e)(3) por %0 its foundatipn classify-
Caticn under secticn 509(a)(3). Furthermore, the receipt of dividends
Paid by ope entity to a separate ®0tity 15 not 4 business and g excluded
from unrelated trade of business taxable inecome wder section 312(b)X(1).
Accordingly, such paymencs 4Te not unrelated trade or business taxable
lncome ¢o W,

Since v, W, X, and v Te all exempt entities yndamr section 501¢e)(3)
9f the Code, tha Lransfer of cash and other assets and the sharing of
Personnel services, facilities. and expenseg ¥ill not Jeopardize exempr
8tatus of any of phe above entftiag under gectign 301(c)(3). Exempt
organiratigng 2y give funds £, €Xeupt purposes oy to ot her teapt or-

transfer-of 4SSets and the sharing of services without a fee. charged 1s
ot a business, sycn activity cannot be wnrelated trade or business

Telated organtzations. cf, Rev. Rul. 72~369, 19775 C.B. 245, where the
fntities ware Mot relared, wirh Rev. Ryl, 71-529, 1971-2 ¢, 3. 234, here

In view of the one-time lature of V'g transfer of fupgs to X and {rs
Proposed active fund-raising canpaign along wirh Satisfaction of the
other requisites of sections 1.170A-9(e)(6J(ii) and 1.509(a)~3(c)(3) of
the regularious, such transfer Constityutes ap unusual prane which pav

excluded frog t he Compuration jp derermining public subport, Only
cash, warketable Securities, apg land are excleded a¢ being part of the
Unusual grane.

rled

Conv from NPW DEAD avwis ..
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New Milford Hospital Foumrtarten, Inec.

Aceordingly, based upon the facts asg subz.:itte.d and assuming thar the
transactions will oceur in the manner deseribed, we ryle thag:

1. After the arendment to the Certificate of Incorporation
and Bylaws of V and the Proposed Teorganizacion, V will
Contime to qualify as an oTganization described in section
501(e)(3) and I70(5)(1)CA) (411).

2. After the PT oposed reorganization, W will contimie ro
qualify as an organization described in section 501(c)(3)
and 509(a)(3)}.

3. After the Pr oposed Teorganization, X will contime to
qQualify as an orgapization described in section 301(e)()
and, provided the requisite public SUDPOIT 18 received,
sections 599(a){1) and 170(b) (1)¢A) (vi).

4. After the Proposed reorganizatiom, Y will continue to
qualify as an organization described f{n sections 301{e)(3)
nd, provided 1t meers the support teses theresunder,
309(a)(2),

stock of 2 and W'sg receipt of dividends from Z will have no
adverse affect op W's status under secrions 301(c)(3) and
309(a)(3) and the taxable income o0f z wil] rot be construed
Lo be wnrelated business lacome to W and any dividends
Teceived by W from 2 will not be wnrelatad business income
to W.

6. The proposed transfers of cash and other d8sers and the
sharing of persounel, services, facilities and expenses
by and berwveen Vv, W, X and Y wfll notr (a) jeopardize the
continued tax-exempt gratus of V, U, X and Y a5 organi-
Zations described in sections 501(c)(3); (b) adversely
affect V, ¥, X and Y's Status as public charities under
Sections 509(a)(1), 3509(a)(2) or 509(a)(3), provided any
Tequisite public supporc tesrs are m=t; and (¢} glve rige
to unrelated business tzxable income under sections

exempt funcrions from one entity to another but Subjecr
to debt ~financing will remsin unrelarad de bt ~financed
property in the hands of the pew holder,

i Frerinn MRS e 4
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New Milford Hospital, Inecorporated
7. V's transfer of its philanthropic funds to X will qualify
45 an umusual grape wder section 1.170A—B(e)(6)(11) and
1.509(a}~3¢c)(3) of the Income Tax Regulations and may be

excluded from the calculation of publip SuppOIt under
Sections 1.170A-9Ce)(2) or 1.1704-3(e)(3) (1) of the Income

tions £o V, W, X and Y ¥ill be deductiple by the donors as

28 precedent,

Please contime to use your employer identification munber an al}
returns whioh You file and 1n all correspondence with the Ieternal Revenye

oy
Ve are informing Your key Districe Mrector, ncionati, Ohy . of chis
tuling.

If you have any questions, please coatact the person whose name 3pd
telephone number arae showa i the heading of thig lecter.

Siocerely yours,

1signed} J. B. Griffith

J. E. Griffich
Chief, Exzempt Organizatiops
Rulings Sranch

&

Copy from BFW PEAP syatam
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Department of Public Health

License No. 0053

General Hospital
In accordance with the provisions of the General Statutes of Connecticut Section 192-493:

TheNorwalk Hospital Association of Norwalk, CT, d/b/aNorwalk Hospitalisherebylicensedtomaintain
and operate a General Hospital.

Norwalk Hospital is located at 34 Maple Street, Norwalk, CT 06856

The maximum number of beds shall not exceed at any time:
38 Bassinets
328 General Hospital beds

This license expires June 30, 2013 and may be revoked for cause at any time.

Dated at Hartford, Connecticat, July 1, 2011. RENEWAL.

Satellites
Norwalk Hospital Suegery Center, 40 Cross Street, Suite 120, Norwalk, CT

Jewel Mullen, MD, MPH, MPA
Commissioner

000782



04/05/2013 Affiliation CON-193
Department of Public Health

License No. 0039

General Hospital
In accordance with the provisions of the General Statutes of Connecticut Section 19a-493-

The Danbury Hospital of Danbury, CT,d/b/aThe DanburyHospitalisherebylicensed tomaintainand
operate a General Hospital.

The Danbury Hospital is located at 24 Hospital Avenue, Danbury, CT 06810

The maximum number of beds shall not exceed at any time:
345 General Hospital beds
26 Bassinets

This license expires September 30, 2013 and may be revoked for cause at any time.

Dated at Hartford, Connecticut, October 1, 2011. RENEWAL.

Satellites
Center for Child and Adolescent Treatment Services, 152 West Swreet, Danbury, CT
Community Center for Behavorial Health (ADH-PHP), 152 West Street, Danbury, CT
The Pediatric Health Center, 70 Main Street, Danbury, CT
Seifert & Ford Comrnunity Health Center, 70 Main Street, Danbury, CT
Ridgefield Surgical Center, 901 Ethan Allen Highway, Ridgefieid, CT

Jres St

Jewel Mullen, MD, MPH, MPA
Cominissioner



04/05/2013 Affiliation CON-194

STATE OF CONNECTICUT

Department of Public Health

License No. 0032

General Hospital
In accordance with the provisions of the General Statutes of Connecticut Section 19a-493:

New Milford Hospital, Inc. of New Milford, CT, d/b/aNewMilford Hospital ishereby licensedto maintain
and operate a General Hospital.

New Milford Hospital is located at 21 Elm Street, New Milford, CT 06776

The maximum number of beds shall not exceed at any time:
10 Bassinets
85 General Hospital beds

This license expires June 30, 2013 and may be revoked for cause at any time.

Dated at Hartford, Connecticut, July 1, 2011. RENEWAL.

Satellites
New Milford Hospital Community Mentai Health Services, 23 Poplar Street, New Milford, CT

ppet frctfer?

Jewel Mullen, MD, MPH, MPA
Comunissioner
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Overview:

Financial Assumptions

Affiliation CON-200

The Hospital(s) have assumed that any FY2013 reductions in the state uncompensated care pool
will have to be met with severe expense adjustments such that the overall financials will not be

impacted. Further significant future proposed pool payment reductions have also not been

included in the following assumptions.

Western Connecticut Health Network - Without Project Assumptions:

2013 2014 2015 2016

Rate Increase 5% 5% 5% 5%
Non-Government 0%-3% | 0%-3% | 0%-3% | 0% - 3%
Medicare 5% 1% 1% 1%
Medicaid 0% 0% 0% 0%
State DSH 0% 0% 0% 0%
Volume:

Inpatient -1% -1% 0% 0%

Outpatient 1% 1% 1% 1%

Other Operating Revenue

Salaries and Fringe Benefits

Professional Services

Supplies and Drugs

Other Operating Expense

Depreciation/Amortization

Interest Expense

Lease Expense

FTEs

Assumed flat, adjusted for declining meaningful use

payments expected based on regulations

Includes 2.5% inflationary increase annually adjusted for
changes in FTEs

Annual increase of 2% based on inflation

Based on 3.0% inflationary increases annually

Assumed flat adjusted for improvements related to
expense management initiatives

Based on annual capital spend inclusive of new tower

construction expected to be completed late FY2014

Based on interest expense expected on existing debt

Annual increase of 2% based on inflation

Based on history adjusted for volume & continued

productivity improvements
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Norwalk Health Services Corporation - Without Project Assumptions:

2013 2014 2015 2016

Rate Increase 5% 5% 5% 5%
Non-Government 0%-3% | 0%-3% | 0%-3% | 0% - 3%
Medicare 5% 1% 1% 1%
Medicaid 0% 0% 0% 0%
State DSH 0% 0% 0% 0%
Volume:

Inpatient ~1% 1% 0% 0%

Outpatient 1% 1% 1% 1%

Other Operating Revenue

Salaries and Fringe Benefits

Professional Services
Supplies and Drugs

Other Operating Expense

Depreciation/Amortization

Interest Expense

Lease Expense

FTEs

Affiliation CON-201

Assumed flat, adjusted for declining meaningful use
payments expected based on regulations. Reduced
restricted fund transfers for FY 2012 v FY 2013.

Includes 3% inflationary increase annually decreasing to
2% by FY 2016.

Annual increase of 2% based on inflation
Based on 3.0% inflationary increases annually

Assumed flat adjusted for improvements related to
eXpense management initiatives

Based on annual capital spend inclusive of depreciation
associated with construction of a new Ambulatory
Pavilion expected to be completed by FY 2015.

Based on interest expense expected on existing debt

Annual increase of 2% based on inflation

Based on history adjusted for volume & continued
productivity improvements
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Affiliation CON-202

Incremental Assumptions — With Project:

Incremental synergies projected as a result of the project will provide both expense reductions
through enhanced contract negotiations as well as overall increases in efficiency and
productivity. These savings are offset by one time costs associated with legal, consulting and
communication costs that will be incurred during the initial two years of the project. These
expense synergies were allocated between WCHN and Norwalk Health System based on a
percentage of total operating expense as the specific impact for each entity has not yet been
identified. The allocation is 65% to WCHN and 35% to NHSC and is represented as the
incremental impact with the proposal in Financial Attachment 1 for WCHN stand alone and
NHSC stand alone.

Based on WCHN's experience with New Milford Hospital and Norwalk's relative size, these
savings are anticipated.

Expense Impact (dollars shown in millions)

FY 2014 | FY 2015 | FY 2016
Expense Synergies $4.7) $(11.3) $(19.1)
Legal Cost $0.9 $0.4
Consulting $1.1 $0.6
Communications $0.6 $0.4
Total $(2.1) $(9.9) $(19.1)

A categorized breakout of the expense impact attributed to the proposal is summarized below.

Categorized Expense Impact for Consolidated WCHN

Expense Impact: FY 2014 | FY 2015 | FY 2016
Salaries/Benefits $(3.4) $(7.0) $(10.9)
Supplies/Drugs $(0.8) $(1.7) $(2.6)
Other Costs* $2.2 $(1.2) $(5.6)
Total $2.1) $(9.9) $(19.1)
Gain/(Loss) Impact $2.1 $9.9 $19.1

*Includes legal, consulting, communications
Western Connecticut Health Network — Consolidated

The FY 2012 actual financial results and the financial projections without the CON for
FY 2013-FY 2016 are for WCHN.

The projected incremental projections for FY 2014-FY 2016 consist of the incremental impact of
the proposal on WCHN plus NHSC with the CON.

The financial projections with the CON for FY 2014-FY 2016 represent the impact of the CON
on the consolidated WCHN.
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Supplemental Information

Norwalk Health Services Corporation - Current Debt as of 9/30/2012:

Affiliation CON-203

Entity Balance Interest Rates
Norwalk Hospital Association

CHEFA Series E $8,560,000 4.625% - 5.00%*
CHEFA Series G $23,860,000 5.12%
CHEFA Series H $9,185,000 3.49%
CHEFA Series I $10,790,000 3.40%
CHA Trust $671,926 0.00%
CHEFA Lease $4,703,893 4.38%
Total $57,770,819

Norwalk Surgery Center

Term Loan - 7 Year The Bank of Fairfield $4,000,000 4.875%

*CHEFA Series E Bonds were redeemed January 2013
Note: On December 7, 2012 Norwalk Hospital issued $82,000,000 of additional bonds through a private placement
as CHEFA Series J, with a synthetic fixed rate of 3.3343%.

Western Connecticut Health Network - Current Debt as of 9/30/2012:

Entity Balance Interest Rates Description
Danbury Hospital
Series H $39,615,000 Mature from 2030-2036 @ Fixed Rate
avg rate of 4.425%
Western Connecticut Health Network
Series K $29,610,000 Serial maturities from 2011- Variable Rate Direct
2036/Final Maturity 2036 - Placement RBS
Citizens
Series L $96,000,000 Sinking fund instaliments Variable Rate Direct
2015-2041 Placement JP Morgan
Chase
Series M $46,030,000 Mature from 2031 to 2041 Fixed Rate
rates of 5.00%-5.75%
Series N $39,880,000 Serial maturities from 2014- Fixed Rate
2019 rates of 3.0%-5.0%
New Milford Hospital
Term loans $466,426 4.63% (Finance construction | Fixed Rate
of MRIJV)
Capital lease $1,042,429 4.809% (Linear Accelerator & | Fixed Rate
obligations CT Scanner)
WCHN Total $252,643,855




Bannel P. Malloy
Jewel Mullen, M.D., MPH., MBA Crovernor
Commpussioner Nancy Wyman

Lt Governor

April 11,2013

The Honorable Jonathan Steinberg
Representative, 136™ District
Legislative Office Building

Room 4020

Hartford, CT 06106-1591

Re:  Certificate of Need, Docket Number: 13-31832
Western Connecticut Health Network and the Norwalk Health Services Corporation
Affiliation between Western Connecticut Health Network and the Norwalk Health
Services Corporation

Dear Representative Steinberg;:

On April 8, 2013, the Department of Public Health received your letter concerning the Certificate
of Need (“CON™) for the affiliation between Western Connecticut Health Network and the
Norwalk Health Services Corporation.

I welcome and appreciate your comments regarding this matter. Your letter will be made part of
OHCA’s formal record of the CON application docket. Please be advised, once a decision has
been rendered it will be posted and available on OHCA’s website at hitp://www.ct.gov/dph/ohca.
Meanwhile, OIICA’s website maintains status reports that you may review at your convenience.

If you have any further concerns or questions, please contact Kimberly Martone, Director of
Operations at the Office of Health Care Access at (860) 418-7029.

Sincerely,

Lisa A. \ A,

Davis BSN, RN
Deputy Commissioner, OHCA

LAD/KM/bko

Phong: (860} 509-8000 « Fax: (860 509-T184 » VP! (B60) 899-1611
410 Capitol Avenue, PO Bow 34038
Hartford, Connecticur 06134-0308
www.ct.govidph
Affirmative Action/Equal Opporviunity Emplover
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HOUSE OF REPRESENTATIVES
STATE CAPITOL
HARTFORD, CONNECTICUT 06106-1891

REPRESENTATIVE JONATHAN STEINBERG

136™ ASSEMBLY DISTRICT VICE CHAIR
ENERGY AND TECHNOLOGY COMMITTEE
LEGISLATIVE OFFICE BUILDING MEMBER
HARTFORF\’ODD@'?gE?OG 1591 AGING COMMITTEE
: . TRANSPORTATION COMMITTEE
CAPITOL: 850-240-8585 FINANCE, REVENUE AND BONDING COMMITTEE

TOLL FREE: 800-842-8267
HOME: 203-226-6748
E-MAIL: Jonathan.Steinberg@cga.ct.gov

Lisa A. Davis, MBA, BSN, RN
Deputy Commissioner

CT Department of Public Health
Office of Health Care Access

410 Capitol Avenue, MS# 13HCA
P.O. Box 340308

Hartford, CT 06134-0308

© 0 Aprl 3, 2013

Dear Deputy Commissioner Davis,

| ask you to endorse the affiliation between Western Connecticut Health Network (WCHN)
and The Norwalk Health Services Corporation (NH). These two institutions have signed a
letter of agreement to affiliate their organizations for the purpose of bringing best practices in
health care delivery to enhance the health and well-being of residents within their shared
geographic service areas.

As a member of the legislature’s M.O.R.E. Commission Regional Entities Committee, 'm
dedicated to discovering appropriate ways to achieve regional efficiencies without
compromising service quality. As the healthcare landscape continues to evolve, hospitals
must prepare for the future by achieving the effective operational scale to handle a larger
patient pool. When two outstanding health care organizations affiliate, they have the
capability of creating efficiencies that neither could do alone.

The two institutions have taken a great deal of time and effort to create an agreement that will
benefit my constituents. The process now needs the approval of your office.

This fortified entity will be better positioned to serve patients at the highest level of health
care. On behalf of my constituents, | urge you to support this CON application.

vy

Yy p
RE presentative Jonatha /S/teinberg
136" District, Connecticlt General Assembly

SERVING WESTPORT




STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

May 7, 2013 VIA FAX ONLY

Jeryl Topalian Sally Herlihy

Executive Director, Planning & Business Development  Vice President, Planning

Norwalk Health Services Corporation Western Connecticut Health

34 Maple Street Network, Inc.

Norwalk, CT 06850 24 Hospital Avenue
Danbury, CT 06810

RE:  Certificate of Need Application, Docket Number 13-31832-CON
Norwalk Health Services Corporation and Western Connecticut Health Networl, Inc.
Affiliation of Norwalk Health Services Corporation and Western Connecticut Health
Network, Inc.

Dear Mr. Topalian and Ms. Herlihy:

On April 8, 2013, the Office of Health Care Access (“OHCA”) received your Certificate of Need
(“CON"} application filing on behalf of Norwalk Health Services Corporation and Western
Connecticut Health Network, Inc. (herein referred to as “Applicants”) proposing the affiliation of
Norwalk Health Services Corporation and Western Connecticut Health Network, Inc., with no
associated capital expenditure.

OHCA has reviewed the CON application and requests the following additional information
pursuant to General Statutes §19a-639a(c). The page numbers given in each question refer to the
submitted initial CON application.

General

1. Beginning on page 25 of the CON application, the Applicants submitted a redacted copy
of the Affihation Agreement and the related attachments between the parties. Specify the
reason (“confidential” will not be accepted) and a general description of each redaction ,
so that OHCA can consider if a full open copy of the Affiliation Agreement will be
required.

2. Inreference to page 30, of the CON application, provide a list of “occurrences/events”
that would change the Initial Governance Structure.

An Equal Opportunity Emplover
410 Capitol Ave,, MS#13HCA, P.0.Box 340308, Hartford, CT 06134-0308
Telephone: (860) 418-7001 Toll-Free: 1-800-797-9688
Fax: (860) 418-7053
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Need & Services

3.

On page 11 of the CON application, the Applicants state that Norwalk Health Services
Corporation (“NHSC”), through its Board of Trustees and senior management, explored
strategies and tactics that would be needed for long-term success of NHSC. Furthermore,
“[e]lements identified as essential to long-term viability included improved access to
capital markets, support for physician recruitment/retention, clinical service development,
and better use of scarce community resources.” Regarding the aforementioned, please
address the following questions:

a. Provide a discussion on the methods/approaches utilized by NHSC’s Board of
Trustees and senior management to explore strategies and tactics for NHSC’s
long-term success.

b. What specific strategies and tactics were developed to address and support the
long-term success of NHSC?

¢. Was there a report developed by NHSC’s Board of Trustees or senior
management that chronicles the elements that were identified as essential to long-
term viability of NHSC? If yes, please provide a copy. If no, please explain.

In 2009, Norwalk Hospital engaged Navigant Consulting, Inc. (“NCI”) for an assessment
of partnership options (page 11) Furthermore, a Partnership Task Force was created
consisting of the Board of Trustees members and senior management. Please detail and
discuss the outcome/findings of NCI's recommendations.

. Did NCI produce a report for NHSC, regarding strategies, options and partners for

Norwalk Hospital and NHSC? If so, please provide a copy.

Also on page 11, areference is made that around the same time that the Partnership Task
Force was created, NHSC developed “Vision 2015,” a strategic plan identifying the long-
term strategic priorities for the hospital. Please provide a copy of Vision 2015.

Did either of the Applicants perform a study or analysis that supports the benefits of this
proposed affiliation (listed on page 12)?

a. If yes, submit a copy to OHCA as evidence supporting the proposed benefits.

b. Ifno, explain in detail, how the need and benefits for this proposal were
developed and provide supporting evidence.

¢. Has either of the Applicants performed a Community Needs Assessment
(“CNA™)?

d. Please provide copies of any CNA performed, draft or final.

On page 12, the application speaks to the benefits of affiliation for the WCHN and NHSC
systems. Page 16 explains in very general terms how the proposal would improve health

care delivery in the region by strengthening clinical programs and the physician platform,
enhancing educational programs and building competencies. Please provide more specific
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10.

11.

12.

13.

14.

examples of how, within the first three years following affiliation, patient access and
quality of services will be improved.

On page 13 of the CON application, the Applicants represent that at this time, no change
in services will occur due to the proposal, however, in the future, changes may occur as
opportunities to reduce duplication or inefficiencies in clinical service delivery are
identified. Please address the following:

a. Has either of the Applicants performed an analysis of the current services offered
by each Applicant in its respective service area/region to determine if any services
will be duplicated?

b. At what point do the Applicants plan to perform an analysis of the demand for
services in the respective service area/region to determine possible duplication of
services or efficiencies that may be achieved by reconfiguring services. Provide a
detailed discussion and timelines.

¢. Specifically, how will the proposed affiliation impact and improve NHSC and
WCHN clinical programs and services?

d. Provide a list of services that will be impacted as a result of this affiliation.

On page 13 of the CON application, the Applicants state that it is also anticipated that
many of the tertiary care services that are being provided today will be strengthened by
the partnership of NHSC with WCHN. Please explain and provide specific examples.

On page 11, the Applicants state that WCHN affiliating with a strong partner would,
among other things, create new synergies which focus on patient healthcare delivered at
the right time and at the right place. Explain the meaning of this statement and provide
specific examples.

On page 12 of the CON application, the Applicants provide a list of benefits identified as
a result of this proposal. Please provide an explanation of how each of these bulleted
items would be achieved as a result of this affiliation and provide specific examples and
cost savings related to each.

On page 14 of the CON application, the Applicants state that they have engaged
PricewaterhouseCoopers to help develop a transition plan, which is anticipated to be
completed over a six month period. Please address the following:

a. Provide an update on the progress of this plan.
b. Who will make up the proposed Integration Steering Committee?
¢.  Who will the proposed Integration Steering Committee report to?

Page 17 of the application states that “New WCHN will allow for improved access to
primary care in outpatient facilities.” Have any areas in either WCHN or NHSC’s service
area been identified as needing additional primary care? Is there a plan to establish
outpatient facilities dedicated to primary care as part of this proposal?
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15.

16.

On page 18 of the CON application, the Applicants state that “[a] larger employee base
allows the system to pilot new models of care.” Provide examples and explain the
function and benefits of such models.

Page 23, lists ways the affiliation will realize cost savings. Please further explain and
quantify the second bullet: “Standardization of policies and processes will create
additional efficiencies even in some areas that remain hospital specific to reduce costs in
local communities.” Bullet four states that scale will allow for the better use of in-house
resources, reducing the reliance on external services. Provide examples of external
services that could be reduced as a result of this proposed affiliation and quantify the
savings.

Financial

17.

18.

On page 20 of the CON application, the Applicants state that this proposal will “drive
down cost of delivery of healthcare through shared resources, volume purchasing and
integrated operations.” Please explain in detail, provide specific examples and projected
cost savings for the first three years of this proposal and reconcile to Attachment I of the
CON application.

In addition to the individual Financial Attachment I for NHSC and WCHN as presented
in Exhibit M of the CON application, please provide the following:

a. Separate Financial Attachment I for Norwalk Hospital, Danbury Hospital and
New Milford Hospital that provide a summary of revenue, expense, and volume
statistics, without the CON project, incremental to the CON project, and with the
CON project.*

b. The sources upon which the revenues and volume projection assumptions on
pages 200-201 are based.

c.  Will the proposed WCIN be able to enhance private payer reimbursement more
than if the two health systems operated separately? If so, please explain in detail
as there is no mention of any changes in reimbursement in the financial
assumptions.

d. Has value based purchasing been considered in the financial assumptions? If so,
please explain and quantify.

*Note that the actual results for the fiscal year reported in the first column must agree
with each Hospital’s respective audited financial statements. The projections must
include the first three full fiscal years of the project, FTE projections and utilization
statistics by service.
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19. In Financial Attachment I on pages 196 and 197, the incremental projections for NHSC
(stand-alone) and WCHN (stand-alone) indicate that Other Operating Expenses will
increase in FY 2014 and decrease in both FY 2015 and FY 2016, What is the rationale for
these projections? Provide a more detailed breakdown of these Other Operating Expenses
incremental to the affiliation.

20. Please answer the following with respect to each entity’s interest expense in upcoming
years:

a. Explain why NHSC interest expense rises from $2.1 million in FY 2012 to almost
$5 million in FY 2013,

b. Explain why WCHN’s interest expense rises from $4.7 million in FY 2014 to $8.4
million in FY 2015.

21. Regarding the three pages of financial projections on pages 196-198 of the application,
please answer the following:

a. Why do the operating gains for NHSC decrease from $20 million in FY 2012 to
$7.5 million in FY 2013 and drop to $2.5 million in 2016?

b. Why do the operating gains for WCHN decrease from $18.4 million in FY 2012
to $16 million in FY 2013 and decline further to just $5.3 million in 2016?

¢. How do the applicants plan to improve the operating margin of the new health
system considering Gains from Operations decrease so dramatically over the next
several years for each system and the total consolidated Gain from Operations for
the consolidated system is less than the sum of the two systems in FY 20127

22. On page 202, the Applicants provided details of the expected cost savings broken into the
categories Salaries/Benefits, Supplies/Drugs and Other Costs. Respond to the following:

a. Specific details of how these cost savings will be realized for each of the items
indicated; including an itemized list of the category entitled “Other Costs.”

b. Reconcile the two charts of estimated cost savings, as Other Costs in chart 2 does
not equal the sum of legal, consulting and communications from chart ! as
indicated in the footnote.

c. Are these the same cost savings mentioned in the response to question 5(g) of the
application? If so please quantify each of the four cost savings noted in the
response provided.

d. Will the proposed combined entity be able to use greater purchasing power as a
cost savings mechanism? If so, please quantify and provide specific details, and
reconcile or revise all Financial Attachment Is for all hospitals and both health
systems.
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23. In regard to the financial attachments and related assumptions on pages 200 & 201, the
Applicants indicate that FTEs will be reduced if the two health systems are combined.
Provide the following:

a. Details of how the combined entities will reduce FTEs and which departments are
expected to be affected.

b. An explanation of the phrase “based on history adjusted for volume & continued
productivity improvements™ in the assumptions for FTE amounts.

24, If the consolidation of the two health systems was approved, please answer the following:

a. Are there any areas where the hospitals will be able to achieve savings by the
avoidance of a capital project? If so, please provide details of the projects(s) and
the cost savings expected for each health system.

b. Is WCHN committing any funding to Norwalk Hospital for any current or future
projects or for any existing liabilities of the NHCS, such as pension funding or
paying for NHCS’s long term debt?

25. On page 203 of the application there are details regarding the individual health systems
current debt levels as of September 30, 2012. Please respond to the following:

a. Provide an update through March 31, 2013, of the existing debt levels for each of
the current health systems.

b. Ifthe affiliation is approved, are there any plans to refinance any portion of the
outstanding long term debt?

c. Ifthe new entity does plan to refinance the debt, provide specifics such as possible
maturity dates and expected interest rates.

d. Was any of the $82 million of CHEFA bonds issued in December of 2012 used to
extinguish some of the existing long term debt amounts? If not, what were the
funds used for? Also, please describe the meaning of a “synthetic” rate in regards
to the rate of the CHEFA bonds.

26. Please provide evidence and elaborate on the benefits that WCHN and NHSC will receive
and contribute in regards to capital infusion, pension obligations, capital avoidance,
expense reduction and profitability with the proposed affiliation.
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27.

28.

On page 12 of the CON application, the Applicants state that some of the benefits
identified by WCHN and NHSC that could be achieved by the affiliation are to integrate
operations to achieve and create a unified operating model and improve access to and/or
reduce cost of capital due to system scale and performance. Provide further details how
the Applicants will achieve the above benefits and quantify the reduction in cost of
capital (provide all assumptions and calculations).

On page 20 of the CON application, the Applicants state that WCHN has a proven record
of success in achieving significant cost savings and clinical integration through its
integration between Danbury and New Milford hospitals. In FY 2012, $7.05 million
savings were realized through streamlined operational functions and implementation of
processes supporting a single standard of care. Please address the following:

a) How were these annual savings quantified?

b) File the following tables demonstrating actual cost savings (reductions in
expenses) for Danbury and New Milford for FY 2010, FY 2011 and FY
2012 and projected cost savings (reductions in expenses) for Norwalk for
FY 2013 - FY 2016. These categories are consistent with the current
OHCA HRS Report 175,

Tablel: Danbury Hospital and New Milford Hospital Cost Savings

Cost Savings FY 2010 FY 2011 Fy2012

Salaries & Wages

Fringe Benefits

Contractual Labor Fees

Medical Supplies & Pharmaceutical

Depreciation & Amortization

Bad Debts

Interest Expense

Malpractice Expense

Utilities

Business Expenses & Other Operating
Expenses

TOTAL
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29.

30.

31.

32.

Table 2: Norwalk Hospital Projected Cost Savings

Projected Cost Savings FY 2013 FY 2014 FY2015 FY 2016

Salaries & Wages

Fringe Benefits

Contractual Labor Fees

Medical Supplies &
Pharmaceutical

Depreciation & Amortization

Bad Debts

Interest Expense

Malpractice Expense

Utilities

Business Expenses & Other
Operating Expenses

TOTAL

New Milford Hospital (“NMH”) reported operating expense reductions totaling
$4,956,957 or 5% from FY 2011 to FY 2012. Please address the following:

a) Estimate how much of the reduction in operating expenses between FY 2011
and FY 2012 for NMI can be attributable to its affiliation with Danbury
Hospital ?

b) How were these operating expense reductions achieved?

New Milford Hospital in FY 2011 and FY 2012 had loss from operations in the amount
of $91,370 and $6,478,071, a 6990% change. Please address the following:

a) Provide an explanation for the FY 2012 loss from operations of
$6,478,071.

b} Describe how the affiliation of New Milford Hospital and Danbury
Hospital has financially benefitted New Milford Hospital, given that for
the last two FY's New Milford has recorded losses from operations of
approximately $6,569,441.

New Milford Hospital reported a decrease of $9,352,034 in Total Net Patient Revenue
and a decrease of $1,991,624 in Other Operating Revenue from FY 2011 to FY 2012.
Please address the following:

a) Provide an explanation for the decrease in total net patient revenue and other
operating revenue.

In regards to the proposed affiliation, the Applicants indicate the multiple benefits
associated with the proposal. Will Norwalk Hospital take any steps to prevent any loss
from operations for the next three FY's due to the proposed affiliation? Additionally,
provide any current and proposed initiatives and efficiencies.
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33. The Applicants provide discussion in the CON application related to the affiliation of
New Milford Hospital with Danbury Hospital and the positive financial results of that
affiliation. However, according to the most recent financial filings for New Milford
Hospital with OHCA in the HRS process, New Milford Hospital has shown a loss from
operations from FY 2011 to FY 2012, has had a decrease in days cash on hand and an
increase in the average payment period. New Milford's total net assets, equity financing
ratio and long term debt to capitalization ratio was negative over the period of FY 2011 to
FY 2012.

Please provide a discussion which shows in greater detail how the positive aspects of the
New Milford Hospital affiliation that occurred with Danbury Hospital has led to a more
positive financial positioning for that hospital in light of the FY 2011 to FY 2012 results
reported to OHCA.

In responding to the questions contained in this letter, please repeat each question before
providing your response. Paginate and date your response, i.e., each page in its entirety.
Information filed after the initial CON application submission (i.e. completeness response letter,
prefile testimony, late file submissions and the like) must be numbered sequentially from the
Applicant’s document preceding it. Please begin your submission using Page 368 and reference
“Docket Number: 13-31832-CON.” Submit one (1) original and six (6) hard copies of your
response. In addition, please submit a scanned copy of your response, in an Adobe format (.pdf)
including all attachments on CD. If available, a copy of the response in MS Word should also be
copied to the CD.

If you have any questions concerning this letter, please feel free to contact Brian A Carney at
{860) 418-7014 or me at (860) 418-7012.

-

Steven W. Lazarus
Associate Health Care Analyst

Sincerely,
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", WESTERN CONNECTICUT
¢ HEALTH NETWORK

DANBURY HOSPITAL - NEW MILFORD HOSFITAL

Norwalk
 Hospital

June 14, 2013

Via Hand Delivery

Steven W, Lazarus

Associate Health Care Analyst
Department of Public Health |

Office of Health Care Access - L —
410-Capitol- Avenue: -MS# 13HCA - - o} t. HEALT?QEFC%‘E}E(AECESS :
P.O. Box 340308

Hartford CT 06134-0308

S L4203

Re: Certificate of Need Application, Docket No. 13-31832-CON
Responses to OHCA CON Completeness Questions

Dear Mr. Lazarus,

Enclosed please find responses on behalf of Norwalk Health Services Corporation and Western
Connecticut Health Network, Inc. to the Completeness Questions asked by OHCA in a letter
dated May 7, 2013 in the above-captioned docket. Since the original filing, we have successfully
completed our FI'C review under the Hart-Scott-Rodino Act, including the Connecticut Attorney
General’s Office. While we are still in the planning process for integration, pending the approval
of this proposal, our responses reflect the most current status of the integration process and
projected impact on both operations and finances.

We have included the original and six hard copies of the Responses, as well as a CD with an
Adobe format of the Responses.

Please contact me at 203-739-4903 or Jeryl Topaliarr; Executive Director, Planning & Business
Development, Norwalk Hospital at 203-852-2354 if you have any questions regarding this
submission.

Yours truly,
A. M*fjf 7 %@&(&j
Sally F. Herlihy, FACHE

Vice President, Planning
Western Connecticut Health Network, Inc.
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General

1. Beginning on page 25 of the CON application, the Applicants submitted a redacted copy
of the Affiliation Agreement and the related attachments between the parties. Specify the
reason (“confidential” will not be accepted) and a general description of each redaction ,
so that OHCA can consider if a full open copy of the Affiliation Agreement will be
required.

Please find attached as Exhibit A the un-redacted Affiliation Agreement in its entirery.

2. In reference to page 30, of the CON application, provide a list of “occurrences/events”
that would change the Initial Governance Structure.

Please see the Affiliation Agreement provided in Exhibit A, Sec. 2.1, (g).

Need & Services

3. On page 11 of the CON application, the Applicants state that Norwalk Health Services
Corporation (“NHSC”), through its Board of Trustees and senior management, explored
strategies and tactics that would be needed for long-term success of NHSC. Furthermore,
“fellements identified as essential to long-term viability included improved access to
capital markets, support for physician recruitment/retention, clinical service development,
and better use of scarce community resources.” Regarding the aforementioned, please
address the following questions:

a. Provide a discussion on the methods/approaches utilized by NHSC’s Board of
Trustees and senior management to explore strategies and tactics for NHSC’s
long-term success,

The NHSC Board of Trustees and Senior Management held an off-site retreat, facilitated by
Navigant Consulting, Inc. (NCI) in November of 2008. This was the initiation of the long-term
strategic planning process, to develop a new plan for NHSC. The objectives were to:

* Present a national perspective on the transformation of healthcare delivery which
included growing hospital consolidation pressures, the rise of consumerism, new models
of physician-hospital alignment, and the changing delivery of care
Discuss observations on the Southern Connecticut market

* FEvaluate Norwalk Hospital’s (NH) positioning in light of national trends and regional
market dynamics

® Review national, regional and local market implications to NH's planning for Vision
2015

* Identify key elements for NH to consider in its Vision 2015 as it relates to the national
trends

After NCI presented an extensive overview of the health care environment and analysis of
healthcare trends, Board members and Senior Management broke out into groups, discussed the
topics reviewed in the national trends section, and identified key considerations that NH would
need to address within its Vision 2015 and long term plan. In addition, NHSC, with the
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assistance of NCI undertook a physician resource planning process, and formed the Partnership
Task Force to assess strategic partnership options.

This physician planning process kicked off in January, 2009 and was completed in March 2009.
A steering committee consisting of NHSC Board members, physicians, and NH management and
Jfacilitated by NCI was the oversight body. Using a proprietary model which incorporates
demographic trends, actuarial data, technology trends, physician utilization rates and work
capacity, NCI developed an estimate of physician demand and benchmarked this against existing
physician supply to determine community physician need. The resulting plan was endorsed by
the Steering Committee and Board of Trustees in March, 2009 and utilized in the strategic
planning process.

The Partnership Task Force, consisting of Board members and senior management, held a series
of workshops facilitated by NCI in April and May of 2009. The process of the Partnership Task
Force is discussed in detail in Completeness Question 4.

Vision 2015 was further developed by the Strategic Planning Committee of the Board of
Trustees, at a series of meetings/workshops held beginning in March of 2009 and culminating in
August 2009. The Strategic Planning Committee, comprised of NHSC Board members, members
of the NH Medical Staff, key community members, and senior leadership of NH was supported by
the Planning Department of NH.

b. What specific strategies and tactics were developed to address and support the
long-term success of NHSC?

The specific strategies and tactics were developed and outlined in NHSC's long-range strategic
plan: Vision 2015, which was developed by the Board of Trustees and the Strategic Planning
Committee of NH, and approved by the Board of Trustees in August, 2009 (see Exhibit B).

c. Was there a report developed by NHSC’s Board of Trustees or senior
management that chronicles the elements that were identified as essential to long-
term viability of NHSC? If yes, please provide a copy. If no, please explain,

The report developed was NHSC's long-range strategic plan: Vision 2015. It is attached as
Exhibit B.

4. In 2009, Norwalk Hospital engaged Navigant Consulting, Inc. (“NCTI”) for an assessment
of partnership options (page 11) Furthermore, a Partnership Task Force was created
consisting of the Board of Trustees members and senior management. Please detail and
discuss the outcome/findings of NCI's recommendations.

Navigant Consulting, Inc. (NCI) was engaged by NHSC to serve as both a content expert and a
Jacilitator for the Partnership Task Force, and assisted the task Jorce in working through
strategic partnership options in a series of meetings held from April 2009 through May 2009.
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NCI presented the Partnership Task Force with background on Healthcare Merger &
Acquisition activity; both on a national and local level, and outlined the continuum of options —
from remaining independent to full asset sale or merger, as well as the key drivers for
independent hospitals to join/form a larger system.

Key Drivers for affiliation/partnership identified included:
® Long term viability of the hospital (e.g., continuance of mission/services to the
community)
* Improved access to capital markets and/or capital infusion
Support for physician recruitment and retention
¢ Clinical service development, including the ability to provide more specialized services to
the communities served
® Clinical, managerial, and technological talent and resources to reduce cost and improve
quality
Opportunity for collaboration
Preserving community control and presence
Quality improvement
Better use of scarce community resources
Improved care for the vulnerable and other community benefits

The Partnership Task Force then discussed potential “triggering events” which could lead
NHSC to initiate partnership discussions, broadly characterized as government forces, market
forces, and internal forces. Each of these forces could potentially reduce reimbursement,
decrease utilization of hospital services, or limit access to capital. NCI recommended that NH
work through various partnership scenarios, in order to shape an informed opinion regarding
potential partnership options before being forced to react to external events.

Seven potential partnership scenarios were developed and reviewed by the Partership Task
Force:

Create a “Regional Health System” consisting of two or three independent facilities
Enter a joint operating agreement with a regional partner

Create the “Regional Health System” and enter into a joint operating agreemernt
Sell to a for-profit health system

Join an existing Connecticut health system

Join an academic New York health system

Become an affiliate hospital of a New York health system

QRO D >

The advantages and draw-backs to each of these scenarios were explored against maintaining
the status quo of NH remaining as an independent hospital. Scenarios D, F, and G were ruled
out as options for NHSC, as the Partership Task Force agreed that these scenarios would not
materially address the key drivers identified to pursue a potential partnership. A framework was
developed for NHSC to utilize in exploratory discussions with potential regional partners. NCI's
engagement concluded in May, 2009. Key leaders from the Partership Task Force held at least
Jour meetings with each potential candidate between June of 2009 and May of 2011 to assess the
best option for a future partnership.



06/13/2013 Affiliation CON-207

NHCS & WCHN
Docket No.: £3-31832-CON

In May, 2011 Senior Leadership and the Board of NHSC determined that the continued evolution
of changes in the healthcare environment brought a new urgency to developing a partnership
option. NCI was re-engaged to facilitate a special meeting of the NHSC Board of Trustees on
June 28, 2011. The Senior Leadership of NH sought and obtained approval from the Board to
initiate a feasibility study of a partnership with Western Connecticut Health Network, Inc.
(WCHN).

5. Did NCI produce a report for NHSC, regarding strategies, options and partners for
Norwalk Hospital and NHSC? If so, please provide a copy.

No report regarding strategies, options or partners was produced for NHSC by Navigant
Consulting, Inc., as NCI was serving as a facilitator for the Partnership Task Force discussions.
As noted in the response to Completeness Question 4, materials presented by NCI in the
meetings included various case studies of organizational merger and acquisition strategies — and
their success or failure, a situation assessment of the Southern Connecticut Healthcare
landscape, sample vision and objectives for a potential collaboration, commonly cited rationale
Jor consolidation, potential “triggering events” for initiating partnership talks and scenarios for
potential partnership options.

6. Also on page 11, a reference is made that around the same time that the Partnership Task
Force was created, NHSC developed “Vision 2015,” a strategic plan identifying the long-
term strategic priorities for the hospital. Please provide a copy of Vision 2015,

A copy of Vision 2015 is provided as Exhibit B.

7. Did either of the Applicants perform a study or analysis that supports the benefits of this
proposed affiliation (listed on page 12)?

a. If yes, submit a copy to OHCA as evidence supporting the proposed benefits.

After signing a Mutual Confidentiality Agreement on September 16, 2011, the Applicants,
through legal counsel (Ropes & Gray), engaged The Chartis Group to perform a feasibility
analysis of the strategic and financial benefits associated with affiliation, and develop a shared
understanding of each organization’s current position and the community landscape.

The Chartis Group, working through outside counsel, provided guidance to a small Joint
Steering Committee comprised of representatives of NH and WCHN (CEOs, CFOs, CMOs,
COOs, general counsel, strategic planning and medical staff leadership) for a three-month
period in the winter of 2012. There were a series of informational discussions about the nature
of the changing health care landscape and the Connecticut market in order to develop a context
and vision for integration, as well as a high-level look at financials to determine if there was
sufficient rationale 1o merit continued discussions. It also included the transforming economic
model in health care with new payment models emerging and the shift toward increasing
accountability for the costs and outcomes of care to providers, as they are best positioned to
change care and operate under the new reimbursement models.
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The report was presented to both the NHSC and WHCN Boards in March, 201 2, and is attached
as Exhibit C.

b. If no, explain in detail, how the need and benefits for this proposal were
developed and provide supporting evidence.

Not applicable.

¢. Has either of the Applicants performed a Community Needs Assessment
(“CNA")?

The Greater Norwalk Area collaborative of NH and Norwalk Health Department led the
community health planning process to assess the health of the community in the Greater Norwalk
area in 2012. The health departments of New Canaan, Westport, Weston, Wilton, Darien, and
Fairfield were also involved in this regional effort, which included a community health needs
assessment (CHA) to identify the health-related needs and strengths of the Greater Norwalk
Area, and a community health improvement plan (CHIP).

The WCHN approach to developing its community needs assessment has been a collaborative

one with its local communities. A Steering Committee comprised of individuals from the Danbury

and New Milford Departments of Public Health, WCHN, United Way and Western CT State

University coordinated a data collection process that culminated in a Community Report Card in

2009. Those indicators and activities were updated and a new report card released in 2012. The

Steering Committee has been guiding an interactive process with the following current activities

underway:

® May 2012 - Community Report Card - baseline of key demographic, socioeconomic, and
health status indicators finalized and distributed

® September/October 2012 - Inventory and mapping of community assets and requests for
services (utilizing 211 InfoLine database) completed

® October 2012 - Community Conversations held in Danbury and New Milford, with >50
participants participating in interactive discussions of priority health issues

* April 2013 - Stakeholders from diverse fields identified to assist with development of a
community plan for action with shared responsibility and ownership

» June 2013 - Initiation of community action planning workgroups (going forward)

d. Please provide copies of any CNA performed, draft or final.

The 2012 Greater Norwalk Area Community Health Assessment and Improvement Initiative is
attached as Exhibit D.

The 2012 Community Report Card for Western Connecticut is attached as Exhibit E.

8. On page 12, the application speaks to the benefits of affiliation for the WCHN and NHSC
systemns. Page 16 explains in very general terms how the proposal would improve health
care delivery in the region by strengthening clinical programs and the physician platform,
enhancing educational programs and building competencies. Please provide more specific
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examples of how, within the first three years following affiliation, patient access and
quality of services will be improved.

An expanded physician base results from the proposed affiliation that can address community
health needs of the contiguous communities serviced by the affiliated hospitals. WCHN has
already begun collaboration between its two hospitals and its affiliated physicians. NHSC has
also been working on physician alignment and integration. Working as partners allows WCHN
and NHSC to leverage physician resources to the benefit of the communities served. The
current distribution of employed physician providers within the NHSC and WCHN combined
communities is shown in Exhibit F.

As stated on page 17 of the CON Application, the proposed integration of the two systems
positions the unified system to deepen its primary care base for improved patient access in
addition to building specific clinical programs. Independently, each organization might consider
some limited expansion in their respective communities but would likely do so gradually,
Together, where demand exists, the affiliation could provide scale and resources to more rapidly
Support investment in joint recruitment activities. It is anticipated that within the first three years
following affiliation, patient access will be improved by the addition of more primary care
doctors. Additionally, where demand warrants making investments, there could be improved
access io primary care in outpatient facilities through extended hours of operation and varied
locations.

WCHN has also begun implementing a system for better access, higher quality and lower cost
services, using its employees as the participants. Emphasis is placed on preventive care as well
as the right place for the right service. See response to Completeness Question 15 for an
explanation of this new model, called eACO. NHSC. as affiliate of WCHN will be able to take
advantage of the work that is underway at WCHN in terms of testing some of the new health care
models without investing additional dollars for development or research. This highlights one of
the key benefits of this affiliation: two organizations whose values and vision are similar, can
benefit from the strengths and organizational competencies of each other (which can be adapted
Jor the specific hospital’s service area) once, rather than twice, for the benefit of two
populations.

Specific examples that can be taken by the Applicants to provide enhanced patient care and
access involve subspecialty care for head and neck surgery and cranial neurosurgery. These are
areas where better access can be provided with improved quality and less expense in the first
three years following affiliation.

Example: Head and Neck Surgery

Independent: Both organizations have small head and neck programs but significant room for
growth

*  WCHN has one full-time head and neck surgeon who still has capacity and is eager to grow

* NH had a full-time head and neck surgeon but encountered volume and coverage issues. The

physician has since left the area.
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Integrated: Combined, the hospitals can create a network-wide head and neck surgery program
with a full range of services at both locations, improving the overall quality of the surgery
program, better serving patients in their communities

Example.: Cranial Neurosurgery

Independent: Both organizations have neurosurgery programs, but neither organization has
advanced cranial neurosurgery capabilities
* A common physician group practices at both organizations

*  Over half of all neurosurgery cases leave the area for care, often for higher-acuity services,
which neither hospital can provide
*  Neither organization has the requisite scale to justify the investments required to expand this

program
Integrated: Together, the combined entity will have the patient volume necessary to make a
network-wide investment to expand its shared neurosurgical capabilities, working with the
physician group to recruit a subspecialist in cranial neurology. The new WCHN can deliver
higher-acuity care to patients, who will be able to access these services closer 10 home

Integration also creates potential opportunities for the affiliated entity to build on existing
strengths and capabilities, as is the case with Thoracic Surgery.

Example: Thoracic Surgery

Both organizations have small thoracic surgery programs but significant room for growth. Many
thoracic surgery cases leave the community for care at a tertiary center. Together, the creation
of a system-wide program would result in an expanded range and scale of thoracic surgery at
NH and DH, supporting the pulmonary and cancer programs and improving the overall quality,
better serving patients in the local communities.

Setting shared quality standards will produce best practice outcomes across the single new
network. In a larger network, it will be possible to attract the needed physicians in order to
provide greater access to those requiring health care services. Access within one system of care
for the residents living in the services area of the new network will provide patients with greater
continuity of care.

9. On page 13 of the CON application, the Applicants represent that at this time, no change
in services will occur due to the proposal, however, in the future, changes may occur as
opportunities to reduce duplication or inefficiencies in clinical service delivery are
identified. Please address the following:

a. Has either of the Applicants performed an analysis of the current services offered
by each Applicant in its respective service area/region to determine if any services
will be duplicated?
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Neither Applicant performed an analysis of current services to determine if any services will be
duplicated during the due diligence period due to anti-trust considerations. However, an
analysis of the Applicants service area discharges was performed by Economists, Inc. as part of
the Federal Trade Commission (FTC) Hart-Scott-Rodino (HSR) filing, and the resultant map is
attached as Exhibit G. This analysis shows that the service areas of each of the Applicants have
very little overlap and they provide health care services in contiguous markets. Based on this
finding, the Applicants determined that current services offered by each Applicant would
continue to be offered during the initial integration.

b. At what point do the Applicants plan to perform an analysis of the demand for
services in the respective service area/region to determine possible duplication of
services or efficiencies that may be achieved by reconfiguring services. Provide a
detailed discussion and timelines.

The Applicants, individually, perform an analysis of the demand Jor services in their respective
areas on at least an annual basis, as part of their respective strategic planning and business
planning processes. Demand for and utilization of services is assessed at least quarterly, and is
incorporated into service line business plans, commuitity needs assessments, physician resources
plans, and annual capital and operating budgets. It is important to note that the Applicants are
separated by a distance of twenty-five miles, and that there is litile overlap in their service areas.
(See Exhibit G for a map demonstrating minimal overlap in respective Applicant service areas).

As part of the Integration planning, three clinical services lines have been identified as areas
where collaboration may achieve greater access or efficiencies may be gained. These include
Cardiovascular Services, Pediatrics, and Cancer Services. (See response to Completeness
Question 13 for details of the integration planning process. )

Opportunities for efficiency may be achieved by being able to more fully attract, support and
utilize specialists - (e.g. surgical oncologists in cancer services, pediatric specialists in
pediatrics, interventional cardiologists and vascular surgeons in cardiac services) — who will be
able to practice at network locations and cover a wider geographic service area. It is not
anticipated that any of these services would be considered “duplication” as the distance would
dictate that these services continue to be provided by each Applicant.

As strategic planning in the new WCHN will be performed at the network level, a new Board-
level Strategic Planning Committee will be formed after the closing of this proposal. Developing
a new strategic plan for the system will likely be undertaken by this body in the early part of
2014, and will include a regional analysis of service utilization as well as a projection of future
needs and demands.

¢. Specifically, how will the proposed affiliation impact and improve NHSC and
WCHN clinical programs and services?

The affiliation will allow the administrators and clinical staff at two major organizations in the
State to work together to develop and share the protocols for evidence-based, best practice
medicine in every one of the areas where patient services are provided. Sharing personnel with
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specific expertise will reduce duplication, while at the same time expand access to additional
resources that neither organization may have presently. A few key areas of potential
improvement were identified in response to Completeness Question 8.

d. Provide a list of services that will be impacted as a result of this affiliation.

We anticipate that, over time, and in response to transformations occurring within the health
care delivery system that all services currently provided by the Applicants could potentially be
impacted as a result of this affiliation. Initial areas of focus have been identified with our
integration teams as explained in Completeness Question 13.

10. On page 13 of the CON application, the Applicants state that it is also anticipated that
many of the tertiary care services that are being provided today will be strengthened by
the partnership of NHSC with WCHN. Please explain and provide specific examples.

Both organizations are teaching hospitals offering fellowship programs and specific clinical
areas of expertise at the tertiary level. WCHN has a fellowship in Cardiovascular Services,
where NHSC has fellowships in Gastroenterology, Pulmonary, and Sleep Medicine. The
affiliation will allow for sharing these resources, bringing the expertise to both service areas.
Upon approval of this Application, these tertiary services will be examined to see whether there
can be an expansion of these services. The two organizations will be able to collaborate with
each other so that patient access to these resources is expanded. Please refer to Completeness
Question 8 for examples.

11. On page 11, the Applicants state that WCHN affiliating with a strong partner would,
among other things, create new synergies which focus on patient healthcare delivered at
the right time and at the right place. Explain the meaning of this statement and provide
specific examples.

Health care delivered at the right place at the right time refers to utilization of the integrated
network of facilities for delivery of coordinated, effective patient care across the continuum. The
goal being delivery of high quality care in the lowest cost setting appropriate. In a practical
sense, it means that preventive care and chronic disease management can be performed by the
primary care doctor in the office or in an outpatient setting that is accessible both in terms of
location and hours of operation; that only acute and emergent interventions will occur at a
hospital; and that post-operative, post-hospitalization rehabilitation will be undertaken at a
skilled nursing facility or the hospital’s own inpatient rehab unit, and that those patients will
quickly transition to home care and out-patient rehabilitation services. The synergies achieved
by affiliation will allow WCHN and NHSC in partnership with their affiliated physicians, to
develop seamless transitions of care throughout the new system.

Specifically, for this proposed affiliation at this time it includes primary care and ambulatory
care sites accessible to patients in key communities (multiple physician office sites; outpatient
surgical centers in Norwalk and Ridgefield; diagnostic imaging facilities in Norwalk, New
Canaan, Westport, Ridgefield and Danbury; regional cancer programs in New Milford, Danbury
and Norwalk), support services offered through Western CT Homecare ( greater Danbury
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community), a community hospital in New Milford (NMH), and regional hospital referral centers
located in Norwalk (NH) and Danbury (DH). Synergies in delivery of care to patients may result
from centralized roles, sharing best practices where appropriate, health information exchange
(HIE), and exploring cost-reduction through economies of scale.

12. On page 12 of the CON application, the Applicants provide a list of benefits identified as
a result of this proposal. Please provide an explanation of how each of these bulleted
items would be achieved as a result of this affiliation and provide specific examples and
cost savings related to each.

The benefits listed on page 12 of the CON application were identified as part of the exploratory
process the Applicants underwent to identify the strategic and financial benefits associated with
affiliation. While it is the goal of the Applicants to achieve these benefits, they are projected
opportunities, based in part on industry case studies of successful hospital affiliations applied to
each organization’s current position. For some of the anticipated benefits, it is not possible to
provide specific examples or detailed cost-savings at this stage of the affiliation process.

Strengthen clinical programs ~ See response to Completeness Question 8 above. Both
organizations seek to develop and grow primary and subspecialty care in order to provide
improved access to clinical services focused on quality and value. The new nerwork will allow
Jor improved access to primary care in outpatient facilities that have extended hours of
operation and varied locations. Subspecialty care will be improved through collaboration and
cooperation benween the two organizations. The new network values health education for
patients, and will develop the infrastructure for population health management, focusing on
wellness, prevention and management of chronic disease in the lowest cost clinically appropriate
setting. This is an area that will benefit from collaboration to produce the most effective means
of reaching patients. Cost-savings will be realized from the collaboration through recruitment
and shared resources, but cannot be quantified at this stage of the integration process.

Enhance educational programs — Medical education and research capabilities will be enhanced
with two teaching organizations developing a single, coordinated education program for
tomorrow’s workforce of physicians, nurses, technicians and others.! A larger network will offer
more opportunity for professional growth and development. Additionally, the existing
Biomedical Research Laboratory at WCHN will be available to both organizations as we strive
to answer questions about challenging diseases and tailor genomic therapies and unique
solutions to medicine.

The affiliated entity can achieve an educational platform with more breadth and scale than
either organization can achieve on its own. Integration has the potential to improve the quality
of medicine residents based on improved access to fellowships and expanded training
opportunities across the system, reduce the need for and cost of external rotations, unified
relationships with medical schools, and system-wide coordination for effective use of resources.

: Currently, WCHN offers residency programs in Internal Medicine, IM Primary Care, Obstetrics & Gynecology,
Pathology, Surgery and Dentistry, as well as a fellowship in Cardiovascular Medicine at Danbury and New Miltord
Hospitals. NHSC offers residency programs in Internal Medicine and Radiology as well as fellowships in
Gastroenterology, Pulmonary and Sleep Medicine at Norwalk Hospital.
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The full scope of benefits of an enhanced educational program is difficult to quantify, however,
by year three there is a potential opportunity to achieve a $650K financial benefit from a unified
approach to GME and UGME academic affiliations.

Strengthen physician platform — In addition to the response to Completeness Question 14 below,
there is an opportunity to bring together the employed physicians across the network into a large
multi-specialty group practice. The proposed integration of the two systems creates a larger
physician platform that positions the unified system to deepen its primary care base for improved
patient access in addition to building specific clinical programs. Currently, both systems include
physician groups that offer primary care, medical sub-specialty services and surgical sub-
specialty services.

The new WCHN will focus on areas that can be served through collaborative development of
opportunities to expand access/services. We will be able to explore diverse care delivery models
such as medical homes, open access primary care or urgent care. The shared investment to
develop a single practice management infrastructure could potentially result in operating cost
savings from a consolidated management and administrative team and potential reductions in
physician recruitment and retention costs. This could achieve a projected savings of $1M by
year five.

Build competencies required for new reimbursement models — Building requirements for
managing care in a new reimbursement environment, and facilitating our movement toward
value-based reimbursement models can be achieved collectively through integration. New
reimbursement models require new skills and new infrastructures. Integration will support
strategic cost management by enabling the combined entity to centralize and standardize non-
patient facing functions, to more effectively use resources.

The investments and capabilities required for population health management can be shared.
Integration will enable identification and dissemination of best practices across the system,
including adoption of evidence-based, consistent clinical protocols and care processes.
Combined scale and resources will better position the organizations to participate in risk
contracts. There is also an opportunity to develop a system-wide approach to proniote
communication and coordination in and between all sites of care. Costs savings resulting from
these initiatives are not known at this time.

Integrate operations to achieve savings and create a unified operating model — Shared savings
from a unified approach to operations and opportunities to centralize and standardize non-
patient facing functions will result in more effective use of resources. This approach will
preserve campus-specific clinical and support functions necessary to effectively serve patients
and local communities, and reduce overhead by centralizing administrative functions. These can
potentially result in an approximate 2.0% reduction on total combined expenses by year five.
(Please see response to Completeness Question 17 for detail on these cost-saving opportunities).

Improve access to and/or reduce cost of capital to system scale and performance — In the long
term, integration may allow WCHN and NH to benefit from shared investments and support
continued financial health. Larger, multi-system health systems tend to have higher credit
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ratings, which reduces cost of capital and improves access to capital. Future potential to avoid
duplicative capital invesiment on equipment, facilities, IT and other infrastructure may result,
but these opportunities are unknown at this time. An article from Moody’s Investors Service
identifying the importance of delivering value-based care by hospitals and its relationship to
financial strength and credit ratings is attached as Exhibit H.

13. On page 14 of the CON applicaticn, the Applicants state that they have engaged
PricewaterhouseCoopers to help develop a transition plan, which is anticipated to be
completed over a six month period. Please address the following:

a. Provide an update on the progress of this plan.

The Integration planning process kicked off in early April, with general orientation meetings
held for staff at WCHN and NHSC. Subsequent to these meetings, twenty-two integration teams
were formed, consisting of a senior leader sponsor (from either organization), two co-leads (one
lead from each organization), and team members from both organizations. A list of the specific
teams is attached as Exhibit I. Each team has been charged with development of a charter,
designing a potential future state, and making recommendations to the Integration Steering
Committee on how to proceed toward achievement of the future state and potential opportunity
for efficiencies that could be realized through integration efforts. It is anticipated that initial
recommendations will be endorsed by the end of July 2013 and the teams will then develop work
plans in August and September 2013 that would commence on day one of the newly affiliated
entity, if this CON is approved.

b. Who will make up the proposed Integration Steering Committee?

The following individuals are participating on the Integration Steering Committee:

John Murphy, MD

President & CEQ, WCHN

Dan DeBarba President & CEQ, NHSC
Lisa Brady COQO, Norwalk Hospital
Michael Daglio COQ, Danbury Hospital

Deborah Weymouth

Executive VP, New Milford Hospital

Steven Rosenberg

CFO, WCHN

Patrick Minicus

CFO, Norwalk Hospital

Renee Mauriello, RN

CNO, Norwalk Hospital

Moreen Donohue, RN CNOC, WCHN

Eric Mazur, MD CMO, Norwalk Hospital

Matthew Miller, MD CMO, WCHN

Sally Herlihy VP Planning, WCHN

Rowena Rosenblum Bergmans Sr. Health Care Policy Advisor, NHSC
Anthony Aceto VP Human Resources, Norwalk Hospital

Phyllis Zappala

Sr. VP Human Resources, WCHN
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c. Who will the proposed Integration Steering Committee report to?

The Integration Steering Committee will report to the Affiliation Task Force, comprised of
members of the NHSC Board of Trustees and the WCHN Board of Directors.

14. Page 17 of the application states that “New WCHN will allow for improved access to
primary care in outpatient facilities.” Have any areas in either WCHN or NHSC’s service
area been identified as needing additional primary care? Is there a plan to establish
outpatient facilities dedicated to primary care as part of this proposal?

In 2009 and again in 2012, NHSC conducted an analysis of the physician supply/demand in its
Stark-defined service area, as well as secondary service areas. In both analyses, significant
shortages in the supply of primary care physicians were identified. NHSC implemented their
physician development plan to address these shortages, and has successfully recruited five new
primary care providers to the service area over the past two years.

The WCH N physician alignment strategy is a multifaceted approach toward enhancing access
to primary care service and subspecialty care that includes the Jollowing: physician employment,
increasing the number of providers across the service area, development of a Patient Centered
Medical Home (PCMH) model of care, training new providers and retention within the market.

The proposed affiliation between NH and WCHN creates a large physician platform with little
service area overlap (see map in Exhibit G). This platform includes over 800 independent
physicians and over 325 employed physicians that are geographically distributed to meet the
needs of their respective service areas.

As was noted in the response to Completeness Question 8 and Completeness Question 12,

independently, each organization would consider primary care expansion to meet the needs in
their respective communities but would likely do so gradually. Together, the affiliation would
provide scale and resources to more rapidly support investment in Joint recruitment activities.

This proposal does not include a plan to establish outpatient Jfacilities dedicated to primary care.
One of the integration planning teams, the Primary Care Physician Distribution team is charged
with evaluating the primary care physician supply in the service area towns of the new WCHN,
and making recommendations to the Integration Steering Committee to address identified needs.
At this stage of the integration planning, it has not been determined if additional outpatient
Jacilities would be needed.

15. On page 18 of the CON application, the Applicants state that [a] larger employee base
allows the system to pilot new models of care.” Provide examples and explain the
function and benefits of such models.

Health systems and health plans are moving rapidly to establish accountable care organizations
(ACOs), shifting the focus of care delivery from volume to outcomes. This is resulting in an
increased emphasis on population health management (working to improve the health not just of
one patient but one of a health system’s entire populations) as a tool to move toward value-based
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care delivery models. While the path toward ACO development is not defined for providers, there
is support for developing smaller scale pilot programs to learn what might work and be
adaptable on a larger scale. Employee populations offer an opportunity to create an employee
accountable care organization (eACO) and WCHN is currently in the development stages of
doing so. NHSC will be able to add their employee population to this effort, which provides a
larger pool of enrollees to track outcomes and results.

Focusing programs on helping to reduce prevalent, chronic health diseases of individuals in the
workforce, and addressing contributing factors for poor health will help reduce benefit costs.
WCHN has implemented a Wellness Program and is developing an eACO. Success with these
efforts will help inform development of sustainable healthcare delivery models. A description of
WCHNs efforts is enclosed as Exhibit J, This presentation, “Managing Costs and Population
Health Through an eACO Model” was co- presented to the Northeast Business Group on Health
by WCHN and Towers Watson.

16. Page 23, lists ways the affiliation will realize cost savings. Please further explain and
quantify the second bullet: “Standardization of policies and processes will create
additional efficiencies even in some areas that remain hospital specific to reduce costs in
local communities.” Bullet four states that scale will allow for the better use of in-house
resources, reducing the reliance on external services. Provide examples of external
services that could be reduced as a result of this proposed affiliation and quantify the
savings.

Efficiencies achieved through standardization of policies and processes assume that the new
WCHN will identify best practices in each of the partners, and share these practices across the
new organization. The integration teams are assessing these opportunities, and will have
preliminary recommendations as described in Completeness Question 13. Examples of how
potential expense reductions may be achieved include: automation of process(es) currently
performed manually; consolidation of 3 party contracts and data management systems; and
reduction in the use of consultants or agencies that provide external subject matter expertise, or
perform specific support functions. The total savings opportunity is not known at this point in
time. (Also see response to Completeness Question 12 above.)

Financial

17. On page 202 of the CON application, the Applicants state that this proposal will “drive
down cost of delivery of healthcare through shared resources, volume purchasing and
integrated operations.” Please explain in detail, provide specific examples and projected
cost savings for the first three years of this proposal and reconcile to Attachment I of the
CON application.

Through legal counsel, the Applicants engaged the Chartis Group to study possible synergies
that could result from an affiliation. This review was completed by independently analyzing the
overall cost structures within both organizations. Specific details of their computation were not
shared with the two organizations because of antitrust concerns. The computed estimated
possible synergies were then compared against publicly available sources of examples of



06/13/2013 Affiliation CON-218

NHCS & WCHN
Docket No.: 13-31832-CON

operational savings from affiliations to validate their reasonableness. The overall expense
synergies were divided into several broad categories, allocated to various expense groupings
and then included in financial Attachment I. The FY 2016 synergies represent less than 2.5 % of
expenses of FY 2012 combined entity expenses. As indicated above, it should be noted that no
specific reductions were identified and agreed to as part of this review process. NHSC and
WCHN are currently in the early stages of integration planning and therefore it is not possible to
identify at this time the specific expense synergies that will be implemented. However, Table A
includes the system synergy categories and savings identified by the consultant and included in
Attachment I.

Tabie A
Expense Synergies for FY 2014-2016 as projected by the Chartis Group:
% of
Total System FY 16
Expense Synergies 2014 2015 2016/ Op. Exp
Admin Senices $ (220% (BGNHS$ (7.8)
Clinical Senices {2.0) {4.0) {6.9)
Research and Ed (0.0 (0.1) (0.1)
Med Grp/Foundation/Pharm {1.1) (1.7) 2.3)
Education (0.2) {0.3) (0.7)
Support Senices (0.5} {1.0) (1.4)
Other {C.5) (1.2) {1.3)
Severance 1.8 2.1 1.4
Expense Syngergies $ @7 s M3 s (91 2.3%
FTE's (19) (37) (58) 1.6%

Figures listed above are listed in millions.

Personnel savings can be achieved through centralization of roles and functions and through
standardization of policies and procedures. Below is a description of synergies anticipated along
with hypothetical examples:

Personnel Savings:

Centralization of roles and functions in non-clinical administrative and managerial roles offer
the opportunity to eliminate duplicative labor costs. This is anticipated to occur in areas such
Billing, Finance, Compliance, Planning, Marketing, Quality Management, Human Resources,
Information Technology, Medical Education Coordination, and Clinical and Senior Leadership
at the Hospital and Medical Group organizational level.

Standardization of policies and processes will create additional efficiencies even in areas that
remain campus specific.

Savings on Purchased Goods and Services

Scale provides the opportunity to achieve savings on purchased goods and services including
clinical and non clinical supplies, physician preference items, drugs, and external service
agreements. In addition, scale supports more effective use of existing in-house resources,
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reducing the reliance on external assistance required. Examples of the latter would include in-
house management of construction projects, performance improvement projects, marketing and
communications, and the system-wide implementation of a software program that simplifies and
consolidates the valuation of revenues.

18. In addition to the individual Financial Attachment I for NHSC and WCHN as presented
in Exhibit M of the CON application, please provide the following:

a. Separate Financial Attachment I for Norwalk Hospital, Danbury Hospital and
New Milford Hospital that provide a summary of revenue, expense, and volume
statistics, without the CON project, incremental to the CON project, and with the
CON project.*

See Exhibit K for stand-alone Norwalk Hospital, Danbury Hospital and New Milford Hospital
Financial Attachment 1.

b. The sources upon which the revenues and volume projection assumptions on
pages 200-201 are based.

NHSC and WCNH financial assumptions were developed by the management of the two entities
based on their industry experience and in consideration of healthcare trends impacting volume
and the future regulatory environment. These assumptions were reviewed and validated by
outside consuliants. As indicated in the assumptions, further proposed state pool payment
reductions have not been included in the financials. Severe expense reductions will be necessary
with the state budget approved for implementation July 1, 2013,

¢. Will the proposed WCHN be able to enhance private payer reimbursement more
than if the two health systems operated separately? If so, please explain in detail
as there is no mention of any changes in reimbursement in the financial
assumptions.

Potential changes to private payer reimbursement are not known as contracting information has
not been shared between the Applicants due to antitrust regulations. However, it is not a goal to
enhance private payer reimbursement as a result of the proposed affiliation, and therefore, this
was not factored into the financial assumptions.

d. Has value based purchasing been considered in the financial assumptions? If so,
piease explain and quantify.

Value based purchasing was considered when projecting the overall Medicare rate increase
assumption utilized to calculate Financial Attachment I. However, value based purchasing was
one relatively small factor of many factors considered. For perspective, the value based
purchasing adjustment impacted Medicare reimbursement by less than $100K in FY 2013 for
NHSC and approximately $125K for WCHN in FY 2013 overall. It should also be noted that the
applicants believe that the affiliation should result in improved clinical practices as a result of
best practice implementation for the combined entiry. Additionally, consolidating the Quality
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Management departments should result in the potential for increased availability of quality
management resources by eliminating duplicative services.

*Note that the actual results for the fiscal year reported in the first column must agree
with each Hospital’s respective audited financial statements. The projections must
include the first three full fiscal years of the project, FTE projections and utilization
statistics by service.

19. In Financial Attachment I on pages 196 and 197, the incremental projections for NHSC
(stand-alone) and WCHN (stand-alone) indicate that Other Operating Expenses will
increase in FY 2014 and decrease in both FY 2015 and FY 2016. What is the rationale for
these projections? Provide a more detailed breakdown of these Other Operating Expenses
incremental to the affiliation.

The reason for the increased other expenses in With Project FY 2014 is that expense synergies
are expected to be offset by higher integration costs in the early phases of the integration of the
two organizations. As shown in the table B below, other expense synergies are expected to ramp
upwards as we move from FY 14 through FY 16 while integration costs are expected to decrease
during the same period.

Table B provides a detailed breakdown of the other expense synergies from the affiliation. Our
response to Completeness Question 17 outlines how these costs were computed. It is not possible
to provide specific identified reductions at this time.

Table B

Expense Synergies Z014 2045 2006|
Education 0.2 ®.3) .7
Admin Services (2.6) (14) 2.1)
Climical Seqvices {0.5) iy 19
Research and Ed 0. 0.1 {0.5)
Med Gip/Fouxdation/Phamm .3 0.5 0.6)
Support Services 0.1 0.3) {0 4)
Othes Ry (18 e
Total ' I 25 % B8Oy N

iniegration Costs
Legal Cast 09 04 0.0
Consulling 13 09 6T
Commamications/Masketing (11 04 0.0
Total $ 46 § 38’3 21

Total AN Other $ 223 (123 (6
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20. Please answer the following with respect to each entity’s interest €xpense in upcoming
years:

a. Explain why NHSC interest expense rises from $2.1 million in FY 2012 to almost
$5 million in FY 2013.

NHSC interest expense increased due to the $82M tax exempt private placement financing
through CHEFA completed in December 2012 (related to Docket No. 09-31 492-CON, Master
Facility Plan Ambulatory Pavilion. 7/13/10).

b. Explain why WCHN’s interest expense rises from $4.7 million in FY 2014 to
$8.4 million in FY 2015.

WCHN interest expense increase is a direct result of the $125M financing related to the Tower
Facility Project which is anticipated to be completed in late FY 2014. A full year of interest
expense is reflected in FY 2015 (related to Docket No. 09-31 490-CON, 8/24/10).

21. Regarding the three pages of financial projections on pages 196-198 of the application,
please answer the following:

a. Why do the operating gains for NHSC decrease from $20 million in FY 2012 to
$7.5 million in FY 2013 and drop to $2.5 million in 20162

Healthcare reform coupled with significant state and federal budget issues will place
unprecedented financial pressures on healthcare providers. While the impact of specific
components of healthcare reform and federal budget problems are not yet Sfully known, it is clear
that hospitals will experience reduced payments for the foreseeable future. The Hospital's
without project deteriorating projected financials is an acknowledgement that it is not possible
to bend the cost curve sufficiently to fully offset reduced payment rates without significant
organizational changes. This CON application is recognition that care delivery model paradigm
is rapidly changing and without fundamental organizational restructuring possible through
affiliations, deteriorating financial positions can be expected. (Refer to Exhibit L for the
American Hospital Association article: The Fundamental Transformation of the Hospital Field.)

b. Why do the operating gains for WCHN decrease from $18.4 million in FY 2012
to $16 million in FY 2013 and decline further to just $5.3 million in 2016?

Operating gains for WCHN continue to decline from FY 2013 through FY 2016 as a result of
continued pressure anticipated on utilization of services, lower reimbursement, inflationary
increases in expenses, and increases in expenses such as depreciation and interest associated
with the completion of the Tower project.

¢. How do the applicants plan to improve the operating margin of the new health
system considering Gains from Operations decrease so dramatically over the next
several years for each system and the total consolidated Gain from Operations for
the consolidated system is less than the sum of the two systems in FY 20127
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1t is true that the operating margin of the new consolidated health system is less than the sum of
the individual system’s performance from FY 2012. This is an acknowledgement of the
challenges the healthcare sectors continues to struggle with regarding utilization trends as well
as reimbursement constraints. It is also an indication that the Applicants are strong in their
belief that the affiliation will serve the community healthcare needs in the most cost effective
manner possible. To do so requires achieving a reasonable operating margin which can only be
attained through fundamental restructuring possible through an affiliation. Integration of the
two systems will produce expense savings, labor efficiencies through centralization and
purchasing opportunities as a result of scale.

22. On page 202, the Applicants provided details of the expected cost savings broken into the
categories Salaries/Benefits, Supplies/Drugs and Other Costs. Respond to the following:

a. Specific details of how these cost savings will be realized for each of the items
indicated; including an itemized list of the category entitled “Other Costs.”

Below is a detailed breakdown of the “Other Costs” synergies from the affiliation. Specific line
item detailed is not yet available as integration teams are still completing their work plans. The
reduction outlined is based upon both industry experience and WCHN's experience with the
NMH integration.

Salary/Benefits — is anticipated to be achieved through the centralization of staffing along with
alignment of benefits to a single platform

Supplies savings of approximately 1% is related to anticipated improvement in contract
negotiations due to scale and standardization of vendors and product

"Other Costs" WCHN NHSC
Year 1 Year 2 Year 3 Year 1 Year 2 Year 3

Education (130) (195} (455) (70) (105) (245}
Legal Cost 585 260 - 315 140 -
Consultting 715 390 - 385 210 -
Communications/Marketing 390 260 - 210 140 -
Severance 1,170 1,365 910 630 735 490
Misc Nonsalary (1,330) (2891) (4,126) (730)  (1,550) (2,175)

Total 1,400 (811}  (3,671) 740 {430) {1,930}

*Misc Nonsalary would apply to software maintenance, maintenance contracts, purchase setvice contracls, audit fees etc.
Details by category have not yet been established,

b. Reconcile the two charts of estimated cost savings, as Other Costs in chart 2 does
not equal the sum of legal, consulting and communications from chart 1 as
indicated in the footnote.

The chart 2 on page 202 provided is a summary of the expenses as categories. The footnote
should have read : Other Costs” include legal, consulting, communications as well as other non
salary savings which were categorized in the Expense Synergy section in Question 22.a. above.
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c. Are these the same cost savings mentioned in the response to question 3(g) of the
application? If so please quantify each of the four cost savings noted in the
response provided.

Yes, these are the same cost savings mentioned in response 5( g) of the CON application.
However, the expense synergies estimated by our consultant were not identified by type of
reduction but rather by the functional area as shown in Table A provided in the Completeness
Question 17 response.

d. Will the proposed combined entity be able to use greater purchasing power as a
cost savings mechanism? If so, please quantify and provide specific details, and
reconcile or revise all Financial Attachment Is for all hospitals and both health
systems.

Yes, we expected the combined entities scale to provide the ability to negotiate lower prices on
goods and services. We have not yet identified specific line item savings as previously outlined,
however we expect these savings of approximately 1% to be realized in areas such as Med/Surg
Supplies, Food Services, Wage Management, and Maintenance contracts for example.

23. In regard to the financial attachments and related assumptions on pages 200 & 201, the
Applicants indicate that FTEs will be reduced if the two health systems are combined.
Provide the following:

a. Details of how the combined entities will reduce FTEs and which departments are
expected to be affected.

As discussed in response to Completeness Question 17, expense synergies for FY 2014-2016
were projected by the Chartis Group and we cannot provide specific details as to FTE reduction
at this time. However, centralization of administrative and management roles and functions in
areas such as Billing, Finance, Compliance, Planning, Marketing, Quality Management,
Human Resources, Information Technology, Medical Education Coordination, Clinical and
Senior Leadership at the Hospital and Medical Group organizational levels are expected to
result in opportunities to reduce overall FTE's.

b. An explanation of the phrase “based on history adjusted for volume & continued
productivity improvements” in the assumptions for FTE amounts.

Baseline FTEs are projected to remain flat with minimum adjustments Sfor volume changes.
Emphasis is on continued focus to achieve productivity improvements and workflow efficiency.
FTEs savings associated with the project are expected 1o be realized in consolidation of
overhead departments such as IT, Finance, Marketing, Human Resources and Administration.
Details by department are not available at this time as integration teams are working through
the planning process. Projections were based in part upon experience WCHN realized with the
integration of NMH.
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24. If the consolidation of the two health systems was approved, please answer the following:

a. Are there any areas where the hospitals will be able to achieve savings by the
avoidance of a capital project? If so, please provide details of the projects(s) and
the cost savings expected for each health system.

We are not projecting any savings as a result of capital project avoidance at this time. The
proposed new WCHN would be consolidating the capital planning function into a centralized
Junction. The purpose would be to align the network’s capital plans, access to capital markets,
capital prioritization, and approvals to ensure the most efficient and effective use of capital
spending.

b. Is WCHN committing any funding to Norwalk Hospital for any current or future
projects or for any existing liabilities of the NHCS, such as pension funding or
paying for NHCS’s long term debt?

No, WCHN is not committing any funding to NH related to projects, liabilities, debt or pension
Junding.

25. On page 203 of the application there are details regarding the individual health systems
current debt levels as of September 30, 2012. Please respond to the following:

a. Provide an update through March 31, 2013, of the existing debt levels for each of
the current health systems.

Existing debt levels for NHSC and WCHN as of March 31, 2013 are attached as Exhibit M.

b. If the affiliation is approved, are there any plans to refinance any portion of the
outstanding long term debt?

There are no plans to refinance debt at this time.

¢. If the new entity does plan to refinance the debt, provide specifics such as
possible maturity dates and expected interest rates.

Not Applicable

d. Was any of the $82 million of CHEFA bonds issued in December of 2012 used to
extinguish some of the existing long term debt amounts? If not, what were the
funds used for? Also, please describe the meaning of a “synthetic” rate in regards
to the rate of the CHEFA bonds.

As part of the December 2012 financing, NH extinguished approximately $8.6 M of the
remaining 1999 Series E bonds issued by CHEFA.



06/13/2013 Affiliation CON-225

NHCS & WCHN
Docket No.: 13-31832-CON

The series E bonds are private placement bonds issued through CHEFA that include a variable
rate component with a swap. The swap results in NH ultimately paying a fixed rate.

26. Please provide evidence and elaborate on the benefits that WCHN and NHSC will
receive and contribute in regards to capital infusion, pension obligations, capital
avoidance, expense reduction and profitability with the proposed affiliation,

The proposed affiliation will offer expense reductions, productivity efficiencies and enhanced
purchasing opportunities which contribute to a lower cost of healthcare offered. Enclosed in
Exhibit N is an article from the American Hospital Association, “Hospitals: The Changing
Landscape is Good for Patients & Healthcare”, which summarizes attributes of the rapid
changes in health care and potentially positive impact on financial performance and consumer
benefits. This application does not involve any capital infusion or pension obligations.

27. On page 12 of the CON application, the Applicants state that some of the benefits
identified by WCHN and NHSC that could be achieved by the affiliation are to integrate
operations to achieve and create a unified operating model and improve access to and/or
reduce cost of capital due to system scale and performance. Provide further details how
the Applicants will achieve the above benefits and quantify the reduction in cost of
capital (provide all assumptions and calculations).

The opportunities afforded by the integration of operations, creating a unified operating model,
and improving access to care have been documented in responses to previous questions. The
applicants also believe that improved access to capital markets is also a significant benefit of the
affiliation. Access to capital in today’s rapidly changing technological and care model paradigm
environment is critical for any healthcare providers’ long term success. Larger, multi-system
health systems tend to have higher credit ratings, which reduces the cost and improves the
access to capital. Larger systems have higher credit ratings because they are able to better
manage their cost structures for all the reasons documented in this application. Better managed
cost structures should result in higher profitability and improved cash position and therefore the
organization being viewed as more creditworthy than stand- alone facilities.

As an illustration of the financial impact, historical interest rate spreads between A vs. BBB
credit rated organizations is approximately 50 basis points. Assuming a 25 year $100M debt, the
difference in interest payments is in excess of $6M.

An article from AHA, “Fundamental Transformation of the Hospital Field”, (included as Exhibit
N) emphasizes current market trends that are transforming the health care field driving capital
investments and economies of scale. Without the ability to merge, many hospitals ability to
provide the kinds of services and care their patients and communities depend on would be deeply
impacted.

28. On page 20 of the CON application, the Applicants state that WCHN has a proven record
of success in achieving significant cost savings and clinical integration through its
integration between Danbury and New Milford hospitals. In FY 2012, $7.05 million
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savings were realized through streamlined operational functions and implementation of
processes supporting a single standard of care. Please address the following:

a) How were these annual savings quantified?

Annual savings were quantified by individual integration teams. Savings span both salary and
non salary expense categories and were the direct results of collaboration between the entities
involved. These efforts focused on expense reduction, and identification of best practice results
while maintaining outstanding quality. The integration did not occur until the start of FY 2011,
FY 2011 savings realized were offset by one-time expense increases associated with integration
costs. FY 2012 represents savings achieved as a result of the integration.

Details of New Milford Integration Savings $7M
{In thousands)

FY 2012

| salary/Ben [Nonsalary]  Total |

Supply Chain Product conversions and contract pricing - 820 820
Revenue Cycle Staff consolidation into corporate function 97 - 97
Quality Insurance and staffing consolidation 178 300 478
Operations Consolidation; staffing, elimination lab outsowcing 564 525 1,089
Nursing Staff consolidation, pharmacy product standardization 538 225 763
Marketing Staff consolidation into corporate function 50 - 50
Info Systems Software maintenance 130 130
Human Resources  Staffing, centralized benefits, recruitment, pay practices 1,900 - 1,900
Finance Staff consolidation into corporate function 374 - 374
Facilities Consolidation; staffing, electricity contract, supplies 407 247 654
Dev Fund Staffing consolidation and integration of software 560 140 700

4,668 2,387 7,055

b) File the following tables demonstrating actual cost savings (reductions in

expenses) for Danbury and New Milford for FY 2010, FY 2011 and FY
2012 and projected cost savings (reductions in expenses) for Norwalk for
FY 2013 - FY 2016. These categories are consistent with the current

OHCA HRS Report 175.

See completed Table I regarding DH and NMH Cost Savings. FY 2011 incurred an increase in
cost associated with one time expenses associated with affiliation costs related to legal,
marketing, branding, and consulting expenses. These one time costs were primarily offset with

savings from supply contract renegotiations.

Tablel: Danbury Hospital and New Milford Hospital Cost Savings

Cost Savings FY 2010 FY 2011 FY2012
Salaries & Wages - 189 2,378
Fringe Benefits - 49 2,290
Contractual Labor Fees - - -
Medical Supplies & Pharmaceutical - 950 1,045
Depreciation & Amortization - -

Bad Debts - -
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Interest Expense

Malpractice Expense

300

300

Utilities

220

Expenses

Business Expenses & Other Operating

(1,270)

322

TOTAL

218

7,055

Table 2: Norwalk Hospital Projected Cost Savings

Projected Cost Savings

FY 2013

FY 2014

FY2015

FY 2016

Salaries & Wages

(666)

(1,418)

(2,246)

Fringe Benefits

(343)

(730)

(1,157)

Contractual Labor Fees

Medical Supplies &
Pharmaceutical

(228)

(528)

(821)

Depreciation & Amortization

Bad Debts

Interest Expense

Malpractice Expense

Utilities

Business Expenses & Other
Operating Expenses

819

(299)

(1,773)

TOTAL

(418)

(2,974)

(5,997

29. New Milford Hospital (“NMH") reported operating expense reductions totaling

$4,956,957 or 5% from FY 2011 to FY 2012. Please address the following:

a) Estimate how much of the reduction in operating expenses between FY 2011
and FY 2012 for NMH can be attributable to its affiliation with Danbury
Hospital?

The expense reductions realized by NMH from FY 2011 to FY 2012 were directly associated with
the integration with DH as outlined below.

b) How were these operating expense reductions achieved?

Operating expense reductions were achieved as follows: standardization of supplies,
consolidation of FTEs, expense reduction realized by shifting to a centralized benefit platform,
improved contract rates on services and supplies, consolidation of debt, and malpractice expense
reductions by shifting to centralized captive program.

30. New Milford Hospital in FY 2011 and FY 2012 had loss from operations in the amount
of $91,370 and $6,478,071, a 6990% change. Please address the following:
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a) Provide an explanation for the FY 2012 loss from operations of
$6,478,071.

NMH's loss from operations in FY 2012 is the result of a drop in revenue of approx $11M
attributed to a significant drop in both inpatient and outpatient volume offset partially by a $5M
drop in expenses.

b) Describe how the affiliation of New Milford Hospital and Danbury
Hospital has financially benefitted New Milford Hospital; given that for
the last two FYs New Milford has recorded losses from operations of
approximately $6,569,441.

See response to Question 33 below. The reduction in expenses achieved through dffiliation
synergies was not sufficient to offset volume declines and the associated decreases in
reimbursement.

31. New Miiford Hospital reported a decrease of $9,352,034 in Total Net Patient Revenue
and a decrease of $1,991,624 in Other Operating Revenue from FY 2011 to FY 2012.
Please address the following:

a) Provide an explanation for the decrease in total net patient revenue and other
operating revenue.

The decrease of approximately $9M in Total Net Patient Revenue from FY 2011 to FY 2012 was
the result of the following:

* Inpatient Patient Days and Discharges deceased by 9% due to lower inpatient surgeries,
decrease in Maternity and Newborn due to anticipated closure of the unit, and the
transfer of the Hospitalist professional billing to WCMG

®  Quitpatient Surgery cases decreased by 8%

®  Other Outpatient services volume also declined overall, for example, Sleep Clinic cases
decreased by 16% as well as CT Scans decreased by 6%

The reduction in other operating income of $1,991,624 from FY 2011 to FY 2012 was directly
associated with centralization of employed physicians to the Western Connecticut Medical
Group and the shift of income from the physicians practices historically structured in NMH.

32. In regards to the proposed affiliation, the Applicants indicate the multiple benefits
associated with the proposal. Will Norwalk Hospital take any steps to prevent any loss
from operations for the next three FYs due to the proposed affiliation? Additionally,
provide any current and proposed initiatives and efficiencies.

There will be no loss from operations at NH caused by the proposed affiliation. Any additional
loss from that projected will be the result of volume, revenue, and expense changes caused by
market conditions or the regulatory environment offset by management actions to address that
changing environment.
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While each affiliate of the two applicants will strive to prevent any loss from operations, it
should be noted that from a financial perspective, the overall system financial performance will
be more important to financial rating agencies than the individual affiliate’s financials.

33. The Applicants provide discussion in the CON application related to the affiliation of
New Milford Hospital with Danbury Hospital and the positive financial results of that
affiliation. However, according to the most recent financial filings for New Milford
Hospital with OHCA in the HRS process, New Milford Hospital has shown a loss from
operations from FY 2011 to FY 2012, has had a decrease in days cash on hand and an
increase in the average payment period. New Milford's total net assets, equity financing
ratio and long term debt to capitalization ratio was negative over the peried of FY 2011 to
FY 2012.

Please provide a discussion which shows in greater detail how the positive aspects of the
New Milford Hospital affiliation that occurred with Danbury Hospital has led to a more
positive financial positioning for that hospital in light of the FY 2011 to FY 2012 results
reported to OHCA.

The dffiliation of New Milford Hospital and Danbury Hospital to establish WCHN has resulted
in cost savings to the system of approximately $7.05 million in FY 2012. These savings are the
result of improved operational efficiencies, elimination of duplication of services and staff
consolidation and are detailed in the response to Question 28.a, above. Of the 37.05 million in
cost savings, approximately $5 million was realized at New Milford Hospital.

New Milford Hospital’s financial performance for the period mentioned above was primarily
attributable to a significant reduction in volume for FY 2012 which resulted in a loss of
approximately 39 million in total net patient revenue. (See response to Question 31 for more
detail.) A loss in other operating revenue of almost $2 million was the result of the
centralization of physicians employed by New Milford Hospital to the WCMG.

The Annual Report on the Financial Status of Connecticut's Short Term Acute Care Hospitals
for FY 2011 (OHCA, September 2012) reports that New Milford Hospital had a negative total
margin for FY 2008, 2009 and 2011 and a 5 year average total margin of -1.15% for the period
of FY 2007-FY 201 1{pp. 5-6). New Milford Hospital also experienced a decrease in inpatient
days and discharges during the period of FY 2008 - FY 2011 ( pp. 76-78). The decline in volume
and revenue experienced in FY 2012 is a continuation of this trend. As emphasized in Exhibit L,
the effective delivery of high-quality care depends on the hospital’s ability to succeed in an
increasingly competitive environment. Had the affiliation not occurred, New Milford Hospital
would have experienced a greater loss from operations and have a weaker financial position.
The reductions in revenue due to declining utilization would not have been offset by the
significant cost-avoidance opporiunities. Additionally, investments to New Miiford Hospital that
are necessary to support the greater New Milford community such as a new Emergency
Department, implementation of IT upgrades for the NMH campus, financial system investments
and other infrastructure enhancements would not be possible without Network investment. Had
New Milford Hospital not become an affiliate, financial difficulties there would have been
exacerbated.
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The importance of approval of this CON application cannot be overstated. The Applicants’
ability to respond to rapidly changing market forces, reduction in reimbursements, including the
recently approved State of Connecticut funding cuts for hospitals (an estimated $30 M for
WCHN and $24 M for NHSC over a two year period) will require achievement of scale.
Achievement of operational efficiencies and development of new delivery care models to enable
each organization to continue to provide the right care in the right place at the right time for
their respective communities.
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AFFILIATION AGREEMENT BY AND BETWEEN
NORWALK HEALTH SERVICES CORPORATION
AND
WESTERN CONNECTICUT HEALTH NETWORK, INC.

This Affiliation Agreement (the “Agreement”) is entered into as of this 22nd day of
January, 2013 between Norwalk Health Services Corporation, a Connecticut nonprofit corporation
(“NHSC”) and Western Connecticut Health Network, Inc., a Connecticut nonprofit corporation
(“WCHN?”). Each of NHSC and WCHN is referred to herein as a “Party” and collectively as the
“Parties.” All capitalized terms used herein and not defined upon initial use have the respective
meanings set forth in Section 9.

WHEREAS, by entering into the proposed affiliation described in this Agreement (the
“Affiliation™), the Parties intend to create an integrated health care delivery system (the “System”)
capable of bringing best practices in health care delivery to enhance the health and well-be] ng of
restdents within the geographic areas served by the Parties;

WHEREAS, the Parties believe that the Affiliation will improve the health of the
communities served by WCHN and NHSC by delivering coordinated, effective care;

WHEREAS, NHSC controls, either directly or indirectly, certain subsidiaries and
affiliates, including, without limitation, The Norwalk Hospital Association (“NHA”) and Norwalk
Hospital Foundation, Inc. (*NHSCF”) and other subsidiaries and affiliates listed on Schedule l(a)
(collectively, NHA, NHSCF and such other subsidiaries and affiliates of NHSC may be referred to
herein as the “NHSC Affiliates” and the NHSC Affiliates, with NHSC, may be referred to herein
as the “NHSC Enlities™);

WHEREAS, NHA owns and operates Norwalk Hospital;

WHEREAS, WCHN controls, either directly or indirectly, certain subsidiaries and
affiliates, including, without limitation, The Danbury Hospital (“Danbury Hospital”), New
Mitford Hospital, inc. (“New Miiford Hospital”), Western Connecticut Home Care, Inc. and other
subsidiaries and affiliates listed on Schedule 1(b) (eoliectively, Danbury Hospital, New Milford
Hospital, Western Connecticut Home Care, Inc. and such other subsidiaries and affiliates of
WCHN may be referred to herein as the “WCHN Affiliates” and the WCHN Affiliates, with
WCHN, may be referred to herein as the “WCHN Entities” or the “WCHN System™); and

WHEREAS, on April 3, 2012, WCHN and NHSC executed a Letter of Intent for
Corporate Affiliation (the “Lettcr of [ntent™) confirming their understanding with respect to a
proposed affiliation and a Summary of Terms dated September 18, 2012 (the “Summary of
Terms™), superseding the Letter of Intent in its entirety except with respect to Sections S,6and7
(the Letter of Intent and the Summary of Terms collectively referred 1o herein as the “Letter of
[ntent”);




06/13/2013 Affiliation CON-234

NOW, THEREFORE, for good and valuable consideration, the receipt and sufficiency of
which are hereby acknowledged, and in order to effectuate the Affiliation, the Parties agree as
follows:

1, Affiliation Steps and Effective Date.

1.1 Effectuation of the A ffiliation.

(a) WCHN Actions. Prior to the execution of this Agreement, the
board of directors of WCHN (the “WCHN Board”) will have taken all necessary
actions to approve and adopt, effective as of the Effective Date and subject to the
satisfaction or waiver of all the conditions to Closing set forth in Section 4, an
Amended and Restated Certificate of Incorporation of WCHN substantially in the
form set forth in Exhibit A-1 and the Amended and Restated Bylaws of WCHN
substantially in the form set forth in Exhibit B-1 (the “WCEIN Restated Governing
Documents™). At or prior to Closing, WCHN will cause Danbury Hospital and New
Milford Hospital to amend and restate their governing documents to make them
consistent with the terms of the Affiliation, in forms mutually agreeable to the
Parties (such amended and restated governing documents may be referred to herein
as the “Danbury and New Milford Restated Governing Documents”).

(b NHSC Actions. Prior to the execution of this Agreement, the
board of trustees of NHSC (the “NHSC Board”) will have taken all necessary actions
to approve and adopt, effective as of the Effective Date and subject to the satisfaction
or waiver of all the conditions to Closing set forth in Section 4, an Amended and
Restated Certificate of Incorporation of NHSC substantially in the form set forth in
Exhibit A-2 and Amended and Restated Bylaws of NHSC substantially in the form
set forth in Exhibit B-2 (the “NHSC Restated Governing Documents™). At or prior
to Closing, NIISC will cause all NHSC Affiliates to amend and restate their
governing documents to make them consistent with the terms of the Affiliation, in
forms mutually agreeable to the Parties (such amended and restated governing
documents may be referred to herein as the “NHSC Affiliates Restated Governing
Documents™),

{c} NHA Actions. Prior to the execution of this Agreement, the
board of trustees of NHA (the “NHA Board™) and, to the extent required, the NHSC
Board will have taken all necessary actions to approve and adopt, effective as of the
Effective Date, an Amended and Restated Certificate of Incorporation of NFHIA
substantially in the form set forth in Exhibit A-3 and Amended and Restated Bylaws
of NHA substantially in the form set forth in Exhibit B-3 (the “NHA Restated
Governing Documents™),

[ o]
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(d)  Organizational Charts. Attached as Exhibit C are schematics
showing the relevant pre-Closing and post-Closing organizational structure of the
Affiliation.

.2 Closing Memorandum. Upon satisfaction or waiver of all of the conditions
precedent set forth in Section 4 and unless this Agreement is earlier terminated pursuant to
Section 5, the respective Presidents of WCHN and NHSC will execute a written memorandum
(the “Closing Memorandum®) which will confirm their agreement, on behalf of their respective
institutions, that all of the conditions precedent to the closing of the Affiliation (the “Closing™)
have been satisfied or waived as of the date of execution of the Closing Memorandum, that the
Closing will oceur on such date (“Closing Date™) and setting forth certain other matters as
specified herein. The Closing will occur at Norwalk Hospital at 34 Maple Street
Norwalk, Connecticut. The Aftiliation will be deemed to become effective as between the Parties
as of 12:00:01 AM Eastern Time on the Closing Date (the “Effective Date”).

2. Initial Governance Structure. Beginning at the Closing Date and ending upon the
occurrence of one of the events set forth in Section 2. 1(g) (the “Initial Period™), the governance
structure of the Affiliation (“Initial Governance Structure”) will be as follows, and as set forth in
the WCHN Restated Governing Documents, NHSC Restated Governing Documents, NHA
Restated Governing Documents, Danbury and New Milford Restated Governing Documents and
the NHSC Affiliates Restated Governing Documents:

2.1 WCHN Board.

(a) WCHN Board Size. The WCHN Board will have eighteen
(18) directors.

(b) WCHN Board Composition. At the Closing Date, the WCIIN
Board will include seven (7) voting members who were members of the NHSC
Board immediately prior to the Closing Date (the “Initial NHSC Designees™) and the
remaining eleven (11) WCHN Board members wil] be individuals who served as
members of the WCHN Board immediately prior to the Closing Date (the “Initial
WCHN Designees™). Prior to the Closing Date, the Parties will mutually agree upon
the individuals who will serve as the Initial NHISC Designees and Initial WCHN
Designees (the “Initia]l WCHN Directors™) and shall submit the names of such
individuals to the members of WCHN for election of such slate of directors effective
as of the Closing Date.

(i) The Initial WCHN Directors will serve for staggered terms as set
forth in Section 3.3 of the Amended and Restated Bylaws of WCHN and as mutuaily agreed by
the Parties prior to the Closing Date. The Initial WCHN Directors shall be subject to the term
limits set forth in Section 3.4 of the Amended and Restated Bylaws of WCHN and as mutually
agreed by the Parties prior to the Closing Date.
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(i) During the Initial Period, in the event of a vacancy among the Initial
NHSC Designees or the Initial WCHN Designees, such vacancy will be filled by majority vote of
the NHA Board (with respect to the Initial NHSC Designees) or the boards of directors of
Danbury Hospital and New Milford Hospital (the “WCHN Hospital Boards™) (with respect to the
Initial WCIIN Designees), subject in each case to approval by WCHN. In the event WCHN
declines to elect any candidate, the NHA Board or WCHN Hospital Boards, as applicable, will
designalte one (1) or more new candidates until agrecment is reached, provided, however, that if
the Board declines to clect two (2) candidates proposed to fill the same vacancy, the Board may
only decline to elect the third candidate proposed if the Board declines such candidate based on a
Super-majority Vote (as defined below). The individuals serving as Initial WCHN Designees
(together with such changes as may be made pursuant to this Section 2. 1(b)(ii) with respect to
vacancies) are referred to herein as the “WCHN Designees.” The individuals serving as Initial
NHSC Designees (together with such changes as may be made pursuant to this Section 2. {b)(ii)
with respect to vacancies) are referred to herein as the “NHSC Designees.”

(iii)  Two (2) years after the Closing Date, the Governance Committee of
WCHN will review the governance structure of WCHN and its affiliates, including consideration
of whether WCHN should remain a membership corporation, and make such recommendations as
may be appropriate.

(©) WCHN Board Officers. Prior to the Closing Date, the Parties
shall mutually agree on the officers of the WCHN Board to be effective as of the
Closing Date. For the period beginning on the Closing Date and ending on the third
annual meeting of the WCHN Board after the Closing Date (the “Third Annual
Meeting™), the WCHN Board Chair will he an NHSC Designec elected by the
WCHN Board and the WCHN Board Vice-Chair will be a WCHN Designee elected
by the WCHN Board. For the following two-year term after the Third Annual
Meeling date, the WCFIN Board Chair will be a WCHN Designee elected by the
WCHN Board and the WCHN Board Vice-Chair will be an NHSC Designec elected
by the WCHN Board.

(d) Committees. During the Initial Period, any NHSC Board
membcr serving on the NHSC Board immediately prior to the Closing Date who is
not an Initial NHSC Designee to the WCHN Board will be provided an opportunity
to scrve on a WCHN Board committee or on the board of a WCHN Entity, and all
such individuals will be cligible to become members of WCHN. To the extent
permitted by applicable law, the same individuals will serve on board committees of
WCHN, NHA, Danbury Hospital and New Milford Hospital; provided, however,
that the medical staft, nominating and budget and finance committees will be
maintained at the local level. The Parties agree to be equitable with respect to the
distribution of committee membership and chairmanships. Commiltee assi gnments
and chairmanships will be set forth on a schedule to the Closing Memorandum.
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(¢)  Danbury Hospital and New Milford Hospital. At the Closing
Date, the WCHN Hospital Boards wil] be comprised of those individuals serving as
the [nitial WCHN Designees. At any time prior to or after the Closing Date,
Danbury Hospital and New Milford Hospital may merge and hold one hospital
license.

(H Major WCHN Board Actions. As sole corporate member of
NHSC, WCHN will have certain powers as set forth in the NHSC Restated
Governing Documents and as set forth in the NHA Restated Governing Documents.
In addition, during the Initial Period, certain WCHN Board actions (whether an
affirmative power of the WCHN Board or a “Reserved Power” with respect to
NHSC, as defined in the WCHN Restated Governing Documents and NHSC
Restated Governing Documents) will require a super-majority vote of the WCHN
Board, defined for this purpose as the affirmative votes of two-thirds of all of the
WCHN Board members then serving (a “Super-majority Vote”). Thus, assuming
eighteen (18) directors are currently serving, the vote of at least twelve (12} of the
eighteen (18) directors (which would include at least one of the NHSC Designees)
shall be required to satisfy the requirement for a Super-majority Vote. In the event of
any vacancy of the NHSC Designees during the Initial Period, a Super-majority Vote
will be deemed to require the affirmative vote of at least one of the NHSC
Designees.

(L) Conclusion of the Initial Period. The Initial Governance
Structure will continue in effect unless and until changed following the occurrence of
any one of the following events:

)] at any time (whether occurring prior to or after the two-year
Governance Committee review set forth in Section 2. 1(b)(iii)), the WCHN Board approves a
different governance structure by a Super-majority Vote:

(ify  if WCHN becomes the sole member, sole shareholder or acquires
substantially all of the assets, of an additional acute care hospital, and the WCHN Board approves
a different governance structure by a simple majority vote; provided however, that prior to the
earlier of (x) the fourth anniversary of the Closing Date, or (y) action taken pursuant to clause (i)
above, the WCIHN Board must approve a different governance structure by a Super-majority Vote;
or

(1ii)  atany time after the date that is fve (5) years after the Closing Date,
twenty pereent (20%) or more of the WCHN Board is comprised of directors who arc
“Independent” and the WCHN Board approves a new governance structure by majority vote. For
purposes of this Section, an “Independent” director means any individual other than the following:
(x) any current or former employec of any of the WCHN Entities or NHSC Entities and any
immediate family members of such an employee; (y) any individual who served on the board of
directors of NHA, Danbury Hospital or New Milford Hospital prior to or after the Closi ng Date
and any immediate family member of such individual; provided, however, a director who is first

5
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elected after the Closing to the board of directors of NHA, Danbury Hospital or New Milford
Hospital and to the WCHN Board shall be considered Independent; and (z) any individual who is
a member of the medical staff of Danbury Hospital, New Milford Hospital or NHA and any
immediate family member of such individuals; provided, however, a director who is a member of
the medical staffs of both (A) NHA and (B) Danbury Hospital and/or New Milford Hospital shall
be considered Independent.

(iv)  NHSC Board. Except as expressly provided herein, the following
provisions apply effective as of the Closing Date and shall continue through the Initial Period:

(h) WCHN as the Sole Member. Until modified in accordance
with Section 6.7, WCHN will be the sole corporate member of NHSC and NHSC
will continue as the sole corporate member of NHA.

(1) NHSC Board Composition. The NHSC Board will be initially
comprised of the individuals serving in such capacity immediately prior to the
Closing Date and shall include all of the NHSC Designees and thereafter will be
comprised of individuals elected in accordance with the NHSC Restated Governing
Documents. In addition, the WCHN President and Chief Executive Officer and at
least one additional WCHN Designee will also become members of the NHSC Board
commencing as of the Closing Date. The NHSC/NHA President and Chief
Executive Officer and the NHSCF President and Chief Executive Officer will be ex-
officio voting members of the NHSC Board. After the Closing, the NHSC Board
will be clected by WCHN in accordance with the NHSC Restated Governing
Documents.

Gg) NHSC Board Powers. The NHSC Board, acting for NHSC as
the sole corporate member of NHA, also shall have the powers set forth in the NHA
Restated Governing Documents, subject to the Reserved Powers and comptliance
with WCHN System policies as set forth in Section 6.4(a). The NHSC Board will
have all of the powers and authority granted to a board under the Act subject only to
the Reserved Powers granted to its sole member, WCHN, pursuant to the NHSC
Restated Governing Documents and WCHN System Policies as set forth in Section

6.4(a).

(k)  Reserved Powers. Certain decisions, which will initially be
made by the NHSC Board, shall be subject to approval by WCHN (the “Reserved
Powers™} as sct forth in the NHISC Restated Governing Documents,

2.2 NHA Board. Except as expressly provided herein, the following provisions apply
effective as of the Closing Date and shall continue through the Initial Period:

(a) NHSC as the Sole Member. Untit modified in accordance
with Scction 6.7, NHSC will continue as the sole corporate member of NHA.

6
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WCHN will exercise “reach through” rights, such that any NHA actions requiring
member approval under the NHA Restated Governing Documents shall not be
deemed approved until such time as NHA receives approval from both NHSC and
WCHN, as the sole corporate member of NHSC.

(b)  NHA Board Composition. The NHA Board will initially be
comprised of the members of the NHSC Board in office immediately prior to the
Closing Date. The NHSC/NHA President and Chief Executive Officer and the
NHSCF President and Chief Executive Officer will be members of the NHA Board.

3. Interim Covenants. The Parties agree that during the period from the date of exectition
of this Agreement to the earlier to occur of the Effective Date or the termination of this
Agreement:

3.1 Commercially Reasonable, Good Faith Efforts. Each Party will use commercially
reasonable efforts and act in good faith to obtain all necessary regulatory, corporate and other
approvals and to take all such other actions as may be necessary or appropriate to effectuate the
Affiliation as described in this Agreement, including such actions as may be reasonably necessary
or appropriate to cause the conditions to the Closing in Section 4 to be satisfied.

3.2 Standstill. Neither Party nor any of its respective affiliates will enter into
discussions with any third party concerning a possible salc, conveyance, transfer, lease,
membership substitution, merger, or other Material Transaction (without the approval of the other
Party). Neither the WCHN Entities nor the NHSC Entities will amend or permit to be amended
the certificates of incorporation or the bylaws of any of such cntities, other than as described in
Section 4.].

3.3 Conduct of Business. Each Party will continue to operate in its usual, regular and
ordinary manner consistent with past practices and to comply in all material respects with all
applicable laws, rules and regulations.

(a) Without limiting the generality of the foregoing, no NHSC
Entity will takc any of the followi ng actions without the prior written consent of
WCHN, which will not be unreasonably withheld or delayed: (i) enter into any
Malerial Transaction or (i) make any distributions of cash or other assets except in
the ordinary course of its business and consistent with past practice. Without the
prior approval of WCHN, the NHSC Entities will not transfer assels to any entity
other than the NHSC Entities that is not in the usual, regular and ordinary course of
business as set forth in the NHSC Entities’ fiscal year 2013 capital and operating
budgets and consistent with past practice.

(b) Without limiting the generality of the foregoing, no WCHN
Entity will take any of the following actions without the prior written consent of
NHSC, which will not be unreasonably withheld or delayed: (i) enter into an y
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Material Transaction or (ii) make any distributions of cash or other assets except in
the ordinary course of its business and consistent with past practice. Without the
prior approval of NHSC, the WCHN Entities will not transfer assets to any entity
other than the WCHN Entities that is not in the usual, regular and ordinary course of
business as set forth in the WCHN Entities’ fiscal year 2013 capital and operating
budgets and consistent with past practice.

3.4 Public Statements. Except as may be required by applicable laws or as otherwise
contemplated herein, none of the WCHN Entities or NHSC Entities will make any public
Statements or communications to the public, the press or any third party (other than to their
respective affiliates and to their or their affiliates’ respective officers, employees, accountants,
attorneys, and agents who require access to such information in order to be able to perform
necessary duties) regarding the terms of the Affiliation or this Agreement without the other
Party’s prior written consent. Further, the Parties agree that in the event that the Affiliation
described herein is not consummated for any reason, the Parties will mutually agree on a
statement to that effect prior to any such disclosure to the public or the press.

3.5 Communications with Government Officials. Unless the Parties otherwise agree in
writing after the execution of this Agreement, the Parties will communicate jointly with
government officials with respect to the Affiliation and will work together to develop a plan for
coordinated communications by the Partics and by other WCHN Entities and other NHSC
Entities. From the date of this Agreement until the earlier of the Effective Date or the date that
this Agreement is terminated in accordance with its terms, none of the WCHN Entities or the
NHSC Entities will, except as required by applicable law, communicate separately with
government officials regarding the Affiliation without the prior approval of the other Party.
Notwithstanding the foregoing, the WCEHIN Entities and the NHSC Entities will be free, without
prior approval of the other Party, to communicate with government oftficials in the ordinary course
and with respect to matters unrelated to the Affiliation, '

3.6 Additional Diligencc Information. Pursuant to the Letter of Intent, WCHN and
NHSC furnished each other with certain requested information in order to permit each of the
Parties to perform a due diligence analysis of the Affiliation (the “Due Diligence Information™).
From the dale of this Agreement through the Effective Date, (i) each Party will disclose to the
other Party any information known to the disclosing Party’s senior management team that, if not
disclosed, would make the Due Diligence Information provided to the other Party taken as a
whole, in light of the circumstances under which such information was provided, materially
incomplete, inaccurate or misleading in any material respect; (i) NHSC will provide to WCHN,
on a monthly basis, a financial information packet on the financial condition of the NHSC Entities
in the same form provided to the NHSC Board and WCHN will provide to NHSC, on a monthly
basis, a financial information packet on the financial condition of the WCHN Entities in the same
form provided to the WCHN Board; (iii) NHSC will provide to WCHN a copy of each Medicare
cost report filed by a NHSC Entity after the date hereof within five (5) days of such filing and
WCHN will provide to NHSC a copy of each Medicare cost report filed by a WCHN Entity after

8
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the date hereof within five (5) days of such filing; and (iv) NHSC will provide to WCHN and

WCHN will

provide to NHSC updates to any Schedules to this Agreement necessary to make

such Schedules complete and accurate in all material respects as of the date on which the update is

provided, in

cluding as of the Closing Date,

4, Conditions Precedent. The Affiliation will not occur until each of the following

conditions is satisfied or waived by the Party it is intended to benefit:

4.1

4.2

Organizational Documents.

(@) WCHN. The WCHN Board (and if necessary, the members of
WCHN) will have taken all additional action (if any) necessary to approve and adopt,
conditional on and effective as of the Effective Date, the WCHN Restated Governing
Documents and caused Danbury Hospital and New Milford Hospital to approve and
adopt the Danbury and New Milford Restated Governing Docunients.

(b)  NHSC. The NHSC Board will have taken al] additional action
(if any) necessary to approve and adopt, conditional on and effective as of the
Effective Date, the NHSC Restated Governing Documents and caused the NHSC
Aftiliates to approve and adopt the NHSC Affiliates Restated Governing Documents.

(c) NHA. The NHA Board (and, if necessary, NHSC) will have
taken all additional action (if any) necessary to approve and adopt, conditional on
and effective as of the Effective Date, the NHA Restated Governing Documents.

Ilart-Scott-Rodino. The applicable waiting period under the Hart-Scott-Rodino

Act amendments to the Antitrust Tmprovement Act will have expired without any challenge by the
Federal Trade Commission (“FTC”) or the Department of Justice (“DOJ”) to the implementation

of the Affili

ation, or in the event that the FTC or DOJ initiate a challenge, including through the

issuance of a second request, the matter will have been resolved to the reasonable satisfaction of

cach of WC

4.3

HN and NHSC.

Attorney General. The Attorney General of the State of Connecticut (the “Attorney

General”} will not have challenged the implementation of the Affiliation, or if the Attorney

General it

iates a challenge, the matter will have becn resolved to the reasonable satisfaction of

each of WCHN and NHSC.

4.4
filings with

Government Approvals and Filings. Each Party will have made the necessary
governmental or regulatory authorities and will have received the governnmental

permits, licenses, or other approvals in each case described on Schedule 4.4 (other than filings
described on Schedule 4.4 as post-Closing filings), which will not be subject to any conditions,
limitations or other terms not reasonably acceptable to the Parties,

9
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4.5  Non-Governmental Consents. Fach Party will have obtained and delivered to the
other Party the consents from non-governmental third parties described on Schedule 4.5, which
will not be subject to any conditions, limitations or other terms that would result or be reasonably
likely to result in a NHSC Material Adverse Effect or WCHN Material Adverse Effect.

4.6  No Investigation or Enforcement Action. The implementation of the Affiliation
will not be the subject of any litigation or regulatory investigation or enforcement action;
provided, however, that if the implementation of the Affiliation is subject to any litigation or
regulatory investigation or enforcement action, the Affiliation will not be implemented without
the agreement of each of WCHN and NHSC.

4.7 Compliance with Interim Covenants. Each Party will have determined in its sole
discretion that the other Party has complied with the terms of Section 3.

4.8 No Material Adverse Effect. Unless waived by NIISC, between the date of this
Agreement and the Closing Date, a WCHN Material Adverse Effect will not have occurred.
Unless waived by WCHN, between the date of this Agreement and the Closing Date, an NFSC
Material Adverse Effect will not have occurred,

4.9 Representations and Warranties. Unless waived by NHSC, all representations and
warranties made by WCHN in Section 7 will be true, accurate, and complete in all material
respects as of the Closing Date. Unless waived by WCHN, ali representations and warranties
made by NHSC in Section 7 will be true, accurate, and complete in all material respects as of the
Closing Date.

4.10  Employment Agreement. The individual serving as the President and Chief
Exccutive Officer of NHSC/NHA on the Closing Date shall have entered into an employment
agreement with WCHN which satisfies the requirements of Section 6.2 hereof (the “Executive VP
Employment Agreement™).

4.11  WCHN Member Approval. The members of WCHN shall have approved the
Initial NHSC Designees and Initial WCHN Destgnees.

4.12  Revisions 1o Restated Governing Documents. The Parties shall cause the WCHN
Restated Governing Documents, the NHA Restated Governing Documents and the NHSC
Restated Governing Documents to be revised substantially as described in Schedule 4.12 attached
hereto and made a part hereof.,

5. Termination Of Agreement.

5.1 Term. This Agreement will become effective upon execution by the Parties and
may be terminated by either Party by written notice to the other Party if the Closing has not
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occurred by September 30, 2013 absent mutual written consent by the Parties to extend the term.
The term of the Agreement shall be perpetual unless terminated as provided herein,

5.2 Termination by Mutual Written Consent. This Agreement may be terminated prior
to the Closing Date by the mutual written consent of the Parties.

5.3 Termination by Material Adverse Event. This Agreement shall terminate on ten
(10) days’ prior written notice from WCHN or NHSC respectively in the event that an NHSC
Material Adverse Event occurs that is not waived by WCHN or a WCHN Material Adverse Event
occurs that is not waived by NHSC.

54 Survival. Inthe event of termination pursuant to Section 5.1, Section 5.2 or
Section 5.3, all rights and obligations under the Agreement will cease and the terms and
provisions of the Agreement wiil have no further effect, except that Section 3.4 [Public
Stalements] and Section 8.4 [Confidentiality] will survive termination of this Agreement in the
event that the Affiliation is not consummated. In the event that the Affiliation is consummated,
only the provisions of Section 2 Linitial Governance Structure], Section 6 [Post-Closing
Covenants] and Section § [Miscellaneous] will survive beyond the Closing Date. Protections
provided under the Mutual Confidentiality Agreement by and between NHSC and WCHN dated
as of September 16, 2011 with respect to communications and all information exchanged during
the term of such Mutual Confidentiality Agreement will survive the termination of this
Agreement,

6. Post-Closing Covenants. From and after the Closing Date, the Parties will take the
following actions and observe the following covenants:

6.1 Oversight of Business. Immediately following the Closi ng Date, WCHN and
NHSC will each retain full power and authority to oversee such Party’s business; provided,
however, that the authority to oversee the business of the NHSC Entities will be subject to the
Reserved Powers of WCHN and further provided that each Party shall have the obligations, dutics
and requirements applicable to such Party after the Closing Date as set forth in this Agrecnent.

6.2  Management. Immediately following the Closing Date, the individual serving as
President and Chief Executive Officer of WCHN on the Closing Date will remain the President
and Chief Executive Officer of WCHIN. Immediately following the Closing, the individual
serving as President and Chief Executive Officer of NHA/NHSC on the Closing Date will be
employed by WCHN as the Executive Vice Prestdent of WCHN, will report to the President and
Chief Executive Officer of WCHN, and will continue to serve as the President and Chief
Executive Officer of NHSC and NHA. A fier the first anniversary of the Closing Date, the
individual then serving as the Executive Vice President of WCHN and President and Chief
Executive Officer of NHSC and NHA shall serve at the pleasure of the President and Chief
Executive Officer of WCHN subject to the terms of the Executive VP Employment Agreement:
provided, however, that the NHA Board shall have | nput into the selection of such individual,
who shall be under the direction of the President and Chief Executive Officer of WCHN.

il
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6.3 Executive Compensation. The WCHN Board Executive Compensation
Committee, or such other committee as may be appointed by the WCHN Board, will review and
establish executive compensation in accordance with applicable law.

6.4 Operation of NHSC Affiliates.

(a) Operation in Accordance with WCHN Policies. Subjeet to the
provisions of this Agreement, the NHSC Restated Governing Documents, applicable
law, and any terms and conditions of loan agreements, trust indentures, and any
binding third party agreements existing prior to the Closing Date, the NHSC Entities
will operate in accordance with the rights, obligations, duties, and requirements
applicable to all WCHN Entities, as such rights, obligations, duties and requirements
are from time to time established by WCHN, and applied from time to time to all
WCHN Entities. Prior to the Closing Date, WCHN and NHSC shall agree on a
schedule of policies, procedures and practices thai will be binding on all parties
("System Policies”) and other policies that may be maintained by any one or more of
the Hospitals with such changes as may be adopted from time to time, and as are not
inconsistent with the governance rights expressly set forth in the NHSC Restated
Governing Documents and any new policies required by law or accrediting
standards. It is understood that in the event any contract entered into by any of the
WCHN Entities or the NHSC Entities after the Closing Date is in compliance with
System Policics, but a subsequent change in System Policies is in conflict with such
contract, the WCHN Entities or the NHSC Entities, as applicable, shall take
commercially reasonable steps to unwind such non-compliant contract as soon as
practicable. WCHN will have, in its sole discretion, the right to change or alter at
any time the System Policies as applied to all WCHN Entities and NHSC Entities;
provided that no System Policies adopted after the Closing Date that apply to any
NHSC Entities shall be inconsistent with the governance rights expressly set forth in
this Agreement and the NHSC Restated Governing Documents (unless required by
law or accreditation standards).

(b) Medicare Form 855A. After the Closing Date, each NHSC
Affiliate which is a participating provider in Medicare or Medicaid will submit a
Form 855A change of information filing to its fiscal intermediary within the time
frame required under applicable laws and regulations.

{c) NHSC Employees. To the extent permitted by any applicable
collective bargaining agreement, each employee of an NHSC Entity or WCHN Entity
as of the Closing Date who becomes an employec of WCHN or any WCHN affiliate,
in the casc of a NHSC employee, or NHSC or any NHSC Entity, in the case of a
WCHN employee, after the Closing Date will reccive full recognition and credit for
pre-Closing length of employment with any NHSC Entity, in the case of a WCHN
employee, or WCHN Entity, in the case of an NHSC employee, including for
purposes of seniority recognition, benefits eligibility and vesting of benefits.
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(d)  Medical Staff. The Affiliation will not impact or change the
medical staff appointment or clinical privileges of members of the medical staffs of
Norwalk Hospital, Danbury Hospital or New Milford Hospital (each a “Hospital”) as
existing on the Closing Date. The Parties do not eXpect that execution of the
Agreement will have any effect on the independent status of the medical staffs ofany
of the Hospitals. WCEHN will work with the medical staffs of each Hospital to
evaluate and where feasible pursue opportunities for medical staff/clinical integration
where doing so offers opportunities for advancement in quality and cost-
effectiveness of care.

6.5  Access to WCHN Insurance Programs. The NHSC Entities will have access to
insurance programs offered by WCHN’s insurance plans, subject to such entities’ eli gibility for
and acceptance by those programs. Such insurance programs may or may not provide tail
coverage, depending on the nature of the programs and such entities’ eligibility for and acceptance
by those programs.

6.6  Obligated Group. As early as practicable after the Closing Date, the Parties will
form a single obligated group,

6.7  NHSC Entities. WCHN will establish a leadership committee comprised of
representatives from WCHN and NHSC to create a process and work plan for the merger or
reorganization of NHSC and the NHSC Entitics. As s0on as practicable but no later than one (1)
year from the Closing Date, NHSC will either be merged into NHA or restructured to become a
sister affiliate of NHA. Upon the merger of NHSC into NHA or the restructuring of NHSC so
that NHA becomes a direct subsidiary of WCHN, the NHA Bylaws will be amended and restated.

For the avoidance of doubt, the approximately $30 million of unrestricted net assets of NHSC,
reflected on the balance sheet of NHSC as of the date of this Agreement, wiil be restricted to use
for NHSC Entities purposes. The Parties anticipate that NHSCF will remain a separately
organized entity under the control of NHSC or NHA; provided, however, that nothing in this
Agreement shall prohibit the merger or reorganization of NHSCF into, with or under another
WCHN Entity or NHSC Entity in the future. All assets of NHSCF shall always be applied
consistent with donor restrictions.

7. Representations and Warranties.

7.1 By Each Party. Asa condition to entry into this Agreement, each Party represents
and warrants to the other Party that as to itself and as to each of its affiliates the statements set
forth in this section are true and correct as of the date hereof:

(a) Due Organization and Authority. The WCHN Entities and the
NHSC Entities are corporations duly organized and validly existing under the laws of
the State of Connecticut. Each such corporation has all requisite corporate or other
power and authority to own, lease, and operate its properties and to carry on its
business as it is now being conducted. The copies of the certificates of incorporation
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and bylaws of each of the WCHN Entitics and the NHSC Entities heretofore
delivered to or made available for review by WCHN and NHSC are complete and
correct, and no amendments thereto are pending or contemplated, other than as
described in Section 1.1.

{b) Corporate Power. Each of the Parties has full corporate power
and authority to enter into and carry out the terms and provisions of this Agreement
and the transactions contemplated hereby; all corporate proceedings have been duly
called and conducted; and all corporate authorizations have been obtained by each of
the Parties and the other NHSC Entities which are necessary to authorize the
exccution, delivery and performance of this Agrecment and to adopt the Restated
Certificates of Incorporation and Amended and Restated Bylaws in the respective
forms set forth in Exhibit A-1, Exhibit A-2, Exhibit A-3, Exhibit B-], Exhibit B-2
and Exhibit B-3. No other corporate proceedings on the part of either WCHN or the
NHSC Entities are necessary to authorize such execution, delivery and performance
of this Agreement or to adopt the Amended and Restated Certificates of
Incorporation and Amended and Restated Bylaws in the respective forms set forth in
Exhibit A-1, Exhibit A-2, Exhibit A-3, Exhibit B-1, Exhibit B-2 and Exhibit B-3.
This Agreement is, and is intended to be, a legal, valid, and binding obligation of
each of the Parties, enforceable in accordance with its terms; provided, however, that
(1) such enforcement may be limited by bankruptcy, insolvency, reorganization,
moratorium or other similar laws currently now or hereafter in effect relating to
creditors’ rights generally; and (ii) the remedy of specific performance may be
subject to equitable defenses and to the discretion of the court before which any
proceeding therefor may be brought,

{c) Audited Financial Statements. WCHN has provided NHSC
with the audited balance sheets and related statements of income and statements of
cash flow of the WCIIN Entities for the fiscal years ended Seplember 30, 2009, 2010
and 2011, including the notes thereto, together with the most recent unaudited
balance sheets and related statements of income and statements of cash flow of
WCHN. NHSC has provided WCHN with the audited balance sheets and related
statements of income and statements of cash flow of the NHSC Entities for the tiscal
years ended September 30, 2009, 2010 and 2011, including the notes thereto,
together with the most recent unaudiied batance sheets and related stalements of
income and statements of cash flow of the NHSC Entities. {Such audited balance
sheets and related statements of income and statements of cash flow, including the
notes thereto, are referred to herein as the “Financial Statements.” Such unaudited
balance sheets and related statements of income and statements of cash flow are
referred to herein as the “Interim Financial Statements.”) The Financial Statements
(1) were prepared from the respective books and records of the WCHN Entities or the
NHSC Entities, as the case may be, (i} fairly present the financial condition and
results of operations and cash flows for the WCHN Entities or the NHSC Entities, as
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the case may be, as of the dates and for the periods indicated, and (iii) were prepared
in accordance with generally accepted accounting principles applied on a consistent
basis (except as may be expressly indicated therein or in the notes thereto). None of
the WCHN Entities nor any of the NHSC Entities, as the case may be, have any
material liabilities or obligations, whether contingent or absolute, direct or indirect,
or matured or unmatured, which are not shown or provided for in the most recent of
such Financial Statements or which have not otherwise been disclosed in writing to
the other Party. The Interim Financial Statements were prepared from the respective
books and records of the WCHN Entities or the NHSC Entities, as the case may be,
consistent with the methods used to prepare the audited Financial Statements and any
other adjustments expressly described therein or in the notes thereto,

(d) Exccution of Agreement. Neither the execution and delivery
of this Agreement nor the consummation of any of the transactions contemplated
hereby will (i) constitute a breach or a default under any contractual obligation of any
WCHN Entity or any NHSC Entity; (ii) result in acceleration in the time for
performance of any obligation of any WCHN Entity or any NHSC Entity under any
contractuat obligation; (iii) result in the creation of any lien upon any asset of any
WCHN Entity or any NHSC Entity; (iv) require any notice, consent, waiver or
amendment to any contractual obligation; (v) give rise to any severance payment,
right of termination or any other right or cause of action under any contractual
obligation; or (vi) violate or give rise to a default or any other right or cause of action
under any law, except for the events or conditions described in clauses (i) through
(vi) above which do not and would not be reasonably likely to, individually or in the
aggregate, have a WCHN Material Adverse Effect or a NHSC Material Adverse
Effect, as the case may be. Except for the consents, waivers, approvals, and
authorizations of, and the filings registrations, and qualifications with, governmental
or regulatory authorities identified in Schedule 4.4, no consent, waiver, approval or
authorization of, or filing, registration or qualification with, any governmental or
regulatary authority which if not made or obtained could have a WCHN Material
Adverse Effect or NHSC Material Adverse Effect, as the case may be, individually
or in the aggregate, is required to be made or obtained by a WCHN Entity or a
NHSC Entity, in connection with the execution, delivery or performance of this
Agreement by a WCHN Entity or a NHSC Entity.

{e) Due Diligence. Each of the Parties has made due inquiry of
all matters deseribed in this Section 7 and has fully and completely disclosed to the
other Party in Due Diligence Information all information relevant to such Party’s
representations in this Section 7.

7.2 Additional Representations and Warranties by WCHN. Asa condition to NHSC’s
entry into this Agreement, WCHN as 10 itself and as to cach of the WCHN Entities further
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represents and warrants to NHSC that the statements set forth in this section are true and correct
as of the date hercof:

(a) Legal Proceedings. Except as disclosed in Due Diligence
[nformation:

1) there is no potentially material incident report related to the
operations or services of a WCHN Entity, and there is no litigation, at law or in equity, or any
proceeding before or investigation by any foreign, federal, state or municipal board or other
governmental or administrative agency or any arbitrator, or any fiscal intermediary or contractor
pending or, to the knowledge of the WCHN Entities, threatened against any WCHN Entity or
against any WCHN Entity’s directors, officers, agents, or employees in their capacities as
directors, officers, agents or employees of such WCHN Entity which would result or be
reasonably likely to result in any uninsured loss, which, individually or in the aggregate, would
result or be reasonably likely to result in any material liability, or which could otherwise,
individually or in the aggregate, result or be reasonably likely to result in any WCHN Material
Adverse Effect;

(i)  there is no litigation at law or in equity, or any proceeding before or,
to the knowledge of a WCHN Entity, any investigation by, any foreign, federal, state or municipal
board or other governmental or administrative agency or any arbitrator pending which seeks
rescission of, seeks to enjoin the consummation of, or which questions the validity of, this
Agreement or any of the transactions contemplated hereby;

(i)  no WCHN Entity has received notice of any judgment, decree or
order of any foreign, federal, state or municipal court, board or other governmental or
administrative agency or arbitrator, or any fiscal intermediary or contractor which has been issued
against it or any of its members, trustees, directors, officers, or employees which would have or be
likely to have a WCHN Material Adverse Effect, individually ot in the aggregate;

(iv) neither (i) any attachments or execution proceedings, nor (i) any
assignments for the benefit of creditors, insolvency, bankruptcy, reorganization or other similar
procecdings are pending or threatened against any WCHN Entity; and

{v) the Due Diligence Information provided by WCHN contains a
complete and accurate listing of all litigation, at law or in equity, or any proceeding before or
investigation by any foreign, fedcral, state, or municipal board, other governmental or
administrative agency or arbitralor, or any fiscal intermediary or contractor pending or, to the
knowledge of the WCHN Entities, threatened against any WCHN Entity or against any WCHN
Entity’s dircctors, officers, agents, or employces in their capacities as directors, officers, agents, or
employees of such WCHN Entity.

(b) Compliance with Laws. Except as disclosed in Due Diligence

Information,
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(1) The business and operations of each WCHN Entity have been and
are being conducted in complianee with all material and applicable laws, ordinances, and rules
and regulations of all authorities, and any non-compliance would not have a WCHN Material
Adverse Effect, individually or in the aggregate.

(i)  Except for federal and state laws and regulations that apply
commonly to all hospitals in the State of Connecticut, and except for those matters, if any,
expressly disclosed in the Financial Statements, no WCHN Entity is subject to any restriction of
any kind or character, which may have a WCHN Material Adverse Effect on any WCHN Entity,
individually or in the aggregate.

(i) No WCHN Entity is in receipt of any written notice of any violation
of any law, statute, rule, regulation, judgment, order, decree, permit, concession, franchise or other
governmental authorization or approval applicable o it or to any of its propertics, except for
violations which, individually or in the aggregate, would not have or result or be likely to have or
resultin a WCHN Material Adverse Effect.

(iv)  The Due Diligence Information provided by WCHN contains
complete and accurate information re garding (i) each WCHN Entity’s compliance with all
applicable laws, ordinances, and rules and regulations of all authorities: and (it) any written notice
of any violation of any law, statute, rule, regulation, judgment, order, decree, permit, concession,
franchise, or other governmental authorization or approval applicable to any WCHN Entity or any
of their respective properties.

(c) Insurance. Each WCHN Entity has insurance contracts in full
force and effect, with financially sound and reputable insurers licensed to write
insurance in the State of Connecticut, which insurance contraets provide for
coverages that are usual and customary for the risks attending the operations of such
WCHN Entity as to amount and scope. No WCHN Entity has received notice from
any insurance carrier of, or has knowledge of, defects or inadequacies in its property
or improvements or any other condition which if not corrected wouid result in
termination of direetors and officers, hazard, liability or other insurance coverage or
increase in its cost.

(d)  Tax Exempt Status.

0 Each WCEHN Entity is an organization described in Section
501(c)(3) of the Code, or corresponding provisions of prior law, as set forth in a determination
letter issued by the Internal Revenue Service and no such letter has been modified, limited, or
revoked.

(i) Each WCHN Entity is in material compliance with the terms,
conditions, and limitations in such letter, and the facts and circumstances that form the basis of
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such letter as represented to the Internal Revenue Service continue to exist, to the extent necessary
to support continued status as an organization described in Section 501(c)(3) of the Code.

(i} No proceedings are pending with respect to which any WCHN
Entity has been served or threatencd in any way contesting or adversely affecting such entity’s
status as an organization described in Section SO1(c)(3) of the Code or as an otganization
described in Sections 509(a)(1), (2) or (3) of the Code, or which would subject any income of
such entity to federal income taxation to such an extent as would result in loss of such status.

(tv)  No WCHN Entily has knowledge of any challenge, investigation or
inquiry that the Internal Revenue Service has made regarding its status as an organization
described in Section 501(c)(3) of the Code or as an organization described in Section 509(a)( 1),
(2) or (3) of the Code.

{v) The Due Diligence Information provided by WCHN contains a
complete and accurate set of all reports, filings, correspondence, or other documents to or from
the Internal Revenue Service or the Connecticut Department of Revenue Services on any tax,
compliance, or other issue related to any of the WCHN Entities,

(e) Titles, Leases, and Licenses. Except as disclosed in Due
Diligence Information,

(1) Each WCHN Entity has good and marketable title to, or in the case
of leased or licensed property, has valid leases or licenses under which it enjoys peaceful and
undisturbed possession of, all of its properties and assets (whether real or tangible personal),
including all propertics and assets reflected in the Financial Statements and Interim Financial
Statements of the WCHN Entities (except as sold or otherwise disposed of since the date of such
Financial Statements or Interim Financial Statements in the ordinary course of business and
consistent with past practice).

(i) Such properties and assets include all material properties and assets
used, or necessary for the conduct of, the business of the WCHN Entities as now conducted. All
such assets and properties, other than assets and properties in which the WCHN Entities have
leasehold interests from unrelated parties, are free and clear of all liens, except as specifically
described in the WCHN Entities’ Financial Statements or the footnotes thereto.

(ii)  Each WCHN Entity has complied in all materiat respects under all
leases to which it is a party and under which it is in occupancy, and all such leases are in full force
and effect.

(iv)  There are no properties, assets, or facilities used, or necessary for

the conduct of, the business of the WCHN Entities as now conducted that are licensed by the State
of Connecticut Department of Public Health.
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H Environmental Laws. Except as disclosed in Due Diligence
Information,

() Each WCHN Entity has been and remains in compiiance in al|
material respects with all applicable environmental laws, except for noncompliance that would not
result in a WCHN Material Adverse Effect.

(i) To the knowledge of the WCHN Entities, there are no
circumstances or conditions present at or arising out of the present or former assets, properties,
leaseholds, businesses or operations of a WCHN Entity, including on-site or off-site storage or
release of a chemical substance, that may give rise to any environmental liabilities and costs.

(iii)  No WCHN Entity nor any of its assets, properties, businesses,
leaseholds or operations (i) has received or is subject to, or within the past three (3) years has
received or been subject to, any order, decree, judgment, complaint, agreement, claim, citation, or
notice or (ii) is subject to any judicial or administrative proceeding or, to the knowledge of the
WCHN Entities, any investigation indicating that the WCHN Entity is or may be (a) in violation
of any environmental law: (b) responsible for the on-site or off-site storage or release of any
chemical substance: or (c) liable for any environmental liabilities and costs.

(iv)  No WCHN Entity has reason to believe that it will become subject
to a matter identified in this Section 7.2(f); and no WCHN Entity has knowledge that any
investigation or review with respect to such matters is pending or threatened, nor has any
governmental authority or other third party indicated an intention to conduct the same.

(v) No WCHN Entity is subject to, or as a result of the transactions
contemplated by this Agreement would be subject to, the requirements of any environmental laws
that require notice, disclosure, cleanup or approval prior to or upon the Effective Date or which
would imposc liens on the assets or business of a WCIIN Entity.

(2) Labor Unions and Collective Bargaining Agreements.
Employces of WCHN Entities are currently represented onty by the collectjve
bargaining organizations listed on Schedule 7.2(). Except in relation to the
toregoing collective bargaining organizations, no WCHN Eatity is a party to any
labor union or collective bargaining agreement with respect to its employees or has,
within the previous tliree (3) years, been the subject of any organizing, petition or
election with respect to the unionization of any of its employees. There is no strike
or other work stoppage currently in effect or, to the knowledge of any WCHN Entity,
threatened with respect to any employees of any WCHN Entity.

(h) Employce Benefit Matters. Except as disclosed in Due
Diligence Information,
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(i) Multiemployer Plans. None of the WCHN Entities nor any other
person that would be considered as a single employer with the WCHN Entities under the Code or
ERISA has ever maintained, contributed (o, or been required to contribute to any “multiemployer
plan” within the meaning of Section 3(37) or Section 4001(a)(3) of ERISA,

(i) Plan Qualification. Each employee benefit, welfare, pension or
similar plans that any of the WCHN Entities sponsors or provides to its employees (each, a
“WCHN Plan” and collectively, the “WCHN Plans™) that is intended to be qualified under Section
401(a) of the Code is so qualified. Each WCHN Plan, including any associated trust or fund, has
been administered in all material respects in accordance with its terms and with all applicable law,
and nothing has occurred with respect to any WCHN Plan that has subjected or reasonably could
subject any of the WCHN Entities to any material penalty, excise tax or other material liability
under ERISA or the Code.

(iii)  All Contributions and Premiums Paid. All required contributions to
and premium payments with respect to each WCHN Plan have been made on a timely basis. No
event has occurred that has resulted in or could subject any of the WCHN Entities to a tax under
Section 4971 of the Code or its asscts to a lien under Section 4 t2{n) of the Code.

(iv)  Defined Benefit Pension Plans. In the case of each WCHN Plan
subject to Title IV of ERISA, (i) the current fair market value of the assets of the WCIN Plan
equals or cxceeds the present value of all benefit liabilities under the plan determined on a plan
termination basis, and (ii) no “reportable event” (as defined in Section 4043 of ERISA) has
occurred. No event has occurred that could subject any of the WCHN Entities to hability under
Sections 4062, 4063 or 4064 of ERISA.

(v)  Claims. There is no pending or, to WCHN’s knowledge, threatened
action relating to a WCEIN Plan, other than routine claims in the ordinary course of business for
benefits provided for by the WCHN Plans. No WCHN Plan is, or within the last six (6) years has
becn, the subjcct of an examination or audit by a governmental authority, is the subject of an
application or filing under, or is a participant in, a government-sponsored amnesty, voluntary
compliance, self-correction or similar prograni,

(vi)  Retiree Benefits. Except as required under Section 601 et seq. of
ERISA, no WCHN Plan provides benefits or coverage in the nature of health, life or disability
insurance following retirement or other termination of employment (except for limited continued
medical benefit coverage required to be provided under Section 49808 of the Code or as required
by applicable state law).

{(vit)  No Restrictions On Termination. No provision of any WCHN Plan
would result in any limitation on the abitity of any of the WCHN Entities to terminate the WCHN
Plan, and, in the case of any such WCHN Plan subject to Title IV of ERISA, to receive any excess
assets after the satisfaction of all liabilities.
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(viii) Severance. The transactions contemplated by this Agreement wil
not, whether alone or upon the occurrence of any additional or subsequent event, result in any
payment of severance or other compensation to, or acceleration, vesting or increase in benefits
under any WCHN Plan for the benefit of any current or former director, officer or employee of
any of the WCHN Entities.

(ix)  Diligence. Each of the WCHN Plans has been fully and completely
described, with all applicable agreements and WCHN Plan documents, in the Due Diligence
Information,

)] Health Care Kickbacks. To the knowledge of WCHN after
due inquiry, no WCHN Entity has engaged in any activity which is prohibited under
the federal Anti-Kickback Statute, 42 U.S.C. § 1320a-7b, or the regulations
promulgated thereunder, or related state or local fraud and abuse statutes or
regulations.

) Prohibited Health Care Referrals, Except as disclosed in Due
Diligence Information, to the knowledge of the WCHN Entities afier due inquiry, no
WCHN Entity has established or maintains a “financial relationship,” as that term is
defined by The Ethics in Patient Referrals Act, 42 U.S.C. § 1395nn, and the
regulations promulgated thereunder (the “Stark Law”), with any physician who
makes referrals to any WCHN Entity for “designated health services,” as that term is
used in the Stark Law, that fails to meet an exception to the Stark Law. To the
knowledge of the WCHN Entities after due inquiry, the Dye Diligence Information
provided by WCHN contains a complete and accurate list of all agreements between
any of the WCHN Entities and referring physicians, physician organizations, other
health care providers, and other referral sources. The Due Diligence Information
provided by WCHN contains a full set of all such agrecements between any of the
WCHN Entities and referring physicians, physician organizations, other health care
providers, and other referral sources which were requested by the NHSC Entitics and
their tegal counsel. Except as disclosed in Due Ditigence Information, to the
knowlcedge of WCHN after due inquiry, none of the WCHN Entities has any
arrangements with referring physicians, physician organizations, or other health care
providers that are not memorialized in writing,

(k) Actions, Investipations, and Inquiries. Except as disclosed in
Due Diligence Information,

threatened, anticipated or contemnplated (nor is there any basis therefor) against or affecting any
WCHN Entity, before or by any governmental authority or agency, accreditation body or third-
party payor (including the Medicare and Medicaid programs and the Office of Inspector General
of the United States Department of Health and Human Services) which relate to antitrust matters,
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billing practices, third-party relationshi ps or any other matter: (i) which could prevent or hinder
the consummation of the transactions contemplated by this Agreement or cail into question the
validity of any action taken or to be taken in connection with the transactions contemplated by this
Agrecment; or (ii) which in any single case or in the aggregate might have a WCHN Material
Adverse Effect or result in any material impairment to the right or ability of any WCHN Entity to
carry on its operations, activities or business as now conducted, including participation in the
Medicare and Medicaid programs.

(i)~ No WCHN Entity has received any warning or notice of
decertification, revocation, suspension or termination, or of threatened or potential decertification,
revocation, suspension or termination, with respect to the Medicare and Medicaid programs.

(i) The Due Diligence Information provided by WCEIN contains
complete and accurate information regarding all actions, investigations, or inquiries pending
{Whether or not any formal written notification or any subpoena has been issued in connection
therewith) or, to the knowledge of the WCHN Entities, threatened, anticipated or contemplated
against or affecting any WCHN Entity before or by any governmental authority or agency,
accreditation body, or third- party payor (including the Medicare and Medicajd programs and the
Office of Inspector General of the United States Department of Health and Human Services).

{H Permits.
(1) Each WCHN Entity possesses all permits, Jicenses, franchises,

casements, authorizations, certificates, accreditations, registrations, provider numbers,
assignments, consents, rights and privileges hecessary under laws applicable to the conduct of
their business (collectively, the “Permits™), the non-possession of which would have a WCHN
Material Adversc Lffect,

(i)  No WCHN Entity has engaged in any activity which would cause
the loss, limitation, restriction, revocation or suspension of any of such Permits; and no action,
proceeding, claim or notification with respect to any loss, limitation, restriction, revocation or
suspension of any of such Permits s pending or has been commenced or, to the knowledge of the
WCHN Entities, threatened and no notification thereof has been received by any WCHN Entity,
except in each case where such loss, Hinitation, restriction, revocation or suspension would not,
alone or in the aggregate, result in a WCHN Material Adverse Effect.

(i) The execution and delivery of this Agreement and the
consummation of the Affiliation by the Partics will not limit, restrict, revoke, suspend or
terminate, or result in the limitation, loss, restriction, revoeation, suspenston or termination of, any
of such Permits.

(m)  Medicare Cost Reports. The WCHN Entities have made
available to NHSC true, correct and complete copies of their Medicare cost reports
filed for the following years: 2009, 2010, and 2011 The status of all Medicare and
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Medicaid cost reports of the WCHN Entities for the last two (2) cost-reporting years
has been disclosed in the Due Diligence Information provided by WCHN, and there
are no pending appeals, adjustments, challenges, audits, litigation, or notices of
intent to reopen or open such cost reports that would have a WCHN Material
Adverse Effect.

7.3 Additional Representations and Warranties by NHSC. As a condition to WCHN's
entry into this Agreement, NHSC as to itself and as to each of the NHSC Affiliates further
represents and warrants to WCFIN that the statements set forth in this section are true and correct
as of the date hereof:

() Lecal Proceedings. Except as disclosed in Due Diligence
Information,

(i) There is no potentially material incident report related to the
operations or services of a NHSC Entity, and there is no litigation, at law or in equity, or any
proceeding before or investigation by any foreign, federal, state or municipal board or other
governmental or administrative agency or any arbitrator, or any fiscal intermediary or contractor
pending or, to the knowledge of the NHSC Entities, threatened against any NHSC Entity or
against any NHSC Entity’s directors, officers, agents, or employees in their capacities as directors,
officers, agents or employees of such NHSC Entity which would result or be reasonabty likely to
result in any uninsured loss, which, individually or in thc aggregate, would result or be reasonably
likely to result in any material liability, or which could otherwise, individually or in the aggregate,
result or be reasonably likely to result in any NHSC Material Adverse Effect.

(1) There is no litigation at law or in equity, or any proceeding before
or, to the knowledge of a NHSC Entity, any investi gation by, any foreign, federal, state or
municipal board or other governmental or administratjve agency or any arbitrator pending which
seeks rescission of, seeks to enjoin the consummation of, or which questions the validity of, this
Agreement or any of the transactions contemplated hereby.

(i)  No NHSC Entity has received notice of any judgment, decree or
order of any foreign, federal, statc or municipal court, board or other governmental or
administrative agency or arbitrator, or any fiscal intermediary or contractor which has been issued
against it or any of its members, trustees, directors, officers, or employees which would have or be
likely to have a NHSC Material Adverse Effect, individually or in the aggregate.

(iv)  Neither (i) any attachments or execution proceedings, nor (ii) any
assignments for the benefit of creditors, insolvency, bankruptcy, reorganization or other similar
proceedings are pending or threatened against any NHSC Entity,

(v)  The Due Diligence Information provided by NHSC contains a
complete and accurate listing of all litigation, at law or in equity, or any proceeding before or
investigation by any foreign, lederal, state, or municipal board, other governmental or
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administrative agency or arbitrator, or any fiscal intermediary or contractor pending or, to the
knowledge of the NHSC Entities, threatened against any NHSC Entity or against any NHSC
Entity’s directors, officers, agents, or employees in their capacities as directors, officers, agents, or
employees of such NHSC Entity.

(b)  Compliance with Laws. Except as disclosed in Due Dili gence

Information,

(1) The business and operations of each NHSC Entity have been and
are being conducted in compliance with all material and applicable laws, ordinances, and rules
and regulations of all authorities, and any non-compliance would not have a NHSC Material
Adverse Effect, individualily or in the aggregale,

(i)  Except for federal and state laws and regulations that apply
commonly to all hospitals in the State of Connecticut, and except for those matters, if any,
expressly disclosed in the Financial Statements, no NHSC Entity is subject to any restriction of
any kind or character, which may have a NHSC Material Adverse Effect on any NHSC Entity,
individually or in the aggregate.

(ili}  No NHSC Entity is in receipt of any written notice of any violation
of any law, statute, rule, regulation, judgment, order, decree, permit, concession, franchise or other
governmental authorization or approval applicable to it or to any of its properties, except for
violations which, individually or in the aggregate, would not have or result or be likely to have or
result in a NHSC Material Adverse Effect.

(iv)  The Due Diligence Information provided by NHSC contains
complete and accurate information regarding (i) each NHSC Entity’s compliance with all
applicable laws, ordinances, and rules and regulations of all authorities; and (ii) any written notice
ol any violation of any law, statute, rule, regulation, judgment, order, decree, permit, concession,
[ranchise, or other governmental authorization or approval applicable to any NHSC Entity or any
of thetr respective properties.

{c) Insurance. Each NHSC Entity has insurance contracts in full
force and effect, with financially sound and reputable insurers licensed to write
insurance in the State of Connecticut, which insurance contracts provide for
coverages that are usual and customary for the risks attending the operations of such
NHSC Entity as to amount and scope. No NHSC Entity has received notice from
any insurance carrier of, or has knowledge of, defects or inadequacies in its property
or improvements or any other condition which if not corrected would result in
termination of directors and officers, hazard, liability or other insurance coverage or
increase in its cost.

(d) Tax Exempt Status.
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(1) Each NHSC Entity is an organization described in Section 501 (2)(3)
of the Internal Revenue Code of 1986, as amended (the “Code™), or cotresponding provisions of
prior law, as set forth in a determination letter issued by the Internal Revenue Service and no such
letter has been modified, limited, or revoked.

(1)  Each NHSC Enti ty is in material compliance with the terms,
conditions, and limitations in such letter, and the facts and circumstances that form the basis of
such letter as represented to the Internal Revenue Service continue to exist, to the extent necessary
to support continued status as an organization described in Section 501(c)(3) of the Code.

(iii)  No proceedings are pending with respect to which any NHSC Entity
has been served or threatened in any way contesting or adversely affecting such entity’s status as
an organization described in Section 501(c)(3) of the Code or as an organization deseribed in
Sections 509(a)(1), (2) or (3) of the Code, or which would subject any income of such entity to
federal income taxation to such an extent as would result in loss of such status,

(iv)  No NHSC Entity has knowledge of any chailenge, investigation or
inquiry that the Internal Revenue Service has made regarding its status as an organization
described in Section 501(c)(3) of the Code or as an organization described in Section 509(a)(D),
(2) or (3) of the Code.

(v)  The Duc Diligence Information provided by NHSC contains a
complete and accurate set of al] reports, filings, correspondence, or other documents to or from
the Internat Revenue Service or the Connecticut Department of Revenue Services on any tax,
compliance, or other issue related to any of the NHSC Entities.

(e) Titles, Leases, and Licenses, Except as disclosed in Due
Diligence Information,

(i) Each NHSC Entity has good and marketable title to, or in the case
of leased or licensed property, has valid leases or licenses under which it enjoys peaceful and
undisturbed possession of, all of jts properties and assets (whether real or tangible personal),
including all properties and assets reflected in the Financial Statements and Interim Financial
Statements of the NHSC Entities (except as sold or otherwise disposed of since the date of sucly
Financial Statements or Interim Financial Statements in the ordinary course of business and
consistent with past practice).

(1)) Such properties and assets include all material properties and assets
used, or necessary for the conduct of, the business of the NHSC Entities as now conducted. Al]
such assets and properties, other than asscts and properties in which the NHSC Entities have
leasehold interests from unrelated parties, are free and clear of all liens, except as specifically
described in the NHSC Entities’ Financial Statements or the footnotes therelo.
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(i}  Each NHSC Entity has complied in all material respects under all
lcases to which it is a party and under which it is in occupancy, and all such leases are in full force
and effect.

(iv)  There are no propertics, assets, or facilities used, or necessary for
the conduct of, the business of the NHSC Entities as now conducted that are licensed by the State
of Connecticut Department of Public Health,

(H Environmental Laws. Except as disclosed in Due Diligence

Information,

() Each NHSC Entity has been and remains in compliance in all
material respects with all applicable environmental laws, except for noncompliance that would not
result in a NHSC Material Adverse Effect,

(i)  Tothe knowledge of the NHSC Entities, there are no circumstances
or conditions present at or arising out of the present or former assets, properties, leaseholds,
businesses or operations of a NHSC Entity, including on-site or off-site storage or release of a
chemical substance, that may give rise to any environmental labjlities and costs.

(iii)  No NHSC Entity nor any of its assets, properties, businesses,
leaseholds or operations (i} has received or is subject to, or within the past three (3) ycars has
received or been subject to, any order, decrec, Judgment, complaint, agreement, claim, citation, or
notice or (ii) is subject to any judicial or administrative proceeding or, to the knowledge of the
NHSC Entities, any investigation indicating that the NHSC Entity is or may be (a) in violation of
any environmental law; (b) responsible for the on-site or off-site storage or release of any
chemical substance; or (¢) liable for any environmental liabilities and costs.

(iv)  No NHSC Entity has reason to beljeve that it will become subject to
a matter identified in this Scction 7.3(1); and no NHSC Entity has knowledge that any
investigation or review with respect to such matters is pending or threatened, nor has any
governmenial authority or other third party indicated an intention to conduct the same.

(v) No NHSC Entity is subject to, or as a rcsult of the transactions
contemplated by this Agreement would be subject to, the requirements of any environmental laws
that require notice, disclosure, cleanup or approval prior to or upon the Effective Date or which
would impose liens on the assets or business of a NHSC Entity.

(g) Labor Unions and Collective Bargaining Apreements.
Employees of NHSC Entitics are currently represented only by the collective
bargaining organizations listed on Schedule 7.3(g). Except in relation to the
foregoing collective bargaining organizations, no NHSC Entity is a party to any labor
uaion or collective bargaining agreement with respect to its employees or has, within
the previous three (3) years, been the subject of any organizing, petition or election
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with respect to the unionization of any of its employecs. Except as set forth in
Schedule 7.3(g), there is no strike or other work stoppage currently in effect or, to the
knowledge of any NHSC Entity, threatened with respect to any employees of any
NHSC Entity.

(h)  Employee Benefit Matters. Except as disclosed in Due
Diligence Information,

(i) Multiemplover Plans. None of the NHSC Entities nor any other
person that would be considered as a single employer with the NHSC Entities under the Code or
ERISA has ever maintained, contributed to, or been required to contribute to any “multiemployer
plan” within the meaning of Scction 3(37) or Section 4001(a)(3) of ERISA.

(i) Plan Qualification, Each employee benefit, welfare, pension or
similar plans that any of the NHSC Entities sponsors or provides to its employees (each, a “NHSC

Plan” and collectively, the “NHSC Plans™) that is intended to be qualified under Section 401(a) of
the Code is so qualified. Each NHSC Plan, including any associated trust or fund, has been
administered in all material respects in accordance with its terms and with all applicable law, and
nothing has occurred with respect to any NHSC Plan that has subjected or could subject any of the
NHSC Entities to any material penalty, excise tax or other liability under ERISA or the Code.

(iii}  All Contributions and Premiums Paid. All required contributions to
and premium payments with respect to each NHSC Plan have been made on a timely basis. No
event has occurred that has resulted in or could subject any of the NHSC Entities to a tax under
Section 497] of the Code or its assets to a lien under Section 412(n) of the Code,

(iv)  Defined Benefit Pension Plans. In the case of each N1ISC Plan
subject to Title IV of ERISA, (1) the current fair market value of the assets of the NHSC Plan
cquals or exceeds the present valuc of ali benefit liabilities under the plan determined on a plan
termination basis, and (ii) no “reportable event” (as defined in Section 4043 of ERISA) has
occurred. No event has oceurred that could subject any of the NHSC Entities to liabitity under
Sections 4062, 4063 or 4064 of ERISA.

(v) Claims. There is no pending or, to NHSC’s knowledge, threatened
action relating to a NHSC Plan, other than routine claims in the ordinary course of business for
benefits provided for by the NHSC Plans, No NHSC Plan is, or within the last six (6) years has
becn, the subject of an examination or audit by a governmental authority, is the subject of'an
application or filing under, oris a participant in, a government-sponsorcd amnesty, voluniary
compliance, self-correction or similar program.

(vi)  Retiree Benefits. Except as required under Section 601 et seq. of
ERISA, no NHSC Plan provides benefits or coverage in the nature of health, life or disability
insurance following retirement or other termination of employment (except for limited continued
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medical benefit coverage required to be provided under Section 4980B of the Code or as required
by applicable state law).

(vi))  No Restrictions On Termination. No provision of any NHSC Plan
would result in any limitation on the ability of any of the NHSC Entities to terminate the NHSC
Plan, and, in the case of any such NHSC Plan subject to Title |V of ERISA, to receive any excess
assets after the satisfaction of all liabilities.

(viii) Severance, The transactions contemplated by this Agreement will
not, whether alone or upon the occurrence of any additional or subsequent event, result in any
payment of severance or other compensation to, or acceleration, vesting or increase in benefits
under any NHSC Plan for the benefit of any current or former director, officer or employec of any
of the NHSC Entities.

(ix)  Diligence. Each of the NHSC Plans has been fully and completely
described, with all applicable agreements and NHSC Plan documents, in the Due Dilj gence
Information.

(i) Health Care Kickbacks. To the knowledge of NHSC after due
inquiry, no NHSC Entity has engaged in any activity which is prohibited under the
federal Anti-Kickback Statute, 42 U.S.C. § 1320a-7b, or the regulations promulgated
thercunder, or related state or local fraud and abuse statutes or regulations.

() Prohibited Health Care Referrals. Except as disclosed in Due
Diligence Information, to the knowledge of the NHSC Entities after due inquiry, no
NHSC Entity has cstablished or maintains a “financial relationship,” as that term is
defined by The Ethics in Patient Referrals Act, 42 U.S.C. § 1395nn, and the
regulations promulgated thercunder (the “Stark Law™), with any physician who
makes referrals to any NHSC Entity for “designaled health services,” as that term is
used in the Stark Law, that fails to meet an exceplion to the Stark Law. To the
knowledge of NHSC after due inquiry, the Due Diligence Information provided by
NHSC contains a complete and accurate fist of all agreements between any of the
NHSC Entities and referring physicians, physician organizations, other health care
providets, and other referral sources. The Due Diligence Information provided by
NIISC contains a full set of all such agreements between any of the NHSC Entities
and referring physicians, physician organizalions, other health care providers, and
other referral sources which were requested by the WCHN Entities and their legal
counsel. Except as disclosed in Due Diligence Information, to the knowledge of
NIISC after due inquiry none of the NHSC Entities has any arrangements with
referring physicians, physician organizations, or other health care providers that are
not memoriatized in writing.

(k)  Actions, Investigations, and Inquiries. Except as disclosed in
Due Diligence Information,
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(i) There are no actions, investigations, or inquiries pending (whether
or not any formal written notification or any subpoena has been issued in connection therewith),
threatened, anticipated or contemplated (nor is there any basis therefor) against or af] fecting any
NHSC Entity, before or by any governmental authorily or agency, accreditation body or third-
party payor (including the Medicare and Medicaid programs and the Office of Inspector General
of the United States Department of Heaith and Human Services) which relate to antitrust matters,
billing practices, third-party relationships or any other matter: (1) which could prevent or hinder
the consummation of the transactions contemplated by this Agreement or call into question the
validity of any action taken or to be taken in connection with the transactions contemplated by this
Agreement; or (ii) which in any single case or in the aggregate might have a NHSC Material
Adverse Effect or result in any material impairment to the right or ability of any NHSC Entity to
carry on its operations, activities or business as now conducted, including participation in the
Medicare and Medicaid programs.

(i)  No NHSC Entity has received any warning or notice of
decertification, revocation, suspension or termination, or of threatened or potential decertification,
revocation, suspension or termination, with respect to the Medicare and Medicaid programs.

(i) The Due Diligence Information provided by NHSC contains
complete and accurate information regarding all actions, investigations, or inquiries pending
(whether or not any formal written notification or any subpoena has becn issued in connection
therewith) or, to the knowledge of the NHSC Entities, threatened, anticipated or contemplated
against or affecting any NHSC Entity before or by any governmental authority or agency,
accreditation body, or third-party payor (including the Medicare and Medicaid programs and the
Office of Inspector General of the United States Department of Health and Human Services),

(h Permits,
(i) Each NHSC Entity possesses ajl permits, licenses, franchises,

casemcents, authorizations, certificates, accreditations, registrations, provider numbers,
assignments, consents, rights and privileges nccessary under laws apphicable to the conduct of
their business (collectively, the “Permits”), the non-possession of which would have a NHSC
Material Adverse Effect.

(ii)  No NHSC Entity has engaged in any activity which would cause the
loss, limitation, restriction, revocation or suspension of any of such Permits; and no action,
proceeding, claim or notification with respect to any loss, limitation, restriction, revocation or
suspension ol any of such Permits is pending or has been commenced or, to the knowiedge of the
NHSC Entitics, threatened and no notification thereof has been received by any NHSC Entity,
except in cach casc where such loss, limitation, restriction, revocation or suspension would not,
alone or in the aggregate, result in a NHSC Material Adverse Effect.

(iti)  The execution and delivery of this Agreement and the
consummation of the Affiliation by the Partics will not limit, restrict, revoke, suspend or
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terminate, or result in the limitation, loss, restriction, revocation, suspension or termination of, any
of such Permits.

(m)  Medicare Cost Reports. The NHSC Entities have made
available to WCHN true, correct and complete copies of their Medicare cost reports
filed for the following years: 2009, 2010, and 2011. There are no pending appeals,
adjustments, challenges, audits, litigation, or notices of intent t0 reopen or open
Medicare and Medicaid cost reports of the NHSC Entities for the last two (2) cosl-
reporting years that would have a NHSC Material Adverse Effect.

8. Miscellaneous.

3.1 Governing Law. This Agreement will be governed by and construed in aceordance
with the internal laws of the State of Connecticut (without reference to or application of any
conflicts of laws principles).

8.2 Successors; Assignment. This Agreement will inure to the benefit of, and will be
binding upon, the respective successors and permitted assignees of the Parties, including
successors by merger or consolidation or any entity to which all or substantially all of the assets of
any Party hereto may be transferred. Except as expressly provided in the preceding sentence, no
Party may assign any of its rights or delegate any of its obligations under this Agreement without
the prior written consent of the other Party.

8.3 Amendment. The provisions of this Agreement may be amended or wajved only in
writing by the Parties. The failure of either Party to enforce at any time any provision of this
Agreement will not be construed to be a wajver of such provision, nor in any way to affect the
validity of this Agreement or any part hereot or the right of any Party thercafter to enforce each
and every provision. No waiver of any breach of this Agreement will be held to constitute a
waiver of any other or subsequent breach.

8.4 Confidentiality.

(a) Prohibited Disclosures. Each Party, individually and on
behalf of its affiliates, and their respective members, directors, officers, cmployees,
and other agents, agrees (o hold in confidence all Confidential Information of the
other Party disclosed to it by the other Party and 10 limit disclosure of such
Confidential Information to only those members, directors, trustees, officers,
employees, agents and advisors of the recetving Party or of its affiliates who have a
need to know such Confidential Information for purposes of implementing or
carrying out the Affiliation. Each receiving Party will take reasonable measures to
ensure that such Confidential Information is not distributed beyond the members,
direetors, trustees, officers, employees, agents and advisors of the receiving Party or
its aftiliates with such a need to know. Each Party will require all members,
directors, trustecs, officers, employees, agents and adyisors of the Party or its
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affiliates who have access to Confidential Information of the other Party to agree to
confidentiality restrictions limiting their use and disclosure of such Confidential
Information to purposes associated with the Affiliation and prohibiting them from
disclosing such Confidential Information to third parties. No Party nor any of the
Parties’ affiliates will disclose the Confidential Information of the other Party to any
other person or entity (except as required by a facially valid judicial or governmental
request, requirement or order) regardless of a pre-existing relationship or claim of
interest in such Confidential information,

b) Permitted Use. Each Party may use the Confidential
[nformation of the other Party disclosed to it only for the purpose of implementing
and carrying out the Affiliation and may not otherwise use the Confidentjal
Information of the other Party for its own benefit (or for the benefit of another person
or entity). If a receiving Party is requested or required in a judicial, administrative or
governmental proceeding to disclose any Confidential Information of the other Party,
it will notify the disclosing Party as promptly as practicable so that the disclosing
Party may either seck an appropriate protective order or waive the provisions of this
Agreement. If, in the absence of any protective order or waiver, the receiving Party
is, in the written opinion of its counsel, required to disclose Confidential Information
in any court or tribunal, or pursuant to compulsory process of a governmental
agency, it may disclose such Confidential Information without liability hereunder.

(c) Excepted Information. The obligations of a Party as recipient
of Confidential Information of the other Party under this Agreement will not apply to

any such information (i) which is or becomes generally available to the public or
otherwise in the public domnain: (it) which was or is otherwise available to or
disclosed to the recciving Party on a non-confidential basis, other than by virtue of a
breach of this Agreement; or (iii) which is approved for release by written
authorization of an authorized officer of the Party whose Confidential Information is
to be disclosed.

(d) Marking Confidential Information. Each dj sclosing Party will
use reasonable efforts to mark all tangible materials that disclose or embody
Confidential Information of such Party as “Confidential,” “Proprietary” or the
substantial equivalent thereof and to ident; fy Confidential Information that is
disclosed orally or visualty as confidential at the time of disclosure.

(e) Return and Destruction. Should this Agreement terminate
prior to the Effective Date, each Party agrees (i) that it will promptly return to the
disclosing Party or, with the permission of the disclosing Party, destroy all
Confidential Tnformation obtained from the disclosing Party and all notes,
memoranda and other material whicly reflect, interpret, evaluate or are derived from
such Confidential Information; and (ii) that it will not use such Confidential
Information in its future decision-making, Notwithstanding the foregoing provisions

31




06/13/2013 Affiliation CON-265

of this Section 8.4(e), in no event will any Party (or such Party’s attorneys or other
advisors) be required to return or destroy any due diligence analyses or attorney work
product prepared in contemplation of the Affiliation.

H Remedies. The Parties acknowledge and agree that any breach
of the obligations under this Section 8.4 wil] result in irreparable injury to the Party
whose Confidential Information is or is to be disclosed and that the Party so injured
will have the right to specific enforcement of the restrictions of this Section 8.4 as
well as all rights that it may have in accordance with the provisions of Section 8.9
hercof.

8.5 Fleadings. The headi ngs in this Agreement are for purposes of reference only and
will not limit or otherwise affect the meaning hereof. Each covenant contained herein will be
construed as being independent of each other covenant contained herein, so that compliance with
any one covenant will not be deemed to excuse compliance with any other covenant,

8.6 Interpretation. Except where expressly stated otherwise in this Agreement, the
following rules of interpretation apply to this Agreement: (i) “include”, “includes” and
“including” are not Iimiting and mean include, includes and ncluding, without limitation; (i1)
definitions contained in this Agrecment are applicable to the singular as well as the plural forms
of such terms; (iii) references to an agreement, statute or instrument mean such agreenment, statute
or instrument as from time to time amended, modified or supplemented; (iv) references to an
“Exhibit,” “Section” or “Schedule” refer to a Section of, or any Exhibit or Schedule to, this
Agreement unless otherwise indicated; (v) the word “will” will be construed to have the same
meaning and effect as the word “shall”; (vi) the word “any” will mean “any and all” unless
otherwise indicated by context: (vit) the word “day” will mean calendar day, and days will be
counted by excluding the first and including the last day, provided that when the last day fails on a
Saturday, Sunday, or holiday, the last day will be the next day which is not a Saturday, Sunday, or
holiday; and (viii) references (o an hour of the day mean such hour of the day in Eastern Time.

8.7  Scverability. In case any provision in this Agrecment will be determined by a court
of competent jurisdiction to be invalid, illegal or uncnforceable, the validity, legality and
enforceability of the remaining provisions will not in any way be affected or impaired thereby.

8.8  Cntire Agreement. This Agreement, together with the Exhibits and Schedules
attached hereto, will be decmed for all purposes to constitute the entire agreement of the Parties
pertaining to the subject matter hereof and supersedes and cancels all prior agreements, whether
oral or written, Pertaining to the subject matter hereof. Each Party confirms that it is not relying
on any representalions, warranties or covenants of the other Party except as specifically sct out in
this Agreement and that certain Mutyal Confidentiality Agreement dateg September 16, 2011,

8.9 Exclusive Remedies. The Parties hereto expressly waive and agree to forgo any
and all rights to seek and obtain any form of monetary, cconomic or other damages (including
actual, consequential, punitive and other forms of monetary or economic damages) except as
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expressly set forth herein, and each of the Parties further agrees that each of the Parties wil] be
entitled to injunctive relief to prevent a violation of this Agreement and to obtain specific
performance to require adherence to the obligations created by this Agreement. Before either
Party brings legal action against the other Party (the “Defaulting Party”) for failure to perform in
any material respect any of its obligations under this Agrecment, the entity alleging the breach (the
“Alleging Party”) will first give the Defaulting Party written notice setting forth such failure in
reasonable detail and stating that the Alleging Party requircs such obligation to be performed, and
will give the Defaulting Party the opportunity to perform such obligation in all material respects
within sixty (60) days of its receipt of such notice, or such longer period as is necessary if for
rcasons outside the control of the Defaulting Party such obligation cannot be performed within
such sixty (60) day period, so long as the Defaulting Party is continuing in good faith to use its
best efforts to perform such obligation. If any legal action relating to the enforcement of this
Agreement is brought by a Party against the other Party, the prevailing Party will be entitled to
recover its reasonable costs, expenses and attorneys’ fees.

8.10  No Third Party Beneficiaries. This Agreement is not intended to confer upon any
person other than the Parties any rights or remedies hereunder. No person other than the Parties
will have any rights, interest or claims hereunder or be entitled to any benefits under or on account
of this Agreement as a third-party beneficiary or otherwise.

8.11  Notices. Any notice hereunder may be given by facsimile transmission, with
confirmation of transmission; by hand; by certified mail, return receipt requested; or by overnight
delivery service, delivered to the Parties at their respective addresses or facsimile numbers set
forth below, or to such other address or facsimile number as a Party may specify by notice to the
other Party. Notices will be deemed given when actually received.

If to NHSC:

Norwalk Health Services Corporation

c¢/o Norwalk Hospital

34 Maple Street

Norwalk, CT 06850

Attn: Mr. Daniel J. DeBarba, Jr., President and Chief Executive Officer
Fax: (203) 852-1553

With a copy to:

Norwalk Health Services Corporation

¢/o Norwalk Hospital

34 Maple Street

Norwalk, CT 06850

Attn: Ms. Kristen Staikos, Chief Legal Officer
Fax: (203) 852-1553
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Ifto WCHN:

Western Connecticut Health Network, Inc.

24 Hospital Avenue

Danbury, CT 06810

Attn: John M. Murphy, M.D. President and Chief Executive
Officer

Fax: (203) 739-8751

With a copy to:

Western Connecticut Health Network, Inc.
24 Hospital Avenue
Danbury, CT 06810
Attn: Carolyn McKenna, Gereral Counsel
Fax: (203) 739-8751

8.12  Counterparts. This Agreement may be executed in any number of counterparts and
by the Parties on separate counterparts, but all such counterparts will together constitute but one
and the sanie instrument.

9. DEFINITIONS.

9.1 “Act” mcans the Connecticut Revised Non-Stock Corporation Act.

9.2 “Affiliation” has thc meaning set forth in the Preamble.

9.3 “Agreement” has thc meaning set forth in the Preamble.

94  “Alleging Party” has the mcaning set forth in Section 8.9.

9.5  “Attorney General” has the meaning set forth in Scction 4.3.

9.6 “Closing” has the meaning set forth in Section 1.2.

9.7 “Closing Date” has the meaning set forth in Section 1.2.

9.8 “Closing Memorandum” has the meaning set forth in Section 1.2.
6.9 “Code” has the meaning set forth in Section 7.3(d).

9.10 *“Confidential Information” means, with respect to a Party, all confidential or
proprietary information concerning the business, finances or other affairs of such Party or of its
affiliates disclosed in any manner, whether orally, visually or in written or other tangible form
(inciuding documents, devices and computer readable media) and alt copies thereof, whether

34




06/13/2013 Affiliation CON-268

created by the discloser or recipient, by such Party or by its agents or employees to the other Party
or its agents prior to, on or after the Effective Date.

9.11  “Defaulting Party” has the meaning set forth in Section 8.9,

912 “DOJ” has the meaning set forth in Section 4.2.

9.13  “Due Diligence Information” means the information disclosed by WCHN to NHSC
and the information disclosed by NHSC to WCHN in writing as part of the due diligence process
or in writing pursuant to Section 3.6.

9.14  “Effective Date” has the meaning set forth in Section 1.2.

9.15  “ERISA” means Title [V of the Employee Retirement Income Security Act of
1974, as amended.

9.16  “Financial Statement” has the meaning set forth in Section 7.1(c).

9.17  “FTC” has the meani ng set forth in Section 4.2.

9.18  “Initial Governance Structure” has the meaning set forth in Section 2.

9.19  “Initial Period” has the meaning set forth in Section 2.

9.20  “Initial WCHN Dircctors” has the meaning set forth in Section 2. I(b).

9.21  “Interim Financial Statement” has the meantng set forth in Section 7. I(c).

9.22 “Letter of Intent” has the meaning set forth in the Preamble.

9.23  “Malerial Transaction™ means the execution, amendment, or extension of an
employment or consulting agreement for any Vice President or higher leve! exccutive; the
incurrence of any indebtcdness other than endorsement for deposit in the ordinary course of
business; or entering into any contract, obligation, or other undertaking that (i) has a term of one
(1) year or greater and that requires any Party or Affiliate to make annual payments greater than
One Million Dollars ($1 ,000,000), excluding therefrom ordinary course renewals on substantially
the same terms of such agreements in effect as of the date of this Agreement; (i1) will restrict the
ability of the WCHN System or the NHSC Entities or any component thereof to compete in any
manner in any geographic area; ( iit) that requires any Party to make any payments or disposition
of assets in any year of greater than Two Million Dollars ($2,000,000); (iv) that includes an
exclusive dealing, requirements, or output arrangement; or (v} that involves a payment in cash or
in kind to or from any member of the governing body of any NHSC Entity or any WCHN Entity,
or any immediate family member of the foregoing.

9.24  “NHA” has the meaning set forth in the Preamble.
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9.25  “NHA Board” has the meaning set forth in Section 1.1(c).

9.26  “NHSC” has the meaning set forth in the Preamble.

9.27  “NHSC Board” has the meaning set forth in Section 1.k(b).

9.28 “NHSC Designee” has the meaning set forth in Section 2.1(b).

9.29  “NHSC Entities™ has the meaning set forth in the Preamble.

930 “NHSC Material Adverse Effect” means (i) any adverse circumstance or change in
or effect on a NHSC Entity’s business, operations, assets, liabilities, prospects or condition,
financial or otherwise, which is material to NHSC, including suspension, surrender, revocation or
restriction in any manner of a NHSC Entity’s (a) participation in any government health care
reimbursement program, inc uding Medicare and Medicaid, or (b) license, registration, or
certificate necessaty to provide health care services; (ii) any adverse circumstance or change in or
effect on its business, operations, assets, prospects or condition, financial or otherwise, whic h,
when considered together with all other adverse changes and effects with respect to which such
phrase is used in this Agreement, is material to the NHSC Entities considered as a single
enterprise; or (iii) any change which would impair the ability of NHSC or any of the NHSC
Entities to perform its obligations hereunder.

931 “NHSC Plan” has the meaning set forth in Section 7,3(h).

932 “Party” has the meaning set forth in the Preamble.
9.33  “Permit” has the meaning set forth in Section 7.3(1).

9.34  “Stark Law” has the meaning set forth in Section 7.3(j).

9.35  “Super-majority Vote™ has the meaning set forth in Section 2. 1(f).
9.36  “Sysiem Policies” has the meaning sct forth in Section 6.4(a).
9.37  “WCHN"” has the meaning set forth in the Preamble.

9.38  “WCHN Board” has the meaning set forth in Section l.1(a).

9.39  “WCHN Designee” has the meaning set forth in Section 2. 1 (b).

9.40  “WCHN Entities” has the meaning set forth in the Prcamble,

2.41  “WCHN Material Adverse Effect” means (i) any adverse circumstance or change
tn or effect on a WCHN Entity’s business, operations, assets, liabilities, prospects or condition,
financial or otherwise, which is material to WCHN, including suspension, surrender, revocaiion or
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restriction in any manner of a WCHN Entity’s (a) participation in any government health care
reimbursement program, including Medicare and Medicaid, or (b) license, registration, or
certificate necessary to provide health care services; (i} any adverse circumstance or change in or
effect on a WCHN Entity’s business, operations, assets, prospects or condition, financial or
otherwise, which, when considered together with all other adverse changes and effects with
respect to which such phrase is used in this Agreement, is material to the WCHN Entities
considered as a single enterprise; or (iii) any change which would impair the ability of WCHN or
any of the WCHN Entities to perform its obligations hereunder.

[REMAINDER OF PAGE INTENTIONALLY LEFT BLANK]
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IN WITNESS WHEREOF, the Parties have caused this Agreement to be executed by their
respective, duly authorized officers as of the dale first above written.

7

Witness  / NORWALK HEALTH SERVICES
CORPORATION
(\ By: é:mg(/@///
[Name] v iespd 216 Mr. Daniel J. DeBafba, Jr.,
[Title) President and Chief Executive Officer
Witness WESTERN CONNECTICUT HEALTH
NETWORK, INC.
61_—-1-), 47/2/1 ~ By: WW\ >7/ ﬁu(/b ‘/E%)(L'L/\
[Name] \ 3 John M’ Murphy, M.D.
w'i![e] ] President gnd Chief Executive OFf] cer
L’/
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EXHIBIT A-1
WCHN Amended and Restated Certj ficate of Incorporation
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AMENDED AND RESTATED
CERTIFICATE OF INCORPORATION

OF
WESTERN CONNECTICUT HEALTH NETWORK, INC.

The board of directors of Western Connecticut Health Network, Inc. hereby amends and
restates its certificate of incorporation pursuant to the Connecticut Revised Nonstock
Corporation Act (the “Act”). References included in this certificate to provisions of the “Internal
Revenue Code™ shall be deemed to refer to provisions of the Internal Revenue Code of 1986, as

amended, or to any corresponding provision of future federal law.

l. Name. The name of the corporation is Western Connecticut Health Network, Inc.

(the “Corporation’).

2. Nonprofit Corporation. The Corporation is nonprofit and shall not have or issue

shares of stock or make distributions except as otherwise provided in this certificate of

incorporation or the bylaws of the Corporation or by applicable statute,

3. Membership. The Corporation is a membership corporation. The following

three classes of individuals serve together as the members of the Corporation (the “Members™):

(a) Life Members. All persons listed in the Corporate records of The Danbury
Hospital as Life Members as of the thirtieth day of March, 2001, shall be Members of the

Corporation until their death or res; gnation.

(b) Elected Members. Elected Members of the Corporation shall be
nominated and elected (o serve one (1) year terms in accordance with the provisions of the
bylaws of the Corporation. Any person making a monetary contribution to, or who has
volunicered a substantial portion of time to the Corporation, any subsidiary or division thereof,
or The Danbury Hospital, the New Milford Hospital, Inc., or The Norwalk Hospital Association
{collectively, the “Hospitals”), or who has shown a willingness to commit a substantial portion of
his or her time to the Corporation, or any subsidiary or division thereof, or the Hospitals, is

cligible to be an Elected Member; provided that current employees of the Corporation, any

HO31947.v10
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subsidiary or division thereof, or of the Hospitals, are not eligible for election as Elected

Members,

(c) Ex-Officio Members. The President of the Corporation, the President of
The Danbury Hospital, the President of The Danbury Hospital’s Medical Staff, the President of
New Milford Hospital, Inc., the President of the New Milford Hospital’s Medical Staff, the
President of The Norwalk Hospital Association, the President of The Norwalk Hospital
Association’s Medical Staff, the Mayor of the City of Danbury, the Mayor of New Milford, and
the First Selectman or Chief Executive Officer of the Towns of Bethel, Brookfield, New
Fairfield, Newtown, Redding and Ridgefield shall be Ex-Officio Members of the Corporation,
The board of directors of the Corporation (the “Board”) shall have the power to add from time to
time additional Ex-Officio Members without, in each instance, amending this certificate of

incorporation.

4., Registered Agent. The Corporation’s registered agent is on file with the
Secretary of the State and shall be R&C Service Company, with a business office located at 280
Trumbull Street, Hartford, Connecticut 06103-3597.

5. Purpeses. Subject 1o the restrictions set forth in Article 9 below, the nature of the
activitics to be conducted, or the purposes to be promoted or carried out by the Corporation shall
be exclusively charitable, scientific and educational within the meaning of Section 501(c)(3) of

the Internal Revenuc Code, and shall include the following:

(A)  To benefit, perform the functions of, carry out the purposes of, and
uphold, promote and further the welfare, programs and activities of the Hospitals:

(1) By initiating, dcveloping, recommending and carrying out the
Hospitals’ goals and priorities for new or expanded programs for the benefit of
the Hospitals;

(ii) By continuously re-eval vating, maintaining and revising a master
plan for the programs and facilities of the Hospitals,

(i) By considering and recommending the acquisition of properties or

the construction of facilities by or for the use of the Hospitals;
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(iv) By planning for the acquisition and placement of new facilities and
equipment by or for the use of the Hospitals; and

(v) By performing public relations work on behalf of the Hospilals,
and soliciting and recciving subscriptions and gifts exclusively for the charitable
purposes of the Hospitals.

(B}  To initiate, develop, Operate and maintain, for the Hospitals and for other
hospitals and health care facilities, programs directed toward improving the efficiency or
utilization of health care facilities and services in the State of Connecticut, and in the
service areas of the Hospitals in particular, and reducing the cost of health care to the
public while maintaining a high quality of such care.

(C)  To initiate, develop, operate and maintain educational programs for health
professionals and for the public, including programs of nursing education, continuing
medical education, residency training and community health education.

(D)} To initiate, develop, operate and maintain, in cooperation with the
Hospitals and with other hospitals and health care facilities, programs for the delivery of
health care services (o persons other than hospital patients; and to further this objective,
the Corporation may operate, directly or through one or more separate corporations, onc
or more neighborhood health centers, retirement centers, nursing homes, rehabilitation
and mental health centers, industrial health facilities, health maintenance organizations,
home care agencies, surgical centers and similar programs and facilities,

(E)  To acquire, improve, hold and lease to the Hospitals and to other hospitals
and health care facilities any real or personal property useful to the accomplishment of
the purposes of the Corporation, the Hospitals or such other hospitals or health care
facilitics.

(F) To receive and accept public and private gifts, trusts, donations, granis,
loans and other sources of funding to promote the purposes of the Corporation; and
generally to do and perform such other acts and to exercise such other powers as may be
authorized or permitted under the laws of the State of Connecticut to promote and attain
the purposes set forth herein.

(G)  'To engage in any lawfut act or activity for which a corporation may be

organized under the Connecticut Revised Nonstock Corporation Act, including without

Lad
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limitation, the making of grants to organizations that qualify as exempt organizations
under Section 501(c)(3) of the Internal Revenue Code, or any corresponding provision of

future federal law to promote the purposcs of the Corporation.

6. Board of Dircctors. The activities, business, property and affairs of the

Corporation shall be managed by a board of not less than three directors elected by the Members,

as may be further provided in the Corporation’s bylaws.

7. Rights of Members. Members shall elect directors of the Corporation and

Elected Members in accordance with the Corporation’s bylaws. The Members shall have the
right to vote on those amendments to this certificate of incorporation or the bylaws of the
Corporation that limit, reduce, or eliminate their existing rights. Any such amendment of this
certificate of incorporation shall require approval of two-thirds of the Members voti ng thereon, a
quorum as defined in the bylaws of the Corporation being present. Any such amendment of the
bylaws shall require approval of the Members in accordance with the bylaws. The Members
shall also have the right to approve any dissolution, merger, or salc of assets other than in the
normal course of business, of the Corporation by a vote of two-thirds of the Members voting
thereon, a quorum as defined in the bylaws being present. The Members may vote on such other
matters as may be presented to them trom (ime to time by the board of directors of the
Corporation, but the Members shall not have the right to vote on any matter except as specified

above or as expressly specified under the Act.

8. Limitation ou Liability of Directors. The personal liability of a director to the
Corporation or its Members for monetary damages for breach of duty as a director shall be
limited to the amount of compensation, if any, received by the director for serving the
Corporation during the year of the violation, so long as the breach was not of a sort for which

such limitation of Hability is not permitted by Section 33-1 026(b)(4) of the Act.

Nothing contained in this Article 8 shal] be consirued to deny a director of the
Corporation the benefit of Section 52-557m of the General Statutes of Connecticut, or of any

other limitation of liability available (o such director under law. Any repeal or modification of
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this Article 8 shall not adversely affect any right or protection of a director of the Corporation

cxisting at the time of such repeal or modification.

9. Limitations. Notwithstanding any other provision of this certificate of

incorporation;

(@ The Corporation shall at all times be organized and operated exclusively
for religious, charitable, scientific, literary, educational or other purpose within the meaning of

Section 501(c)(3) of the Internal Revenue Code;

(b)  No part of the net earnings of the Corporation shall inure to the benefit of
or be distributable to the Corporation’s directors, officers or other private persons, provided that
the Corporation may pay reasonable compensation for services actually rendered, may reimburse
reasonable expenses actually incurred by any such persons, and may make payments and
distributions, to the extent reasonable and necessary, in furtherance of the purpose set forth in

Article 5 above;

(c) No substantial part of the activitics of the Corporation shal] include
carrying on propaganda or otherwise attempting to influence legislation, and the Corporation
shall not participate or intervene (including by the publication or distribution of statements) in

any political campaign on behalf of or in opposition to any candidate for public office; and

{d) The Corporation shall not conduct any activities, nor exercise any power,
not permitted to be conducted by a corporation exempt from taxation under Section 501(a) of the
Internal Revenue Code as an organization described under Section 50 1(c)(3) of the Internal
Revenue Code, or by a corporation the contributions to which are deductible by a contributor
under Section 170(c)(2), 2055(a)(2) or 2522(a)(2) of the Internal Revenue Code.,

10. Indemnification. The Corporation shall indemnify and advance expenses to its

directors to the fullest extent permitted by law. Without limiting the foregoing, the Corporation

shall indemnify its directors against liability to any person for any action taken, or any failure to

take any action, as a dircctor, except liability of a sort for which indemnification is not permitted
by Section 33-1 026(b)(5) of the Act. Tn addition, the Corporation may indemnify and advance

cxpenses to officers, employees and agents of the Corporation who are not directors to the same
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extent as directors, and may further indemnify such officers, employees and agents to the extent
provided by the specific action of the Corporation and permitted by law. The Corporation may

also procure insurance providing greater indemnification as provided by law.

1. Dissolution. The existence of the Corporation shall be perpetual unless sooner
dissolved. If the Corporation is dissolved, all of its assets remaining for distribution after
payment of obligations or provision for the same shall be distributed (subject to any restrictions
imposed by any applicable will, trust, deed, agreement or other document) to one or more
organizations organized and operated for religious, charitable, scientific, literary, educational or
other purpose set forth in Section 501(c)(3) of the Internal Revenue Code, in such proportions as
the board of directors (or if the board of directors fails lo act a court of competent jurisdiction)

may dctermine.

6
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EXHIBIT A-2
NHSC Amended and Restated Certificate of Incorporation
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AMENDED AND RESTATED
CERTIFICATE OF INCORPORATION

NORWALK HEALTH SERVICES CORPORATION

The board of directors of Norwalk Health Services Corporation hereby amends and

restates s cerlificate of incorporation pursuant to the Connecticut Revised Nonstock
Corporation Act (the “Act”). References included in this certificate to provisions of the
“Code” shall be deemed to refer to provisions of the Internal Revenue Code of 1986, as

amended, or to any corresponding provision of future federal law,

L. The name of the Corporation is and remains NORWALK HEALTH SERVICES

CORPORATION (the "Corporation").

2. The nature of the activities to be conducted, or the purposes to be promoted or
carried out by the Corporation shall be exclusively charitable, scientific and educational within

the meaning of Section 501(c)(3) of the Code and shall include the following:

Al To bernefit, perform the functions of, carry out the purposes of, and uphold,
promote and further the welfare, programs and activities of The Norwalk Hospital Association

(the "Hospital™), and the Corporation's other subsidiaries:

l. by initiating, developing, recommending and carrying out the goals and
priorities for new or expanded programs for the benefit of the Hospital and the Corporation's

other subsidiaries;

12004926-v6
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2, by continuously evaluating, recvaluating, maintaining and revising a
master plan for the programs and facilitics of the Hospital and the Corporation's other

subsidiaries;

3. by considering and recommending the acquisition of properties or the
construction of facilities by or for the use of the Hospital and the Corporation's other

subsidiaries;

4. by planning for the acquisition and placement of new facilities and

equipment by or for the use of the Hospital and the Corporation's other subsidiaries; and

3. by performing public relations work on behalf of the Hospital and the
Corporation's other subsidiaries, and by soliciting and receiving subscriptions and gifts for the
exclusively charitable purposes of the Hospital and the Corporation's other tax-exempt

subsidiaries.

B. To initiate, develop, operate and maintain for the Hospital, the Corporation's other
subsidiarics, and other hospitals and health care facilities, programs directed toward mptroving
the efficiency of utilization of health care facilities and services in the State of Connecticut, and
in the Southwestern Connecticut area in particular, and reducing the cost of health care 1o the

public while maintaining a high quality of such care,

C. To initiate, develop, operate and maintain educational programs for health
professionals and for the public, including programs of nursing education, continuing medical

cducation, residency trainin & and community health education.
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D. To initiate, develop, operate and maintain, in cooperation with the Hospital, the
Corporation's other subsidiaries, and other hospitals and health care facilities, programs for the
delivery of health care services to persons other than hospital patients, and to further this object,
to operate, directly or through one or more separate corporations, such health centers, retirement
centers, nursing homes, rehabilitation centers, industrial health facilities, health maintenance
organizations, surgicenters and similar programs and facilities as the Board of the Corporation

shall determine.

E. To acquire, improve, hold and lease to the Hospital, the Corporation's other
subsidiaries, and ather hospitals and health care facilities any real or personal property useful to
the accomplishment of the purposes of this Corporation, the Ilospital, the Corporation's other

subsidiarics, or such other hospitals or health care facilitics.

F. To receive and accept public and private gifts, trusts, donations, grants, loans and
other sources of funding to promote the purposes of this Corporation and its subsidiaries, and
gencrally to do and perform such other acts and to exercise such other powers as may be
authorized or permitted under the laws of the State of Connccticut to promote and attain the

purposes set forth herein.

G. To engage in any lawful act or activity for which a corporation may be organized
under the Act, including without limitation, the making of grants to organizations that qualify as
cxempt organizations under Section 501(c)(3) of the Code, or any corresponding provision of

future federal law to promote the purposcs of the Corporation.

3. The Corporation is nonprofit and shall not have or issue shares of stock or pay

dividends.
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4, The Corporation shall have but one member, Western Connecticut Health
Network, Inc., a corporation organized under the Act (the “Member™). Subject to and in
accordance with this certificate of incorporation and the bylaws of the Corporation, the Member
shall have the exclusive right: (1) to amend the bylaws of the Corporation, (ii) to elect the
Carporation's directors, and (iii) to appoint individuals to fill vacancies on the board of directors

ol the Corporation (the “Board”).

5. The activities, business, property and affairs of the Corporation shall be managed
by a board of not less than three directors elected by the Member, as may be further provided in

the Corporation’s bylaws.

6. The Corporation is organized for charitable, scientific and educational purposes
within the meaning of Section 501 (c)(3) of the Code, including, for such purposes, the making of
distributions to organizations that qualify as exempt organizations under said section. No part of
the nel earnings of the Corporation shall inure to the benefit of, or be distributable to, any private
individual, except that the Corporation shall be authorized and empowcred to pay reasonable
compensation for services actually rendered, may reimburse reasonablc €xpenses actually
incurred by any such persons, and may make payments and distributions, to the extent reasonable
and necessary, in furtherance of its purposes. No substantial part of the activities of the
Corporation shall include carrying on propaganda or otherwise attempting to influence
legislation, and the Corporation shall not participate or intervene (including by the publication or
distribution of statements) in any political campaign on behalf of or in opposition to any
candidate for public office. Notwithstanding any other provisions of this Certificate of
Incorporation, the Corporation shall not carry on any other activities not permitted to be carried
on by any organization exempt from federal income tax under Section 501(a) and described in

4
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Section 501(c)(3) of the Code, contributions to which are deductible under Section 170(¢)(2),

2055(a)(2) or 2522(a)(2) of the Code.

7. The personal liability of a director to the Corporation, or its Member, for
monetary damages for breach of duty as a director shall be limited to the amount of
compensation, if any, received by the director for serving the Corporation during the year of the
violation, so long as the breach was not of a sort for which such limitation of liability is not
permitted by Section 33-1026(b)(4) of the Act. Nothing contained in this Article 7 shall be
construed to deny a director of the Corporation the benefit of Section 52-557m of the General
Statutes of Connecticut, or of any other limitation of liability available to such director under
law. Any repeal or modification of this Article 7 shall not adversely affect any right or

protection of a director of the Corporation existing at the time of such repeat or modification.

8. The Corporation shall indemnify and advance expenses to its directors to the
fullest extent permitted by law. Without limiting the foregoing, the Corporation shall indemnify
its directors against liability to any person for any action taken, or any failure to take an y action,
as a director. except liability of a sort for which indemnification is not permitted by Section 33-
1026(b)(5) of the Act. In addition, the Corporation may indemnify and advance expenses to
officers, employees and agents of the Corporation who are not directors (o the same extent as
directors, and may further indemnify such officers, employees and agents to the extent provided
by the specific action of the Corporation and permitted by law. The Corporation may also

procure insurance providing greater indemnification as provided by law.

9. The existence of the Corporation shall be perpetual unless sooner dissolved. If

the Corporation is dissolved, all of its assets remaining for distribution alter payment of




06/13/2013 Affiliation CON-286

obligations or provision for the same shall be distributed (subject to any restrictions imposed by
any applicable will, trust, deed, agreement or other document) to the Hospital, provided that the
Hospital is at that time an organization exempt from taxation as an organization described under
Section 501(c)3) of the Code, and elects to accept such assets. If the Hospital is not so exempt,
if it is not in existence at that time, or if it is unable or unwilling to accept such assets, then all of
the Corporation’s remaining assets shall be distributed for use restricted to purposes substantially
similar to those set forth in this certificate of Incorporation to one or more organizations
organized and operated for religious, charitable, scientific, literary, educational or other purpose
set forth in Section 501(c)(3) of the Code, in such proportions as the Board (or if the Board fails

to act a court of competent jurisdiction) may determine.
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EXHIBIT A-3
NHA Amended and Restated Certificate of Incorporation
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AMENDED AND RESTATED
CERTIFICATE OF INCORPORATION
OF
THE NORWALK HOSPITAL ASSOCIATION

The board of directors of The Norwalk [ospital Association hereby amends and restates its
certificate of incorporation pursuant to the Connecticut Revised Nonstock Corporation Act (the
“Act”). References included in this certificate to provisions of the “Code” shall be deemed to
refer to provisions of the Internal Revenue Code of 1986, as amended, or to any corresponding
provision of future federal law.

ARTICLE }

The name of this Corporation is and remains THE NORWALK HOSPITAL ASSOCIATION
(the “Hospital™).

ARTICLE I}
The specific purposes of the Hospital shall be:

(a) to establish, support, manage and furnish facilities, personnel and services to provide
diagnosis, medical surgical and hospital care, extended care, outpatient care, home carc
and other medically related services to sick, injured or disabled persons without regard to
race, color, sex or national origin;

(b) to carry on such activities related to rendering care to the sick or injured or the promotion
of health which, in the opinion of the board of directors (the “Board”) may be justified by
the facilitics, personnel, funds or other requirements that are or can be made available;
and

(c) to engage in any and all activities consistent with or in furtherance of the above purposes.

ARTICLE {1l
The Hospital is located in the City of Norwalk, County of Fairficld, and State of Connecticut.
ARTICLE tv
The Hospilal shall have but onc mernber, Norwalk Health Services Corporation, a corporation
organized under the Act (the “Member™). The Member shall have the exclusive right in
accordance with this certificate of incorporation and the bylaws of the Corporation: (i) to amend

the bylaws of the Corporation, (i) to elect the Corporation's directors, and (iii) to appoint
individuals to fill vacancies on the board of directors of the Corporation (the “Board”).

11679083-v$
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ARTICLE V

The Hospital shall not have or issue shares of stock or pay dividends. The existence of the
Hospital shall be perpetual unless sooner dissolved. If the Hospital is dissolved, all of its assets
remaining for distribution aflter payment of obligations or provision for the same shall be
distributed (subject to any restrictions imposed by any applicable will, trust, deed, agreement or
other document) to the Member, provided that the Member is at that time an organization exempl
from taxation as an organization described under Section 301(c)(3) of the Code, and elects to
accept such assets. If the Member is not so exempt, if it is not in existence at that time, or if it is
unable or unwilling to accept such assets, then all of the Hospital’s remaining assets shall be
distributed for use restricted to purposes substantially similar to those set forth in this certificate
of incorporation to one or more organizations organized and operated for religious, charitable,
sctentific, literary, educational or other purpose set forth in Section 501(c)(3) of the Code, in
such propottions as the Board (or if the Board fails to act a court of competent jurisdiction) may
determine.

ARTICLE VI

The activities, business, property and affairs of the Hospital shall be managed by a board of not
less than three directors elected by the Member, as may be further provided in the Hospital’s
bylaws.

ARTICLE VII

The Hospital is organized for charitable, scientific and educational purposes within the meaning
of Section 501(c)(3) of the Code, including, for such purposes, the making of distributions to
organizations that qualify as exempt organizations under said section. No part of the net
carnings of the Hospital shall inure to the benefit of, or be distributable to, any privarte individual,
except that the Hospital shall be authorized and empowered to pay reasonable compensation for
services actually rendered, may reimburse reasonable expenses actually incurred by any such
persons, and may make payments and distributions, to the extent reasonable and necessary, in
furtherance of its purposes.

No substantial part of the activities of the Hospital shall include carrying on propaganda or
otherwisc atlempting to influence legislation, and the Hospital shall not participate or intervene
(including by the publication or distribution of statements) in any political campaign on behalf of
or in opposition to any candidate for public office, Notwithstanding any other provisions of this
certificate of incorporation, the Hospital shall not carry on any other activities not permitted to be
carried on by any organization exempt from federal income tax under Section 501(a) and
described in Section 501(c)(3) of the Code, contributions to which are deductible under Section
170(c)(2), 2055(a)(2) or 2522(a)(2) of the Code.

ARTICLE VIIT

The personal liability of a director to the Hospital, or its Member, for monetary damages for
breach of duty as a director shall be limited to the amount of compensation, if any, received by
the director for serving the Hospital during the year of the violation, so long as the breach was

2
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not of a sort for which such limitation of liability is not permitted by Section 33-1026(b)(4) of
the Act.

Nothing contained in this Article V11 shall be construed to deny a director of the Hospital the
benefit of Section 52-557m of the General Statutes of Connecticut, or of any other limitation of
liability available to such director under law. Any repeal or modification of this Article VIiI
shall not adversely affect any right or protection of a director of the Hospital existing at the time
of such repeal or modification.

ARTICLE 1X

The Hospital shall indemnify and advance expenses to its directors to the fullest extent permitted
by law. Without limiting the foregoing, the Hospital shall indemnify its directors against liability
to any person for any action taken, or any failure to take any action, as a director, except liability
of a sort for which indemnification is not permitted by Section 33-1026(b)(5) of the Act. In
addition, the Hospital may indemnily and advance expenses to officers, employees and agents of
the Hospital who are not directors to the same extent as directors, and may further indemnify
such officers, employees and agents to the extent provided by the specific action of the Hospital
and permitted by law. The Hospital may also procure insurance providing greater
indemnification as provided by law.
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EXHIBIT B-!
WCHN Amended and Restated Bylaws
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AMENDED AND RESTATED
BYLAWS OF

WESTERN CONNECTICUT HEALTH NETWORK, INC.

12055269-v]
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AMENDED AND RESTATED
BYLAWS
of

WESTERN CONNECTICUT HEALTH NETWORK, INC,

ARTICLE 1. GENERAL

L1, Purpese. These bylaws supplement certain provisions of the certificate of
incorporation of Western Connecticut Health Network, Inc. (the “Corporation™) and the
Connecticut Revised Nonstock Corporation Act, as amended from time to time (the “Act”),

1.2.  Offices of Corporation. The Corporation’s board of directors (the “Board”) shall

have the power to determine the location of the registered office, in accordance with applicable
law, from time to time, and to designate the principal office of the Corporation and such
additional offices as it shall determine in its discretion.

ARTICLE II. MEMBERSHIP

2.1. Membership. The Corporation is a membership corporation. The members of
the Corporation (the “Members™) shall have only such rights, privileges and obligations
conferred upon them by the Corporation’s certificate of incorporation, these bylaws and the Act.
Members shall have no other rights.

2.2, Number and Manner of Appointment of Members. The Members may be

elected, serve for life, or serve ex-officio, as specified in the certificate of incorporation of the
Corporation. The Corporation shall at all times have not less than fifty (50) Members. The
board of directors of The Norwalk Hospital Association (the “NHA Board™) may recommend to

the Governance Committee individuals to serve as Members. From the individuals
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recommended by the NHA Board, the Governance Committee shall nominate and include on a
slate for election by the Members, a number of individuals to serve as Members that 1s equal to
the aggregate number of (a) individuals proposed for Membership who were not nominated by
the NHA Board; (b) individuals serving as Life Members; and (¢) individuals serving as Ex-
Officio Members other than the President of The Norwalk Hospital Association and the
President of The Norwalk Hospital Association Medical Staff, unless the NHA Board consents 1o
including a lesser number of NHA Board recommended Mcmbers on the slate. At their annual
mecting, or any special meeting, the Members shall approve or disapprove a slate of individuals
to servc as elected Members as proposed by the Governance Committee (or such other
commiittee of the Board as may then be charged with nominating individuals to serve as elected
Members). The number of Members presented for election may vary from year to year. All
cleeted Members so appointed shall serve for a term of one year or until the next annual meeting,

2.3.  Member Vacancies. Ifat any time the Corporation shall have less than fifty (50)

Members, the remaining Members shall elect individuals to serve as elected Members as.
proposed by the Governance Committee in a number sufficient to bring the total membership of
the Corporation to fifty (50} or more. I the remaining Members constitute less than a quorum,
the vote of a majority of the remaining Members shall nevertheless constitute action by the
Members. Execept as provided above, vacancics occurring in the membership between annual

meetings shall not be filled.

24.  Mcetings of Members. The annual meeting of the Corporation’s Members shall
be held on such day and at such hour and place as shall be designated by the Board, and as shall
be sct forth in the notice of the meeting. Special meetings of the Members may be called by the

Board, Chair, or President and CEO, and shall be called within fificen (15) days after receipt of
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the written request of at least twenty-five (25) Members of the Corporation. The call for a
special meeting shall fix the time, day and place of the meeting and shall specify the general
purpose or purposes for which the meeting is called.

At cach annual meeting or any special meeting called for such purpose, the Members
shall (i) elect directors and Members in accordance with these bylaws, (ii) receive reports from
the Corporation’s directors, officers, agents and committees, and (iti) conduct any other business
relating to the affairs of the Corporation consistent with the rights of the Members.

2.5.  Natice of Member Mectings. Notice of each meeting of the Members shall be

given to each Member not less than ten (10) days nor more than sixty {60) days before the dale
of the meeting.

2.6. Member Quorum and Voting. Fifteen (15) Members shall constitute a quorum

for the transaction of business, and the act of a majority of Members present in person or by
proxy at any meeting at which a quorum is present at the time of the act shall be the act of the
Corporation’s membership, unless the act of a greater number is required by law, the certificate
of incorporation or these bylaws.

ARTICLE 1I1. BOARD OF DIRECTORS

3.1. Authority. All corporate powers shall be exercised by or under the authority of,
and the activities, property and affairs of the Corporation shall be managed by or under the
direction of, the Board, subject to any limitations set forth in the certificate of incorporation.

3.2, Number and Composition. The Board shall consist of eighteen (18) directors.

As of the Effective Date (as defined in Section 6.7 below), the Board shall be divided as follows:
(i) eleven (11} directors will be individuals who were members of the Board immediately prior to

the Effective Date (the “Initial DH/NMH Directors”); and (ii) seven (7) directors will be

-3
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individuals who were members of the board of directors of Norwalk Health Services Corporation
(“*NHSC™) immediately prior to the Effective Date (the “Initial Norwalk Directors”)(the Initial
DH/NMH Directors and the Initial Norwalk Directors are referred to herein as the “Initial
Directors”). Thereaftcr, the Board shall consist of (1) eleven (11) DH/NMH Directors (as defined
in Section 3.3), and (ii) seven (7) Norwalk Directors (as defined in Section 3.3). The President
and CEO of the Corporation shall serve as a DH/NMH Director, ex-officio, and shall be counted
for purposes of quorum and shall have the ri ght to vote. Until the date of the annual meeting of
the Members held in J anuary 2014 or, if none, the first such annual meeting held thereafter, four
(4) of the DII/NMH Directors shall be members of the Community Board of New Milford
Hospital, [nc. (the “Community Board Directors™). At all times the Board shall include two (2)
tndividuals who also serve on cach of the boards of directors of The Danbury Hospital and New
Milford Hospital, Inc. (collectively, the “DH/NMH Boards™) and the NHA Board.

3.3.  Nomination, Election and Terms of Office. As of the Effective Date, the Initial
DH/NMH Directors and the Initial Norwalk Dircctors shall be divided into three groups, so that
an approximately equal number of directors have terms that expire during each year of the next
three (3) ycars. Al lcast annually thereafter, (i) the DH/NMH Boards collectively shall nominate
individuals to succeed the eleven (I1) Initial DH/NMH Directors and cach of their SUCCessors
(such Initial DE/NMH Directors and their successors being referred to herein collectively as
“DH/NMH Directors” or ind ividually as a “DH/NMH Director”) whose terms are then expiring
and (ii) the NITA Board shall nominate individuals to succeed the seven (7) Initial Norwalk
Directors and each of their successors (such Initial Norwalk Directors and their successors being
referred Lo herein collectively as “Norwalk Directors™ or individually as a “Norwalk Director”)

whosc terms are then expiring. The Board shail approve and submit to the Members, a slate of
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candidates so nominated to succeed those directors whose terms are then expiring. In the event
that the Board does not approve of an individual nominated to act as a DH/NMH Director or a
Norwalk Director, the DH/NMH Boards or the NHA Board, as applicable, shall nominate
another individual for the Board’s approval until a candidate is approved: provided, however, if
the Board declines to elect two (2) candidates proposed to fill the same directorship, the Board
may only decline to elect the third candidate proposed if the Board declines such candidate based
on a Super-majority Vole (as defined below). At their annual meeting, or any special meeting,
the Members shall approve or disapprove such slate of candidates. Except for the Initial
Directors, clected directors shall serve for a term of three (3) years and until their successors are
clected and qualified.

3.4.  Term Limit. As of the Effective Date, the Board shall set the year in which each
of the Initial Dircctors’ eligibility for reelection shall cease. Except for the Initial Directors and
as provided in Section 5.1 of these bylaws, an elected director shall be eligible to serve three (3)
consecutive terms on the Board and shall thereafter be eligible for reelection to the Board only
after one (1) year has elapsed. A director elected to fill a vacancy in an unexpired term shall be
deemed (o have served one (1) three-year term for purposes of eligibility for reelection only if
the director has served more than one (1) year of an unexpired tern.

3.5.  Vacancies. In the event of a vacancy among the DH/NMH Directors or the
Norwalk Dircctors, such vacancy will be filled upon approval of, and election by, a majority vote
of the Board with respect to a candidate nominated by the NHA Board (with respeet to the
Norwalk Directors) or the DII/NMH Boards (with respect to the DH/NMH Directors). In the
event the Board declines to elect any candidate so proposed, the NHA Board or the DE/NMH

Boards, as applicable, will designate one or more new candidates until agreement is reached,
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provided, however, that if the Board declines to efect two (2) candidates proposed to fill the same
vacancy, the Board may only decline to elect the third candidate proposed if the Board declines
such candidate by a Super-majority Vote (as defined below).

3.6.  Meetings and Nofices. An annual meeting of the Board shall be held as soon

after the annual meeting of the Members as feasible, and such annual meeting may be held
immediatcly after the adjournment of the annua) meeting of the Members and at the same place,
without notice. At such meeting, the Board shall elect or appoint, as appropriate, officers of the
Corporation, and shall transact such other business relating to the affairs of the Corporation as
may come before the meeting.

Regular meetings of the Board shall be held at such times as the Board shall from time to
time determine. Special meetings of the Board may be called at any time by the Chair or the
President and CEO, and shall be called by either of them within seven (7) days, and held within
ten (10) days thereafter, after receipt of a written request of any three (3) directors. Meetings of
the Board may be held within or without the State of Connecticut. No notice of regular meetings
shall be required unless specifically dirceted by the President and CEO or the Chair. Except as
otherwise provided in these bylaws, at least two (2) days’ notice shall be given to each director
of each special meeting of the Board, and such notice shall contain the date, time and place of
such special meeting,

3.7. Quorum and Action. A majority of the directors then serving shall constitute a

quorum for the transaction of business, and the act of a numerical majority of the directors
present at a meeting at which a quorum is present shall be the act of the Board, unless the
presence of or act of a greater number is specifically required by these bylaws, the Corporation’s

certificate of incorporation, or the Act. If a quorum shall not be present at any meeting of
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directors, a majority of the directors present at such meeting may adjourn the meeting from time
to time, without notice other than announcement at the meeting, until a quorum shall be present.

3.8.  Super-Majority Voting. Certain actions undertaken by the Board shall be

subject to additional voting requirements, as set forth below.

(a) The actions listed below require approval by a Super-majority Vote (as defined
below), and may require approval of the Members as set forth in the
Corporation’s eertificate of incorporation. A Super-majority Vote is defined for
this purpose as the affirmative vote of two-thirds of the members of the Board
then serving, provided that, in the cvent of any vacancy of the Norwalk Directors,
the affirmative vote of at least one of the Norwalk Directors shall be required (a
“Super-majority Vote™):

(1) approval of the Corporation’s strategic plan;

(i) subject to the rights of the Members as set forth in the certificate of
incorporation of the Corporation, amendment of these bylaws or the
Corporation’s certificate of incorporation;

(i)  approval of the capital budget for the Corporation and for any
affiliated entity controlled directly or indirectly by the Corporation (each
an “Aftiliate”);

(iv)  subject to the terms of any cmployment agreement with the
Corporation, hiring or firing of the NHA/NHSC President and Chief
Executive Officer; provided, however, that after the first anniversary of
the Effective Date, the President/Chief Executive Officer of the

Corporation shall have the unilateral authority to hire and fire the
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NHA/NHSC President and Chief Executive Officer after obtaining input
from the NHA Board;
(v}  amendment of the bylaws of NHSC or removal of a member of the
board of directors of NHSC;
(vi)  amendment of the bylaws of The Danbury Hospital or the New
Milford Hospital, Inc.
The actions listed below (which must also be approved by the board of directors
of NHSC (the “NHSC Board™)) taken with respect to NHSC or by NHSC acting
as a member or shareholder of any subsidiary of NHSC, including without
limitation NHA (a “NHSC Subsidiary™), require a Super-majority Vote:
(i) the removal of a director of'a NHSC Subsidiary;
() the closure of Norwalk Hospital or the closure or material
diminution of a material program at Norwalk Hospital;
The actions listed below, if taken by the Corporation as the sole member or sole
sharcholder of any Affiliate (which must also be approved by the board of
directors of the applicable Affiliate(s)) taken with respect to any Affiliate or a
subsidiary for which the Affiliate acts as member or sharcholder (an “Affiliate

Subsidiary”), require a Super-majority Vote:

(i) Approval of all capital and operating budgets of Affiliates and Affiliate

Subsidiarics;

(i) Approval of any amendment or restatement of the (a) certificate of

mcorporation of Aftiliates and any Affiliate Subsidiaries, and {b) bylaws
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of Affiliates (other than The Danbury Hospital, New Milford Hospital,

Inc. or NHSC) or of any Affiliate Subsidiary;

the sale, lease, exchange or other disposition of all or substantially all of

the property or assets of the Affiliate or any Affiliate Subsidiary;

approval of the creation of any corporation of which the Affiliate or an
Affiliate Subsidiary is the sole or controlling member or sole or
controlling shareholder; the merger or consolidation of the Affiliate or any
Aftiliate Subsidiary with another corporation; and the reorganization,

liquidation or dissolution of the Affiliate or any Affiliate Subsidiary;

approval of loans by the Affiliate or any Affiliate Subsidiary, or the
incurring of any indebtedness, secured or unsecured, which exceeds two

million dollars ($2.0 million) or which has a term longer than one year;

approval of policies relating to the control and supervision of the
investment of the Affiliate’s and any Affiliate Subsidiary's funds,
ncluding, but not limited to, those funds and properties which may have
been donated, bequeathed or devised, or given in trust for the limited or

general use of the Affiliate or the Affiliate Subsidiary;

approval of unbudgeted expenditures by the Affiliate or any Affiliate
Subsidiary in excess of two million dollars ($2.0 million) or any increase

1h any previously approved annual operating or capital budget;
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(viii)  approval of any agreement or transaction of the Affiliate or any Affiliate
Subsidiary involving an amount greater than two million doliars (52.0

million) with another individual or entity;

(ix)  approval of the affiliation of the Affiliate or any Affiliate Subsidiary with
any other entities for the purposes of the joini conduct of business or other
purposes, whether in the form of participation in said organization or
entity through the holding of stock or by membership or in the form of
partnership, joint venture, co-tenancy or any other form of ownership or

control;

(%) creation of any committee which shall have the authority to act on behalf

of the Affiliate or on behalf of any Affiliate Subsidiary;

(xi)  approval of any conveyance of, or the granting of mortgages, trusts, or on

any real property assets of the Affiliate or of any Affiliate Subsidiary;

(xi1)  approval of any change to any employee pension or other employee

benefit plans for or on behalf of the Affiliate or any Affiliate Subsidiary;

(x1ii) approval of the adoption ol or amendment to the policies and procedures
governing indemnification of directors and officers of the Affiliate or any
Affiliate Subsidiary; conflicts or dualities of interest; accounting and
investment standards and practices; and such other policies as the

Corporation may from time to time determine;
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approval of the strategic plan of the Affiliate and of any Affiliate

Subsidiary;

approval of the engagement in managed care and other third party payor

contracting on behalf of the Affiliate or any Affiliate Subsidiary;

approval of any commencement, cessation, location, relocation or
consolidation of significant clinical services provided by the Affiliate or
any Affiliate Subsidiary and approval of the filing of any application for a

certificate of need by the Affiliate or any Affiliate Subsidiary;

approval of system-wide quality, performance and credentialing standards
and procedures to which the Affiliate or any Affiliate Subsidiary is

expected to adhere; and

approval of regulatory compliance and methodology for physician

compensation arrangements.

Action Without a Meeting. Any action which may be taken at a meeting of the

Board or of a committee of the Board may be taken without a meefing if a consent in writing,
setting forth the action so taken, or to be taken. shall be signed by all of the directors or all of the
committee members entitled (0 vote with respect to the subject matter of such meeting. Such

consent shall be filed with the minutes of the directors’ or committee’s meetings.

Mecting by Conference Telephone. A director or a member of a committee of

the Board may participate in a meeting of the Board or of such committee by means of

conference telephone or similar communications equipment enabling all directors or all
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committee members participating in the meeting to hear one another, and participation in such a
meeting shall constitute presence in person at such meeting.

3.11. Resignations. The resignation of any director shall be in writing and shall be
effective immediately upon receipt by the Corporation if no time is specified, or at such later
time as the resigning director may specify and the Corporation shall accept. Failure of a director
to atlend three (3) consecutive Board meetings without proper excuse may in the Chair’s
discretion be deemed a resignation.

3.12. Compensation. No director shall receive compensation for services rendered to

the Corporation in such capacity, but directors shall be entitled to reimbursement for rcasonable
and necessary expenses actually incurred in connection with the performance of their duties in
the manner and to the extent that the Board shall determine, and may receive reasonable
compensation for services performed in other capacities for or on behalf of the Corporation.

ARTICLE IV. COMMITTEES OF THE BOARD

4.1. General. At least annually the Board, by the affirmative vote of a majority of all
directors then serving shal! appoint the members of a Governance Committee, an Executive
Compensation Commitltee, an Audit Committee, a Finance Committee, a Planning Committee,
and a Quality Committee, in accordance with these bylaws. Except as specifically authorized by
a majority of all the directors then serving, all committees except the Executive Compensation
Commitiee and the Audit Commitiee shall be advisory in nature and shall not have authority to
act on behalf of the Corporation.

The Board may create such other committees as the Board from time (o time may
consider necessary or advisable. The Governance Committee shall recommend for approval by

the Board a divector to act as the chair of each committee. The membership, duties and authority
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of each committec shall be recommended by the Governance Commmittee fot approval by the
Board. Any committee may invite such other persons to attend and present at its meetings as is
necessary to complete its responsibilities. Non-board members may be appointed to any
commitlee that does not have authority to act on behalf of the Corporation. All commiltee
members shall be appointed for a term of one (1) year and unti! the next meeting at which the
Board appoints committee members.

Notwithstanding authorization to act on behalf of the Board, no committee may: (1)
approve of recommend to the Members action that Sections 33-1000 to 33-1290 of the Act,
inclusive, require to be approved by the Members; (2) fill vacancies on the Board or on any
committee with the power to act on behalf of the Corporation; (3) adopt, amend or repeal these
bylaws; (4) approve a plan of merger of the Corporation, (5) approve a sale, lease, exchange or
other disposition of all or substantially all, of the property of the Corporation except as provided
in Section 33- 1101(e)(5) of the Act; or (6) approve a proposal to dissolve the Corporation. Each
commitlee shall meet with sufficient Irequency to accomplish its assigned functions, reasonable
notice thereof having been provided. Each committee shall report its actions, if any, to the Board
at each Board meeting.

To the extent practicable and not inconsistent with law, accreditation requirements, or the
bylaws of any Affiliate or Affiliate Subsidiary, all committees of the Corporation shall serve as
so-called “matrix committees™ and will serve (o advise such Affiliates and Affiliate Subsidiaries
regarding each committee’s area of expertise.

4.2.  Quorum and Action. At all committee meetings, a quorum for the transaction of

business shall consist of a majority of members of the committee, and except to the extent
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specifically set forth in these bylaws, the vote of a majority of those members present when a
quorum is present shall constitute the act of the committee,

4.3.  Governance Committee. The Governance Committee shall consist of the Chair,

Vice Chair, and four other directors. The Governance Committee members shall include at least
one (1) director who is a Norwalk Director. The Governance Committee shall report any actions
and recommendations to the Board at each Board meeting.

The Governance Commitlee sets the agenda for meetings of the Board and coordinates
board development and education. The Governance Committee’s responsibilities include: (i)
subject to the provision of Section 3.2 hereof, reviewing, developing and submitting
recommendations, for approval by the Board and the Members, of individuals nominated by the
NHA Board and the DH/NMH Board to serve on the Board; (ii) reviewing, developing and
submitling to the Board nominations for all committee members and officers of the Corporation,
(i11) reviewing, developing and submitting to the Board, for approval by the Board and the
Members, a slate of individuals to serve as Members in accordance with Section 2.2 hereof: (iv)
periodically reviewing the certificate of incorporalion, these bylaws, and policies of the
Corporation, and rccommending amendments thereto to the Board, as appropriate, from time to
time; (v) periodically reviewing the certificate of incorporation, bylaws and policies of the
Affiliates and Affiliate Subsidiaries, and recommending amendments thereto to the Board, as
appropriale, from time to time; and (vi) reviewing nominations for directors of the DH/NMH
Boards and the NHA Board and recommending nominations to the Board for approval; provided,
however, that any candidate proposed for consideration by the Governance Committee shall be
forwarded (o the Board for consideration unless such nomination is opposed by the majority of

the members of the Governance Commiltee, including at least one (1) Norwalk Director.
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4.4.  Executive Compensation Committece. The Executive Compensation

Committee shall consist of the Chair, the Vice Chair, and three (3) other directors. The
Executive Compensation Committee shall advise the Board on compensation strategies and
policies for the Corporation and its Affiliates and Affiliate Subsidiaries, The Executive
Compensation Committee shall have authority to act for the Board with respect to (i) the
approval of regulatory compliance and the methodology for physician compensation
arrangements of the Corporation or of the Aftiliates and Affiliate Subsidiaries and {ii) the
evaluation and determination of compensation of the President and CEO and other officers of the
Corporation as may be determined by the Board. In all other matters, the Executive
Compensation Committec’s role shall be advisory.

4.5.  Audit Committee. The Audit Committee shall consist of no less than three (3)

directors, each of whom shall be considered to be independent of the management of the
Corporation. At least one (1) member of the Audit Committee shall have accounting and
financial management expertise. The Audit Committce may investigate and advise the Board
with respect to any matter reasonably related 1o the Corporation’s annual financial statements.
The Audit Committee may retain legal or other independent advice in completing its duties. The
Audit Commiltec shall recommend annually the appointment of independent auditors to the
Board and, when circumstances warrant, the discharge of such auditors. The Audit Committee
shall oversee and recommend changes to the internal audit function of the Corporalion, including
the supervision of third party external auditors and management’s response to audit findings.
The Audit Committce shall assure the Board that financial statements and tax returns are fairly
presented and, to the best of the committce members’ knowledge, accurately reflect the

Corporation’s financial condition. In addition, the Audit Coinmittee shall oversee the
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compliance function of the Corporation and management of conflicts of interest.

4.6.  Finance Committee. The Finance Committee shall consist of no less than three

(3) directors. The Finance Committee shall advise the Board regarding its responsibilities on
matters relating to finance and investments. The Finance Committee shall (i) review and
recommend changes to accounting, banking and investment policies and practices; (ii) review
and recommend adoption of operating and capital budgets; (jii) monitor return on investment of
significant capital expenditures; (iv) review changes in the application of generally accepted
accounting principles; (v) monitor compliance with bond covenants and reporting requirements
in relation thereto; (vi) review pension and actuarial reports and recommend action by the Board
as necessary, and (vii) monitor and recommend approval of equity transfers among the
Corporation and its Affiliates.

4.7.  Planning Committec. The Planning Committee shall consist of no less than two
(2) directors. The Planning Committee shall advise the Board on matters relating to the
Corporation’s mission, strategic plan, community relations, technology strategy and technology
infrastructure expenditures, organizational strategies, and community benefit strategies and
status.

4.8.  Quality Committee. The Quality Committee shall consist of no less than three

(3) directors. The Quality Committee shall advise the Board on matters refating to the
Corporation’s medical and professional policies and quality of care issues. The Quality
Committec shall: (i) review the policies and programs of the patient care centers at each
Aftiliate; (ii) assess and recommend changes to the reperting mechanisms of the medical staff
committees of each Affiliate; (iii) review and recommend appointments and credentialing of

medical staff; (iv) mediate and recommend action relating to any conflict rcgarding the medical
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staff of each Affiliate; (v) assess compliance with clinical regulatory organizations and agencies
and recommend changes as necessary; (vi) review and evaluate malpractice insurance coverage
of each Affiliate and recommend changes as necessary; (vii) review and evaluate graduate
medical education programs at each Affiliate and recommend changes as necessary; (viii) review
and evaluate medical research programs at each Affiliate and recommend changes as necessary;
and (ix) review and evaluate the functions and activities of the medical ethics committees al each
Affiliate and recommend changes as necessary.

ARTICLE V. OFFICERS

5.1. Officers, Appointment, Term and Vacancies. The officers of the Corporation

shall consist of a Chair, a Vice Chair, a Secretary and a Treasurer, each of whom shall be
directors. There shall also be a President and CEO who, in accordance with thesc bylaws, shall
serve as a director, ex-officio with vote. Except as provided in this Section 5.1, the directors
shall elect each of the foregoing and may elect other officers, such as an Assistant Secretary or
Assistant Treasurer, who need not be members of the Board. Any person may simultancously
hold multiple offices.

For the period beginning on the Effective Date and ending on the third annual meeting of
the Board after the Effcctive Date (the “Third Annual Meeting™), the Chair shall be a Norwalk
Director and the Vice-Chair will be a DH/NMH Director. For the following two-year term afler
the Third Annual Meeting date, the Chair will be a DH/NMEH Director and the Vice-Chair will
be a Norwalk Director.

Officers shall be elected at the annual meeting of the Board for a term extending until the
next succeeding annual meeting of the Board and until his or her successor has been elected and

qualitied or his or her earlier death, resignation or removal, except that the Chair and the Vice
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Chair shall each be elected to a term of two (2) years and until a successor is elected.
Notwithstanding the provisions of Section 3.4 of these bylaws, a director whose term as Chatr or
Vice Chair will exceed that director’s third full term as a director shall continue to serve as a |
dircctor until expiration of his or her two-year term as Chair or Vice Chair, as applicable, and
shall thereafter be eligible for reelection to the Board only after one (1) year has elapsed. Any
vacancy or vacancies occurring in any office of the Corporation may be filled until the next
annual meeting at which officers are elected by the affirmative vote of the remaining directors in
office at any meeting of the Board, though such remaining directors are fewer than a quorum.

5.2, Chair. The Chair shall lead the Board in setting the mission and strategic
direction of the Corporation, and overseeing the effective implementation thereof by
management. The Chair shall work to ensure that the Board functions properly, meets its
obligations and responsibilities, and fulfills its purpose and mission as set forth in the certificate
of incorporation and these bylaws, and as otherwise determined from time to time by the Board.
The Chair shall work to maintain an effective relationship between the Board and management
and, in so doing, will be the liaison between the Board and management. The Chair shail, if
present, preside over all meetings of the Board., The Chair shall serve as an ex-officio member
of all standing, special and ad hoc committees of the Board. The Chair shall also perform such
other duties as may be assigned to him or her by the Board.

3.3.  Vice Chair. The Vice Chair shall have such duties and responsibilities as the
Chair or the Board of Directors shall from time to time determine. The Vice Chair shall assume
the duties of the Chair in the absence or disability of the Chair,

5.4.  President and CEQ. The President and CEO shall be the chief execulive officer

of the Corporation, subject to the control and direction of the Board. The President and CEO
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shall submit regular reports to the Chair and to the Board on the operations of the Corporation.
The compensation and terms of employment of the President and CEQ shall be reviewed and
determined at least annually by the Governance Committee. The President and CEO shall
perform such other duties as may be assigned to him or her by the Board.

5.5.  Secretary. The Secretary shall issue or cause to be issued all notices required by
law or these bylaws. The Secretary shall keep (or cause to be kept) minutes of the proceedings
of the meetings of the Corporation and of the Board, and shall ensure that all records and reports
of the Corporation and of the Board shall be retained. In addition, the Secretary shall perform
such other duties as may be assigned to him or her by the Board or the Chair.

5.6.  Treasurer. The Treasurer shall ensure that timely and accurate financial
information is presented to the Board, and that financial records shall be available for inspection
by any director of the Corporation. The Treasurer shall ensure that all reports and records
required by law regarding the Corporation’s financial status are submitted or retained as
required. The Treasurer generally shali cause to be performed all acts incident to the office of
Treasurer and shall oversee such further duties as may from time to time be assigned to him or
her by the Board or the Chair.

3.7. Removal of Officers. Any officer of the Corporation may be removed at any

time with or without cause by the affirmative vote of a majority of all directors then serving, but
without prejudice to such officer’s contract rights, if any, provided notice of such action shall

have been transmitted to all directors at least seven (7) days before said meeting.
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ARTICLE VI. GENERAL PROVISIONS

6.1.  Gender. All references in these bylaws to the masculine, feminine or neuter
gender shall be deemed to apply equally to one or more of such gender-specific references as
may be appropriate.

6.2.  Subsidiaries. The President and CEO shall receive notice of meetings on behalf
of the Corporation in its capacity as member or shareholder of any Affiliate, The President and
CEO, in his or her sole discretion, may waive notice of any such meeting; provided, however, the
President and CEO shall report the circumstances of the waiver to the Board at its next meeting.
Except as provided herein or as specifically authorized by the Board, the Corporation shall act in
its capacity as member of any Affiliate by action of the Board.

6.3.  Fiscal Year. The fiscal year of the Corporation shall be determined by the Board.

6.4.  Waiver of Notice. Written waiver signed at any time by a Member, director or

committee member entitled to notice shall be equivalent to the giving of notice. A written
watver shall be delivered to the Corporation and filed with the minutes or corporate records. The
attendance by any Member, director or committee meinber at a meeting without protesting the
lack of proper notice prior to the commencement of, at the beginning of, or promptly upon the
Member’s, director’s or committee member’s arrival to the meeting shall be deemed to be a
waiver by such person of notice of the meeting.

6.5.  Written Notice and Signature. Any written notice required hereunder may,

without limitation, be issued by regular mail, certified mail, hand delivery, electronic means or
facsimile and shal} be deemed given when sent. Any written signature required under these

bylaws or the Corporation’s eertificate of incorporation or by Connecticut law may be evidenced
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by manual, facsimile or electronic signature, any of which shall have the same legal effect as the
manual signaturc of the signing party.

6.6. Amendment. Any amendment of these bylaws that limits, reduces, or eliminates
the rights of Members shall require the affirmative vote of a majority of the Members voting
thereon, a quorum being present. Notice of any such proposed amendment shall be included in
the writlen notice of the meeting. The Board shall have the power to adopt, amend or repeal
these bylaws as to those matters not so requiring the approval of the Members at any duly held
regular or special meeting of the Board, provided notice of the proposed adoption, amendment or
repeal shall have been given in the notice of the meeting, in accordance with the fotlowing;

(a) by a Super-Majority Vote at any time; or

(b) by the affirmative vote of a majority of the directors at such meeting, provided (i)

the Corporation has become the sole or controlling member or sole or controlling
shareholder, or has acquired substantially all of the assets of, an additional acute
care hospital and such amendment to these bylaws is made after the fourth
anniversary of the Effective Date; or (ii) such amendment is made after the fifth
anniversary of the Effective Date and twenty percent (20%) or more of the Board
is comprised of individuals who are “Independent.” For purposes of this section,
an “Independent” individual means any individual other than the following (x) an
imdividual who has served at any time prior to or after the Effective Date on the
Board or the board of any subsidiary for which the Corporation acls as a member
or shareholder (each a “WCHN Subsidiary™), the board of directors of NHSC or
the board of any subsidiary for which NHSC acts as member or shareholder (cach

a “NHSC Subsidiary™) and any immediate family member of such individual;
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provided, however, a director who is first elected after the Effective Date to the
board of directors of NHA, The Danbury Hospital or New Milford Hospital and to
the board of directors of the Corporation shall be considered Independent; (y) an
individual who is a current or former employee of the Corporation, NHSC, a
WCHN Subsidiary or a NHSC Subsidiary and any immediate family member of
such current or former employees; or (z) an individual who is a member of the
medical staff of The Danbury Hospital, New Miiford Hospital or NHA and any
immediate family member of such medical staff members; provided, however, a
director who is a member of the medical staffs of (A) NHA and (B) The Danbury
Hospital and/or New Milford Hospital shall be considered Independent,

6.7.  Effective Date. The effective date of these bylaws (the “Effective Date™) shail
be the last to occur of the date upon which (i) these bylaws are approved by the Board, (ii) these
bylaws are approved by the Members, and (iii) the “Closing Date” of that certain Affiliation
Agreement, dated January 22, 2013, by and between the Corporation and NHSC (the “Affiliation
Agreement”) as the term is defined in Section 1.2 of the Affiliation Agreement.

The foregoing bylaws were adopted by the Boardon | and by the Members on

> and the Closing Date of the Affiliation Agreement was on . The effective

date of these bylaws is, therefore,

Ty .
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AMENDED AND RESTATED
BYLAWS
of

NORWALK HEALTH SERVICES CORPORATION

ARTICLE I. GENERAL

L.1. Purpose. These bylaws supplement certain provisions of the certificate of
incorporation of Norwalk Health Services Corporation (the “Corporation”) and the Connecticut
Revised Nonstock Corporation Act, as amended from time to time (the “Act™).

1.2. Offices of Corporation. The Corporation’s board of dircetors (the “Board™) shall

have the power to determine the location of the registered office, in accordance with applicable
law, from time to time, and to designate the principal office of the Corporation and such
additional offices as it shall determine in its discretion.
ARTICLE Il. MEMBERSH]|P

2.1. Membership. The Corporation is a membership corporation. The sole member
of the Corporation is Western Connecticut Health Network, Inc. (the “*Member™), The
Member shall have only such rights, privileges and obligations conferred upon it by the
Corporation’s certificate of incorporation, these bylaws and the Act.

2.2. Powers of the Member. Subject to Section 7.6 of these bylaws, certain

fundamcental decisions to be undertaken by the Corporation require the approval of the Member

as follows:
(a) The actions listed below, which do not require approval by the Board, are

reserved solely to the Member and require a super-majority vote, as




(b

(c)
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defined in the bylaws of the Member (a “Super-majority Vote™), of the
Member’s board of directors (the “Member Board™):

() the amendment of these bylaws;

(ii)  the removal of a director;

(1ii)  subject to the terms of any employment agreement with the
Member, the hiring or firing of the President and Chief Executive
Officer of the Corporation and of The Norwalk Hospital
Association (“NHA”); provided, however, that after the first
anniversary of the Effective Date of these bylaws, the
President/Chicf Executive Officer of the Member shall have the
unilateral authority to hire and fire the President and Chief
Executive Officer of the Corporation and of NHA alter obtaining

input on such action from the board of directors of NHA.

The actions listed below, which do not require approval by the Board, arc

reserved solely to the Member and shall be taken by the Member in

accordance with its bylaws and the process sct forth in these bylaws:

(i) the clection of a director.

The actions listed below, which require prior approval of the Board, must

also be approved by a Super-majority Vote of the Member Board:

(i) the removal of a director of a subsidiary for which the Corporation
acts as a member or shareholder, including without limitation NHA

(each a “NHSC Subsidiary”™);

]




(if)

(ni)

(iv)

(v)

(vi)

(vii)

(viii)
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the closure of Norwalk Hospital or the closure or materia}

diminution of a material program at Norwalk Hospital!

approval of the capital budget and operating budget of the

Corporation and of any NHS(C Subsidiary;

amendment of the certificate of incorporation of the Corporation or

any NHSC Subsidiary;

amendment of the bylaws or operating agrecment of any NHSC

Subsidiary;

the sale, lease, exchange or other disposition of all or substantially
all of the property or asscts of the Corporation or any NHSC

Subsidiary;

approval of the creation of any corporation of which the
Corporation or an NHSC Subsidiary is the sol¢ or controlling
mcmber or sole or controlling shareholder; the mcrger or
consolidation of the Corporation or any NHSC Subsidiary with
another corporation; and the reorganization, liquidation or

dissolution of the Corporation or any NHSC Subsidiary;

approval of loans by the Corporation or any NFSC Subsidiary, or
the incurring of any indebtedness, secured or unsecured, which
exceeds two million dollars ($2.0 million) or which has a term

longer than one year;




(ix)

(x)

(xi)

(xii)

(xiii)

— e i
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approval of policies relating to the control and supervision of the
investment of the Corporation’s and any NHSC Subsidiary’s
funds, including, but not limited to, those funds and properties
which may have been donated, bequeathed or devised, or given in
trust for the limited or general use of the Corporation or the NHSC

Subsidiary;

approval of unbudgeted expenditures in excess of two million
dollars ($2.0 million) or any increase in any approved annual

operating or capital budget;

approval of any agreement or transaction of the Corporation or any
NIISC Subsidiary involving an amount greater than two million

dollars ($2.0 million) with another entity or individual;

approval of the affiliation of the Corporation or any NHSC
Subsidiary with any other enlity for the purposes of the joint
conduct of business or other purposes, whether in the form of
participation in said entity through the holding of stock or by
membership or in the form of partnership, joint venture, co-

tenancy or any other form of ownership or control;

creation of any committec which shall have the authority to act on

behalf of the Board or on behalf of any N1ISC Subsidiary;




(xiv)

(xv)

(xvi)

(xvii)

{xviii)

(xix)
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approval of any conveyance of, or the granting of mortgages or
trusts on any real property assets of the Corporation or of any

NHSC Subsidiary;

approval of any change to any employee pension or other
employee benefit plans of the Corporation or any NHSC

Subsidiary;

approval of the adoption of or amendment to the policies and
procedures governing: (a) indemnification of dircctors and officers
of the Corporation or any NHSC Subsidiary; (b) conflicts or
dualities of interest; (c) accounting and investment standards and
practices; and (d) such other policies as the Member may from

time Lo time determine;

approval of the strategic plan of the Corporation and of any NHSC

Subsidiary;

approval of the engagement in managed care and other third party
payor contracting on behalf of the Corporation or any NHSC

Subsidiary;

approval of any commencement, cessation, location, relocation or
consolidation of significant clinical services provided by the

Corporation or any NHSC Subsidiary and approval of the filing of
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any application for a certificate of need by the Corporation or any

NHSC Subsidiary;

(xx)  approval of system-wide quality, performance and credentialing
standards and procedures to which the Corporation or any NHSC

Subsidiary is expected to adhere; and

(xxi)  approval of regulatory compliance and methodology for physician

compensation arrangements.

(d)  The actions listed below, which require prior approval by the Board, shall
be approved by the Member in accordance with its bylaws;
(i) the election of a director of a NHSC Subsidiary; and
(1) the election of any officer of the Corporation.

2.3. Meetings of thc Member. The annual meeting of the Corporation’s Member

shall be held at such date, time and place as the Board shall determine, and as shall be set forth
in the notice of the meeting. Notice of annual, regular or special meetings of the Member shall
be provided to the Member no fewer than ten (10) nor more (han sixty (60) days before the
mecting date. Special meetings may be held at such dates, times and places, and for such
specilic purposes, as the Board shall determine, and as shall be set forth in the notice of the
meeling. At each annual meeting or any special meeting called for such purpose, the Member
shall (i) appoint directors in accordance with these bylaws, (ii) receive reports from the
Corporation’s direclors, officers, agents and committees, and (iit) conduct any other business

relating to the affairs of the Corporation consistent with the rights of the Member.
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ARTICLE IH. BOARD OF DIRECTORS
3.1. Authority. All corporate powers not reserved to the Member shall be exercised
by or under the authority of, and the activities. property and affairs of the Corporation shall be
managed by or under the direction of| the Board, subject to any limitations set forth in the
certificate of incorporation, including, but not limited to, the following:

(a) Review local quality and service goals and improvement programs within
the context of the Member's goals and improvement programs and
tecommend changes thereto to the Member Board;

(b) Monitor local quality, service and financiaf performance;

(c) Support management in making local communications with external
audiences, including, but not limited 10, local governments and the media;

(d) Support fundraising efforts conducted by the Norwalk Hospital
Foundation, Inc. in the local community; and

(e) Oversee community benefit programs in the local community.

3.2. Number and Compesition. The Corporation shall have no less than twelve (12)

and no more than twenty-live (25) voting directors. Of this number, the President and CEO of
the Member, the President and CEO of the Corporation, and the President and CEO of
Norwalk Hospital Foundation, Inc. shall serve as ex-officio directors, and shall be counted for
purposes of quorum and shall have the right (o vote. At least one director, other than the
President and CEO of the Member, shali be an individual who also serves on the board of
dircctors of each of the Member, The Danbury Hospital and the New Milford Hospital, Ine.
All directors shall be individuals who also serve on the board of directors of NHA.

3.3. Nomination, Election and Terrs of Office. As of the Effective Date, the

Member shall divide the elected directors (“Inttial Directors™) into three (3) groups so that an
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approximately cqual number of directors have terms that expire each year and set the year in
which each such dircctor’s cligibility for reclection shall cease. At each annual meeting of the
Member thereafter, directors shall be elected by the Member in the manner set forth in these
bylaws to succeed the directors in the class whose terms expire at that annual meeting. ‘The
Board shall nominate individuals lo succeed those directors whose terms are then expiring. In
the event that the Member does not approve an individual nominated for clection as a director,
the Board shall nominate another individual for the Member's approval until a candidate is
approved; provided, however, that if the Member declines to elect two (2) candidates proposed
to {ill the same directorship, the Member may only decline to clect the third candidate by a
Super-majorily Vote. Other than the Initial Dircctors and directors elected to fill vacancies,
elected directors shall serve for a term of three (3) years and until their successors are elected
and qualified. Except for the Initial Directors and as provided in Scction 6.1 of these bylaws,
elected directors shall be eligible to serve three (3) consecutive terms on the Board and shail be
eligible for reelection to the Board only after a one (1) year hiatus from service as a director. A
director elected to fill a vacancy in an unexpired term shali be deemed to have served one (1)
three-vear term for purposes of eligibility for reelection only if the director has served more
than one (1) ycar of an unexpired term.

3.4. Vacancies. Any vacancy or vacancies occurring on the Board shall be filled by
action of the Membcr in accordance with Section 2.2(b) of these bylaws. The Board shall
nominate candidates to fill a vacancy on the Board in accordance with the procedure set forth
in Section 3.3. A vacancy that will occur at a specified later date, by reason of a resignation
effective at a later date. may be filfed before the vacancy occurs, but the new dircctor may not

take office until that vacancy occurs.
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3.5. Meetings and Notices. Annual meetings of the Board shall be held at the
principal offices of the Corporation unless otherwise specifically directed by the President and
CEOQ. The Board or its Chair will specify an appropriatc date and issue notice thereof as
provided below, for the purposc of electing officers for the cnsuing year, receiving reports
from the Corporation’s officers, agents and committees, and transacting such other business as |

may properly come before the meeting. Notice of the annual meeting of the Board shall be in

writing and shall be sent (o all directors al least scven (7) days before the annual meeting.

Regular meetings of the Board shall be held at such times as the Board shall from time
to time dctermine or as requested by the Member. Special meetings of the Board may be
called at any time by the Chair or the President and CEO, and shall be called by either of them
within seven days afler receipt of a written request of any three directors or the Member.
Meetings of the Board may be held within or without the State of Connecticut. No notice of
regular meetings shall be required unless specifically directed by the President and CEO or the
Chair. Except as otherwise provided in these bylaws, at least two (2) days® writlen notice shall
be given to cach director of cach special meeting of the Board, and such notice shall contain
the date, time and place of such special mecting,

3.6. Quorum, Action by Board of Directors and Adjournment. A majority of the

directors then serving shall constitute a quorum for the transaction of business, and lhe act of a
nunierical majority of the directors present at a meeting at which a quorum is present shall be
the act of the Board, unless the presence of or act of a greater number is specifically required
by thesc bylaws, the Corporation’s certificate of incorporation, or the Act. If a quorum shall

not be present at any meeting of directors, a majority of the directors present at such meeting
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may adjourn the meeting from time to time, without notice other than announcement at the
meeting, until a quorum shall be present.

3.7. Action Without a Meeting. Any action which may be taken at a meeting of the

Board or of a committee of the Board may be taken without a meeting if a consent in writing,
setting forth the action so taken, or to be laken, shall be signed by all of the dircctors or all of
the committec members entitled to vote with respect to the subjcct matier of such meeting,
Such consent shall be filed with the minutes of the directors’ or commiltce’s meetings.

3.8. Meeting by Conference Telephone. A director or a member of a committee of

the Board may participate in a meeting of the Board or of such committee by means of
conference telephone or similar communications equipment cnabling all directors or all
commtitice members participating in the mceting (o hear one another, and participation in such
a meeting shall constitute presence in person at such meeting,

3.9. Resignations. The resignation of any dircctor shall be in writing and shall be
effective tmmediately upon receipt by the Corporation if no time is specified, or at such later
trme as the resigning director may specify and the Corporation shall accept. Failure of a
director 1o attend threc (3) consecutive Board meetings without proper cxcuse may, in the
Chair’s discretion. be deemed a resignation.

3.10. Removal of Dircetors. The Member may remove any director, with or without

Cause, by a Super-majority Vote,

3.11. Compensation. No director shall receive compensation for scrvices rendered to

the Corporation in such capacity, but directors shal( be entitled to reimbursement for
reasonable and necessary expenscs actuall y incurred in connection with the performance of

their duties in the manner and to the extent that the Board shall determine, and may receive
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reasonable compensation for services performed in other capacities for or on behalf of the

Corporation.

ARTICLE 1IV. COMMITTEES OF THE BOARD

4.1. General. At least annually the Board, by the affirmative vote of a majority of all
directors then scrving shall appoint the members of a Nominating Committee and a Budget and
Finance Committee in accordance with these bylaws. In addition, to the extent permitted by
law, the Corporation shall participate in the matrix comniittees established by the Member to
provide advice to the Member and its affiliates. All committees of the Board shall be advisory
and shail not have authority to act on behalf of the Board, The Board may creatc one or more
additional ad-hoc advisory committees as the Board from time to time may consider necessary
or advisable. The chairmanship and membership of each committce shall be recommended by
the Nominating Committce and approved by the Board. The duties and authority of each
committee shall be set forth and dctermined by the Board. The chair of each committce shall
be a director. Non-board members may be appointed (o any committee. Each committee shall
report its activities and recommendations, if any. to the Board at each Board meeting.

4.2.  Nominating Committce. The Nominating Committee shall consist of the Chair,

the Vice Chair and at lcast three (3) directors elected by the Board. The Nominating Committee
shall advise the Board on the nomination of tndividuals (o serve as directors, members of the
Member, and as members of the board of directars of the Member. The Nominating Committee
shall review, develop, and submit to the Board nominations for election by the Member to

service on the Board.

4.3.  Budget and Finance Committee. The Budget and Finance Committee shall

consist of no less than three (3) dircctors, The Budget and Finance Committee shall advise the

Bl
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Board on matters relating to the management and expenditure of the Corporation’s funds, The
Budget and Finance Committee shall, in cooperation with the Finance Comemittee of the
Member: (i) review and recommend for approval by the Board and the Member the operating
and capital budgets of the Corporation and of the NHSC Subsidiaries; and (i1} review and
recommend for approval by the Board and the Member the strategic plan of the Corporation and

of the NHSC Subsidiaries.

4.4. Quorum and Action. At all committee mcetings, a quorum for the transaction

of business shall consist of a majority of the members of the committee, and the vote of a

majority of those members present when a quorum is present shall constitute the act of the

committec.

ARTICLE V. PRESIDENT AND CEO
The Corporation may contract with the Member for the services of a President and CEO.

The President and CEO shall be the chief executive of the Corporation, and shall report to the
Board. The President and CEQ shall submit regular reports to the Chair and to the Board on the
opcrations of the Corporation. The President and CEO, in accordance with these bylaws, shall
serve as a director, ex-officio and shall have the right to vote. The President and CEO shall
perform such other duties as may be assigned to him or her by the Board. The individual serving
as President and CEO shall be the same individual serving as the President and CEQ of NHA.
Following the first anniversary of the Effective Date, the Member’s President and CEQ shalil
have the unilateral authority to hire or fire the President and CEO, subject to the terms of any
employment agreement with the Member, after obtaining tnput on such action from the board of

directors of NHA.

12
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ARTICLE V1. OFFICERS

6.1. Officers, Appointment, Term and Vacancies. Subject to the approval of the

Member, the directors shall elect all of the Corporation’s officers. The officers of the
Corporation shall consist of a Chair, a Vice Chair, a Secretary and a Treasurer, each of whom
shall be directors. The Corporation may have such other officers, such as an Assistant
Secretary or Assistant Treasurer, who need not be directors, as the Board may determine from
time to time. Any person may simultaneously hold multiple offices.

Officers shall be elected at the annual meeting of the Board for a term extending unti} the
next succeeding annual meeting of the Board and until his or her successor has been elected and
qualified or his or her earlier death, resignation or removal, except that the Chair and the Vice
Chair shall each be elected to a term of two (2) years and until a successor is elected.
Notwithstanding the provisions of Section 3.3 of these bylaws, a director whose term as Chair or
Vice Chair will exceed that director’s third full term as a director shall continue to serve as a
director until expiration of his or her two-year term as Chair or Vice Chair, as applicable, and
shall thereafter be eligible for reelection to the Board only after one (1) year has elapsed.

Subject to the approval of the Mcember, any vacancy or vacancies occurring in any office
of the Corporation may be filled until the next meeting at which officers are elected by the
affirmative vote of the remaining directors in office at any meeting of the Board, though such
remaining directors are fewer than a quorum.

6.2. Chair. The Chair shall work to ensure that the Board functions properly, meets

its obligations and responsibilities, and fulfills its purpose and mission as set forth in the
certificate of incorporation and these bylaws, and as otherwise determined from time to time by
the Board. The Chair shall work to maintain an effective relationship between the Board and

management and, in so doing, will be the liaison between the Board and management. The

13
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Chair shall, if present, preside over all meetings of the Board. The Chair shall serve as an ex-
officio member of all standing, special and ad hoc committees of the Board. The Chair shall
also perform such other duties as may be assigned to him or her by the Board.

6.3. Vice Chair. The Vice Chair shall serve a two-year term and shall have such
duties and responsibilities as the Chair or the Board of Directors shall from time to time
determine. The Vice Chair shall assume the duties of the Chair in the absence or disability of
the Chair,

6.4. Secretary. The Secretary shall issne or cause to be issued all notices required by
law or these bylaws. The Secretary shall keep (or cause to be kept) minutes of the proceedings
of the meetings of the Corporation and of the Board, and shall ensure that all records and
reports of the Corporation and of the Board shall be retained. In addition, the Secretary shall
perform such other duties as may be assigned to him or her by the Board, the Chair, or the
Member.

6.5. Treasurer. The Treasurer shall ensure that timely and accurate financial
information is presented to the Board, and that financial records are maintained and available
for inspection by any director or the Member of the Corporation. The Treasurer shal] ensure
that all reports and records required by law regarding the Corporation’s financial status are
submitted or retained as required. The Treasurer generally shall cause (o be performed all acts
incident to the office of Treasurer and shall oversee such further duties as may from time to
time be assigned to him or her by the Board, the Chair, or the Member.

6.6. Removal of Officers. Subject to the approval of the Member, any officer of the

Corporation (except the President and CEO) may be removed at any time with or without cause

by the affirmative vote of a majority of all directors then serving, but without prejudice to such
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officer’s contract rights, if any, provided written notice of such action shall have been
transmitted to all directors at least seven (7) days before said meeting,

ARTICLE VII. GENERAL PROVISIONS

7.1. Gender. All references in these bylaws to the masculine, feminine or neuter

gender shall be deemed to apply equally to one or more of such gender-specific references as
may be appropriate.
7.2. Fiscal Year. The fiscal year of the Corporation shall be determined by the Board.

7.3. Waiver of Notice. Written waiver signed at any time by the Member, director or

committee member entitled to notice shall be equivalent to the giving of notice. A written
waiver shall be delivered to the Corporation and filed with the minutes or corporate records.
The attendance by any Member, director or committee member at a meeting without protesting
the lack of proper notice prior to the commencement of, at the beginning of, or promptly upon
the Member’s, director’s or committee member’s arrival to the meeting shall be deemed to be a

waiver by such person of notice of the meeting,

7.4. Written Notice and Signature. Any written notice required hereunder may,
without limitation, be issued by regular mail, certified mail, hand delivery, electronic means or
facsimile and shall be deemed given when sent. Any written signature required under these
bylaws or the Corporation’s certificate ot incorporation or by Connecticut law may be
evidenced by manual, facsimilc or electronic signature, any of which shall have the same legal
elfect as the manual signature of the s gning party.

7.5. Conflict of Interest Policy. The Corporation’s officers and directors shall adhere

to the contlict of interest policy adopted by the Member, as the same may be amended from

fime to time.
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7.6. Amendment. The Member shall have the exclusive power to adopt, amend or

repeal these bylaws at any duly held regular or special meeting of the Member Board, provided

notice of the proposed adoption, amendment or repeal shall have been given in the notice of the

meeting, in accordance with the following:

(2)
(b)

by a Super-Majority Vote of the Member Board at any time; or

by the affirmative vote of a majority of the directors of the Member at
such meeting, provided (i) the Member has become the sole member, sole
shareholder or has acquired substantially all of the assets, of an additional
acute care hospital, and such amendment to these bylaws is made after the
fourth anniversary of the Effective Date; or (i1} such amendment is made
after the fifth anniversary of the Effective Date and twenty percent (20%)
or more of the Member Board is comprised of individuals who are
“Independent.” For purposes of this section, an “Independent” individual
means any individual other than the following (x) an individual who, has
served at any time prior to or after the Effective Date on the Member
Board, the board of any subsidiary for which the Member acts as a
member or shareholder (each a “WCHN Su bsidiary™), the Board, or the
board of any NHSC Subsidiary and any immediate family member of such
individual; provided, however, a director who is first elected after the
Effective Date to the board of directors of NHA, The Danbury Hospital or
New Milford Hospital and to the board of directors of the Member shall be
considered Independent; (y) an individual who is a current or former

employec of the Corporation, the Member, a WCHN Subsidiary or a
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NHSC Subsidiary and any immediate family member of such current or
former employees; or (z) an individual who is a member of the medical
staff of The Danbury Hospital, New Milford Hospital or NHA and any
immediate family member of such medical staff member; provided,
however, a director who is a member of the medical staffs of (A) NHA
and (B) The Danbury Hospital and/or New Milford Hospital shal} be
considered Independent.

7.7. Effective Date. The effective date of these bylaws (the “Effective Date”) shall

be the last to occur of the date upon which (i) these bylaws are approved by the Board, and (i)
the “Closing Date” of that certain Affiliation Agreement, dated January 22, 2013, by and
between the Corporation and Western Connecticut Health Network, Inc. (the “Affiliation

Agreement”), as the term is defined in Section 1.2 of the Affiliation Agreement.

17
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AMENDED AND RESTATED
BYLAWS
of

THE NORWALK HOSPITAL ASSOCIATION

ARTICLE I. GENERAL
1.1. Purpose. These bylaws supplement certain provisions of the certificate of
incorporation of The Norwalk Hospital Association (the “Corporation”) and the Connecticut
Revised Nonstock Corporation Act, as amended from time to time (the “Act”). The Corporation
is an affiliate of Western Connecticut Health Network, Inc., referred to herein as “WCHN.”

1.2, Offices of Corporation. The Corporation’s board of directors (the *Board™) shall

have the power to determine the location of the registered office, in accordance with applicable
law, from time to time, and to designate the principal office of the Corporation and such
additional oftices as it shall determine in its discretion.

ARTICLE II. MEMBERSHIP

2.1. Membership. The Corporation is a membership corporation. Norwalk Health
Services Corporation is the sole corporate member of the Corporation (the “Member”). WCHN
is the sole corporate member of the Member. The Member shall have only such rights,
privileges and obligations conferred upon it by the Corporation’s certificate of incorporation,
these bylaws and the Act.

2.2.  Powers of the Member. Certain fundamental decisions to be undertaken by the
Corporation require the appraval of the Member. Any actions requiring Member approval under
these bylaws shall not be deemed approved until such time that the Corporation receives

1
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approval from the Member and, to the extent required under the bylaws of the Member, of

WCHN.

(a)

(b)

The actions listed below, which do not require approval by the Board, are
reserved solely to the Member:

(1) The amendment of these bylaws; and

(i)  The election or removal of a director.

The actions listed below, which require prior approval of the Board, must
also be approved by the Member:

() The election and removal of a director of a subsidiary for which

the Corporation acts as a member or shareholder (“NHA

Subsidiary™);
(it)  The election of the officers of the Corporation;

(iii)  The closure of Norwalk Hospital or the closure or material

diminution of a material program at Norwalk Hospital;

(iv)  Approval of the capital budget and operating budget of the

Corporation and of any NHA Subsidiary;

(v)  Amendment of the certificate of incorporation of the Corporation
or any NHA Subsidiary;
(vi)  Amendment of the bylaws or operating agreement of any NHA

Subsidiary;



(vii)

{viii)

(ix)

(x)

(xi)

06/13/2013 Wi EEnT o

The sale, lease, exchange or other disposition of all or substantially
all of the property or assets of the Corporation or any NHA

Subsidiary;

Approval of the creation of any corporation of which the
Corporation or an NHA Subsidiary is the sole or controlling
member or sole or controlling shareholder; the merger or
consolidation of the Corporation or any NHA Subsidiary with
another corporation; and the reorganization, liquidation or

dissolution of the Corporation or any NHA Subsidiary;

Approval of loans by the Corporation or any NHA Subsidiary, or
the incurring of any indebtedness, secured or unsecured, which
exceeds two million dollars ($2.0 million) or which has a term
longer than one year;

Approval of policies relating to the control and supervision of the
investment of the Corporation’s and any NHA Subsidiary’s funds,
including, but not limited to, those funds and properties which may
have been donated, bequeathed or devised, or given in trust for the
limited or general use of the Corporation or the NHA Subsidiary;
Approval of unbudgeted expenditures in excess of two million
doltars ($2.0 million) or any increase in any approved annual

operating or capital budget;




(xi1)

(xiii)

(xiv)

(xv)

(xvi)

(xvii)
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Approval of any agreement or transaction of the Corporation or
any NHA Subsidiary involving an amount greater than two million
dollars ($2.0 million) with another individual or entity;

Approval of the affiliation of the Corporation or any NHA
Subsidiary with any other entity for the purposes of the joint
conduct of business or other purposes, whether in the form of
participation in said entity through the holding of stock or by
membership or in the form of partnership, joint venture, co-
tenancy or any other form of ownership or control:

Creation of any committee which shall have the authorily to act on
behalf of the Board or on behalf of any NHA Subsidiary;

Approval of any conveyance of, or the granting of mortgages or
trusts on any real property assets of the Corporation or of any NHA
Subsidiary;

Approval of any change to any employee pension or other

employee benefit plans of the Corporation or any NHA Subsidiary;

Approval of the adoption of or amendment to the policies and
procedures governing: (a) indemnification of directors and officers
of the Corporation or any NHA Subsidiary; (b) conflicts or
dualities of interest; (c) accounting and investment standards and
practices; and (d) such other policies as the Member may from

time to time determine;
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(xviii) Approval of the strategic plan of the Corporation and of any NHA

Subsidiary;

(xix) Approval of the engagement in managed care and other third party
payor contracting on behalf of the Corporation or any NHA

Subsidiary;

(xx)  Approval of any commencement, cessation, location, relocation or
consolidation of significant clinical services provided by the
Corporation or any NHA Subsidiary and approval of the filing of
any application for a certificate of need by the Corporation or any

NHA Subsidiary;

(xxi)  Approval of system-wide quality, performance and credentialing
standards and procedures to which the Corporation or any NHA

Subsidiary is expected to adhere; and

(xxii) Approval of regulatory compliance and methodology for physician

compensation arrangements.

2.3.  Meetings of the Member. The annual meeting of the Corporation’s Member

shall be held at such date, time and place as the Board shall determine, and as shall be set forth in
the notice of the meeting. Notice of annual, regular or special meetings of the Member shal] be
provided to the Member no fewer than ten (10) nor more than sixty (60) days before the meeting
date. Special meetings may be held at such dates, times and places, and for such specific

purposes, as the Board shall determine, and as shall be set forth in the notice of the meeting.
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At each annual meeting or any special meeting called for such purpose, the Member shall

(1) appoint directors in accordance with these bylaws, (ii) receive reports from the Corporation’s

directors, officers, agents and committees, and (iii} conduct any other business relating to the

affairs of the Corporation consistent with the rights of the Member.

ARTICLE III. BOARD OF DIRECTORS

3.1 Authority. All corporate powers not reserved to the Member shall be exercised

by or under the authority of, and the activities, property and affairs of the Corporation shall be

managed by or under the direction of, the Board, subject to any limitations set forth in the

certificate of incorporation including, but not limited to the following:

(a)

(b)

(c)

(d)

(e)
(£)

(g)

Review local quality and service goals and improvement programs within
the context of the Member's goals and improvement programs and
recommend changes thereto to the Member Board;

Monitor local quality, service and financial performance;

Support management in making local communications with external
audiences, including, but not limited to, locai governments and the media;
Support fundraising efforts conducted by the Norwalk Hospital
Foundation, Inc. in the local community;

Oversee community benefit programs in the local community; and
Approve medical staff bylaws and medical staff appointments based on
standardized Member applications and review processes;

Participate in the search process for the President and CEO of the

Corporation when the need arises.

32. Number and Composition. The Corporation shall have no less than twelve (12)

and not more than twenty-five (25) voting directors. Of this number, the President and CEO of
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the Corporation, the President and CEQ of WCHN, and the President and CEO of Norwalk
Hospital Foundation, Inc., shall serve as ex-officio directors, and shall be counted for purposes of
quorum and shall have the right to vote. At least one (1) director, other than the President and
CEQ of WCHN, shall be an individual who also serves on the board of each of WCHN, The
Danbury Hospital and the New Milford Hospital, Inc. All directors shall be those individuals
who serve on the board of the Corporation’s Member.

3.3.  Appointment and Terms of Office. As of the Effective Date, the Member shall

divide the elected directors ("Initial Directors") into three (3) groups so that an approximately
equal number of directors have terms that expire each year and set the year in which each such
director's eligibility for reelection shall cease. At each annual meeting of the Member thereafter,
directors shall be elected by the Member in the manner set forth in the bylaws of the Member to

succeed the directors in the class whose terms expire at that annual meeting. Other than the

Initial Directors and directors elected to fill vacancies, elected directors shall serve for a term of
three (3) years and until their successors are elected and qualified. Except for the Initial
Directors and as provided in Section 7.2 of these bylaws, directors shall be eligible to serve three
(3) consecutive terms on the Board and shall be eligible for reelection to the Board only after a
one (1) year hiatus from service as a director. A director elected to fill a vacancy in an unexpired
term shall be deemed to have served one (1) three-year term for purposes of eligibility for
reelection only if the director has served more than one (1) year of an unexpired term.

3.4. Vacancies. Any vacancy or vacancies occurring on the Board shall be filled by
the Member in the manner set forth in the bylaws of the Member. A vacancy that will occurat a
specified later date, by reason of a resignation effective at a later date, may be filled before the

vacancy occurs, but the new dircctor may not take office until that Vacancy occurs.
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3.5.  Meetings and Notices. Annual meetings of the Board shall be held at the

principal offices of the Corporation unless otherwise specifically directed by the President and
CEO. The Board or its Chair will specify an appropriate date and issue notice thereof as
provided below, for the purpose of electing officers for the ensuing year, receiving reports from
the Corporation’s officers, agents and committees, and transacting such other business as may
properly come before the meeting. Notice of the annual meeting of the Board shall be in writing
and shall be sent to all directors at least seven (7) days before the annual meeting,

Regular meetings of the Board shall be held at such times as the Board shall from time to
time determine or as requested by the Member. Special meetings of the Board may be called at
any time by the Chair or the President and CEQ, and shall be called by either of them within
seven (7) days after receipt of a written request of any three directors or the Member. Meetings
of the Board may be held within or without the State of Connecticut. No notice of regular
meetings shall be required unless specifically directed by the President and CEO or the Chair.
Except as otherwise provided in these bylaws, at least two (2) days’ written notice shall be given
to each director of each special meeting of the Board, and such notice shall contain the date, time
and place of such special meeting.

3.6.  Quorum, Action by Board of Directors and Adjournment. A majority of the

directors then serving shall constitute a quorum for the transaction of business, and the act of a
numerical majority of the directors present at a meeting at which a quorum is present shall be the
act of the Board, unless the presence of or act of a greater number is specifically required by
these bylaws, the Corporation’s certificate of ncorparation, or the Act. If a quorum shall not be

present at any meeting of dircctors, a majority of the directors present at such meeting may
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adjourn the meeting from time to time, without notice other than announcement at the meeting,

until a quorum shall be present.

3.7.  Action Without a Meeting. Any action which may be taken at a meeting of the

Board or of a committee of the Board may be taken without a meeting if a consent in writing,
setting forth the action so taken, or to be taken, shall be signed by all of the directors or all of the
committee members entitled to vote with respect to the subject matter of such meeting. Such
consent shall be filed with the minutes of the directors’ or committee’s meetings.

3.8. Mecting by Conference Telephone. A director or a member of a committee of

the Board may participate in a meeting of the Board or of such committee by means of

conference telephone or similar communications equipment enabling ail directors or all
committee members participating in the meeting to hear one another, and participation in such a
meeting shall constitute presence in person at such meeting.

3.9.  Resignations. The resignation of any director shall be in writing and shall be
effective immediately upon receipt by the Corporation if no time is specified, or at such later
time as the resigning director may specify and the Corporation shall accept. Failurc of a director
to attend three (3) consecutive Board meetings without proper excuse may, in the Chair’s
discretion, be deemed a resignation,

3.10. Remeoval of Dircctors. The Member may remove any direclor, with or without

cause.
3.11. Compensation. No director shall receive compensation for services rendered to
the Corporation in such capacity, but directors shall be entitled to reimbursement for reasonable

and necessary expenses actually incurred in connection with the performance of their duties in
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the manner and to the extent that the Board shall determine, and may receive reasonable
compensation for services performed in other capacities for or on behalf of the Corporation,
ARTICLE IV. MEDICAL STAFF

4.1.  General. The Board shall appoint a medical staff operating in accordance with
these bylaws and those bylaws, credentials or other medical staff policies, rules and regulations
of the medical staff that are approved by the Board. The medical staff shall operate as an
integral part of the Hospital and, through its department chairmen, committees and officers, shall
be responsible and accountable to the Board for the discharge of those duties and responsibilities
delegated to it by the Board from time to time. The Board has the ultimate authority over all
decistons regarding the mission of the Corporaltion, its economic viability, organizational
integrity and quality of care, and specificaily reserves the authority to adopt such policies as the
Board determines are necessary to facilitate its mission, protect its assets, further its economic
viability, and to determine the most efficient manner in which to provide a Hospital service, Said
polictes may affect the eligibility of practitioners for (a) appointment or reappointment to the
medical statf, (b) the exercise of clinical privileges, (c) service as a medical staff officer,
committee member or department or section chief, (d) financial relationships with this
Corporation or its affiliates, or (e) other benefits generally available to medical staff appointees.
The Board shall have the authority to take any action that it deems appropriate with respect to
any individual appointed to the medical staff or given clinical privileges or the right to practice in
the Hospital.

4.2.  Medical Staff Bylaws, Rules and Regulations:

(a) In recommending medical staff bylaws, rules and regulations, or policies,
the medical staff shall follow the procedures set forth in the medical staff

bylaws and Credentials Policy. Only such medical staff bylaws,

10
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(c)

(d)
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credentials or other medical staff policies, and rules and regulations as are
adopted by the Board shall be effective.

The medical staff may at any time recommend modifications of the
medical staff bylaws, credentials or other medical staff policies, and rules
and regulations to the Board. The Board shall act promptly on any such

proposed amendments that are submitted by the medical staff.

The Board reserves the right to rescind any authority or procedures
delegated to the medical staff by bylaws, credentials or other medical staff
policies, rules or regulations, or otherwise, and to amend the foregoing
from time to time as it deems appropriate for the appropriate operation of
the Hospital. In the event the Board believes there should be changes in
the medical staff bylaws, credentials or other medical staff policies, rules
or regulations, it shal] submit such suggested changes to the medical staff.
The medical staff shall promptty consider and submit to the Board jts
recommendations. If submissions by the medical staff in response to
suggestions by the Board are not transmitted to the Board within a
reasonable time as determined by the Board, then the Board may make
such changes as are deemed necessary without the approval of the medical
staff,

In the event of a conflict between the provisions of the medical staff
bylaws, credentials or other medical staff policies, or rules and regulations

and these bylaws, the provisions of these bylaws shal! be controlling.
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4.3.  Medical Staff Appointment and Clinical Privileges: The Board may appoint

to the medical staff graduates of recognized professional schools meeting the personal and
professional qualifications prescribed in the medical staff bylaws or the Corporation’s
Credentials Policy and may assign clinical privileges to them. Individuals so appointed shall
have responsibility for the treatment of Hospital patients subject only to such limitations as the
Board and its designees may impose, and to the medical staff bylaws, rules and regulations, or
policies, including the Corporation’s Credentials Policy. Appointments shall be provisional for
the period described in, and are renewable in accordance with, the procedures set forth in the
medical staff bylaws or the Corporation’s Credentials Policy.

4.4.  Contracts for Clinical Services:

(a) All individuals functioning pursuant to contracts or einployment
relationships with individuals, partnerships or corporations for the
performance of certain health care services, including exclusive
agreements and agreements for medical-administrative positions, who
would be subject to the provisions of the medical staff bylaws, shall obtain
and maintain staff appointment and/or clinical privileges, in accordance
with the medical staff bylaws or the Corporation’s Credentials Policy.

(b) Unless the service or employment contract provides otherwise, if a
question arises concerning clinical competence that may affect such
individual’s staff appointment or clinical privileges during the term of the
contract, that question may be processed in the same manner as would
pertain to any other medical staff appointee. If a modification of privileges

or appointment occurs that is sufficient to prevent the individual from




(©)

06/13/2013 AfTaton CON-354

performing his contractual duties, the contract shall antomatically
terminate.

Unless the service or employment contract provides otherwise, clinical
privileges and medical staff appointment that are necessary to carry out
the obligations of an exclusive contract or employment contract shall be
valid only during the term of the contract. In the event that an exclusive
contract expires or is terminated, then the medical staff appointrent and
clinical privileges of any individual who is employed by, or under contract
with, the exclusive provider shall also expire. Similarly, in the event that
an individual who is employed by, or under contract with, the exclusive
provider is removed from service at the Hospital or terminates their
employment by or contract with, the exclusive provider, then the medical
staff appointment and clinical privileges of any such individual shall
expire. Any such expiration of clinical privileges and medical staff
appointment or the termination or expiration of the contract itself shall not
entitle the individual to any hearing or appeal pursuant to the medical staff
bylaws or Credentials Policy, unless there is a specific provision to the
contrary in the contract. In the event that only a portion of the individual’s
clinical privileges are covered by the exclusive contract or employment
contract, only that portion shall be affected by the expiration or

termination of the exclusive contract or employment.
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(d) Specific contractual or employment terms shall in all cases be controlling
in the event that they conflict with provisions of the medical staff bylaws
or the Corporation’s Credentials Policy.

4.5.  Evaluating Prefessional Needs: From time to time the Board, with the advice of

the WCHN Planning Committee shall evaluate the number, age, admissions, and Hospital
activities of medical staff appointees in various specialty areas so that a proper number of
individuals in each specialty is determined maintained and revised as needed, in light of the
strategic planning objectives and professional personnel requirements and limitations of the

Hospital.

4.6.  Procedures for Board Actions Pertaining to Medical Staff Applicants or

Appointees:

(a) The Board retains the absolute discretion to take any action with respect to
the Medical Staff it deems in the best interest of the Hospital and the
decision of the Board shall be conclusive. At any time in its consideration
of any recommendation involving a medical staff appointee, the Board
may in its absolute discretion defer final determination by referring the
matter to a committee of its choice for further consideration, Any such
referral shall state the reasons therefor and shall set a time limit within
which a subsequent recommendation to the Board shall be made.
However, if the Board or a Board committee makes a recommendation
that would entitle a medical staff appointee to a hearing, the Board shall,
before taking final action, notify the affected individual of the hearing

rights that are described in the Hospital’s Credentials Policy. If a hearing




(b)

(c)
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is requested, it shall be conducted in accordance with procedures outlined
in the medical staff bylaws or the Credentials Policy.

When the Board acts finally in the matter, it shall send notice of such
decision through the President and CEO by certified mail, return receipt
requested, to the applicant or appointee involved as well as to the
Executive Committee of the Medical Staff and the chairman of the
department affccted.

Notwithstanding the actions described in paragraph (a), a decision not to
grant an application or a decision to defer the appointment of a qualified
applicant, in accordance with the recommendations of the WCHN
Planning Committee, does not entitle the applicant to the hearing and
appeal rights outlined in the medical staff bylaws or the Corporation’s

Credentials Policy.

4.7.  Medical Staff Departments, Committees and Officers:

(@)

The chairmen of all medical staff departments, the chairmen and members
of all medical staff committees, and the officers of the medical staf f shall
be elecled or appointed in accordance with the provisions of the medical
staff bylaws and the Credentials Policy and other medical staff policies
and shall be subject to the approval of the Board prior to assuming their
duties in those offices. Said individuals shall act for and on behalf of the
Hospital when performing their duties under the bylaws and shall perform
such additional duties as may be assigned from time to time by the Board

or the President and CEO or his/her designee.
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(b) All minutes, reports, recommendations, communications, and actions with
respect to credentialing, peer review, quality assurance or related matters
made or taken by the Board or its committees or by medical staff
departments, committees and officers on behalf of the Hospital are
deemed to be covered by the provisions of Connecticut or federal law or
regulation providing protection to peer review or related activities.
Furthermore, the committees and/or panels charged with making reports,
findings, recommendations or investigations pursuant to the medical staff

bylaws or Credentials Policy or other medical staff policy shall be

considered to be acting on behalf of the Hospital and its Board when
engaged in such professional review activities and thus shall be deemed to
be “professional review bodies” as that term is defined in the Health Care
Quality Improvement Act of 1986.

4.8.  Malpractice Insurance Coverage: The Board shall require that all applicants

and appointees of the Active, Consulting and Emeritus Staffs, and all applicants and appointees
of the Allied Health Professional Staff, have and maintain malpractice insurance through a
company approved by the Connecticut Insurance Department in an amount that the Board
determines is commensurate with services provided by the practitioner in the Hospital to cover
claims or suits arising from alleged malpractice in the Hospital. If at any time an appointee’s
malpractice insurance coverage lapses, is terminated, or otherwise is not in effect, the
appointee’s clinical privileges shall be deemed voluntarily relinquished as of that date until the
matter is resolved and adequate malpractice insurance coverage is restored. Failure to restore

adequate malpractice insurance coverage after six months from the relinquishment of privileges



06/13/2013 " Affiliation CON-358

shall constitute a voluntary relinquishment of clinical privileges and resignation from the
Medical Staff. Compliance with this policy shall be evidenced by filing with the Chief Executive
Officer a certificate of insurance (rom the carrier showing at least the minimum required
imsurance coverage.
ARTICLE V. COMMITTEES OF THE BOARD

5.1, General. At least annually the Board, by the affirmative vote of a majority of all
directors then serving shall appoint a Nominating Committee and a Budget and Finance
Committee in accordance with these bylaws. In addition, to the extent permitted by law, the
Corporation shall participate in the matrix committees established by WCHN to provide advice
to WCHN and its affiliates. The Board may create one or more additional ad-hoc advisory
committees as the Board from time to time may consider necessary or advisable. All committees
of the Board shall be advisory and shall not have authority to act on behalf of the Board. For the
avoidance of doubt, the medical staff committees shall not be subject to participation on matrix
committees of WCHN. The membership, duties and authority of each committee shall be set
forth and determined by the Board. The chair of each committee shall be a director. Non-board
members may be appointed (o any committee. Each committee shall report its activities and
recommendations, if any, to the Board at each Board meeling,

5.2. Nominating Committee. The Nominating Committee shall consist of the Chair,

the Vice Chair and at least three (3) directors. The Nominating Committee shall advise the
Board on the nomination of individuals to serve as directors, as members of WCHN and as
members of the board of directors of the Member. The Nominating Committee shall review,
develop, and submit to the Board nominations for election by the Member to service on the

Board.
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5.3.  Budget and Finance Committee. The Budget and Finance Committee shall

consist of no less than three (3) directors. The Budget and Finance Committee shall advise the
Board on matters relating to the management and expenditure of the Corporation’s funds. The
Budget and Finance Committee shall, in cooperation with the Finance Committee of the
Member: (i) review and recommend for approval by the Board and the Member the operating
and capital budgets of the Corporation and of the NFISC Subsidiaries; and (ii) review and
recommend for approval by the Board and the Member the strategic plan of the Corporation and
of the NHSC Subsidiaries.

54. Quorum and Action. At all committec meetings, a quorum for the transaction
of business shall consist of a majority of the members of the committee, and the vote of a
majority of those members present when a quorum is present shall constitute the act of the
committee.

ARTICLE VI. PRESIDENT AND CEOQ

The Corporation may contract with WCHN for the services of a President and CEO.
The President and CEO shall be the chief executive of the Corporation, and shall report to the
Board. The President and CEO shall submit regular reports to the Chair and to the Board on the
operations of the Corporation. The President and CEOQ, in accordance with these bylaws, shall
serve as a director, ex-officio and shall have the tight to vote. The President and CEQ shall
perform such other duties as may be assigned to him or her by the Board. The individual serving
as President and CEO shall be the same individual serving as the President and CEO of the
Member. Following the first anniversary of the Effective Date, WCHN’s President and CEQ
shall have the unilateral authority to hire or fire the President and CEO after obtaining input on

such action from the Board, subject to the terms of any employment agreement between the
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President and CEQ and WCHN. Prior to that date, the hiring and firing of the President and
CEO shall be done by WCHN in accordance with jts bylaws.

ARTICLE VII. OFFICERS

7.1. Officers, Appointment, Term and Vacancies. Subject to the approval of the

Member, the directors shall elect all of the Corporation’s officers. The officers of the
Corporation shall consist of a Chair, a Vice Chair, a Secretary and a Treasurer, each of whom
shall be directors. The Corporation may have such other officers, such as an Assistant Secretary
or Assistant Treasurer, who need not be directors, as the Board may determine from time to time.
Any person may simultaneously hold multiple offices.

Officers shall be elected at the annual meeting of the Board for a term extending until the
next succeeding annual meeting of the Board and until his or her successor has been elected and
qualified or until his or her earlier death, resignation or removal, exeept that the Chair and the
Vice Chair shall each be clected to a term of two (2) years and until a successor is elected.
Notwithstanding the provisions of Section 3.3 of these bylaws, a director whose term as Chair or
Vice Chair will exceed that director’s third full term as a director shall continue to serve as a
dircctor until expiration of his or her two-year term as Chair or Vice Chair, as applicable, and
shall thercafier be eligible for reelection to the Board only after one (1) year has elapsed. Subjecct
to the approval of the Member, iy vacancy or vacancies occurring in any office of the
Corporation may be filled until the next meeting at which officers are elected by the affirmative
vote of the remaining directors in office at any meeting of the Board, though such remaining
dircctors are fewer than a quorum.

7.2.  Chair. The Chair shall work to ensure that the Board functions properly, meets
its obligations and responsibilities, and fulfills its purpose and mission as set forth in the

certificate of incorporation and these bylaws, and as otherwise determined from time to time by
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the Board. The Chair shall work to maintain an effective relationship between the Board and
management and, in so doing, will be the laison between the Board and management. The Chair
shall, if present, preside over all meetings of the Board. The Chair shall serve as an ex-officio
member of all standing, special and ad hoc commiltees of the Board. The Chair shall also
perform such other duties as may be assigned to him or her by the Board.

7.3.  Vice Chair. The Vice Chair shall serve a two-year term and shall have such
duties and responsibilities as the Chair or the Board of Directors shail from time to time
determine. The Vice Chair shall assume the duties of the Chair n the absence or disability of the
Chair.

7.4.  Secretary. The Secretary shall issue or cause to be issued all notices required by
law or these bylaws. The Secretary shall keep (or cause to be kept) minutes of the proceedi ngs
of the meetings of the Corporation and of the Board, and shall ensure that all records and reports
of the Corporation and of the Board shall be retained. In addition, the Secretary shall perform
such other duties as may be assigned to him or her by the Board, the Chair or the Member.

7.5.  Treasurer. The Treasurer shall ensure that timely and accurate financial
information is presented to the Board, and that financial records are maintained and available for
inspection by any director or the Member of the Corporation. The Treasurer shall ensure that all
reports and records requircd by law regarding the Corporation’s financial status are submitted or
retained as required. The Treasurer generally shall cause to be performed all acts incident to the
office of Treasurer and shall oversee such further duties as may from time to time be assigned to
him or her by the Board, the Chair, or the Member.

7.6.  Removal of Officers. Subject to the approval of the Member, any officer of the

Corporation may be removed at any time with or without cause by the affirmative vote of a

20
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majority of all directors then serving, but without prejudice to such officer’s contract rights, if
any, provided written notice of such action shall have been sent to all directors at least seven (7)
days before said meeting.

ARTICLE VIIl. GENERAL PROVISIONS

8.1.  Gender. Allreferences in these bylaws to the masculine, feminine or neuter
gender shail be deemed to apply equally to one or more of such gender-specific references as
may be appropriate.

8.2.  Fiscal Year. The fiscal year of the Corporation shall be determined by the Board,

8.3.  Waiver of Notice. Written waiver signed at any time by the Member, director or

committee member entitled to notice shall be equivalent to the giving of notice. A written
waiver shall be delivered to the Corporation and filed with the minutes or corporate records. The
attendance by any Member, director or committee member at a meeting without protesting the
lack of proper notice prior to the commencement of, at the beginning of, or promptly upon the
Member’s, director’s or committec member’s arrival to the mecting shall be deemed to be a
waiver by such person of notice of thc meeting.

8.4.  Written Notice and Signature. Any written notice required hereunder may,

without limitation, be issued by regular mail, certified mail, hand delivery, elecironic means or
facsimile and shall be deemed given when sent. Any written signature required under these
bylaws or the Corporation’s certificate of incorporation or by Connecticut law may be evidenced
by manual, facsimile or electronic signature, any of which shall have the same legal effect as the
manual signature of the signing party.

8.5.  Conflict of Interest Policy. The Corporation’s officers and directors shall adhere

to the conflict of interest policy adopted by the Member, as the same may be amended from time

to time.
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8.6. Amendment. These bylaws may be amended by the Member.

8.7.  Effective Date. The effective date (the “Effective Date”) of these bylaws shall
be the last to occur of the date upon which (i) these bylaws are approved by the Board, (i1) these
bylaws are approved by the Corporation’s Member, and (ii) the “Closing Date” of that certain
Affiliation Agreement, dated [ ], by and between the Corporation’ Member and Western
Connecticut Health Network, Inc. (the “Affiliation Agreement”), as the term is defined in

Section 1.2 of the Affiliation Agreement.

Amended and restated as of 2013,

22
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EXHIBIT C
Pre-Closing and Post-Closing Organizational Structure
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SCHEDULE 1(a)
NHSC Affiliates

Norwalk Health Services Corporation

The Norwalk Hospital Association

Norwalk Hospital Physicians & Surgeons, Inc.

Norwalk Hospital Foundation, Inc.

S.W.C. Corporation

Maple Street Indemnity Company, Ltd.

Norwalk Surgery Center, LLC (70% owncrship interest held by NHA)

Affiliation CON-368
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SCHEDULE 1(b)
WCHN Affiliates

Western Connecticut Health Network, Inc.

The Danbury Hospital

New Milford Hospital, Inc.

Western Connecticut Health Network A ffiliates, Inc.

Western Connecticut Medical Group, P.C.

Western Connecticut Home Care, Inc.

Western Connecticut Health Network Foundation, Inc.

Western Connecticut Health Network Insurance Co., Lid.

New Milford MRI JV, LLC

Business Systems, Inc.

Western Connecticut Health Network Physician Hospital Organization, Inc. (50%
membership interest held by WCHN)

Western Connecticut Health Network Joint & Spine, LLC (50% membership interest held
by WCHN)
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SCHEDULE 4.4
Government Filings and Approvals

Hart-Scott-Rodino Pre-Merger Notification Filing with the U.S. Department of Justice and
the U.S. Federal Trade Commission and subsequent clearance

State of Connecticut Office of Health Care Access Certificate of Need Application and
approval

State of Connecticut Department of Public Health hospital license notice (post-closing)
Clinical Laboratory Improvements Act notice to State of Connecticut Department of
Public Health

Change of Information Notice to the Centers for Medicare and Medicaid Services (post-
closing)

Nuclear Regulatory Commission notice {post-ciosing)

Federal Drug Enforcement Agency notice (post-closing)

Registration number notice to State of Connecticut Department of Consumer Protection,
Drug Control Division (post-closing) :

State of Connecticut Office of Attorney General antitrust notice

. Notice to Electronic Data Systems on behalf of Connecticut Department of Social Services

(post-closing)

State of Connecticut Department of Environmental Protection Transfer Act form(s), as
appropriate, with Norwalk as the certifying party, pursuant to Conn. Gen. Stat. §22a-134 et
seq. (post-closing)
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SCHEDULE 4.5
Non-Governmental Consents

Mone
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SCHEDULE 4.12
Revisions to Restated Governing Documents

Revision to NHSC Bylaws. The reference in Section 3.2 to the President and
CEO of Norwalk Hospital Foundation, Inc. shall be changed to the Chairman of
the Board of Norwalk Hospital Foundation, Inc.

Revision to NHA Bylaws. The reference in Section 3.2 to the President and CEO
of Norwalk Hospital Foundation, Inc. shall be changed to the Chairman of the
Board of Norwalk Hospital Foundation, Inc.

Revision to WCHN Bylaws,

Section 4.1 shall be amended to provide that non-Board members may be
appointed to any committee but without vote.

Section 4.1 shall be amended to provide that there shall be an equitable distribution

of DH/NMH Directors (as defined in the WCHN Bylaws) and NHA Directors (as

defined in the WCHN Bylaws) appointed to each of the six committees listed in
Section 4.1

Section 4.4 shall be amended to provide that the Executive Compensation
Committee shall consist of the Chair, Vice-Chair and at least three (3) other
directors,

Section 4.4 shall be amended to reflect the fact that the Executive Compensation
Committee shall advise the Board not only on executive compensation strategies
and policies but also on executive benefit strategies and policies.
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SCHEDULE 7.2(g)
WCHN Labor Agreements

1. Agreement by and between The Danbury Hospital and Danbury Nurses Union Unit #47,
Local #5047, AFTCT, AFT Healthcare, AFL-CIO, dated August 22, 2011,

2. Agreement by and between New Milford Hospital, Inc. and the New Milford Hospital
Federation of Registered Nurses, AFT-Connecticut, AFT-Healthcare, American Federation
of Teachers (AFT), AFL-CIO, dated January 1, 2012,




06/13/2013 Affiliation CON-374

SCHEDULE 7.3(g)
NHSC Labor Unions

1. Collective Bargaining Agreement by and between The Norwalk Hospital Association and
Registered Professional Nurses Local Unit #23, Connecticut Health Care Associates, National
Union of Hospital & Health Care Employees, AFSCME, AFL-CIO, dated August 1, 2012
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EXHIBIT B
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Vision 2015

Norwalk Hospital
Strategic Plan
2010-2015

APPROVED BY BOARD OF TRUSTEES
AUGUST 25,2009

Norwalk
Hospital

Compassion. Expertise. Results.
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Norwalk Hospital
Strategic Plan: Vision 2015

Table of Contents Page
Introduction 3
Statements of Purpose 4
Service Area 5
Signature Services 6
Strategic Imperatives 7
Vision 2015 Strategic Goals 8-10

Approved by SPC August 5, 2009 Norwalk
Approved by BOT August 25, 2009 g, 8 Hospital

Compassion Expertise. Results.
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Norwalk Hospital
Strategic Plan: Vision 2015

Introduction

Norwalk Hospital has a long history of meeting the healthcare needs of the residents of
southern Fairfield County and surrounding communities. To continue the tradition of
successfully providing quality, accessible healthcare services in a continuously changing
environment, the leadership of the Hospital utilizes a strategic planning process that
establishes a vision for the future, formulates strategies to achieve the vision, and
measures and monitors outcomes to ensure progress in achieving defined goals.

The Strategic Plan: Vision 2015 identifies the organization’s strategic direction for 2010
through 2015. It builds upon the framework set forth in the Strategic Plan 2006-2009 and
extends the organizational vision and goals further into the future. These high level goals
will serve to guide Norwalk Hospital’s strategic decisions and priorities.

Vision 2015 was formulated through a rigorous planning process guided by the Strategic
Planning Committee of the Board of Trustees. With participation of the medical staff
members, Board representatives and management, the Committee assessed the
Hospital’s competitive position as well as environmental factors influencing the future of
healthcare to formulate strategic imperatives for the organization for the next five years.

The plan includes an update of the Hospital’s statements of purpose, including the
Mission Statement and Values, as well as an overarching aspirational goal for the
organization in the Vision. Service line priorities are established in the articulation of
Signature Services. The communities served by the Hospital have been defined in the
Primary and Secondary Service Areas. In addition, areas of focus essential to achieving
the vision have been identified as Strategic Imperatives.

Internal and external environmental conditions may lead to the refinement of Vision 2015
over time. However, the vision set forth in this plan will serve as a roadmap for
organizational planning and prioritization. Through continued rigor and discipline, plans
for Signature Services, community-specific plans, and annual strategic initiatives will be
framed by the goals set forth in Vision 2015.

Approved by SPC August 5, 2009 Norwalk
Approved by BOT August 25, 2009 -3- HOSDltal

Compassion Expertise, Resulls.
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: fl;l.c-.m,f.,, : Norwalk Hospital
2015 2 Strategic Plan: Vision 2015

Statements of Purpose

Mission
The mission of Norwalk Hospital is to provide uniquely excellent, innovative, and
compassionate health care with exceptional outcomes.

Vision
Norwalk Hospital will be the hospital of choice for patients, physicians and healthcare
professionals, recognized for delivering innovative clinical services with compassion.

Values
Norwalk Hospital is guided by these values:

* Patient-Centered - honoring each individual’s dignity, privacy and confidentiality;
empowering patients and their families as partners in their care; facilitating simple,
convenient ways for patients and their familtes to use our programs and services.

* Excellence - setting the highest standards for safety, clinical outcomes and personal
service, and continuously measuring, monitoring and raising those standards.

* Innovation — continuously pioneering new and better ways to deliver care, research
and prevention of illness.

* Leadership - attracting and developing throughout the organization, people who
are recognized as exceptional leaders and who subscribe to these values.

* Teamwork — working together to achieve our mission and goals in a cooperative,
respectful, open environment.

* Trust and Fairness - fostering a climate of openness in which all who work here
treat one another with trust and fairness; supporting open communication to
enhance this climate.

* Education - providing nationally recognized medical educational programs for
future providers; participating in clinical research, and offering a range of
educational programs to our patients and the community to enhance their health
and weil-being,.

« Financial Responsibility — being accountable as financial stewards for constant
improvement in the efficiency and effectiveness of service delivery; coordinating the
services of Norwalk Hospital with those of other health, education and social
services in the community (e.g. long-term care facilities, community outreach,
health promotion/illness prevention organizations, etc) in order to optimize the
availability of a full scope of services in a cost-effective manner.

* Charity - as a not-for-profit organization, providing needed medical care to all,
including those who cannot pay for it.

* Transparency - Providing our community with reliable quality and cost information
about our services, providers, and outcomes to empower informed decision making.

Approved by SPC August 5, 2009 Norwalk
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Norwalk Hospital
Strategic Plan: Vision 2015

Service Area

Norwalk Hospital serves a large and diverse population of approximately 272,000 in the
primary and secondary service areas. The primary service area is defined as those
communities in which Norwalk Hospital is a leader in market share and from which derive
80 percent of patient volume is derived. The secondary service area is a newly defined
focus, and includes communities where the hospital has a noteworthy market or
geographic presence, and opportunity to develop the market.

Primary Service Area (PSA)

Community Zip Codes
Norwalk 06850, 06851, 06852, 06853, 06854, 06855,06856,06857
Westport 06880, 06881
Weston 06883
Wilton 06897
New Canaan 06840, 06842
Secondary Service Area (SSA)
Fairfield 06824, 06825, 06838, 06890
Ridgefield 06877
Darien 06820
Redding 06896, 06829, 06875, 06876
[ .' . =
. II 1
|
|'I
II Redding
S
A Ridgefield

> Woeston
¥ St Vincant's Madical ocltur

et Wiiton Brdgeport Hospitnd
i Fairfield

i i SW
AL
New Canaan Norwalk Westport _,/ f{

Norwalk Hospital EVJ' e
— /-/
Stamford Hospital J_/"F_'J 7 X wi \ 10 Miles
e N
' = _
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Norwalk Hospital
Strategic Plan: Vision 2015

Signature Services

Service Line Priorities

Norwalk Hospital will continue to meet national standards for care in the full range of
services expected from community hospitals, but will commit resources and priorities to
developing a focus on key service lines which offer opportunities for market
development and differentiation and are a hospital strength or patient point of entry.

Six service lines have been selected as the Signature Services of Norwalk Hospital:
+ Cancer Services
» (Cardiovascular Services
» Emergency Services
+ Digestive Disease Services
»  Ortho-Neuro-Spine Services
*  Women'’s & Children’s Services

Cancer Services and Cardiovascular Services demonstrate to the community the hospital’s
readiness and commitment to care for patients in life-altering and life-threatening
situations. Emergency Services and Women’s & Children’s Services are key access points
to the hospital — often a patient’s first experience with hospitalization. And Ortho-Neuro-
Spine Services and Digestive Disease Services will increasingly be in demand with the
aging of the population in the communities served by Norwalk Hospital. These services
also generate financial results that support other hospital services.

Approved by SPC August 5, 2009 Norwalk
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Norwalk Hospital
Strategic Plan: Vision 2015

Vision 2015 Strategic Imperatives

Intended to guide Norwalk Hospital for the next five years, the Strategic Imperatives
identified in Vision 2015 build on those identified in the Strategic Plan 2006-2009 and
expand into two new areas. Each year, these goals and strategies will be the basis for
Strategic Initiatives crucial to the long-term success of Norwalk Hospital.

Vision 2015 Strategic Imperatives

Quality, Safety To achieve excellent medical outcomes, patient

and safety, and patient satisfaction.
Patient Satisfaction
Workplace To attract and retain the “best of the best” health
of care professionals and hospital staff.
Choice
Operational To achieve operational and financial results consistent

Efficiency and with top hospital performers.
Financial Strength

Growth To be the clear market leader in meeting the evolving
and Market healthcare needs of the community.
Development

To be the hospital of choice for physicians by
Care Integration { providing quality patient care in an efficient practice
setting.
To partner with the communities we serve to promote
Community health and well-being through outreach in prevention,
education, and screenin&

Approved by SPC August 5, 2009 Norwalk
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Norwalk Hospital
Strategic Plan: Vision 2015

Vision 2015 Strategic Imperatives and Goals

Quality, Safety, & Patient Satisfaction
* To achieve excellent medical outcomes, patient safety, and patient satisfaction
* Achieve the highest level of results in national clinical quality measures and
initiatives.
® Continually assess methods for improving patient safety and implement those
that result in superior patient outcomes.

= Achieve goth percentile in all areas of patient satisfaction surveyed.

* Bearecognized leader in application of IT and other advanced quality
technologies to ensure patient safety and adherence to evidence-driven
patient care practices.

* Achieve transparency and recognition in outcomes reporting.

= Attain Magnet Hospital designation.

Operational Efficiency & Financial Strength
* To achieve operational and financial results consistent with top hospital performers
® Attain operational outcomes consistent with top performance benchmarks.
* Generate financial ratios and conditions consistent with A-minus rated or
better healthcare organizations.
® Attract significant philanthropic funds as a major source of support for
program development and capital projects.
® Bediligent in protecting and preserving the environment and in the application
of “green” technologies as we move forward.
* Assess emerging methods of health care delivery and implement those that
benefit our mission.

Workplace of Choice
* To attract and retain the “best of the best” health care professionals and hospital
staff

® Provide education, training, and professional development programs to
support patient care initiatives and hospital performance, and to attract and
retain healthcare professionals.

* Achieve employee engagement at the goth percentile.

* Achieve turnover rates, vacancy rates and other key metrics that exceed
industry best practices.

* Berecognized as a top employer by external experts.

® Develop a sustained culture of service excellence which supports and values
positive human interactions among staff and patients,

* Demonstrate ethical behavior, corporate compliance and personal integrity in
all organizational activities.

Approved by SPC August 5, 2009 Norwalk
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N Vision Norwalk Hospital
~2015 Strategic Plan: Vision 2015

Vision 2015 Strategic Imperatives and Goals

Growth & Market Development
* To be the clear market leader in meeting the evolving healthcare needs of the

community
* Provide healthcare services in state-of-the-art facilities that will meet the needs
of our community.

o Complete Phase | MFP — Ambulatory Pavilion.
o Plan and develop the main Hospital campus.
o Establish Ambulatory Services sites throughout the community.
» Achieve consumer preference and be the recognized leader in market share in
six Signature Services.*

SIGNATURE SERVICE MARKET SHARE CONSUMER PREFERENCE
GoAL (%) GoAL (%)
CANCER SERVICES 65 35
CARDIOVASCULAR SERVICES 70 25
DIGESTIVE DISEASES &g 35
EMERGENCY SERVICES 85 45
ORTHO-NEURO-SPINE SERVICE 75 35
WOMEN'S & CHILDREN'S SERVICES 70 35

*Targets are to be revisited as specific business plans are developed for Signature Service
* Achieve improved patient access through enhanced technology and
interactions.

Physician Partnership
¢ To be the hospital of choice for physicians by providing quality patient care in an
efficient practice setting.
= Coordinate the recruitment of physician resources sufficient to meet
community needs and provide a range of practice options to appeal to a broad
spectrum of physicians.
® Strengthen the culture of respect and collaboration among the medical staff,
and between the physicians and the hospital staff.
» Achieve a seamless, integrated system of care which facilitates access for
physicians and their patients.
= Provide physicians with convenient access to health information needed to
provide appropriate patient care.
* Provide medical leadership which supports the Hospital’s Signature Services.

®* Achieve physician satisfaction at the goth percentile.

Approved by SPC August 5, 2009 Nurwalk
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Norwalk Hospital
Strategic Plan: Vision 2015

Vision 2015 Strategic Imperatives and Goals

Community
* To partner with the communities we serve to promote health and well-being through
outreach in prevention, education, and screenings
" Serve as a key community source for health information by providing a wide
range of educational, screening and illness prevention programs.
= Collaborate with community leaders, government agencies, social service
programs, and other healthcare organizations to provide needed healthcare
services to the medically indigent residents of the community.
* Develop tools to demonstrate the community benefit provided by the hospital
services and programs.

Approved by SPC August 5, 2009 Norwalk
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GREATER NORWALK COMMUNITY HEALTH ASSESSMENT
AND COMMUNITY HEALTH IMPROVEMENT PLAN

EXECUTIVE SUMMARY

introduction

improving the health of a community is essential to enhancing quality of life of residents in the region
and supporting future social and economic well-being. The Greater Norwalk Area collaborative of
Norwalk Hospital and Norwalk Health Department is leading a community health planning process to
improve the health of residents in the Greater Norwalk Area. The health departments of New Canaan,
Westport, Weston, Wilton, Darien, and Fairfield were also involved in this regional effort. This effort
includes two phases: (1) a community health assessment (CHA) to identify the health-related needs and
strengths of the Greater Norwalk Area and (2) a community health improvement plan (CHIP) to identify
major health priorities, develop goals, and implement and coordinate strategies to address these
priority issues across the region. This report provides an overview of key findings from the community
health assessment and key elements of the community health improvement plan.

PART I: COMMUNITY HEALTH ASSESSMENT

Community Health Assessment Methaods

The community health assessment was guided by a participatory, collaborative approach, which
examined health in its broadest sense. This process included integrating existing data regarding social,
economic, and health indicators in the region with qualitative information from 15 focus groups with
community residents and service providers and 17 interviews with community stakeholders. Focus
groups and interviews were conducted with individuals from the 7 municipalities that comprise the
Greater Norwalk Area, with individuals representing youth; the Hispanic and African American
communities; individuals receiving services from a federally-qualified health center; social service,
health care, and mental health providers; businesses; housing; law enforcement; and the local
government. This qualitative assessment process engaged over 200 individuals.

Key Findings
The following provides a brief overview of key findings that emerged from this assessment.

Who Lives in Norwalk?

¢ Overall Population: In 2010, the total population of the Greater Norwalk area was 240,109, an
increase of 2.3% from 2000. While the region is located in Fairfield County, the state’s largest
county, the towns within the region vary by size, growth patterns, wealth, and composition of
residents. Norwalk is the most populous town in the area, comprising 36% of the region’s population
in 2010. Overall, the Greater Norwalk Area has a higher proportion of families {71.5%) than the state
as a whole (66.3%), with a greater concentration of families in Darien and Weston. Norwalk and
Fairfield have a higher propotrtion of non-family households.

» Age Distribution: The age distribution for the region is similar to that of Connecticut, though the area
has a slightly higher proportion of children under age 14 than the state as a whole. Across the 7
municipalities, there is variation in the age distribution and growth rates for each age group.

¢ Racial and Ethnic Diversity: Focus group and interview participants described the region’s racial and
ethnic diversity as a strength, though the municipalities in the Greater Norwalk Area varied in the
levels and type of diversity of their population. While the region as a whole has less racial and ethnic
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diversity than the state, Norwalk is 24% Hispanic and 14% African American. In the towns
surrounding Norwalk, a greater proportion of racial and ethnic minorities are Asian or Hispanic.

¢ Income, Poverty, and Employment: The Greater Norwalk Area is characterized by substantial
variation in income, with both very wealthy and less affluent households across the region and within
municipalities. However, residents in the region as a whole struggled during the economic
downturn. With the exception of Norwalk, all of the towns in the region have a median household
income of greater than $100,000. The unemployment rate for the region and in all towns in the
region was slightly lower than that for the state as a whole (7.6%). Unemployment rates were
highest in Fairfield and Norwalk. Figure 1: Monthly Unemployment, Connecticut Greater Norwalk, and

s Educational Attainment: Towns, 2010-2012
Interview and focus group i
participants cited concern
regarding educational

50

achievement gaps and school i a?] =

budget cuts resulting from the M

ecosomic downturnf.g Others 0| Sl X “w}

expressed concern regarding o o

educational achievement p
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maiority of . .
aJonty,o towns in the region . DATA SOURCE: Connecticut Department of Labor, Local Area
have a highly educated population e iioyment Statistics (LAUS)

— approximately twice as many
residents have a 4-year degree (70%) compared to the state (35%) — educational levels of adults in
Norwalk and Fairfield were generally lower.

Social and Physical Environment — What is the Norwalk Community Like?

This section provides an overview of the larger environment around Norwalk to provide a greater

context when discussing the community’s health.

* Housing: As a generally affluent region, housing in the Greater Norwatk Area is fairly expensive, with
median housing costs for monthly mortgages and rent exceeding that of the state. Focus group and
interview participants identified the high cost of living in the region as a concern. Some respondents
explained that housing constraints tied to high housing costs are
evidenced by increased homelessness, strains on homeless services,

“Transit system is a big plus as

and overcrowding in households, well.” - Focus group participant
e Transportation: Focus group participants described the transit system “They took away the roller skating
as a strength in the region. A greater proportion of residents in the rink. They took away the ice

region (13.0%} use public transportation to commute to work than the skating rink. They took away
state as a whole (4.4%), perhaps attributable to persons who commute | f€enage parties for kids that
to New York City for work. A smaller percent of households in the stayed out of thfe streets .. What is
there for our children to do?
region (4.6%) lack access to a vehicle than the state as a whole (8.6%), There’s nothing.” - Focus group
though there is variation by municipality, with 7.5% of Norwalk participant
households lacking access to a vehicle.

* Access to Healthy Foods and Recreation: While the region has greater
access to healthy food outlets relative to the state, several pockets of Norwalk have been identified
by the U.S. Department of Agriculture as food desserts, with limited access to large supermarkets or
grocery stores for low-income residents. While the Greater Norwalk Area (20 per 100,000
population) is also characterized by better access to recreational facilities than the state (14 per
100,000 population), several participants explained that these facilities may be less accessible to low-
income residents, who may also have limited access to parks and green spaces.
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¢ Environmental Quality: Poor air quality is associated with negative health consequences, such as
asthma and decreased lung function. While annual number of air quality days for Fairfield County (4
days) was the same as for the state as a whole, Fairfield County (14 days) had more ozone days than

the state {6 days).

o Crime and Violence: Residents Figure 2: Crime rate per 1,000 Population, Connecticut, Graater Norwalk and
described higher rates of person- Towns, 2010
to-person violence and domestic o 30 256 24.8
violence as major concerns. While 2235 m
the crime rate is lower for the i 20 15.1
region {17.1 per 1,000 population) 8 ig | a 66 o, 7.1
compared to the state (24.8 per 2 s " : X
1,000 population), the crime rate 7 0] I Ll .
in Norwatk {25.6 per 1,000) ‘é- T S P S e & &
exceeds that of the state. While é eQf“ o g}? \‘;?5" &N q;,\‘f‘\ Ra QQ,C;\
family violence rates are lower in E e.z‘.“ \\0@ s
the region than statewide, family %@'\
violence has increased in the &

region since 2008.

Risk and Protective Lifestyle Behaviors

This section examines lifestyle behaviors among Norwalk residents

that may promote or hinder health.

e Healthy Eating, Physical Activity, and Overweight/Obesity:
Similar to patterns nationwide, issues around overweight and
obesity ~ particularly healthy eating and physical activity —
emerged as key health concerns for focus group and interview
participants. In the Greater Norwalk Area, childhood obesity is
highest in Norwalk. In 2010, the prevalence of adult obesity in
Fairfield County (16.6%) was lower than that of the state
{23.0%) and country (27.6%). Diet, busy lifestyles, safety, and
sedentary lifestyles were cited as factors contributing to the
prevalence of overweight and obesity.

e Substance Use and Abuse: Participants described an increase in
substance use and abuse as a key health concern for the region.
Focus group and interview participants identified smoking,

DATA SOURCE: Connecticut Uniform Crime Data, 2010

“Gardens at olf of the schools — a
dynamic effort to introduce fruits ond
vegetables and influence families.” —
Interview Participant

“Folks who are more chalfenged
economicolly are not going to have
physical activity os a priority.” — Focus
Group Participant

“Norwalk probably has the most drug
activity out of the communities—we
have OD's, illicit drug sales everywhere.
it is rampant. We've had at least three
cases of bath salts. We have meth,
heroin, crack, you name it, it's here.” -
Focus group participant

drinking and marijuana as substances that are easily accessible to youth and major issues for the
health and well-being of youth. Use of illicit drugs was cited as a concern for residents of Norwalk.
Quantitative data show that substance use rates for youth are slightly higher in Connecticut as
compared to the nation. Among adults in Fairfield County, binge drinking has increased since 2006
and the percent of adults who binge drink is higher in Fairfield County than the State and nation,

Health Qutcomes

This section provides a quantitative overview of the leading health conditions in Norwalk, while also

discussing concerns raised among residents and leaders during focus groups and in-depth interviews.

¢ Overall Leading Causes of Death: Quantitative data indicate that the top two causes of mortality in
Norwalk, as in Connecticut, are cancer (162 per 100,000 population) and diseases of the heart (149

per 100,000 population).
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Overall Leading Causes of Hospitalization: The leading causes of hospitalization varied by age group.
Among the population under age 65, mental health and digestive issues are the leading causes of
hospitalization. For persons aged 65 and over, leading causes of hospitalization are heart and
respiratory conditions. Digestive and

injury/poisoning issues are leading causes  Figure 3: Percent of Adults Who Have Been Told They Have a Heart

of hospitalization across all age groups. Related Chronic Condition, Connecticut and Fairfield County, 2010
Chronic Disease: The prevalence of heart ==

disease (3.2%), diabetes (6.0%) and s 3.1% 3.2% %%

asthma (8.3%) among adults in Fairfield g 3% 2.2%

County is lower than the state as a whole. &% LA
Prevalence statistics for indicators of heart 1% -
disease are presented in Figure 3. 0%

Mental Health: Mental health, Ever been told they Ever been told they Ever been told they
particularly among youth, was a major have had a heart have angina or have had a stroke
health concern raised by participants. attack cor:?:g:;em

Focus group and interview participants

cited pressures of academic achievement, i Fairfield County EiEonnecticut

stigma associated with seeking mental DATA SOURCE: Behavioral Risk Factor Surveillance System ( BRFSS),

health care, and gaps in mental health
services as factors that contribute to the
high prevalence of poor mental health in
the region. Mental health hospitalization
rates are presented in Figure 4.

Maternal and Child Health: While the
prevalence of low birth weight (less than
2500 grams) in Fairfield County {7.0%) was
below that for the state as a whole (8.1%),
the prevalence varied across the Greater
Norwalk Region and was highest in Wilton

Figure 4: Mental Health Hospitalizations, Connecticut and Towns,
2005-2010

14

[y

Per 1,000 Population
onrmwOREG

(13.0%). The teenage pregnancy rate was «®
lower for Fairfield County (20.3 per 1,000
females) than for the state as a whole DATA SOURCE: CT Hospital Association, CHIME Hospital Discharge Data;
{23.9 per 1,000 females). analysis conducted by CT Association of Directors of Health for years 2005-
e 2010. For CT, DPH hospitalization data 2009; analysis by Norwalk Health
. 0,
Oral Health: In Fairfield County (83.1%), @ peparment

greater proportion of residents saw a

dentist in the past year than statewide {81.6%).

Communicable Diseases: Several focus group and interview participants identified Lyme disease as a
maijor concern. Many towns in the region have seen higher rates of Lyme disease compared to
Fairfield County. While the HIV rate is lower in Fairfield County (366.4 per 100,000 population) than
the state as a whole {372.6 per 100,000 population}, the rate of new HIV cases is higher in Norwalk
(15.2 per 100,000 population) than the region and state (11.5 per 100,000 population}.

Health Care Access and Utilization

The following section provides a quantitative and qualitative overview of health care access and
utilization in the region.

Resources and Use of Health Care Services: Participants described health care resources in the
region as a major strength, citing comprehensive services at hospitals and other resources
throughout the community, including community health centers, school-based health centers,
volunteer emergency responders, and food programs as important resources. The ratio of the
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population to primary care physicians in Fairfield County {739 population per provider) is lower than
that of the state (815 population per provider).

» Challenges in Accessing Health Care Services: When asked about access to health care services,
participants cited a lack of health insurance, particularly for persons who lost a job during the
economic downturn; higher co-pays; and long wait times as major barriers to accessing health care.
The proportion of adults in Fairfield County who have health insurance coverage {89.8%) is similar to
that of the state (88.4%). Gaps in mental heaith care and affordability of mental health services in
the region emerged as major concerns cited by participants. Gaps in and affordability of dental
services was another concern raised by participants. Other challenges to accessing services included
transportation, bilingual services, and culturally competent care.

Community Strengths and Resources

When asked to identify assets and resources, participants in the surrounding communities pointed to

high quality schools, strong civic mindedness, and philanthropy among residents. Those in Norwalk saw

their strong and growing diversity as an asset. Additional assets and resources identified the Greater

Norwalk Area included:

o Health Care Services and Providers: Participants described health care services and comprehensive
care offered by the hospitals in the region as a major strength.

» Strong Social Service Organizations: Respondents characterized the region as largely rich in social
services. They especially praised food access programs.

¢ Facilities Promoting Healthy Behaviors: According to participants, recreational activities,
recreational facilities, parks and green spaces were important and accessible resources for youth and
families in the region. This sentiment largely pertained to residents in more affluent communities
outside of Norwalk.

* Geography: Proximity to New York City and access to the waterfront and recreational facilities were
cited as major resources for employment opportunities and recreational activities.

Community Members' Perceptions of What is Needed

Focus group and interview participants were asked about what was needed to address health challenges

in the region. The following key themes emerged:

® Focus on Prevention: Several participants described a need to change the health infrastructure to
emphasize prevention. Providers explained that to reframe the health care focus on prevention,
incentive structures would need reform. Additionally, a need for more substance use and mental
health services was identified as a need.

* Health Literacy: Several focus group and interview participants noted that a fack of understanding of
heaith (health literacy) and health care resources contributed to poor health and health behaviors in
the region. While they reported that there were many health education programs in the region, they
felt that more programs were needed, particularly around chronic disease prevention and stress
management,

» Centralized Resource Information: A centralized listing of resources in the region was cited as an
important tool needed for providers, medical staff, and discharge planners.

» Parenting Support: Additionally, the need to support parents in developing coping and problem-
solving skills needed to raise children was a consistent theme throughout interviews.

¢ Activities for Youth: While numerous activities for youth and families were cited, participants noted
a need for youth activities in less affluent areas, particularly as some recreational areas are closing.

¢ Greater Cultural Competency: Non-English speaking focus group participants noted the importance
of enhanced cultural competency, or recognition of and respect for diverse cultural norms, attitudes,
identities, and world views, in the health system. In addition, a need for interpreters and alternative
medical practices was also expressed.
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* Enhanced Integration of Information across Heaith Systems: The health provider community
identified greater integration of health information across systems and incentives for health
professionals to practice in the public sector as critical.

¢ Greater Collaboration across Agencies: While close collaboration was cited as a strength among
health and social service systems, other participants noted that greater coordination was needed.

Key Overarching Themes and Conclusions:

Several overarching themes emerged from this synthesis of data, including:

* There is wide variation in the Greater Norwalk Area’s population composition and economic levels.
Compared to surrounding towns, Norwalk is more racially and ethnically diverse and has a higher
proportion of households with lower median incomes. Participants described civic-minded residents,
increasing diversity, a large proportion of highly educated residents, a child-oriented environment
and strong business as strengths.

¢ Mental health and substance abuse were considered growing, pressing concerns by focus group
and interview participants, for which current services were not necessarily meeting community
needs. Stressors associated with the economic doewnturn and pressures on youth to succeed
academically were cited by respondents as major factors contributing to mental health issues in the
region. Respondents identified a paucity of mental health providers and services as well as the
stigma around seeking mental health services as barriers to accessing mental health care.

* As with the rest of the state and nation, heaithy eating, physical activity and obesity were major
issues cited by respondents, particularly as chronic diseases are the leading causes of morbidity
and mortality. A major concern was the substantial prevalence of childhood obesity in Norwalk.
While recreational facilities, parks and grocery stores were described as prevaient in the region,
participants described variation in access to and affordability of these resources in the region.

¢ Currently, numerous services, resources and organizations are working to meet the health and
social service needs of residents in the Greater Norwalk Area. Participants praised the work of
community-based organizations, regional organizations, Norwalk Hospital, Norwalk Community
Health Center, local health departments and local service organizations in meeting the health needs
in the region. However, several respondents described these services as fragmented and shared a
vision for a more coordinated approach among these key players in working together to address
priority health issues in the region.

PART il: COMMUNITY HEALTH IMPROVEMENT PLAN

Overview of the Community Health Improvement Ptan

Norwalk’s Community Health Improvement Plan (CHIP) is a long-term, systematic effort to address
public health problems based on the results of community health assessment activities and the
community health improvement process. The plan is critical to developing policies and defining actions
to target efforts that promote health. Government agencies, including those related to health, human
services, and education, as well as hospitals can use the CHIP in collaboration with other partners to set
priorities and coordinate and target resources.

Development of the Greater Norwalk Area CHIP

To develop the CHIP, Norwalk Hospital and the Norwalk Health Department partnered to bring together
over 100 community residents and leaders in health care, community organizations, education, housing,
local government, business, mental and behavioral health, and social services to share the preliminary
results of the Community Health Assessment (CHA) and identify priorities for the CHIP. Participants in
the community meeting took part in a prioritization activity to identify the most important public health
issues for Greater Norwalk from a list of seven major themes identified in the CHA. Based on the results
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of the multi-voting exercise, participants agreed upon the following three health priority areas for the
CHIP: 1) Mental Health, 2) Obesity, and 3) Substance Abuse.

Foliowing the identification of the priority areas, the Norwalk Core Leadership Team engaged working
groups based on interest and expertise that met to develop goals, objectives, strategies, output and
outcome indicators, and key partners. Once the draft plan was complete, an online survey was
administered to all community members who had been engaged in the assessment and planning
process to solicit feedback on the components of the plan. As a result of suggestions made in the
survey, the mental health and substance abuse priority areas were combined in to a single priority area.

Strategic Elements of the CHIP
Below are the final priority health issues, goals, and objectives that will be addressed in the CHIP:

Priority Area 1: Mental Health and Substance Abuse

Goal 1: Provide education on and access to quality, evidence-based mental health and
substance abuse prevention, intervention and treatment services across the life
span.

Objective 1.1:  Increase providers’ and community members’ awareness and use of evidence-

based mental health and substance abuse services and educational resources for
prevention, intervention, treatment and recovery.

Objective 1.2:  Enhance local and regional partnerships to improve access to timely,
comprehensive, and coordinated services for diverse populations across the life
span by.

Objective 1.3:  Reduce financial barriers to treatment.

Priority Area 2:  Obesity

Goal 2: Prevent and reduce obesity in the community by promoting heaithy lifestyles
Objective 2.1: Increase the number of children and adults who meet physical activity
guidelines.
Objective 2.2: Increase access to and consumption of healthy and affordable foods throughout
the region.
Next Steps

The components included in this report represent the strategic framework for a data-driven,
community-enhanced Community Health Improvement Plan. Members of the Core Leadership Team
will revise and refine the suggested activities and timelines drafted by workgroup members to complete
the action plans for the CHIP. Additionally, partners and resources will be solidified to ensure successful
CHIP implementation and coordination of activities and resources among key partners in the Greater
Norwalk Area.
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INTRODUCTION

Understanding that health is affected by where we live, work, and play, in 2012, Norwalk Hospital and
the Norwalk Health Department led a Community Health Assessment and Improvement Plan Initiative
with the ultimate goal of creating a healthy community for the Greater Norwalk Area. The health
departments of New Canaan, Westport/Weston, Wilton, Darien, and Fairfield, also joined this regional
effort. Norwatk Hospitat and the Norwalk Health Department contracted with Heaith Resources in
Action {HRiA), a non-profit health consultancy organization in Boston, to assist with research and
planning. The purpose and scope of this Initiative was to:

> Assess the heaith status and broader social, economic, and environmental conditions that
impact health

Recognize community health assets and strengths

Identify priority issues for action to improve community health

Develop and implement an improvement plan with performance measures for evaluation
Guide future community decision-making related to community health improvement

VVVY

The approach to the CHA and CHIP was guided by the Association for Community Health Improvement

(ACHI) framework of 1) establishing an assessment infrastructure, 2) defining the purpose and scope, 3)
collecting and analyzing data, 4} selecting priorities, 5} documenting and communicating results, and 6)
planning for action and monitoring progress.

The following report is divided into two parts. Part [, the 2012 Community Health Assessment, discusses

the methodology and findings of the assessment. Part I, the Community Health Improvement Plan,
discusses the methodology, goals, objectives, strategies, and indicators of the improvement plan.
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The following section includes the findings of the community health assessment, which was conducted
from March through August 2012, using a collaborative, participatory approach. The 2012 Greater
Norwalk Area Community Health Assessment (CHA) was designed to fulfill several overarching goals,
specifically to:

Gain a greater understanding of the health issues of residents of Norwalk, New Canaan,
Westport, Weston, Wilton, Darien, and Fairfield

Identify where and why we are healthy

Identify where and what we need to do to improve the community’s health

COMMUNITY HEALTH ASSESSMENT MIETHODS

The following section details how the data for the CHA were compiled and analyzed, as well as the
broader lens used to guide this process. Specifically, the CHA defines health in the broadest sense
and recognizes that numerous factors at multiple levels— from lifestyle behaviors (e.g., diet and
exercise), to clinical care (e.g., access to medical services}, to social and economic factors (e.g.,
employment opportunities), to the physical environment (e.g., air quality)—have an impact on the
community’s health. The beginning discussion of this section describes the larger social
determinants of health framework which helped to guide this process.

A. Social Determinants of Health Framework

It is important to recognize that multiple factors affect health, and there is a dynamic
relationship between people and their environments. Where and how we live, work, play,
and learn are interconnected factors that are critical to consider when assessing a
community’s health. That is, not only do people’s genes and lifestyle behaviors affect their
health, but health is also influenced by more upstream factors (i.e., distal factors that
influence health) such as employment status and quality of housing. The social determinants
of health framework addresses the distribution of wellness and illness among a population—
its patterns, origins, and implications. While the data to which we have access is often a
snapshot of a population in time, the people represented by that data have lived their lives in
ways that are enabled and constrained by economic circumstances, social context, and
government policies. Building on this framework, this assessment utilizes data to discuss
which populations are healthiest and least heaithy in the community as well as to examine the
larger social and economic factors associated with good and poor health.

The following diagram in Figure 1 provides a visual representation of how individual lifestyle
factors are influenced by more upstream factors.
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Figure 1: Social Determinants of Health Framework
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DATA SOURCE: World Health Organization, Commission on Social Determinants of Health. {2005)

B. Community Health improvement Task Force
To provide feedback and guidance on the assessment, an advisory committee, named the
Community Health Improvement Task Force, was formed. The group comprised of
approximately 40 individuals from 30 key partner agencies and organizations were initially
engaged to advise on the process, support data collection, and participate in the development
and implementation of programs and policies to address priority issues. Engagement of
community members and partners has expanded throughout the project to include over 200
individuals. Members of the Community Health Improvement Task Force included
representatives from housing, transportation, education, business, local government, and
neighboring health departments. The list of Community Health Improvement Task Force
memibers may be found in Appendix A,

The Task Force met as a whole in March and July. Specifically, the Task Force was asked to
provide existing quantitative and qualitative data; identify additional appropriate secondary
data sources; provide input on primary data collection; motivate and recruit community
members to participate in the assessment process; assist in organizing focus groups; provide
technical assistance in their areas of expertise; identify priority issues for health improvement;
and develop and implement programs and policies to address priority issues.

Throughout the process, information was provided to all Task Force members through email

allowing participants to be informed on the progress of the project and the opportunities to
share their expertise.
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C. Secondary Data Collection
To provide a salient community health profile of the Greater Norwalk Area (Norwalk, New
Canaan, Westport, Weston, Wilton, Darien, and Fairfield®), existing quantitative data drawn
from national, state, and local sources were reviewed. This allowed the development of a
portrait of these areas that discusses health, social, and economic characteristics. Data
sources included but were not limited to U.S. Census, Centers for Disease Control, the
Connecticut Department of Health, Norwalk Hospital, Norwalk Health Department, and
County Health Rankings. Types of data included self-report of heaith behaviors from large,
population-based surveys such as the Behavioral Risk Factor Surveillance System {(BRFSS) and
Youth Risk Behavior Survey (YRBS), as well as public health disease surveillance data, and vital
statistics based on birth and death records. Additionally, data and analyses completed for the
Connecticut Health Equity Index” were used to create the portrait and further the discussion
of social determinants of health.

D. Qualitative Data Collection
Data collection in the form of focus groups and interviews occurred between June and July
2012. During this time, HRIA conducted qualitative research with hospital and health
department staff, community stakeholders, and residents to gauge their perceptions of
community strengths, needs, and health concerns, and the programming or services most
needed to address these concerns. In total, 177 individuals were engaged across all seven
communities through a series of 15 focus groups (with 160 individuals participating) and 17
interviews. For a list of participants, see Appendix B.

Key Informant Interviews

Following the review of secondary data, 17 key informant interviews were conducted with
community stakeholders from community-based organizational staff, community leaders, and
hospital and health department staff. Interviews explored their perspectives of their
communities’ health needs and strengths, challenges and successes of working in these
communities; gaps in the current programming and servicing environment; and perceived
opportunities to address these needs.

Key informant interviews were conducted with both leaders and front-line staff from a wide
range of organizations in different sectors, such as education, housing, health care providers,
local government, and social services, as well as community residents. Interviews were held
either face-to-face or by telephone using a semi-structured interview guide and lasted
approximately 30-60 minutes.

Focus Groups

fn addition to key informant interviews, 15 focus groups were conducted with a total of 160
community members. The Task Force identified sectors of the community to target for the
focus group phase of the data collection. These sectors included: business; housing; law
enforcement; local government; education; health care providers; mental health providers;

* For this report, all county wide data are labeled as Fairfield County. Data for the Town of Fairfield is labeled as
Fairfield.

* The Health Equity Index is a community-based assessment that can be used to identify social, political, economic,
and environmental conditions that are most strongly correlated with health outcomes. It is an initiative of the
Health Equity Alliance and the Connecticut Association of Directors of Health. (index.healthequityalliance.us)
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senior service providers; youth; members of the Hispanic and African American communities;
and individuals receiving services from local federally qualified health centers. Focus group
discussions examined community members’ perceptions of the health assets and needs in
their communities, as well as their suggestions on what types of services are needed in the
community and how those can be best delivered. Discussions also explored the assets and
resources they have identified as working well in their community as well as challenges that
many residents currently face in seeking these services.

To engage Task Force members in the gualitative data collection and support the facilitation
of the focus groups, a training of facilitators and notetakers was conducted in May for all
interested Task Force members. Nine Task Force members were trained during this 90-
minute session.

On average, each focus group had 8-13 participants, lasted approximately 60-90 minutes, and
was moderated by an experienced HRiA, Norwalk Health Department, Norwalk Hospital, or a
Task Force facilitator using a semi-structured guide. In addition to groups in English, two focus
groups were conducted in Spanish. Participants in the community resident groups were
provided a minimal stipend for their time. It was a priority to recruit participants for the focus
groups from all sectors of the population, including traditionally under-served populations.
Community Task Force members and community-based organizations served as key partners
in recruitment.

Analyses

The collected qualitative information was coded and analyzed thematically by data analysts
for main categories and sub-themes. Analysts identified key themes that emerged across all
groups and interviews as well as the unique issues that were noted for specific populations.
Frequency and intensity of discussions on a specific topic were key indicators used for
extracting main themes. While community differences are noted where appropriate, analyses
emphasized findings common across the Greater Norwalk Area. Selected paraphrased quotes
- without personal identifying information - are presented in the narrative of this report to
further illustrate points within topic areas.

E. Analyses and Limitations
The Greater Norwalk Community Health Assessment utilized a participatory, collaborative
approach to look at health in its broadest context. As noted earlier, the assessment process
included synthesizing existing (secondary) data on social, economic, and health indicators in
the region as well as primary qualitative information from focus groups and interviews with
community stakeholders from across the seven municipalities to create a health profile for the
region. The qualitative data collection sought to elicit the perspectives and opinions of a range
of people representing different audiences, including youth, parents, educational leaders,
social service and health care providers, police, the faith community, and the general public.
The information from these many, varied sources was used to identify priorities and
opportunities for action.

As with ail research efforts, there are several limitations related to the assessment’s research
methods that should be acknowledged. It should be noted that for the secondary data
analyses, several sources did not provide current data stratified by race/ethnicity, gender, or
age —thus, these data could only be analyzed for the total population. It is also important to
note that there were geographic limitations to the BRFSS data, which are only available for
Fairfield County as a whole and YRBS data, which are only available for the state as a whole.
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There are some exceptions to the availability of the local behavioral health data for youth
where data exists for the towns of Weston, Wilton, and Fairfield due to their involvement in a
grant specific to these communities. Additionally, in many cases across all sources, some data
were suppressed and not available because population counts were too small to report.

Likewise, data based on self-reports (i.e., BRFSS, YRBS) should be interpreted with particular
caution. In some instances, respondents may over- or underreport behaviors and illnesses
based on fear of social stigma or misunderstanding of the question being asked. In addition,
respondents may be prone to recall bias—that is, they may attempt to answer accurately but
remember incorrectly. In some surveys, reporting and recall bias may differ according to a risk
factor or health outcome of interest. Despite these limitations, most of the self-report surveys
here benefit from large sample sizes and repeated administrations, enabling comparison gver
time.

FINDINGS

“People love Norwalk; many were born and raised here. There’s a commitment to help; a lot of
foundations. The people are a great strength.” - Interview participant

“We have the waterfront, we have the countryside, we have the amenities.” — Focus group
participant

“[There are] 54 million dollar homes on the water and public housing all in the same community.”
— Interview participant

“Norwalk just doesn’t have the [financial] resources that the other communities do.” — Focus group
participant

“Each city or town is unique in our community.” — Focus group participant

Located about 50 miles outside of New York City, the region covered by this community health
assessment, Greater Norwalk, comprises the communities of Fairfield, Darien, New Canaan,
Weston, Westport, and Wilton as well as Norwalk, Connecticut’s sixth largest city. Focus group
respondents and interviewees describe their region as one with substantial assets including
proximity to New York and to the Long Island Sound; corporate headquarters of several
companies; numerous amenities such as restaurants, beaches, parks, walking trails, and theaters;
and excellent roads to get to these places. The area’s population was described as a combination
of long standing residents and newcomers, including recent immigrants. However, although
residents described their region as largely affluent and resource rich, there were differences seen
between the city of Norwalk and surrounding towns, and even among the surrounding towns.
Furthermore, residents reported that the economic downturn has affected the region’s residents
and organizations that provide services to them. These factors have implications for community
health and well-being.
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A. DEMOGRAPHICS
The health of a community is associated with numerous factors including the resources and
services availabie (e.g., safe green space, access to healthy foods) as well as who lives in the
community. That is to say that, who lives in a community is significantly related to the rates of
heaith outcomes and behaviors of that area. For exam ple, the distribution of age, gender,
race, and ethnicity are important characteristics that have an impact on an individual’s health
by affecting the number and type of services and resources available. The section below
provides an overview of the population of Greater Norwalk.

Population

The total population of the Greater Norwalk area was 240,109 in 2010, up 2.3% from 2000
{Figure 2). While the region is focated in Fairfield County, the state’s largest County, the
towns within it vary in terms of size, growth patterns, wealth, and composition of residents.
Norwalk, the state’s 6% largest city, is the most populous town in the area, comprising 36% of
the region’s population in 2010. The town of Fairfield comprises another 25% of the defined
area’s population. The three smallest communities in terms of population size {New Canaan,
Weston and Wilton) comprise a total of 20%. The smallest community in the region, Weston,
comprises 4% of the region’s total population.

Figure 2: Population by Town, 2010

90,000 85603
80,000 |
Z 70,000 59,404
§ 60000 |
& 50000 4
=
& 40,000 |
a. | 26,391
3 30,000 _ il 19,738 18,062 20,732
IE 20.000 ? Jl t.ﬁﬁ‘.i 10,179
10,000 : I
’ | %0
Norwalk  New  Woestport Weston Wilton Darien  Fairfield
Canaan

DATA SOURCE: 2010, U.S. Census Bureau, American Community Survey

Greater Norwalk experienced a population increase of 2.3% from 2000 to 2010, a smaller rate
of increase than for the state as a whole (4.9%) (Table 1). All towns within the region
experienced a population increase between 2000 and 2010, with Darien experiencing that
largest increase (5.7%).
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Table 1: Population Change in Connecticut, Greater Norwalk, and Towns, 2000 and 2010

2000 Population 2010 Population 2:60: ::;%i 0
Norwalk 82,951 85,603 32
New Canaan 19,395 19,738 1.8
Weston 10,037 10,179 1.4
Westport 25,749 26,391 25
Wilton 17,633 18,062 24
Darien 19,607 20,732 5.7
Fairfield 57,340 59,404 36
Greater Norwalk Area 232,712 240,109 2.3
Connecticut 3,405,565 3,574,097 49

DATA SOURCE: 2010, U.S. Census Bureau, American Community Survey

Overall, the region has a higher proportion of families (71.5%) than the state as a whole
{66.3%) (Table 2). In the towns of Darien and Weston over 80% of households are families and
a high proportion of these are families with children under the age of 18 (50.5% and 48.7%,
respectively). Norwalk and Fairfield have a higher proportion of non-family households;
slightly over a third of Norwalk households (36.3%) and close to 30% of Fairfield households
(27.4%) are non-family households.

Table 2: Household and Famiilies by Type in Connecticut, Greater Norwalk, and Towns, 2010°

% Families % Female % Nonfamily
Number of % of with householder, no households
Households | Families Children husband present (single and
<18 with Children <18 unrelated)
Norwalk 33,217 63.7 29.2 6.7 36.3
New Canaan 7,010 77.0 43.2 41 23.0
Weston 3,379 84.5 48.7 3.7 15.5
Westport 9,573 75.6 41.2 4.4 24.4
Wilton 6,172 79.3 44.8 3.4 20.7
Darien 6,698 82.2 50.5 41 17.8
Fairfield 20,457 72.6 36.9 4.2 27.4
Greater Norwalk Area 86,506 715 37.0 5.1 285
Connecticut 1,371,087 66.3 30.0 7.1 33.7

DATA SOURCE: Source: 2010, U.5. Census Bureau, American Community Survey

3 Percentages are calculated as percent of all households. Households are broken into families (refated) and non-
families (singles and unrelated individuals). Families can be married couples with or without children, single
parents with children, or groups of related adults. Female-headed families with children is a subset of all families
and also a subset of families with children. Not all household types are presented. Therefore, the percentages do
not add across the table.
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Age Distribution

The Greater Norwalk area largely reflects a population age distribution consistent with that of
the state: for every ten residents, approximately two residents are under 14 years old while
one is 65 or over (see Figure 3). However, the area has a slightly higher proportion of children
under age 14 (22.1%) than the state as a whole (18.6%). The age distribution varies somewhat
across towns. Nearly 30% of Darien’s population is under the age of 14; over 35% of the
populations of Darien, Fairfield, Wilton, and Weston are under the age of 24. Norwalk, by
contrast, has the smallest proportion of young people—less than 20% under the age of 14 and
less than 30% under the age of 24. Norwalk has the largest proportion in the region of the
population ages 25-64, however. The senior population comprises a higher proportion of the
total population in the communities of Westport and Fairfield, slightly higher than the state
average.

Figure 3: Age Distribution in Connecticut, Greater Norwalk, and Towns, 2010
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DATA SOURCE: 2010, U.S. Census Bureau, American Community Survey

A comparison of population growth rates between 2000 and 2010 reveals that Greater
Norwalk’s population of children ages 0-14 experienced an overall increase (1.5%) while the
state’s youth population in this age group declined substantially (-6.2%) during this decade
{Figure 4). The region also experienced a higher rate of growth among those ages 15-24
{25.9%) than the state as a whole (18.4%). Conversely, the state’s senior population grew
substantially over this same time period (7.7%), while the growth rate of the senior population
in the Greater Norwalk Area was lower, although still positive (2.7%).

Within the towns, there was substantial variation in the growth rates of different population
groups between 2000 and 2010. Darien and Fairfield experienced the greatest increase across
towns in populations under the age of 14 (8.4% and 7.1% growth, respectively) and negative
growth in the population over age 65 {-2.4% and -4.6%, respectively). Conversely, the towns
of Weston and Wilton experienced negative growth in populations under age 14 (-9.5% and -
3.7%, respectively) and substantial growth in the population over age 65 during this ten-year
period {(15.1% and 16.1%, respectively). [Additional Data in Appendix E]

2012 Greater Norwalk CHA-CHIP Page 8



06/13/2013 Affiliation CON-436

Figure 4: Population Change by Age Group in Connecticut and Greater Norwalk Area, 2000
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DATA SOURCE: U.S. Census Bureau, 2000 Decennial Census and 2010 Anierican (fommunity Survey

Racial and Ethnic Diversity

“It’s a very, very diverse community which is one of the strong points and one of the more
attractive aspects of being and working in Norwalk.” - Focus group participant

The towns surrounding Norwalk were described by residents as largely white, affluent,
English-speaking and highly educated. By contrast, respondents described the city of Norwalk
as very diverse ethnically and racially as well as economically. Within Norwalk as well, there
are differences in population composition according to focus group and interview participants.
As one business focus group member explained, “There are basically two Norwalks—the outer
ring which looks and feels like whichever town they are adjacent to and then there’s the inner
ring...poverty at a much higher level.”

Quantitative data confirm the perceptions of focus group members and interviewees. While
the city of Norwalk has substantial racial diversity, greater than Connecticut as a whole, the
other communities are much less diverse—less than 8% of their populations are non-white
(Figure 5). The Black/African American population {14.2%) also comprises a sizeable portion
of Norwalk’s population. In surrounding towns, the largest racial minority group is Asian, with
a relatively low proportion of Black residents. The region overall has a smaller proportion of
Blacks and people of multiple races than the state as a whole but has a slightly higher
proportion of Asians {4.1%) than the state (3.8%).
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DATA SOURCE: U.S. Census Bureau, American Community Survey, 2010

When considering the ethnicity, Norwalk has a significantly larger portion of its population
who are Hispanic than the neighboring communities and the Connecticut as a whole. As
shown in Figure 6, 24.3% of the population in Norwalk is Hispanic, while this population
accounts for 13.4% of Connecticut. For other towns in the Greater Norwalk Area this
percentage ranges from 2.9% in New Canaan to 5.0% in Fairfield.

Figure 6: Population of Connecticut, Greater Norwalk, and Towns, by Hispanic Ethnicity,
2010
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DATA SOURCE: U.S. Census Bureau, American Community Survey, 2010

A comparison of growth rates amang diverse populations between 2000 and 2010 reveals a
higher rate of growth among those identifying themselves as Hispanic and Other/Multiple
Races in the Greater Norwalk Area (66.5% and 70.9%, respectively} than for the state as a
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whole (49.6% and 30.4%, respectively) (Figure 7}. Both the region and the state experienced
a slight decline in the proportion of the White population {(-1.2% and -0.3%, respectively). The
growth in the Black population was substantially higher for the state (16.9%) than for the
region (0.9%) over this time period. Those identifying as Asian grew across the region with a
slightly higher rate for the state as a whole (64.7%} than the Greater Norwalk area {62.4%).

Quantitative data about changes in diversity across the towns in the region show that the
towns of Fairfield and Wilton have seen the largest increase in those identifying themselves as
Black (74.8% and 69.8% increase, respectively) and as Asian (88.1% and 74.5% increase,
respectively). The White population decreased in all towns except Darien where it increased
by 3.7%. Norwalk experienced the largest decrease in the White population between 2000
and 2010 (-4.1%). [Additional Data in Appendix E]

Figure 7: Population Change by Racial/Ethnic Group in Connecticut, Greater Norwalk, and
Norwalk, 2000 and 2010
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DATA SOURCE: U.S. Census Bureau, 2000 Decennial Census and 2010 American Community Survey

SOCIAL ENVIRONMENT

“It is a safe city .... There is good control (the police). There are no schools that don’t rank well;
it seems like a good level of education. Norwaik is a town that | would recommend. There is
good work; there is a lot, if they do not work it’s because they don't want to.” — Focus group
participant

“There are great things for the youth here, great for youth development- aquarium, library.” -
Focus group participant

“People really care about the community.” — Interview participant
“There are many opportunities here in Norwalk.” - Focus group participant

“It's a big asset to be living in this part of the country...there are opportunities for career
choices, medical choices, entertainment. There are a wide range of interesting people.” -
Focus group participant

“ft's a very, very diverse community which is one of the strong points and one of the more
attractive aspects of being and working in Norwalk.” — Focus group participant

2012 Greater Norwalk CHA-CHIP Page 11



06/13/2013 Affiliation CON-439

The social environment as discussed in this report includes education, employment, poverty,
and crime. These factors have all been shown to affect the health of individuals and groups
living in communities. For example, additional years of formal education strongly correlate
with improved work and economic opportunities, reduced psychosocial stress, and healthier
lifestyles. Poverty can result in reduced access to health services and negative health
consequences, such as increased risk of mortality, increased prevalence of medical conditions
and disease incidence, depression, and poor health behaviors.

These social and economic factors were also recognized by community members as an
important part of health. For example, jobs and local economic opportunities were mentioned
by focus group participants as drivers of good health; they viewed health as the opportunity to
earn a living in order to pay for daily essentials like food, medicine, and housing. In addition,
residents noted the important relationship between social interaction and cohesion and
health; several participants suggested that physical and mental health were improved by
neighbors being together and being connected. As one focus group participant shared,
“People choose to be here and when you choose to be here, you're more invested in the
community and its people.”

Focus group participants and interviewees pointed to substantial strengths and challenges of
the region, although these differed by area. When asked about strengths, those in the
surrounding communities pointed to high quality schools, strong civic mindedness, and
philanthropic tendencies among residents, as well as a very strong “child-orientation,” largely
attributable to the large number of stay-at-home moms. Close proximity to shopping and the
shore as well as New York City were also cited as assets of the region. Those in Norwalk saw
their strong and growing diversity as a strength. Some saw greater opportunity in Norwalk
than in other cities. As one focus group participant stated, “It’s easier to get a job, to be
treated better—we are happy here.”

Educational Attainment

When asked about education in the region, respondents were mixed. Those from Norwalk
expressed concern about the quality of education in the city. As one educator noted, “[there
are] dwindling resources and a major achievement gap.” Student focus group members also
expressed concerns about school budget crises that have resulted in the loss of programs such
as art, music and vocational classes; these losses make it more difficult for students wishing to
pursue those fields or vocations. Those living in the surrounding areas expressed concern
about the negative impact of the high achievement culture that characterizes those towns.
They reported that there is substantial pressure on families, and especially students, to excel.
As one focus group member stated, “{there is] an expectation for excellence, starring in three
sports, going to a big school.” The consequences of this, according to some, are higher rates
of stress and anxiety, which can lead to mental health concerns and substance use.

Adults who complete college are more likely to live healthier lives. Quantitative results show
high educational attainment among many of the area’s communities, in general higher than

the state average (Figure 8). A review of the literature for the Health Equity Index shows that,
with higher education, adults are able to more easily find employment, earn a steady income,
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and make better decisions*. These factors play a role in health outcomes, and studies have
shown that college graduates live longer lives compared to individuals who do not complete
high school®.

Over 70% of adults in five of the towns (Darien, New Canaan, Weston, Westport, and Wilton)
have a four-year degree or more, compared with 35% for the state as a whole. While the
proportion of adults with less than a high school dipioma is very low in most towns in the
area, educational levels of adult residents are generaily lower in Norwalk and Fairfield.
Fairfield has fewer adults with a college degree or higher (59.3%) than many of the
surrounding towns, but it still has a higher proportion than the state. Norwalk, however, has
lower levels of educational attainment. The proportion of adults with a 4-year degree or
higher (39.1%) is far lower than that of other towns in the area and much closer to the state
average of 35.2%. The proportion of Norwalk adults with less than a high school diploma
(12.3%) is slightly higher than the statewide average (11.7%) and far above the average for the
Greater Norwalk area overall (7.2%).

Figure 8: Educational Attainment, Connecticut, Greater Norwalk, and Towns, 2010
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DATA SOURCE: 2010, U.5. Census Bureau, American Community Survey

Income and Poverty

“There are pockets of Norwalk where people feel they have no way out.” — Focus group
participant

“Even the affiuent are living on the edge.” — Focus group participant

* California Newsreel, Nationality Minority Consortia, Joint Center Health Policy Institute. Unnatural Causes: Is
Inequality Making Us Sick? http://www.unnaturalcauses.org/resources.php?topic id=3

* Robert Wood Johnson Foundation Commission to Buiid a Healthier America.
http://www.commissiononhealth.org/Education.aspx
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The Health Equity Index points to the connection that income and poverty have to health
outcomes. Higher incomes make it easier to buy medical insurance and medical care,
nutritious foods, and better child care, and to live in a safe neighborhood with good schools
and recreational facilities. Income levels have also been correlated to life expectancy, with
fower income earners experiencing lower life expectancies®. It has been widely observed that
poverty has been linked to il health and vice versa, creating a cycle between income and
health that can continue across lifetimes and generations’. Lower income communities have
shown higher rates of asthma, obesity, diabetes, heart disease, and child poverty.

Focus group participants and interviewees identified several community concerns. The
economic downturn has affected the region’s residents and organizations that provide
services to them. Poverty within Norwalk has increased. According to one interviewee, the
proportion of Norwalk students eligible for free and reduced lunch has risen from 22% to
40%°. Other respondents from the city reported that residents are struggling to hold onto
employment and sometimes woark two or three low-wage jobs while at the same time
struggling to pay for things like child care and health care. The economic downturn has
affected the more affluent communities as well, as professional jobs have been lost and
families struggle with adjusting to new lifestyles. Focus group participants from social service
and health organizations reported that increased demand for their services and shrinking
resources have challenged their ability to continue to meet needs effectively.

Quantitative data point to a region of substantial wealth. According to the Census Bureau,
household median income in the Greater Norwalk area was more than $50,000 higher than
that for Connecticut as a whole {Figure 9). With the exception of Norwalk, all of the towns in
the region have a median household income of greater than $100,000, with the highest in
Weston ($209,630). Norwalk’s median household income in 2010 was $76,161, about $44,000
lower than that for the Greater Norwalk area as a whole.

® California Newsreel, Nationality Minority Consortia, Joint Center Health Policy Institute. Unnatural Causes: Is
Inequality Making Us Sick? http://www.unnaturalcauses.org/resources.php?topic id=3

" Robert Wood Johnsen Foundation Commission to Build a Healthier America.
http:/fwww.commissiononhealth.org/Education.aspx

® For the Fall semester of 2012, the percentage of students eligible free or reduced lunch in the Norwalk Public
Schools was approximately 43%.
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Figure 9: Median Household Income, Connecticut, Greater Norwalk Area, and Towns, 2010
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Poverty rates across much of the Greater Norwalk area are low. The poverty rate for the

region was 4.9% in 2010, almost half the rate for the state (9.2%)

Figure 10 shows the poverty rate was less than 4% in most communities, with the exception of

Norwaik where 8.2% of individuals were below poverty level according to the American
Community Survey. Because of its larger population size, 61.3% of all persons in poverty
(6,868) in the area in 2010 lived in Norwalk. Approximately 3.4% of Greater Norwalk

households received cash public assistance or Food Stamps/SNAP in 2010, compared to 8.0%

for the state as a whole (Figure 11). Twelve percent of persons in poverty in Norwalk are

children under 18.
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Figure 10: Poverty Rate, Connecticut, Greater Norwalk Area, and Towns, 2010
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DATA SOURCE: U.S. Census Bureau, 2010 American Community Survey. Population for whom poverty has been
determined.

Figure 11: Households with public assistance (cash) or food stamps {SNAP), Connecticut and
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Employment

The 2010 unemployment rate for the Greater Norwalk Area was 6.2%, slightly lower than the
rate for the state (7.6%) (Figure 12). Across most towns, the rate was between 5-6%. The
highest unemployment rate in the area was in Fairfield (7.2%). Darien had the lowest
unemployment rate, 4.9%. The unemployment rate in the region has fluctuated monthly since
2010 although over time, the rate for the towns has been less than for the state as a whole

(Figure 13).
Figure 12: Unemployment Rate, Connecticut, Greater Norwalk, and Towns, 2010° )
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Figure 13: Monthly Unemployment, Connecticut, Greater Norwalk, and Towns, 2010-2012
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DATA SCQURCE: Connecticut Department of Labor, Local Area Unemployment Statistics {LAUS)
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As seen in Figure 14, the highest proportion of Greater Norwalk’s workers are employed in
Education, Health and Social services (18.8%), Professional, Scientific and Management
(18.2%), and Finance and Real Estate (16.8%). Compared to the rest of the state, the region
has a higher proportion of adults employed in Finance and Real Estate (16.8% compared to
9.5%) and Professional, Scientific, and Management positions (18.2% compared to 10.7%).
[Additional Data in Appendix E]

Figure 14: Employment by Industry Sectors, Greater Norwalk, 2010
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Housing

As a largely prosperous region, housing in the Greater Norwalk Area is expensive and many
participants identified the high cost of housing throughout the region as a concern. For some
individuals and families, after covering their housing costs, little is left to cover food and other
items. Some pointed to rising homeless rates, over-burdened homeless services, and large
numbers of people living in one residence/apartment as evidence of growing housing
constraints, especially since the economic downturn. Others reported that it has become
increasingiy difficult for the elderly to afford to stay in their homes. Several focus group
members from Norwalk reported that development in some areas of the city (SoNo} is forcing
long-time residents out.

As shown in Figure 15, median monthly housing costs with a mortgage or monthly rental costs
are higher in this region than for the state as a whole. Monthly mortgage costs range from
$2,731/month in Norwalk to $4,000/month in the five communities of New Canaan, Westport,
Weston, Wilton, and Darien. This compares to $2,082/month on average for the state.
Monthly rental costs are also higher in the region than for the state as a whole. While
Norwalk and Fairfield’s rentals (51,231/month and $1,464/month, respectively) are slightly
higher than for the state as a whole ($982/month}, in New Canaan and Darien, the monthly
rental cost is twice as high. Housing in the region is very expensive; the median home sale
price in the Greater Norwalk Area is three times higher than for the state as a whole
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(6631,808 versus $220,000). Data from the Connecticut Housing Finance Authority indicate
the median sale price for a single family home in Darien and New Canaan was $1,250,000 in
2010. [Additional Data in Appendix Ej Furthermore, the rate of foreclosure filings for the
region {2.75 per 1,000 units) was lower than for the state (4.46 per 1,000 units). [Additional
Data in Appendix E]

Figure 15: Median Housing Costs, Connecticut, Greater Norwalk, and Towns, 2010%
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Transportation

“Transit system is a big plus as well.” - Focus group participant

Quantitative data show that fewer Greater Norwalk residents (4.6%) than residents of the
state as a whole (8.6%) lack access to a vehicle {Figure 16). While overall, residents in most of
the towns have access to a vehicle, 7.5% of Norwalk’s population does not have access to a
vehicle. Further, a higher proportion of Greater Norwalk workers (13.0%) use public
transportation to get to work than the state as a whole (4.4%) (

Figure 17). These findings may be attributable to the proportion of the population that
commutes into New York City for work.

1 Housing cost for owners includes mortgage {if there is one), taxes, insurance, and utilities. Rent does not include
utilities unless they are included in the rent payment.
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Figure 16: Households with no Vehicle Available, Connecticut, Greater Norwalk Area towns,
2010
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Figure 17: Proportion of workers using public transportation to get to work, Connecticut
and Greater Norwalk Area towns, 2010
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Access to Healthy Foods and Recreation
“Gyms are doing a healthy business — | am seeing full parking lots.” — Focus group participant

“They took away the roller skating rink. They took away the ice skating rink. They took away
teenage parties for kids that stayed out of the streets. They took away all of that. What is
there for our children to do? There’s nothing.” - Focus group participant

Focus group respondents and interviewees reported concerns about rising obesity levels in
the region, particularly among children. Closely related to obesity rates is the availability of
healthy foods and opportunities for physical activity and recreation. As Figure 18 below
shows, 87.8% of zip codes in Fairfield County have healthy food outlets (i.e., restaurants,
grocery stores, convenience stores, farmers’ markets, etc. where healthy foods are sold),
higher than the rate for Connecticut as a whole (70.8%)."* However, the proportion of
restaurants in Fairfield County that are fast food establishments (36.8%) is similar to that of
the state (37.9%). Access to healthy food is a concern in some areas of Norwalk where the
U.S. Department of Agriculture has identified three census tracts south of Interstate as food
deserts. This means that these areas are low income, and that a substantial number or share
of residents has limited access to a supermarket or a large grocery store.

Figure 18: Percent of People with Access to Healthy Foods, Connecticut and Fairfield
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DATA SOURCE: Census Ziﬁgode Business Patterns, AHaIysis by County Health Rankings, 2009

" pata specific to the Greater Norwalk Area are not available.
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Overall, the region has substantial access to recreational facilities, defined by the County
Health Rankings as establishments primarily engaged in operating fitness and recreational
sports facilities, featuring exercise and other active physical fitness conditioning or
recreational sports activities such as swimming, skating, or racquet sports. There are 20
recreational facilities per 100,000 population in Fairfield County, which is higher than the state
rate {14 per 100,000)". However, the cost of using these facilities can be prohibitive to the
less affluent, and some residents have less access to parks and green space than others.

Environmental Quality

The relationship between elevated air pollution-—particularly fine particulate matter and
ozone—and compromised health has been well documented. A review of the literature by
the County Health Rankings indicates that the negative consequences of ambient air pollution
inctude decreased lung function, chronic bronchitis, and asthma, among other adverse
pulmonary effects. The annual number of unhealthy air quality days due to fine particulate
matter for Fairfield County was 4 in 2007, the same as for the state (Figure 19). However,
Fairfield County had far higher (14) ozone days (days when air quality was unhealthy for
sensitive populations due to ozone levels) than the state as a whole (6).

Figure 19: Air Pollution, Connecticut and Fairfield County, 2007
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DATA SOURCE: U.S. Environmental Protection Agency (EPA), 2007

Crime and Safety

Focus group respondents and interviewees also reported growing rates of person-to-person
violence. Within Norwalk, respondents expressed concern about rising crime. Law
enforcement focus group members reported a rise in gun violence in the city. As one focus
group member stated, “on my street, in my neighborhood, I feel fine. But not in other places.”

12 United States Department of Agriculture {USDA) Food Environment Atlas, analysis by County Health Rankings
and Roadmaps, 2009
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The crime rate (i.e., calculated below as the sum of crimes against persons and crimes against
property per 1,000 population) is a widely used indicator to assess the level of safety in an
area. Health Equity Index’s literature review links crime rates to poorer health outcomes such
as mental illness, drug and alcohol abuse, violence, and mortality rates™, High crime rates are
also linked to other determinants such as income, education, stress, and race®. High crime
rates contribute to poor physical, economic, and social environments and limits the amount of
resources and services available to communities, which lead to poorer health outcomes®®,

Crime data show that, with the exception of Norwalk, the rate of crime is relatively low in the
region. While Norwalk (25.6) exceeds the statewide rate of 24.8 crimes per 1,000 population,
many of the surrounding communities have rates of less than 10 per 1,000 population. The
crime rate in Fairfield and in Westport is also slightly higher than for the rest of the region. See
Figure 20.

Figure 20: Crime Rate per 1,000 Population, Connecticut, Greater Norwalk, and Towns, 2010
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DATA SOURCE: Connecticut Uniform Crime Data, 2010

Rising rates of domestic violence, within both wealthy and poorer populations, was also cited
as a challenge by several respondents. Some attributed this trend to the stress and anxiety
resulting from the economic downturn and noted that lack of reporting and/or action by
victims is a challenge. As one focus group member noted, “there are many women that stay

Bor Riidiger Krech (Director, WHO Department of Ethics, Equity, Trade and Human Rights): Social Determinants of Health, May
17,2010

u http://www.sfgate.com/cgi-bin/article.cgi?f=/c/a/2004/10/03/MNINFANTMO.DTL

3 California Newsreel, Nationality Minority Consortia, loint Center Health Policy Institute. Unnatural Causes: Is Inequality
Making Us Sick? http://www.unnaturalcauses.org/resources.php?
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quiet and don’t say anything.” A law enforcement focus group member shared the same
perspective about more affluent women, “there are going to be wealthy women who are too
embarrassed to follow through with plans we help them put into place. They are dependent on
their husbands.”

As focus group and interview participants noted that family and domestic violence are
concerns in the region, quantitative data indicate that rates in Norwalk are much higher than
what is seen statewide. As shown in Figure 21, while the rate of family violence incidence per
100,000 population has decreased in Norwalk from 2009 to 2010, it still remains much higher
than the state (734 incidences per 100,000 population compared to 587 incidences per
100,000 population in 2010). Rates of family violence in the other communities are much less
than what is seen statewide, yet the rates have been slightly increasing over time from 2008-
2010 in Wilton and Darien.

Figure 21: Rate of Family Violence incidences per 100,000 Population, Connecticut and
Towns, 2006-2010
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C. HEALTH BEHAVIORS

This section examines lifestyle behaviors among Greater Norwalk residents that support or
hinder health. It examines several aspects of individuals’ personal health behaviors and risk
factors (including physical activity, nutrition, and alcohol and substance use) that result in the
leading causes of morbidity and mortality among area residents. Included in this analysis are
some measures that are tracked as part of the Healthy People 2020 {HP2020) Initiative, a 10-
year agenda focused on improving the Nation’s health. Where appropriate and available,
Greater Norwalk area statistics are compared to the state as a whole as well as HP2020
targets. However, due to data constraints, most health behavior measures are available only
for Fairfield County as a whole and in some cases, only state-level data are available.

Health was often defined by community residents as practicing healthy behaviors, such as
physical activity and healthy eating. Focus group participants noted health as the ability to
walk and experience natural spaces like the waterfront. For example, one focus group
participant described, “When we were little, people soid, ‘go outside and have a good time. Il
see you later.” That was a regular part of every day. Part of it is that there is so much that is
organized, there are safety concerns, people feel that they have to keep their kids on a short
leash. They are afraid.”

Community residents also recognized the importance of having a healthier food environment
to maintain health. Several participants mentioned that school lunch programs have become
healthier and that it would be advantageous to implement similar policies for the whole
community. Additionally, several young community members noted that health means not
using alcohol, tobacco or other drugs, as they have seen the negative consequences of these
behaviors. The following section will elucidate further how these lifestyle behaviors affect the
health of residents in the Greater Norwalk Area.

Healthy Eating, Physical Activity, and Overweight/Obesity

“There is a new bike path that has been established. Bike riding has become an apparent
priority.” — Focus group participant

“Gardens at all of the schools — a dynamic effort to introduce fruits and vegetables and
influence families.” — interview participant

“There is a lot less physical activity [in schools] than there used to be.” — Focus group
participant

“Folks who are more challenged economically are not going to have physical activity as a
priority.” — Focus group participant

“As a culture, we've gotten to thinking these things are going to be quicker and easier than
they are. It takes time to go to the farmer’s market and cook things. Things you microwave
aren’t nutritious. It takes time to exercise. As a country, we don’t spend time on these
fundamental things.” - Focus group participant

Similar to trends nationwide, issues around obesity—particularly healthy eating and physical
activity—emerged as a concern among focus group and interview participants. Obesity was
the health issue most frequently named by focus group respondents and interviewees, with a
particular concern around childhood obesity. Participants saw that rates of obesity-related
conditions such as diabetes and heart disease seemed to be rising.
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Respondents offered several reasons for the rise in obesity especially among chiidren,
including a fast-paced and busy lifestyle that relies on fast food, concerns about safety, and
the attraction of computers and texting that leads children to be more sedentary.
Respondents suggested that among less affluent parents, the expense of healthy foods, gym
memberships, and physical activity programs creates barriers to healthy eating and physical
activity. Teens reported that gym classes in school do little to help or encourage students to
stay in shape. Among more affluent parents, a focus on academics and educational activities
reduces opportunities for physical activity. As one focus group member noted, “kids don’t
even walk to the bus stop, they get picked up at their own houses.” Others noted that the old
infrastructure in the region has made it difficult to make changes that encourage more
physical activity such as adding bike lanes to roads. Several respondents expressed their
opinions that the obesity epidemic stems from a lack of motivation among people to engage
in healthy behaviors. As one focus group member observed, “there are g fot of people who do
not accept responsibility for taking care of themselves.”

Child and Youth Obesity

The obesity rate among high school students in Connecticut has changed little since 2005. In
2011, the rate (13.0%) as a whole was similar to that of the nation and lower than the Healthy
People 2020 target of 16.1% (Figure 22). While little data are available about obesity rates
specifically among Greater Norwalk’s children, there are some data available for Norwalk from
the 2011 Norwalk Body Mass Index {BMI) Data Report. Norwalk has youth obesity prevalence
rates that are higher than the state average in many cases. For example, for 9™ and 10" grade
students, the rate is twice as high for Norwalk students than youth in the state of Connecticut
overall (20% vs. 10%). Minority children are at higher risk of unhealthy weight than white
children, as are children of all races from lower-income families,

Figure 22 ; Percent of Obese Youth {9th-12th grades) by County, State, and US, 2005 - 2011

18.0
16.0

14.0

P | \
12.0 - S |

100

8.0

Percent

6.0
4.0
2.0

0.0 -
2005 2007 2009 2011

== Connecticut 1.5, Healthy People 2020

DATA SOURCE: Youth Risk Behavior Survey (YRBS), 2005, 2007, 2009, 2011
**relevant Fairfield County data not available

Data collected through the Youth Risk Behavior Survey indicate that atthough higher than for
the U.S. (37.0%} and the Healthy People 2020 Target (20.2%), less than half 45.2% of youth in
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Connecticut are getting the recommended level of exercise per week {Figure 23). Less than
one-guarter (21.0%) of youth in Connecticut were eating the recommended number of fruits
and vegetables per day, roughly the same proportion for U.S. youth as a whole (22.3%).
Town-level data on physical activity collected by the Connecticut Department of Education
(Figure 24) indicate that most towns in the Greater Norwalk area exceed the state average for
the percent of children meeting physical activity standards (averaging 63-76%). The exception
is Norwalk, which had the lowest percentage of children meeting the standards (48.4%)
among Greater Norwalk Area towns, and was below the state average (51.0%).

Figure 23: Physical Activity and Fruit and Vegetable Consumption among Youth by State
and US, 2009
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Figure 24: Percent of Children Meeting the Standard on All Four Physical Activity Tests* by
Town and State, 2010-2011
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*Four tests include: Aerobic endurance, upper body and abdominal strength and endurance and flexibility,
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Adult Obesity

As seen in Figure 25, compared to the rest of the state and country, Fairfield County has a
smaller prevalence of adult obesity (16.6%) in 2010, compared with the rest of the state
(23.0%} and the country (27.6%), and is ranked as having the lowest obesity rate of all
Connecticut counties. In addition, obesity in Fairfield County decreased slightly between 2006
and 2010, while rates for Connecticut and the U.S. have increased slightly. There are
differences across racial and ethnic groups, however. The rates of adult ohesity are highest for
Blacks (43.5%), which is almost double the average for Whites (22.1%). [Additional Data in
Appendix E]

Figure 25: Percent of Obese Adults by County, State, and US, 2006-2010

30%
i -
¥ . i
25% i
= E,’-——"ﬂ“ﬁﬂ—\_ﬁ-’/m
=
8 20%
k] .- et \
B = iy
15%
10%
2006 2007 2008 2009 2010
*= Fairfield County  ~™— Connecticut & United States

DATA SOURCE: Behavioral Risk Factor Surveillance System {(BRF$S), 2010

As Figure 26 shows, rates of physical activity and fruit and vegetable consumption among
Fairfield County adults are similar to the state as a whole. About one half {53.4%) of adults in
Fairfield County are getting the recommended level of exercise per week, a rate similar to
Connecticut as a whole (53.9%) and slightly exceeding the Healthy People 2020 goal of 47.9%.
Roughly 30% of adults in Fairfield County are consuming the recommended number of fruits
and vegetables per day, a rate comparable to that for the state (28.3%).
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Figure 26: Physical Activity and Fruit and Vegetable Consumption among Adults in Fairfield
County and Connecticut, 2010
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Substance Use and Abuse (Alcohol, Tobacco, and Other Drugs)

“[Police bring on] average a drunk up to the ER every other day. [The ER] has limited resources
and they release them ofter 4-5 hours. Within a week, we’re grabbing the same person. [The
ER staff should] send them for treatment, not back on the street.” ~ Focus group participant

“[The system] is not always able to work together holistically to get people the longer term
help they need.” — Interview participant

“Norwalk probably has the most drug activity out of the communities—we have OD’s, illicit
drug sales everywhere. It is rampant. We've had at least three cases of bath salts. We have
meth, heroin, crack, you name it, it’s here.” - Focus group participant

Substance abuse was the third most-frequently cited health concern in the region, especially
in Norwalk, by focus group and interview participants.

Youth Substance Use

“High school kids are dealing with their families’ heavy duty problems and this is reflected in
their behaviors.” — Focus group participant

"Alcohol is a very big issue, probably the biggest.” - Focus group participant

According to focus group participants and interviewees, among young people, drinking and
marijuana is on the rise in both Norwalk and surrounding communities. Teen focus group
members identified smoking, drinking, and drug use as a significant concern in their
communities and noted that these substances are easily accessible to youth. An educator
stated, “there has been an increase in expulsions and suspensions due to use of marifuana.”

However, quantitative data indicate that drinking rates among youth in the region and the
state have declined over time. Data from the Connecticut YRBS indicate that the proportion of
youth consuming alcohol declined from 46.0% in 2007 to 41.5% in 2011 (Figure 27). Thisis
similar to rates for the U.S., which had declined from 44.7% in 2007 to 38.7% in 2011.

Data show that the percentage of Connecticut youth consuming alcohol before the age of 13
has decreased from 21.3% in 2005 to 15.6% in 2011, a statistically significant decrease. Data
collected by Positive Directions points to the average age of first consumption of alcohol in the
region as about 13 years, which is similar to national numbers from the National Institute on
Alcohol Abuse and Alcoholism, which identify 11 years old for boys and 13 years old for girls.
Similarly, in Connecticut a higher percentage of males {18.2%) than females {12.7%) drank for
the first time before 13 years of age. tn addition, a higher percentage of Hispanic youth in
Connecticut (20.7%) drinks alcohol before the age of 13 years than Black (16.7%) or White
(13.8%) youth. These results are consistent with national trends. [Additional Data in Appendix
El
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Figure 27: Percent of Youth Consuming Alcohol by State and US, 2007-2011
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Binge drinking rates’® among Connecticut youth {22.3%) are similar to those for the nation as
a whole (21.9%) and higher than the Healthy People 2020 target of 8.5% [Figure 28). As with

age of first drink, Youth Risk Behavior Survey Data indicate that binge drinking among

Connecticut youth has decreased from a rate of 27.8% in 2005 to 22.3% in 2011. This is a
statistically significant decrease. The percentage of Connecticut male youth reporting binge

drinking (25.4%) is higher than for Connecticut females {19.3%). In addition, a higher

percentage of White youth in Connecticut (24.8%) had 5 or more drinks in a row within a
couple hours on at least 1 day in the last month than Hispanic {21.1%) or 8lack (12.3%) youth.
This differs from national trends that indicate higher binge drinking rates among Hispanic

youth than Black or White youth. [Additional Data in Appendix E]

Figure 28: Percent of Youth Reporting Binge Drinking* by State and US, 2011
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DATA SOURCE: Youth Risk Behavior Survey (YRBS), 2011.
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16 Defined as 5+ drinks of alcohol in a row within a couple hours on at least one day in the last month
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Marijuana use among Connecticut youth has remained relatively the same {roughly 24%)
between 2007 and 2011, although it declined slightly in 2009 (see Figure 29). This rate is
slightly higher than that of the U.S. According to 2011 YRBS data, only 6.3% of youth in
Connecticut had tried marijuana for the first time before the age of 13, compared to 8.1% for
the nation as a whole.

Figure 29: Percent of Youth Using Marijuana* in Previous 30 Days, by State and US, 2007-
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DATA SOURCE: Youth Behavior Risk System, 2007-2011,
* Marijuana Use = Youth using marijuana at least once with the last 30 days

The proportion of 12" graders who have ever used marijuana in selected towns in the region
is roughly the same as for the state as a whole (Figure 30). Data collected by Positive
Directions points to the average age of first use of marijuana as between 14 and 15 in the
region,

Figure 30: Percent of 12™ Graders Using Marijuana by Select Towns and State, 2011 & 2012
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Weston & Wilton: % lifetime users of marijuana users among 12* graders. Source: Positive Directions, 2011.
Connecticut: %12 graders ever used marijuana Source: Youth Risk Behavior System, 2011
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Participants in the July 24 Task Force meeting reported concerns about prescription drug
abuse. Data collected by Positive Directions in Wilton reveals that 18.6% of senior high school
students reported prescription drug abuse, slightly higher than the 16.8% of senior high school
students in Connecticut. Nationwide 25.6% of 12th graders report taking prescription drugs
without a doctor’s prescription.

Quantitative data indicate that smoking rates among youth in the region and the state are low
compared to the nation and have declined over time. The proportion of Connecticut youth
who smoked heavily (20+ days of the prior month) in 2011 was 5.4% compared to 6.4% for the
nation. This is substantially lower than the Healthy People 2020 target of 16% (Figure 31).
Furthermore, data indicate that between 2007 and 2011 the proportion of youth smoking
heavily decreased both nationally and in the state. In Connecticut, the percentage of youth
who smoked heavily decreased from 8.9% in 2007 to 5.4% in 2011,

Figure 31: Percent of Youth Smoked Cigarettes on 20+ Days of Last 30 Days by State and US,
2007-2011 average
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DATA SOURCE: Youth Risk Behavior System, 2007-2011

Quantitative data reveals that among youth in the three communities for which data are
available, rates of youth smoking are lower than for the state as a whole. While 19.7% of 11"
graders in Connecticut reported recently using cigarettes in 2011, slightly over 10% of youth in
Westport and Fairfield and slightly over 5% of youth in Wilton reported recently using
cigareites (Figure 32).
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Figure 32: Percent of 11" Graders Recently Used Cigarettes in Past 30 Days by Select Towns
and State, 2011
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SOURCE: Positive Directions, 2011 & Youth Risk Behavior System, 2011,

Adult Substance Use

Alcohol use among adults is slightly higher among Fairfield County adults (19.7%} than for the
state as a whole (18.4%). The percentage of adults who report heavy or binge drinking is
higher in Fairfield County (20.5%) than for the Connecticut (17.4%) and the nation (15.1%)
{Figure 33). Fairfield County is ranked 8th out of the 8 counties in Connecticut on binge
drinking. The rate of binge drinking in Fairfield County and Connecticut has been increasing
over the five-year period from 2006-2010, while the rate has been stable for the U.S.

Figure 33: Percentage of Adults Reporting Binge Drinking by County, State, and US, 2006 —
2010
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SOURCE: Behavioral Risk Factor Surveillance System (BRFSS).
Young adults age 18-24 (35.4%) had the highest rate of binge drinking {almost double the

state average), followed by adults age 25-34 (30.4%). [Additional Data in Appendix E] Binge
drinking declines with increasing age until it is only 4.1% for persons over age 65. Males
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{23.9%) have a binge drinking rate double that for females {11.5%). Blacks have a lower rate of
binge drinking (6.1%) than Hispanics (22.6%) and whites (18.2%).

While little reliable data on drug use among adults were available for the region, drug and
alcohol-induced deaths are available. In the Greater Norwalk area the highest rate of drug-
induced deaths is in Norwalk (9.1 per 100,000 population) and Fairfield (6.1 per 100,000
population) with the other towns having counts that are too low to report. While both
Norwalk and Fairfield have rates that are lower than the Connecticut average (11.1 per
100,000 population) {Figure 34), the rates in Norwalk and Connecticut have increased over a
five-year period from 2005-2009. Data were also available for alcohol-induced deaths in
Norwalk and Connecticut. Over the 2000 to 2009 time frame, the rate in Norwalk increased
from 5.5 deaths per 100,000 population to 6.1 per 100,000. This rate was similar to that of
Connecticut (5.1 per 100,000 population).

Figure 34: Drug -Induced Deaths per 100,000 Population by Select Towns, and State, 2000-
2004 to 2005-2009
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DATA SOURCE: Connecticut Department of Public Health Mortality Statistics. * 2005-2009 AAMR is significantly
different from 2000-2004 AAMR at p<0.05.

Figure 35: Alcohol-Induced Deaths per 100,000 Populations by Select Town and County,
2000-2004 to 2005-2009
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DATA SOURCE: Connecticut Department of Health, Average Annual Mortality Rate (AAMR})
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Cigarette use among Fairfield County aduits (12.8%) is lower than use among Connecticut
adults {15.9%) and below the Healthy People 2020 target (Figure 36). Smoking rates have

generally remained steady in Fairfield County over the last several years, but have seen a
slight decline from 2009 to 2010.

Figure 36: Percent of Adult Smokers by County, State, and US, 2006-2010
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D. HEALTH OUTCOMES
This section of the report provides an overview of leading health conditions in the Greater
Norwalk Area from an epidemiological perspective of examining incidence, hospitalization,
and mortality data as well as discussing the pressing concerns that residents and leaders
identified during in-depth conversations.

Perceived Health Status
As Figure 37 shows below, in Fairfield County, 30.6% of adults perceive their health to be
“good” or “excellent,” similar to the state as a whole (89%)."

Figure 37: Perceived Good or Excellent Health Status, Adults, Connecticut and Fairfield
County, 2010
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DATA SOURCE: Behavioral Risk Factor Surveillance System {BRFSS)

A strong association between self-reported health status and mortality has been well
documented; thus it is a useful indicator of morbidity within a community™. Figure 38 shows
that a lower proportion of Fairfield County adults than adults in the state as a whole report
poor health. A smaller proportion of Fairfield County adult respondents reported poor
physical health days (2.7%) and poor mental health days (2.8%) in the 30 days prior to the
survey than respondents for the state as a whote (2.9% and 3.1%, respectively).

7 Data for the Greater Norwalk area and towns not available.
' Centers for Disease Control and Prevention. Measuring Healthy Days: Population Assessment of Health-related
Quality of Life. Atlanta, GA: Centers for Disease Control and Prevention; 2000.
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Figure 38: Poor Health Days in Past 30, Adults, Connecticut and Fairfield County, 2010
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DATA SOURCE: Behavioral Risk Factor Surveillance System (BRFSS); Analysis conducted by County Health Rankings

Leading Causes of Hospitalization

In general, the Greater Norwalk Area’s population is healthy. When considering reasons for
going to the hospital when they are not healthy, a few themes are notable. As seen in Table 3
issues related to digestion and injury/poisoning are common across all age groups. Reasons
for hospitalization related to mental health are most common in the under 65 population.
Reasons related to health disease increase as individuals age.

r

Table 3: Leading Causes of Hospitalization by Age, 2009

5 to 24 year olds 25 to 64 year olds 65 + year olds
1. Mental 1. Mental 1. Heart
2. Digestive 2. Digestive 2. Respiratory
3. Injury/Poisoning 3. Injury/Pgisoning 3. Digestive
4. Respiratory 4. Heart 4. Injury/Poisoning
5. Endocrine 5. Musculoskeletal 5. Genitourinary

DATA SOURCE: Connecticut Office of Health Care Access, 2009

Leading Causes of Death

Quantitative data indicate that residents of the Greater Norwalk area are generally quite
healthy. With the exception of pneumonia and influenza, death rates among Greater Norwalk
residents from major diseases, illnesses, and injuries are lower than for the state as a whole
(Figure 39). Quantitative data indicate that the leading causes of death in the Greater
Norwalk area, as in the state, are cancer and heart disease. As seen in Figure 39, mortality
rates for the Greater Norwalk area are slightly lower for these diseases (162 and 149 per
100,000 population, respectively) than for the state as a whole {170 and 168 per 100,000
population, respectively). Among the other leading causes of mortality, Greater Norwalk rates
for mortality due to unintentional injuries and chronic lower respiratory diseases (i.e.,
emphysema, chronic bronchitis) are slightly lower than for the state. The death rate due to
pneumonia and influenza in the region is higher than for the state (26 versus 17 per 100,000
population).
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Figure 39: Age Adjusted Mortality Rates, Connecticut and Greater Norwalk, 2005-2009
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A review of death rate data over time reveals that both the state and the region have had a
decline in all causes of death between 2004 and 2009 (Figure 40). The city of Norwalk
experienced the greatest decline, from 743.2 deaths per 100,000 population on average for
2000-2004 to 650.9 deaths per 100,000 population in 2005-2009. Norwalk, Darien and
Fairfield all experienced a greater decline in their death rates over this time period than the
state as a whole. The declines in Fairfield, Norwalk and the state are statistically significant. It
should be noted that, per standard procedure by the original data source, mortality rates are
aggregated for time periods to increase the sample sizes for comparison. [Additiona! Data in
Appendix E]
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Figure 40: Age-Adjusted Death Rates All Causes of Death, Connecticut and Towns, 2000-
2004 to 2005-2(09
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DATA SOURCE: Connecticut Department of Public Health Mortality Statistics.
** 2005-2009 AAMR is significantly different from 2000-2004 AAMR at p<0.01

As Figure 41 shows, age-adjusted death rates due to diseases of the heart have declined in
Connecticut and all Greater Norwalk towns between 2000-2004 and 2005-2009. Significant
decreases are noted in Fairfield, Norwalk, and Wilton, and the state as a whole. The largest
decline, 47.8 deaths per 100,000 population, was seen in Wilton. [Additional data in Appendix
E]
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Figure 41: Age-Adjusted Death Rates to Diseases of the Heart, Connecticut and Towns,
2000-2004 to 2005-2009
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DATA SOURCE: Connecticut Department of Public Health Mortality Statistics.
* 2005-2009 AAMR is significantly different from 2000-2004 AAMR at p<0.05.
** 2005-2009 AAMR is significantly different from 2000-2004 AAMR at p<0.01

Relative to cancer, there is variation across the area. In most Greater Norwalk towns and the
state, cancer death rates have declined between 2000-2004 and 2005-2009 (Figure 42). The
largest decline was seen in Norwalk (35.2 deaths per 100,000 population). However, Darien
and Weston experienced increases in the cancer death rate over this time (by 3.7 and 22.1
deaths per 100,000 population, respectively). Although complete data about specific cancer
death rates are not available at the town level, data about cancer deaths for Connecticut as a
whole reveals that for many cancer types, death rates have gone down between 2000-2004
and 2005-2009 {Table 4). Exceptions are pancreatic cancer, uterine cancer, and bladder
cancer, which have all increased slightly.
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Figure 42: Age-Adjusted Death Rates from All Cancers, Connecticut and Towns, 2000-2004
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** 2005-2009 AAMR is significantly different from 2000-2004 AAMR at p<0.01

Table 4: Age-Adjusted Death Rates Cancer, Connecticut, 2000-2004 to 2005-2009

Deaths per 100,000 population

2000-2004 2005-2009
Trachea, bronchus & lung cancer 49.3 45.0
Prostate cancer 26.5 23.7
Female Breast cancer 251 22.2
Colorectal cancer 18.7 14.6
Pancreatic cancer 10.9 11.9
Ovarian cancer 8.5 8.0
Leukemia 7.1 6.7
8ladder cancer 4.5 4.8
Uterine cancer 40 45
Brain and central nervous system cancer 41 4.1 T

DATA SOURCE: Connecticut Department of Public Health Montality Statistics.

Quantitative screening data indicate that screening rates among Fairfield County residents are
similar to those for the state as a whole (Figure 43 and Figure M).19 Approximately 81% of
women over the age of 40 in Fairfield County and the state have had a recent mammogram,
nearly meeting the HP2020 target of 81.1%. The proportion of women over the age of 18 in

19 5
Town-level data are unavaifable.
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both Fairfield County and the state who have had a pap test is about 86%, lower than the
HP2020 target of 93%. Conversely, about 75% of adults over age 50 in Fairfield County and
the state have had a sigmoidoscopy/colonoscopy, higher than the HP2020 target of 70.5%.
The PSA screening rate for men in Fairfield County (62%) is slightly higher than that for the
state as a whole (59.8%).

Figure 43: Screenings, Connecticut and Fairfield County, 2010
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Figure 44: Percent of Men Age 40+ who have screened for Prostate Cancer (via a PSA Test) in
the Past 2 Years, Connecticut and Fairfield County, 2010
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While not to the extent of heart disease and cancer, accidents (i.e., motor vehicle crashes,
falls) are a leading cause of death in the Greater Norwalk Area. On a statewide basis,
accidents, on average, take 32.9 lives per 100,000 population (Figure 45). Norwalk and Wilton
have rates that are higher than the State of Connecticut at 50.1 and 45.8 per 100,000,
respectively. Other towns in the area are similar to or lower than the State’s rate.

Figure 45; Age-Adjusted Death Rate due Accidents per 100,000 Population by Town and State,
2005-2009 average
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DATA SOURCE: Connecticut Department of Public Health Mortality Statistics, retrieved on 6-12-12 from
http://www.ct.gov/dph/cwp/view.asp?a=31328&q=397432
*AAMRs are not reported for causes of death with <15 deaths.

Chronic lower respiratory disease is the fourth leading cause of death for the Greater Norwalk
Area as a whole. Across the region the rates vary by town (see Figure 46). Norwalk has the
highest rate among the towns at 52.4 per 100,000 population. The remaining six towns have
rates that are lower than the State of Connecticut (34.5 per 100,000 population).
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Figure 46: Age-Adjusted Death Rate due Chronic Lower Respiratory Disease per 100,000
Population, by Town and State, 2005-2009 average
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*AAMRs are not reported for causes of death with <15 deaths.

The diabetes mortality rate has also declined in both the state and the Greater Norwalk area’s
two largest cities (Figure 47). The rate of decline from 2000-2004 through 2005-2009 in
Norwalk, from 20.4 per 100,000 population to 12.4 per 100,000, was statistically significant.
This decline mirrors the trend on a national level. The Centers for Disease Control attributes
the decline in the diabetes mortality rate to improved medical care.

Figure 47: Diabetes Mortality Rate, Connecticut, Norwalk, and Fairfield, 2000-2009
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2012 Greater Norwalk CHA-CHIP Page 45



06/13/2013 Affiliation CON-473

E. HEALTH AREAS

Chronic Disease — Cardiovascular Disease

The Behavioral Risk Factor Surveillance Survey, a telephone survey of adults, asks respondents
whether they ever had or currently have specific chronic conditions. Among survey
respondents, heart disease and heart attacks were the most prevalent chronic conditions,
with 3.2% and 2.2% of adults in Fairfield County reporting having been currently diagnosed
with these diseases, respectively {Figure 48}. Less than 2% of adult residents reported ever
having a stroke or heart attack. Rates of chronic conditions among adults in Fairfield County
are lower than for adults in the state overall.

Figure 48: Percent of Adults Whe Have Been Told They Have a Heart Related Chronic
Condition, Connecticut and Fairfield County, 2010
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Chronic Disease — Diabetes

The diabetes mortality rate has declined in both the state and the Greater Norwalk area’s two
largest cities, as seen above (Figure 47). The rate of decline from 2000-2004 through in
Norwalk, from 20.4 per 100,000 population to 12.4 per 100,000, was statistically significant.

The proportion of adults who have ever been told they have diabetes is lower for Fairfield
County {6.0%) than for the state (7.3%) (Figure 49). However, fewer Fairfield County adults
with diabetes (80.4%) than Connecticut adults with diabetes (83.0%) received an HbAlc
screening in 2009 (Figure 50). HbAlc is a lab test that shows the average level of blood sugar
(glucose) over the previous 3 months. it shows how well a person is controlling his or her
diabetes.
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Figure 49: Percent of Adults who have ever been told they have Diabetes, Connecticut and
Fairfield County, 2010
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Figure 50: Percent of Diabetics that Receive HbA1c Screening, Connecticut and Fairfield
County, 2009
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Chronic Disease — Asthma
Asthma rates among Fairfield County adults (8.3%) are slightly lower than for the state as a
whole {9.2%) (Figure 51).

Affiliation CON-475

Figure 51: Percent of Adults Who Currently Have Asthma, Connecticut and Fairfield County,
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DATA SOURCE: Behavioral Risk Factor Surveillance System (BRFSS)

Asthma rates among the region’s students are lower overall than for the state (13.2 per

100,000 students) (Figure 52). Among the area’s towns, asthma rates among students are
highest in Norwalk (10.6 per 100,000 population), Westport (9.4 per 100,000 population) and
Fairfield (9.3 per 100,000 population).

Figure 52: Asthma Prevalence Rates by School District for Public Schools, 2006-2009
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Mental and Behavioral Health

Mental health challenges were also cited as a substantial health concern in the region. Those
working in health care, mental health care, and law enforcement in particular noted mental
health is a significant concern. In surrounding communities, respondents noted the stress of
living in the area and academic pressure felt by students and attributed the high use of alcohol
and drugs, eating disorders, and recent suicides to these factors. One focus group respondent
shared, “kids are not allowed to fail. You're not allowed to try something and not be really
good at it.” One of the teen focus groups observed that social media has affected young
peoples’ ability to effectively communicate their emotions leading to abuse of alcohol and
drugs. As one teen focus group participant noted, “people post suicidal tweets or Facebook
posts and then you see them the next doy and they act like nothing’s wrong.”

A challenge in more affluent areas, according to participants, is that stigma prevents some
from seeking services. Others reported that the rise in mental health issues also has to do
with insufficient services to address these needs, especially for lower income individuals.
According to focus group members from the hospital, the number of individuals with mental
health needs appearing in the Emergency Room (ER) is increasing. Focus group participants
from health care, mental health and law enforcement shared the increasing challenges each
of these groups faces in meeting mental health needs. A mental health provider focus group
member shared, “there’s a big gap between what in the past was covered by the police and
criminal justice system that is now expected to be covered by the mental health system.” Law
enforcement participants noted that they increasingly respond to calls that involve mental
health issues.

According to the BRFSS, Connecticut (3.1) and Fairfield County (2.8) residents report a higher
number of days of poor mental health than the national average (2.3). Quantitative data
about hospitalizations for mental health in the Greater Norwalk area show that rates are
highest in Norwalk {7 per 1,000 population for emergency room visits and 14 per 1,000
population for hospitalizations). Rates are also relatively high in Fairfield (5 per 1,000
population for emergency room visits and 9 per 1,000 population for hospitalizations) (Figure
53 and Figure 54).

Figure 53: Mental Health Emergency Department Visits, Towns, 2005-2010
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DATA SQURCE: Connecticut Hospital Association, CHIME Hospital Discharge Data; analysis conducted by CT
Association of Directors of Health for years 2005-2010
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Figure 54: Mental Health Hospitalizations, Connecticut and Towns, 2005-2010
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Source: For CT, DPH hospitalization data 2009; analysis by Norwalk Health Department

Mental heaith issues among youth were cited as an area of particular concern in interviews
and focus goups. Youth Risk Behavior Surveillance data indicate that 24.4% of Connecticut
youth have reported feeling sad or hopeless almost every day for two or more weeks in a row
2 Girls were significantly more likely than boys to have felt sad or hopeless (31% vs. 18%)
and Hispanic students (33.5%} were more likely to have felt sad or hopeless than White
students {22.4%) or Black students {21.2%). Data also indicate that 14.6% of Connecticut
youth have seriously considered attempting suicide and 6.7% have attempted suicide one or
more times. Girls were more likely than boys to have considered suicide (17.3% vs. 11.9%)
and to have attempted suicide {8.2% vs. 5.2%}. Hispanic students were more likely to have
attempted suicide than White students. [Additional Data in Appendix E]

Bullying was also identified as a concern. According to the Youth Risk Behavior Survey, 21.6%
of Connecticut youth reported having been bullied on school property and 16.3% reported
having been electronically bullied. Boys were more likely to be bullied on school property
than girls (22.3% vs. 20.6%) and girls were significantly more likely than boys to have been
electronically bullied (20.1% vs. 12.5%). White and Hispanic students (23.2% and 22.3%) were
significantly more likely to be bullied on school property than Black students (13.2%), and
White and Hispanic students {17.6% and 17.2%) were significantly more likely to be bullied
electronically than Black students (8.8%).

Although YRBS data are not available at a sub-state level, other data point to mental health
concerns about youth in the region. For example, 42% of the visits to the Dr. Robert E.
Appleby School Based Health Centers, which serve middle and high school students in
Norwalk, are for mental health reasons. The top five mental health diagnoses at the centers

2 YRBS data are not available at the County or town level.
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are family circumstance, depression, adjustment disorder with depressed mood, relational
problems, and academic maladjustment. The top presenting problems at the Mid-Fairfield
Child Guidance Center Outpatient General Clinic were anxiety, disruptive behavior, family
conflict, and depression.

Maternal and Child Health

Low birth weight outcomes (less than 2500 grams) in the Greater Norwalk area varied, see
Figure 55. Wilton experienced the highest percentage of low birth weight babies in the region
(13%), followed by Westport (8.9%). Focus group and interview participants noted that the
high percentages of low birth weight babies may be due to multiple births as a result of in
vitro fertilization {IVF).

Figure 55: Low Birth Weight {percent of live births with weight < 2500 grams), U.S.,
Connecticut and Fairfield County, 2009

14% 13.0%
12%
10% 8.9%
8.5% 8.1%
= 0, ]
5 8% | es%
S % i 5.3%
a% |
| &
2% | [
0% .
g &
c“% 'b{\é\ é-\&
Q'
¥ S
&
l'?-

DATA SOURCE: Connecticut Department of Health, Vital Statistics
*Data suppressed due to too few cases

For teenagers, having a child puts the mother and the child at risk. Research has shown that
teenage mothers are less likely to complete high school and college®. Children born to
teenage mothers are likely to have higher rates of iow birth weight, develop chronic health
problems, and drop out of school. Quantitative data indicate that the birth rate among
Fairfield County teens (20.3 per 1,000 female population) is lower than for the state (23.9)

H Brown, S., & Eisenberg, L. (Eds.}. (1995). The best of intentions: Unintended pregnancy and the well-being of children and
families. Washington, DC: National Academy Press.

Bustan, M., & Coker, A, (1994). Maternal attitude toward pregnancy and the risk of neonatal death. American Journal of Public
Healfth, 84(3), 411-414,

Gipson, J., Koenig, M., & Hindin, M. {2008). The effects of unintended pregnancy on infant, child, and parental health: A review
of the literature. Studies in Family Planning, 39(1), 18-38.

Moore KA, Myers DE, Morrison DR, et al.Age at first childbirth and later poverty and later poverty. f Res Adolesc 1993;3:393—
422.
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{Figure 56). The proportion of teens giving birth is lower in both Norwalk (4.6%) and Fairfield
County (4.9%) than the state (6.8%).

Figure 56: Teenage Birth Rate per 1,000 Females ages 15-18, Connecticut and Fairfield
County, 2002-2008
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Oral Health
Cuantitative data indicate that the proportion of adults in Fairfield County (83.1%) who have
visited the dentist in the past year is higher than for the state (81.6%) (Figure 57).

Figure 57: Percent of Adults who have visited a Dentist in the Past Year, Connecticut and
Fairfield County, 2010
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Source: Behavioral Risk Factor Surveillance System {BRFSS})
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Communicable Diseases

Vaccine-Preventable Diseases

In 2010, the percentage of adults aged 65 years and older who reported receiving the
influenza and pneumococcal vaccines were lower in Fairfield County than for the state as a
whole although higher than the nation (Figure 58).

Figure 58: Percent of Adults Age 65+ who have had Flu and Pneumonia Vaccination, U.S.,
Connecticut and Fairfield County, 2010
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Lyme Disease
Several focus group participants and interviewees mentioned Lyme disease as a concern. As

one local policymaker noted, “[it} feels like an epidemic proportion.” Lyme disease rates in
Connecticut are notably high and in many of the towns of Greater Norwalk, the rate per
100,000 population is higher than the rate for Fairfield County (Figure 59). Weston (110 per
100,000 population}, Wilton (94 per 100,000 population), and New Canaan {92 per 100,000
population} experienced the highest rates of Lyme disease in the region.

Figure 59: Lyme Disease Rates, per 100,000 population, 2007-2011
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Quantitative data indicate that the rate of HIV is lower in Fairfield County (366.4} than the
state (372.6) (Figure 60). The rate of new HIV cases is lower for most towns in the Greater
Norwalk area than for the state (Figure 61). The notable exception is Norwalk, where the rate
of new HIV cases per 100,000 population (15.2) is higher than for the state (11.5).

Figure 60:

HIV Rate per 100,000 Population, Connecticut and Fairfield County, 2006-2010
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Figure 61: Rate of New HIV Cases per 100,000 Population, Connecticut and Towns, 2006-
2010
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DATA SOURCE: Connecticut Depa?tment of Public Health, HIV Surveillance Program
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Sexually-Transmitted Diseases
The rate of infection of Chlamydia is used as a proxy for the sexually transmitted diseases. In

Fairfield County (274 per 100,000 population} the rate is lower than in the state (346.4 per
100,000 population) (Figure 62).

06/13/2013

Affiliation CON-482

Figure 62: Chlamydia Rate per 100,000 Population, Connecticut and Fairfield County, 2009
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F. HEALTH CARE ACCESS AND UTILIZATION

Resources and Use of Health Care Services

“Overdll, | think this is a resource rich area. Just getting to know the other providers in the
area, there is a high level of expertise across disciplines and different specialties even within
mental health. There are a lot of experts in this county and in this town.” — Focus group
participant

“I love the clinic.” —Focus group participant
“The hospital is a great help.” — Focus group participant
“The community health centers are fantastic.” — Focus group participant

“The people from Norwalk Hospital and the health center follow through.” — Focus group
participant

Focus group respondents and interviewees noted that the region has substantial health
resources and Norwalk Hospital and the Norwalk Community Health Center in particular were
repeatedly cited as important assets. The Hospital was noted for its comprehensive services.
Both were described as having excellent outreach, providing valuable community education,
and serving a variety of people. As one physician noted, “[we serve] not only poor immigrants
who don’t speak the language but we serve some of the wealthiest people in the world and
everyone in between.”

Respondents pointed to several other health care assets in the region, including school-based
health centers, school nurses, and volunteer emergency medical services in many
communities. Local health departments play various roles including conducting screenings
and immunizations and providing education in topics such as chronic disease and cooking
classes. Respondents shared that there are a humber of social service-related programs in the
area which provide important services, including Meals on Wheels, Elder House (adult day
care), senior centers, libraries and the 211 service line as well as programs such as the
Norwalk Healthy Families Collaboration and the Pepperidge Farm initiative to combat
childhood obesity.

As shown in Figure 63, the ratio of the population to primary care physicians is smaller in

Fairfield County (739 population per primary care physician) than in the state (815). The
national benchmark is 631 population per primary care physician.
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Figure 63: Ratio of Population to Primary Care Physicians, State and Fairfield County, 2009
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Challenges to Accessing Health Care Services

Community members viewed access to care as an essential part of health. One resident
stated, “We’d alf like to see everybody have equal access to health care no matter how much
money they have.” When asked about barriers to health care access and good health, focus
group and interview participants identified insurance coverage, cost and long wait-times as
interfering with receiving care and achieving optimal health. Lack of health insurance was
noted as a concern by many and one that has become more challenging as people have lost
their jobs in the economic downturn. For those with insurance, higher co-pays were noted as
a concern. Providers at both Norwalk Community Health Center and Americares, another
clinic, reported an increase in patients over the past few years in response to the decline in
the economy and the subsequent loss of health insurance.

Lack of Insurance Coverage and Health Care Cost

“The first question they ask whenever I check in somewhere is whether | have insurance. 've
walked right in because 've had that card when there were other people waiting.” — Focus
group participant

“They tell me let’s take it {tooth] out and they gave me a payment plan but each appointment
costs something ond you have to go to the bank to get o loan.” — Focus group participant

Lack of insurance and underinsurance was the most frequentiy cited barrier by focus group
and interview participants to accessing health care. Focus group members and interviewees
also reported that the cost of healthcare creates a barrier to access and often results in delays
in seeking services. Several respondents reported a rise in “concierge” {pay ahead) health
care. Others shared that they have been billed for services and tests after paying a co-pay.
Although the Norwalk Community Health Center was noted as a substantial health asset in the
community, some respondents reported surprise that services are discounted but not free.

Access to health care and long wait times for appointments were also named as a concern.
Many residents reported that they have waited for long periods to get appointments while
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others stated that they were not able to obtain appointments convenient for their work
schedules. As one focus group member noted, “making an appointment is the hardest part of
getting health care.”

Quantitative data indicate that the proportion of Fairfield County adults (89.8%) with some
kind of health care coverage is similar to that for the state (88.4%) (Figure 64). Likewise, in
both Fairfield County and the state, less than 10% of adults reported not seeing a doctor due
to cost.

Figure 64: Health Care Coverage and Not Seeing a Doctor Due to Cost, 2004-2010
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Gaps in Mental Health Delivery System

“There is no incentive for child and adolescent psychiatrists to come into the public sector.” -
Focus group participant

“Most people with mental health issues can’t pay for visits and often drop out and are OK for a
while and then become acute agoin.” — Focus group participant

Gaps in the mental health care delivery system were cited as a particular concern for the
region. Primary care praviders reported treating more patients for depression and other
mental health concerns, something they are not all comfortable doing. As one health
department focus group member stated, “this part of the system has so many barriers.”
Among the barriers respondents cited were lack of providers, lack of parity in insurance and
insurance coverage, and limited reimbursement. In regards to providers, the ratio of
population to mental health providers is smaller in Fairfield County (1469 population per
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primary care physician) than in the state (1493).% While respondents pointed to the success
of the ChildFIRST program, they also noted that there is currently a waiting list for families to
participate.23 According to mental health providers, the region lacks skilled mental health
providers in the schools, in-patient beds for children, and child psychiatrists, especially those
willing to serve Medicaid children. As one focus group member noted, “not only are they
[child psychiatrists] not accessible, some of them aren’t taking new patients because there is
s0 much work.” Services to help adults transition from acute mental health care to
community-based care were also missing, according to respondents.

A 2010 assessment conducted by the Southwest Mental Health Board, Lower Fairfield county
Regional Action Council, Mid-Fairfield Substance Abuse Coalition, and RYASAP, identified
mental health and substance abuse service needs in the region. On the mental health side,
the region has access to counseling services and crisis services, but lacks availability of respite
services and inpatient services. In addition, related services such as group homes and
supported education services are also less available. Similarly, identified substance abuse
service needs included long term and intermediate residential services, intensive outpatient
services and detox.

Gaps in Dental Services
Like mental health care, respondents noted gaps in dental services. The ratio of population to

dentists in Fairfield County (1174) is slightly better than Connecticut at 1523. Low
reimbursement rates by state programs have made it difficult to engage new providers to
serve low-income people. In addition, as one dental provider interviewee noted, the state
program does not provide for periodontal care and recently changed the frequency of
cleanings covered from two per year to one. For patients, especially those with lower
incomes, this has often meant forgoing needed treatment or going into debt for dental care.
As one focus group member shared, “! did not remove a molar because 1 did not have the
money. Then it broke and | hod to pay the money.”

Transportation Barriers to Accessing Services

Transportation to health care was also raised as a barrier to access by some participants. One
provider focus group member reported that use of 911 for transport to medical care has
increased. However, several noted that the Norwalk Community Health Center has recently
obtained a medical van that will help to address this need and to ensure greater access to
health care for underserved populations.

Cultural Competency

Among non-English speakers, lack of cultural competency of providers and bi-lingual services
were noted as concerns and create barriers to access. Immigrants and undocumented people
were especially singled out as having difficulty accessing health care and other resources.
Several respondents also mentioned concerns about health care for the elderly, noting that
there is an insufficient number of physicians (geriatricians) able to care for the unique health
needs of the aging population.

“ United States Department of Agriculture (USDA) Food Environment Atias, analysis by County Health Rankings
and Roadmaps, 2009

2 Child FIRST is a home-based early childhood intervention program that works to decrease the incidence of

serious emotional disturbance, developmental and learning problems, and abuse and neglect among high-risk

young children and families.
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Emergency Department as Primary Care

One key indicator of challenges in accessing health care is the pattern in the use of hospital
emergency department (ED}). The Health Equity Index uses the rate of emergency department
visits as a proxy for a lack of access to health insurance and primary care services. Norwalk
has the highest rate of emergency department visits per 100,000 population at 39,846. The
other communities in the Greater Norwalk Area range from 13,814 per 100,000 population in
Fairfield to 22,000 per 100,000 population in Wilton (see Figure 65). According to Greater
Norwalk area respondents, these barriers to health care access as well as under capacity in
some areas have led to greater use of the ED. The consequence, as one focus group member
stated, is that “people using the ER for primary care bogs down the system.” Lack of some
services such as mental health and access issues for others means increased use of the ED for
health services that could be addressed in other facilities. Others reported that problems with
transportation and co-pays means that follow-up care after an ED visit does not always take
place, resulting in hospital readmission rates and repeat visits to the ED.

Figure 65 : Emergency Department Visits per 100,000 Population, 2005-2009 average
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G. COMMUNITY MEMBERS’ PERCEPTIONS OF WHAT IS NEEDED

“How do we bring the community into a space where they are more accountable for
themselves and interact differently with the health care system?” — Focus group participant

“Parents need to be better educated and engaged.” — Focus group participant

“We tend to try to do too much. It would be great if we could agree on 1 to 2 things that we
could collectively do and put our energy behind those things.” — Interview participant

“Docs just don’t know where to go to find help for their patients.” — Interview participant

“You have patients with muitiple needs and they can’t navigate the system and there isn’t
anyone who is helping them.” — Interview participant

Throughout the focus groups and interviews, participants were asked to identify assets and
resources in the community that address the issues and needs they had identified. These
programs and services were compiled with additional items from the development of the
community health improvement plan into a list. [See Appendix F] Additionally, focus group
members and interviewees were asked what was needed to address health challenges in the
community. Many reported that they believed more money was needed for services but
recognized that this would likely not be forthcoming until the economy improves. Several
residents noted that the health centers needed more staff so that patients could “see the
doctor who knows their history” to receive better personalized care. More staff were also
needed to "reduce wait time” and “improve follow-through,” both viewed by as important for
resident respondents.

Those from housing noted the importance of more affordable housing. As one person stated,
“once people have their housing situated, it would free up resources for other things and
reduce stress.” Others felt that the region could benefit from more educational support for
young people and low wage earners, especially those who do not speak English well.

Focus on Prevention

Several respondents reported that they felt that fundamental change was needed in the
health infrastructure to increase empbhasis on prevention. As one health department focus
group member stated, “we focus on treating disease...we need a medical home that
emphasizes prevention.” Providers talked about changing the incentive structure to emphasize
prevention over treatment. More comprehensive substance use and mental health services
were also named as a need, as these were two of the top three health concerns raised by
community members.

Health Literacy
A number of focus group respondents and interviewees reported that they believed that a

lack of awarenessfunderstanding of health (health literacy) and health resources in the
community were underlying causes of poor health and unhealthy behaviors in the region.
Focus group respondents and interviewees frequently stated that there was a lack of
understanding among many about how to take care of themselves. As one person summed
up, “we’re reactive, not proactive, Even people with wonderful benefits aren’t educated
enough about prevention. They react only when there is something serious.” Another
concurred, saying “wellness care is foreign to us. Doing something before it turns into
something doesn’t happen.”
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Although respondents reported that there already are many health education pragrams in the
community, they felt more were needed. They suggested programs that educated about
diabetes and other chronic diseases, how to eat better and the importance of physical activity,
programs to help people manage stress. They cited the importance of reaching people who
are busy, parents, and also those who do not speak English. As one Spanish-speaking focus
group member stated, “we need more groups where we talk about health.” One interviewee
suggested that “there should be a real marketing effort.” Several focus group participants
noted that community conversations and events should be held “closer to where the people
are” and that personal invitations would encourage them to attend.

Centralized Resource Information

A related need expressed by a number of focus group members and interviewees was a
centralized listing of resources offered in the community. Provider focus group members
noted that physicians as well as their office staff and discharge planners often do not know
about resources offered in the community. Care coordinators are often relied on for such
information and connection to services, and focus group members and interviewees who
work with care coordinators praised their ability to connect patients to services. Several
respondents suggested that a website or some other repository of such information that could
be used by physicians and their staff would be helpful.

Support for Parents
The need for parenting support was a consistent theme in interviews and focus groups.

Respondents stated that they thought more should be done to help parents mode! good
coping skills for kids and to help them help their children learn about problem solving. As one
mental health provider suggested, “/ think looking at how we provide services to families in
terms of their ability to raise their children is critical.”

Activities for Youth

Both youth and aduit respondents agreed that there were numerous community events and
activities, such as family days and community centers, which existed in the area. Among
youth, respondents reported a need for more activities, especially in less affluent areas.
Several focus group participants mentioned that parks are closing and youth have nowhere to
go. “They took away the roller skating rink. They took away the ice skating rink. They took
away teenage parties for kids that stayed out of the streets. They took away all of that. What
is there for our children to do? There’s nothing,” stated one respondent. Respondents from
these areas also felt that efforts to make healthy food more affordable and physical activity
opportunities more accessible were important. Teens mentioned that additional clubs or
intramural sports would be helpful for them to stay in shape and interact with each other face
to face. As one youth said, “there is too much social media, texting, tweeting, instead of
talking. It's affecting kids’ ability to communicate their emotions. Kids act differently in person
than they do on social media.”

Despite the perceived lack of youth activities in lower income areas, among more affluent
areas there was the perception that more attention was spent on youth activities than was
necessary. As one respondent stated, “this is a very child-oriented area. There is a lot of
pressure on young people to excel and achieve- emotionally, physically and academically.” To
support the development of youth, these areas were perceived as having many resources and
activities. From EMT programs to youth asset building to dozens of sports teams and
recreational facilities, the more affluent areas of the region have a wealth of resources
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devoted to youth. Respondents in these areas remarked that the challenge was not access to
resources and activities, but rather “balancing time, work, stress, exercise and eating healthy.”

Greater Cultural Competency

Cultural competency can be defined many ways, but generally encompasses the abifity to
recognize and consider the diverse cultural norms, attitudes, identities and world views of all
people with whom a person interacts. Organizations and people who strive towards
maintaining a culturally competent practice engage in mindful cross-cultural interaction and
carefully consider their own biases and expectations before making inferences about the
identities and values of others. Enhancing cultural competency within the health system was
an identified need by respondents, especially among non-English speaking focus group
members. Suggestions included having more interpreters available in places like the ER,
providing health information in other languages, offering alternative medicine practices, and
ensuring that providers understood other cultures’ health and social beliefs.

Enhanced Integration of Information Across Health Systems

Those in the health provider community reported that they would like to see greater
integration of health information across systems and would like to see incentives for
physicians, psychiatrists, and dental professionals to come into the public sector,

Greater Collaboration Across Agencies
Finally, although several respondents reported close collaboration across those in the health

and social service systems, others felt greater coordination was needed. In Norwalk, an
interviewee stated, “people are stuck in an isolationist attitude.” As one interviewee noted,
“we have a lot of people working reafly hard doing a lot of stuff but what we don’t do well is
point the resources in the right direction...there is too much jumping in and doing because it
Jjust makes people feel better.”
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CONCLUSION

Through a review of the secondary social, economic, and epidemiological data in the Greater
Norwalk Area as well as discussion with community residents and leaders, this assessment report
provides an overview of the social and economic environment of the area, the health conditions
and behaviors that most affect the population, and the perceptions of strengths and gaps in the
current public health and health care environment. Several overarching themes emerged from
synthesizing these data points:

There is a variation within the Greater Norwalk Area in population composition and
economic levels. Norwalk differs from the surrounding towns in population size, diversity and
number of households with lower median incomes. All of the communities bring strengths
and resources to the area to support health improvement. Across the Greater Norwalk Area,
focus group and interview participants noted strengths of civic-minded residents, growing
diversity, highly educated residents, a child oriented environment, strong businesses, and
access to the waterfront and recreational areas.

Mental Health and substance abuse were considered growing, pressing concerns by focus
group and interview respondents, and one in which the current services were not
necessarily addressing community needs. Focus group and interview participants cited
changes in the economy and pressures on adults and youth to succeed as significant reasons
for an increased need for mental health and substance abuse services. A lack of accessible
providers; a lack of needed services, such as inpatient and educational programs; and stigma
around receiving services were expressed as barriers to care. While youth substance use
appears to be on the decline, concerns were expressed related to alcohol, marijuana, and
prescription drugs, among a range of residents, including parents, those who work with youth,
and teens themselves. The social norm was that these substances are easily accessible.

As with the rest of the country and state, issues around physical activity, healthy eating, and
chesity are issues for residents of the Greater Norwalk Area, especially as chronic conditions
are the leading causes of morbidity and mortality. The Greater Norwalk Area’s rates related
to physical activity, nutrition, and obesity are similar to or better than what is seen statewide
or nationally, yet with heart disease, cancer, and diabetes as top issues in relation to
morbidity and mortality, these issues are considered critical to address. Of particular concern
was the evidence related to childhood obesity—an issue that will have even more severe
health and cost repercussions in the future as the younger generation transitions to
adulthood. This issue is more pronounced in the city of Norwalk. In general, although the
Greater Norwalk Area residents have access to many grocery stores, parks, and recreational
facilities, concerns were related to the accessibility and affordability of these outlets. While
several facilities and programs around these issues exist, some interviewees and focus group
participants commented that it was critical to address this issue through a comprehensive
approach, in that multiple sectors, including health care, education, public works,
transportation, local government, and the business community, needed to collaborate
together to make an impact on current rates.

Numerous services, resources, and organizations are currently working to meet the health
and social service needs of area residents. Throughout the discussions, interview and focus
group participants recognized the strong work related to heaith in which many community-
based and regional organizations are involved. Local health departments, Norwalk Hospital
and Norwalk Community Health Center, along with dozens of local health and social service
organizations, were cited as key players in the community to meet current and future needs.
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However, some interviewees commented that services in the area are fragmented,
uncoordinated, and under-funded. There was strong interest for these issues to be addressed
via a more strategic, coordinated approach with multiple organizations and agencies working
together. Overall, participants were hopeful for the future and saw that the discussions
occurring in the region would create momentum for moving forward with innovative,
collaborative approaches towards health.
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Part ll: Community Health Improvement Plan

I. OVERVIEW OF THE COMMUNITY HEALTH IMPROVEMENT PLAN

A. What is a Community Health Improvement Plan?
A community health improvement plan is a long-term, systematic effort to address public
health problems on the basis of the results of community health assessment activities and the
community health improvement process. This plan is used by health and other governmental
education and human service agencies, in collaboration with community partners, to set
priorities and coordinate and target resources.

CHIPs are created through a community-wide planning process that engages residents and
partners,

B. How to use a CHIP
A CHIP is developed to provide guidance to the health department, its partners, and its
stakeholders, on improving the health of the population within the health department’s
jurisdiction.?”® The plan is critical to developing policies and defining actions to target efforts
that promote health. Government agencies, including those related to health, human
services, and education, as well as hospitals can use the CHIP in collaboration with community
partners to set priorities and coordinate and target resources. A CHIP is designed to be a
broad, strategic framework for community health that can be modified as conditions change.
It is developed in a way that engages multiple perspectives so that any community member or
organization can find a role in supporting the plan.

C. Methods
To develop the CHIP, Norwalk Hospital and the Norwalk Health Department partnered to
bring together community residents and the area’s influential leaders in healthcare,
community organizations, education, housing, local government, business, mental and
behavioral health, and social services. Following the guidelines of the Assaciation for
Community Health Improvement {ACHI), the Public Health Accreditation Board, and National
Association of County and City Health Officials (NACCHO), the community health improvement
process was designed to integrate and enhance the current community health activities of
many organizations in order to leverage existing resources for greater efficiency and impact.
The assessment/planning/implementation/evaluation/reassessment process is a continuous
cycle of improvement that seeks to “move the needle” on key health priorities over the course
of time.

The next phase of the community health improvement process will invelve broad
implementation of the strategies and action plan developed from the CHIP, and
monitoring/evaluation of the CHIP’s output and outcome indicators.

* (Adapted from: United States Department of Health and Human Services, Healthy People 2010. Washington, DC;
Centers for Disease Control and Prevention, National Public Health Performance Standards Program,
www.cdc.gov/nphpsp/FAQ.pdf}.

3 public Health Accreditation Board {PHAB) Standards and Measures, Version 1.0: Standard 5.2.2. p, 127
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Il. DEVELOPMENT OF THE GREATER NORWALK AREA CHIP

A. Development of Data-Based Community ldentified Health Priorities
After reviewing and discussing the data presented in the Community Health Assessment,
members of the Core Leadership Team convened a two-hour community meeting on July 24,
2012 to share the preliminary results of the CHA and identify priorities for the CHIP. Over 100
community members and leaders attended this session, representing diverse perspectives and
sectors from the community.

The following themes emerged most frequently from review of the available data and were
used in the selection of the CHIP health priorities:

Mental Health Chronic Disease
o Deprassion o Cardiovascular Disease
o Stress and anxiety o Cancer
o Stigma o Diabetes
o Access to services o Asthma
Substance Abuse o HIV/AIDS
o Tobacco Obesity
o Alcohol o Healthy Eating
o Marijuana o Active Living
o Hergin Health Literacy
o Emerging Substances

{i.e., bath salts)

After reviewing and discussing the CHA, community members suggested that Long Term Care
and Access to Primary and Specialty Care be added to the list of major themes for priority
selection.

Facilitators used a quality improvement multi-voting process to identify the three most
important public health issues for Greater Norwalk from the list of seven major themes
identified from the CHA. Each community participant received three dots to apply to their top
three public health priorities, based on the following agreed-upon criteria:

e Political will exists to support change e Achievable/doable
* Community Values — Feasible and realistic
— Community cares about it ¢ Resources availabie or likely
— People, power and passion: Likely —~  Builds on or enhances current work
community mobilization e Measurable cutcomes
— Important to community e Can move the needle
¢ Key area of need (based on data) — Proven strategies to address multiple
- Size: Many people affected wins/catalytic actions
— Trend: Getting worse — Easy short-term wins
— Seriousness: Deaths, ¢ Population Based Strategies
hospitalizations, disabilities — Some groups affected more
— Causes: Can identify root — Can focus on targeted population(s)

causes/social determinants
— Research/evidence-based
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The results of the multi-voting process are as follows:

Key Health & Healthcare Themes from the CHA WL
of Votes
Mental Health 63
Obesity 39
Substance Abuse 36
Access to Primary and Specialty Care 29
Chronic Disease 27
Long Term Care 22
Health Literacy 13

Based on the results of the multi-voting exercise, participants agreed upon the following three
health prigrity areas for the CHIP:

1. Mental Health

2. Obesity

3. Substance Abuse

Task Force members engaged in three small table discussions around the priority areas. They
recommended specific areas of focus for the priority areas, identified resources that might be
needed and those that are already available to address the issues, and identified organizations
and individuals that should be involved in workgroups to develop the CHIP. [See Appendix C
for workgroup participants and affiliations]

B. Development of the CHIP Strategic Components
The Core Leadership Team convened two, three-hour work sessions on September 11 and
September 25, 2012, Community members and partners were invited to participate in
working groups based on interest and expertise in each of the three identified priority areas,
as self-indicated on exit surveys from the community planning session. See Appendix C for a
list of workgroup participants.

Two-person teams comprised of Core Leadership Team Members and HRiA staff facilitated the
working groups on both days to develop draft goals, objectives, strategies, outcome
indicators, and potential partners/resources for each of the three priority areas. As
preparation for the planning sessions, Data Profites were prepared for key demographic and
social determinant data as well as each of the three priority areas selected from the CHA
(Mental Health, Substance Abuse, and Qhesity).These profiles were distributed to participants
in advance and copies were also made available during the sessions to ensure that plan
components were data-driven. Objectives and Outcome Indicators were aligned with Healthy
People 2020 targets whenever possible. Finally, participants received samples of evidence-
based strategies compiled from various sources, including County Health Rankings and The
Community Guide, to inform this part of the planning.

In late October 2012, the Core Leadership Team and HRIA staff reviewed the draft plans
developed at the planning sessions and edited the plan components for clarity and
consistency. Once the draft plan was complete, an online survey was developed to solicit
feedback on the components of the plan. From October 24 through November 7, the online
survey was administered to all community members who had been engaged in the
assessment and planning process {n=240}.
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Feedback from survey respondents (n=37) was incorporated into the final Community Health
Improvement Plan. In general, the respondents agreed or strongly agreed on the importance
of the identified strategies. As a result of suggestions made in the survey, the mental health
and substance abuse priority areas were combined in to a single priority area. The CHIP was
completed in December 2012.

C. Relationship between the CHIP and other Guiding Documents and Initiatives
The CHIP was designed to complement and huild upon other guiding documents, plans,
initiatives, and coalitions already in place to improve the public health of the Greater Norwalk
community.

At the national level, this CHIP has been aligned with the National Prevention Strategy,
Healthy People 2020 and the Center for Disease Control’s Winnable Battle-Nutrition, Physical
Activity, and Obesity. At the state level, the Connecticut state-wide health improvement plan
{SHIP) is currently in development, and the Connecticut Department of Public Health has been
engaged in the community health improvement process for Norwalk to increase alignment
between both plans. Finally, at the local level, participants in the CHIP development process
identified potential partners and resources wherever possible rather than duplicating the
recommendations and actions of existing frameworks and coalitions.

JIl. STRATEGIC ELEMENTS OF THE CHIP

Goals, Objectives, Strategies, Key Partners, and Output/Qutcomes Indicators
Real, lasting community change stems from critical assessment of current conditions, an
aspirational framing of where you would like to be, and a clear evaluation of whether your
efforts are making a difference. The following pages outline the Goals, Objectives, Strategies,
Potential Qutput and Outcomes Indicators, and Potential Partners/Resources for the three
health priority areas outlined in the CHIP. See Appendix D for a glossary of terms used in the
CHIP.
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A. Priority One: Mental Health and Substance Abuse

PRIORITY AREA 1: MENTAL HEALTH AND SUBSTANCE ABUSE

Goal 1: Provide education on and access ta quality, evidence-based mental health and substance abuse
prevention, intervention and treatment services across the life span.

Objective 1.1:

Increase providers” and community members’ awareness and use of evidence-based mental
health and substance abuse services and educational resources for prevention, intervention,

treatment and recavery (by date).

Strategy 1.1.1:

Support collaborations among
community-based and regional
organizations to enhance and deliver
training and other educational
opportunities for community members
on topics related to mental health and
substance abuse.

Examples of Partners or Sources of Information

Department of Mental Health and
Addiction Services (DCMHAS 101)
Southwest Regional Mental Health Board
(SWRMHB)

Alanon

NAMI

Liberation Programs

Positive Directions

School Nurses

PTOs/PTAs

Strategy 1.1.2:

Build upon or expand existing training
programs for providers at area
educational institutions.

Examples of Partners or Sources of Information

Department of Mental Health and
Addiction Services (DMHAS 101
Mid-Fairfield Substance Abuse Coalition
Local prevention councils

Connecticut Renaissance

Family and Children’s Agency, Project
Reward

Strategy 1.1.3:

Establish knowledgeable, well-trained, bi-
lingual Patient Navigators and
Community Health workers in key
community based organizations.

Examples of Partners or Sources of Information

Norwalk Community College School of
Nursing

Norwalk Community Health Center

Public and private colleges and universities

Strategy 1.1.4:

Develop and disseminate a
comprehensive, bilingual resource guide
for programs and services that support
mental health and prevent and treat
substance use and abuse.

Examples of Partners or Sources of Information

United Way

Connecticut Network of Care

Connecticut Behavioral Health Partnership
Norwalk, CT Resource Directory

Websites and social media as resources for
distribution

Sample Output Indicators for 1.1:
¢ Bilingual resource guide developed and disseminated

¢« & o @ @

# of hard copies distributed by (DATE)

# of internet downloads

# trainings on adult and youth mental health service
# of educational opportunities related to substance abuse prevention, treatment and recovery
# Bilingual Patient Navigators and Community Health workers trained
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PRIORITY AREA 1: MENTAL HEALTH AND SUBSTANCE ABUSE

Goal 1: Provide education on and access to quality, evidence-based mental health and substance abuse
prevention, intervention and treatment services across the life span.

Sample Outcome Indicators for 1.1:
e Decreased inpatient rate of adolescents admissions

Decreased emergency department visits for mental illness

# calls for mental health services (211)

Increase in the # of referrals or use of programs

# people calling 211 speaking languages other than English

Increase in # of patients who stay in treatment

Increase in # of autpatient services for substance use and abuse

Increase in # of individuals receiving outpatient services from FQHC

Decrease in average # of mentally unhealthy days reported in past 30 days

Increase in # of patient navigators/community health workers who are assisting families with substance

abuse services

Increase in # of culturally and linguistically competent services

e Decrease the proportion of adults aged 18 and older who reported binge drinking during the past month
{NPS Indicator)

e Decrease the proportion of high school students who reported binge drinking during the past two weeks
{NPS Indicator)

Objective 1.2:  Enhance local and regional partnerships to improve access to timely, comprehensive, and
coordinated services for diverse populations across the life span by (date).

Strategy 1.2.1: Conduct a regional assessment of the Examples of Partners or Sources of Information
existing number of mental health care s (none provided)
and substance abuse providers/resources
currently available for adults and
adolescents at each level of care as an
initial step in the further development of
collaboration and efficient use of
resources among providers.

Strategy 1.2.2:  |dentify and/or create 1 or 2 formalized, | Examples of Partners or Sources of Information
regional partnerships to address mental s (none provided)}
health and substance abuse service gaps
and inefficiencies through collaborative
planning, service delivery, and resource

sharing.
Strategy 1.2.3:  Form an Alliance between local health Examples of Partners or Sources of Information
care providers and community based s Norwalk Hospital

services to provide accessible and
financially viable outpatient services.

Norwalk Community Health Center
Local Providers

Community organizations

Payors
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PRIORITY AREA 1: MENTAL HEALTH AND SUBSTANCE ABUSE

Goal 1: Provide education on and access to quality, evidence-based mental health and substance abuse
prevention, intervention and treatment services across the life span.

Sample Output Indicotors for 1.2:
e Formal structure/local collaboration developed
¢ Local health care providers and community based service providers form Alliance to address access to
treatment
* Increased representation of service types on regional partnerships
* Inpatient, outpatient, early chitldhood, social service providers, older adults, DCF, DMHAS

Sample Outcome Indicators for 1.2;

Decreased inpatient rate of adolescents admissiens

Decreased ED visits for mental illness

Increase in # people calling 211 speaking languages other than English
Increase in # of clinics

increase in # of providers

Increase in # of primary care facilities that provide mental health treatment services
Increase in # of outpatient services for substance use and abuse

Increase in # of individuals receiving outpatient services from FQHC
Decrease in average # of mentally unhealthy days reported in past 30 days
Increase in # of culturaily and linguistically competent services

Increase in # of patients who stay in treatment

Objective 1.3:  Reduce financial barriers to treatment {by date).

Strategy 1.3.1: Convene payers in ACQ/PHO Examples of Partners or Sources of Information
{Accountable Care e Norwalk Hospital
Organization/Physician Hospital e ACO/PHO's
Organization) to address ¢ Payors

reimbursement issues around mental
health and substance abuse.

Strategy 1.3.2: Work with local businesses to promote | Examples of Partners or Sources of Information
existing programs that address e  Federally Qualified Health Centers (FQHC’s)
employees’ substance abuse and CT Business Partners on Health
mental health issues. Chamber of Commerce

United Way 211

Employers/Employee Assistance Programs

» 9 0 2

Sample Output indicators for 1.3:
e  Payers come to the table

Sample Outcome Indicators for 1.3:
¢ One payer changes their reimbursement paolicy
e Increased use of existing programs that address employee substance abuse and mental health issues
¢ Decrease in employee absentees related to substance abuse and mental health issues
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PRIORITY AREA 2: OBESITY
Goal 2: Prevent and reduce obesity in the community by promoting healthy lifestyles.
Objective 2.1:  Increase the number of children and adults who meet physical activity guidelines by (date).

Strategy 2.1.1:

Increase opportunities for physical
activity among school age children
(Examples include instituting a walk
school bus initiative, developing a
physical activity “tool kit” for schools
and community-based organizations,
establishing or improving
organizational policies to promaote
and support physical activity before,
during and after the schoal day,
exploring regional and local joint use
agreements)

Examples of Partners or Sources of information

YMCA

Community Centers

Senior Centers

After-School Programs

Food Pantries

Local Supermarkets

Farmers

Parents

Parks and Recreation

ACHIEVE Grant (Norwalk Childhood Obesity
Prevention Committee)

Public and private educational institutions -
elementary, secondary, colleges and
universities

Strategy 2.1.2:

Increase opportunities for physical
activity among adults. (Examples
include promoting “NorWALKER”
walking routes, developing
community “tool box” for community
groups, conduct a community drive to
collect exercise equipment and DVDs
for distribution to groups with need,
conducting a “Biggest Loser”— type
community campaign for adults,
establishing or improving
organizational policies to promote
and support physical activity, promote
staff wellness programs, host free
exercise classes, explore regional and
iocal joint-use agreements.)

Examples of Partners or Sources of Information

Parks and Recreation

Senior Centers

Work Sites/Local Businesses
Healthcare Providers

Community Clinics

Faith-based Organizations
Community Organizations

Public Libraries

Local Supermarkets

Community Centers

Transit Authority

Public and private educational institutions —
elementary, secondary, colleges and
universities

2012 Greater Norwalk CHA-CHIP

Page 73




06/13/2013

Affiliation CON-501

PRIORITY AREA 2: OBESITY

Goal 2: Prevent and reduce obesity in the community by promoting healthy lifestyles.

Sample Output Indicators for 2.1:

e 3-5evidenced based strategies selected and implemented

*  New state mandate implemented
e #of towns with joint use agreements

Sample Outcome Indicators for 2.1:

e # of minutes of physical activity in the school day

¢ increased enrollment in physical activity in after school settings
¢ increased number of people using walking routes
s % of 9th graders at healthy weight
¢ 9% of adults who meet physical activity guidelines (e.g., HSC survey; KAB survey; QOL survey; Healthy
equity index)
Objective 2.2:  Increase access to and consumption of healthy and affordable foods throughout the region by
{date).
Strategy 2.2.1:  Increase access to healthy foods Examples of Partners or Sources of Information
through evidence-based initiatives e  local Supermarkets
such as mobile markets, healthy e  Restaurants
market projects, or healthy restaurant ¢ Farmers
programs. e (T Department of Agriculture
+  Chamber of Commerce
s Norwalk Health Department

e (T Department of Public Health

Strategy 2.2.2: Develop and implement an education
campaign {programs, tools, and
resources) to increase awareness
about healthy eating.

Prevention Committee)
Local Media

Local Supermarkets
Worksites/Businesses
Faith-based Organizations
Community Centers

* & & & & 9

universities
Restaurants
Local Health Departments

Examples of Partners or Sources of Information
e  ACHIEVE Grant (Norwalk Childhood Obesity

Public and private educational institutions —
elementary, secondary, colleges and

s (T Department of Public Healtn

Sample Output Indicators for 2.2:

¢ Evidence-based initiatives to increase access to healthy foods implemented
¢ §# of educational programs, tools, and resources available to communities

Sample Outcome Indicators for 2.2:

¢ % of population with access to outlets selling healthy foods

e #of people buying healthy foods
e % of students who ate fruits and vegetables less than five times per day during the week before survey

e % of high school students who are obese (>= 35th percentile for BM1 by age and sex)
o % of adults who are obese/increased proportion of adults at healthy weight
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IV. NEXT STEPS

The components included in this report represent the strategic framework for a data-driven,
community-enhanced Community Health Improvement Plan. Members of the Core Leadership
Team will meet with workgroup members to designate lead and supporting roles for partners to
implement each strategy, starting in January 2013. They will further develop the strategies and
provide more detailed timeframes.
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APPENDIX A: CORE LEADERSHIP TEAM AND TASK FORCE MEMBERS

One of the great successes of the process to develop the CHA and CHIP was the high level of cross-sector
collaboration. This collaboration was led by Norwalk Health Department and Norwalk Hospital who met
on a bi-weekly basis to discuss the each step of the process and review progress.

Hosts of CHA/CHIP Process

Norwalk Hospital

Norwalk Health Department

Core Leadership Team

Tim Callahan
Mary Franco

Deanna D'Amore
loyce D. Bretherton
Theresa Argondezzi

Consultants

Director of Health, Norwalk Health Department
President, Norwalk Hospital Foundation

Vice President, Public Affairs, Norwalk Hospital
Project Coordinator, Norwalk Health Department
Development Associate, Norwalk Hospital Foundation
Health Educator, Norwalk Health Department

Health Resources in Action, Inc., Boston, MA

Inta Adams
Anthony Allison

Dr. Joe Andrews
Theresa Argondezzi
Richard Bangs
Charlene Barlow

Carol Bauer

Eva Beau

Rowena Bergmans
Debi Boccanfuso
Maria Borges-Lopez
Toni Boucher
Adam Bovilsky
Carol Bower
Christine Bradley
Sharon Bradley
Joyce Bretherton
Michele Bullock
Barbara Butler
Tim Callahan
Angelica Camacho
Rhonda Capuano

Patricia Carey
Denise Cesareo
Yohanna Cifuentes
Sands Cleary
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Community Heaith Assessment and Improvement Task Force Members

Assistant Director, Darien Social Services

Program Director, Norwalk Children’s Foundation

Medical Director, Connecticut Hospice

Health Educator, Norwalk Health Department

Norwalk Transit District

Director, Community Qutreach -- Home Care

Family & Children's Agency

Community Advisory Board Member, Norwalk Hospital

Community Outreach Coordinator, Norwalk Community Health Center
Consultant, Norwalk Hospital

Principal, Darien Public Schools

Board of Trustees, Norwalk Hospital

State Senator, Connecticut

Director, Human Relations and Fair Rent Department, City of Norwalk
Leading Planning Analyst, Connecticut Department of Public Health
Director, Norwalk Public Library

President & CEO, Visiting Nurse and Hospice

Development Associate, Norwalk Hospital

Manager, Patient Access, 5t. Vincent’s Health Services

Director, Westport Department of Human Services

Director of Health, Norwalk Health Department

Behavioral Health Coordinator, Day Street Community Health Center
Director, Dr. Robert Appleby School Based Health Centers, Human Services
Council

APRN, Communicable Disease Coordinator, Norwalk Health Department
Executive Director, ElderHouse

Senior Bilingual Clinician, Mid-Fairfield Child Guidance Center

Director of Health, Fairfield Health Department
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Tom Closter
Mark Cooper
Christina Crain
Larry Cross
Deanna D'Amore
Igor Dargery

Dan DeBarba
Cathy DeCesare

Dr. Marvin Den
Patricia DiPietro
Kathleen Dunn
Izora Ebron

Dr. Marcia Eckerd
Dr. Howard Eison
Laura Epstein
Mary Franco

Carol Frank
Teresa Giegengack
Donna Glen

Kate Glidden
Adele Gordon
Karen Gottlieb
Marty Hauhuth
Hope Hetherington
Darleen Hoffler
Lauren Hughes
Michele Jakob
Betty Karkut

Dr. lanet Karpiak
David Knauf

Tom Kulhawik
Kimberly Kuta

Ken Lalime

Molly Larson

Dr. David Levinson
Sarah Levy

Ana Lopez

br. Susan Marks

Patricia Marsden-Kish

Allen Mathis
Candace Mayer
Dr. Eric Mazur
Barbara McCabe
Barry McGovern
Shaun Mee

Dr. Katherine Michael

Richard Moccia
Elayne Mordoff

2012 Greater Norwalk CHA-CHIP

06/13/2013 Affiliation CON-505

Director of Environmental Services, Norwalk Health Depariment
Director of Health, Westport Weston Health District

Southwaestern Connecticut Agency on Aging

Chief Executive Officer, Norwalk Community Health Center

Project Coordinator, Norwalk Health Department

CEO, Norwalk Medical Group

President & CEO, Norwalk Hospital

Senior Vice President Strategic Initiatives, United Way of Coastal Fairfield
County

Norwalk Medical Group

Business Manager, Norwalk Health Department

Clinical Manager, Norwalk Hospital Behavioral Health

Acting Executive Director, Open Door Shelter

Psychologist, Norwalh Hospital Pediatric Development & Therapy Center
internal Medicine

Executive Director, Norwalk Senior Services

President, Norwalk Hospital Foundation

Vice President, Public Affairs, Norwalk Hospital

Chair, Norwalk Human Relations Commission, City of Norwalk
Assistant Director, Client Services, Wesport Department of Human Services
Senior Planning & Business Development Analyst, Narwalk Hospital
Senior Supervisory Clinician, Mid-Fairfield Child Guidance Center
Director of Fairfield County Sites, Community Health Centers, Inc.
Executive Director, AmeriCares

Executive Director, Positive Directions

Chair, Interagency and Partnership Advisory Panel on Lupus
Supervisor of Clinical Services, Norwalk Health Department
Coordinator Senior Services, Wilton Department of Social Services
Outreach Director, Norwalk Senior Center

Executive Director, Human Services Council

Pediatrics, Norwalk Hospital, Norwalk Board of Health

Director of Health, Darien Health Department

Police Chief, Norwalk Police Department

Director of Research & Evaluation, Stepping Stones Museum
Member, Norwalk Board of Health

Public Health Nurse, Darien Health Department

President, Norwalk Community College

Health Educator, Fairfield Health Bepartment

Community Resident

Superintendent, Norwalk Public Schools

Planning Facilitator, Choice Neighborhoods, Norwalk Housing Authority
President & CEO, Liberation Programs, inc.

Deputy Director, Norwalk Housing Authority

Vice President & Chief Medical Officer, Norwalk Hospital

Clinic Director, AmeriCares

Associate Executive Director, Keystone House

Regional Manager, Mutual Security Credit Union

Chair, Department of Psychiatry, Norwalk Hospital

Mayor, City of Norwalk

Community Resident
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Ed Musante
Jane Nyce

Kim O'Rielly
Paul Palermo
Christy Perone
Susan Pfister
Heather Porter
Judy Prager
Terry Quell
Cesar Ramirez

Dr. David Reed

Dr. Alan Richman
Harry Rilling
Milagros Rivera
Nicole Rivard

Maura Romaine
Suzanne Schintzius

Libby Scott
Rose Sellers
Ervin Shames
Sharon Simon
Kristen Sinatra
Dr. Vicki Smetak
Eileen Smith
Jane Stickkel
Margaret Suib
Amy Taylor

Mary Ann Tessier
Jeryl Topalian

Dr. Ed Tracey
Terry Tumpane
Sarah Turbert
Grace Vetter
Ruthann Walsh
Monica Wheeler
Valerie Williams
David Wrinn
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President and CEQ, Greater Norwalk Chamber of Commerce
Executive Director, Staying Put, New Canaan

Executive Director, Southwest Regional Mental Health Board
Executive Director, Norwalk Senior Center

Sales and Marketing Manager, Brookdale Place, Wilton

Director, Department of Human Services, Westport

Director, Marketing and Business Development, Silver Hill Hospital
Head Start Nutrition Manager, Norwalk Economic Opportunity Now
Member, Norwalk Board of Health

Police Officer, Norwalk Police Department

Chair, Housing Authority Board of Commissioners, City of Norwalk
Director of Health, New Canaan Health Department

Medical Advisor, Norwalk Health Department

Radiology, Norwalk Hospital

Chief of Police, Norwalk Police Department

Community Resident

Community Resident

Director, Corporate Communications, Norwalk Hospital

Stewardship Manager, Norwalk Hospital, Wilton Human Services, Town of
Wilton

Community Resident

Community Resident

Board Member, Norwalk Hospital Foundation

Community Relations Specialist, Norwalk Hospital

Director of Marketing, Waveny Care Network

Chairman, Department of Pediatrics, Norwalk Hospital

Executive Director, Soundview Medical Associates

Clinical Supervisor, Connecticut Hospice

Fair Housing Officer, City of Norwalk

Administrative Assistant to the Director, Day Street Community Health
Center

Professor and Chair of Nursing, Norwalk Community College

Executive Director, Planning and Business Development, Norwalk Hospital
Member, Board of Health, Norwalk

Administrator, Waveny Home Health

Director of Youth Development Services, Norwalk YMCA

Coordinator of School Health Services, Norwalk Public Schools
Director, Corporate Citizenship, Pepperidge Farm Corporation
Director of Community Health, Westport Weston Health District
Executive Director, Keystone House

Deputy Chief, Norwalk Police Department
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Inta Adams
Marie Allen

Dr. Joe Andrews
Dilian Agquino
Vicki Ashy

Dr. Tom Ayoub
Juliana Azor
Melanie Barnard
Dr. Yoni Barnhard,
Katie Banzhaf
Rose L. Beau
Matt Bernhardt
Debi Boccanfuso
Adam Bovilsky
Sharon Bradley
Bill Brennan
Ricky Bretherton
Matthew Brovender
Michelle Bullock
Kathy Cahill

John Calka

Tim Callahan
Elizabeth Canales
Rhonda Capuano

Patricia Carey

Dr. Michael Carius
Nancy Carroll
Gene Cederbaum
Sands Cleary
Mark Cooper
Jason Cotaling
Bob Crosby

Larry Cross

Dr. Peter Czuczka
Igor Dargery

Dan DeBarba
Cathy DeCesare

Dr. Marvin Den

Lori Dominick
Sharaine Dorcinucke
Lloyd Dunbar
Raymond Dunlap
Izora Ebiron

Dr. Mark Feigen
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Assistant Director, Darien Social Services

Executive Director, Southwestern Connecticut Agency on Aging
Medical Director, Connecticut Hospice

Community Resident

Community Resident

Obstetrics & Gynecology

Community Resident

President, New Canaan Volunteer Ambulance Corp

Chairman, Department of OB GYN, Norwalk Hospital

Executive Director, STAR

Community Resident

Community Resident

Principal, Middlesex Middle School, Darien Public Schools
Director, Human Relations and Fair Rent Department, City of Norwalk
President & CEO, Visiting Nurse and Hospice

First Selectman, Town of Wilton

Community Resident

Member, Norwalk Board of Health

Manager of Patient Access, 5t. Vincent’s Behavioral Health Services
Head Teacher, Naramake Elementary School Family Resource Center
Captain, Westport Police Department

Director of Health, Norwalk Health Department

Community Resident

Director, Dr. Robert Appleby School Based Health Centers, Human
Services Council

APRN, Communicable Disease Coordinator, Norwalk Health
Department

Chairman, Department of Emergency Medicine, Norwalk Hospital
Deputy Administrator, Norwalk Transit District

Fair Housing Agent, Town of Westport

Director of Health, Fairfield Health Department

Director of Health, Westport Weston Health District

Community Resident

Deputy Chief, Wilton Police Department

CEQ, Norwaik Community Health Center

Willows Pediatrics

CEQ, Norwalk Medical Group

President and CEQ, Norwalk Hospital

Sr. Vice President Strategic Initiatives, United Way of Coastal Fairfield
County

Morwalk Medical Group

Teacher, Fox Run Elementary School, Norwalk Public Schools
Community Resident

Community Resident

Community Resident

Acting Executive Director, Open Doaor Shelter

Director, Dental Services, Norwalk Hospital
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Rita Ferri
Peggy Ford
Peter Fraboni
Mary Franco

Angela Galbo
Mirna Garcia
Joseph J. Giandurco
Teresa Giegengack

Dr. Katherine Golar
Ann Goldblatt

Art Goldblatt
Favian Gonzales
Zeronia Gordon
Karen Gottlieb
Stuart Greenbaum
Kim Guinta
Henner Gutierrez
Sally Harding

Dick Harris

Marty Hauhuth
Hope Hetherington
Tyler Hiller

Laura Howell
Lauren Hughes

Liz Inca

Michele Jakab
Damaris Jimenez
Giovanni Jimenez
Praveen John
Lenore Jordan
Gordon Joseloff
Bob Kalina

Kavla Kessler
David Knauf

Anastasia Koskorelos

Tom Kulhawik
Ken Lalime
Janine Lane

Molly Larson
Curtis Law

M. Lawson

lon Lawson
Barbara Lialios
Stephanie Linton
Angelica M. Llanos
Ana P. Lopez
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Principal, Hindley Elementary School, Darien Public Schools
Resident Service Coordinator, Fairfield Housing Authority
Associate Director, Earthplace Harbor Watch Program

President, Norwalk Hospital Foundation, Vice President, Public Affairs,

Norwalk Hospital

Community Resident

Community Resident

Teacher, Ponus Ridge Middle School, Norwaltk Public Schools
Assistant Director, Client Services, Westport Department of Human
Services

Chief Medical Officer, Norwalk Community Health Center
Community Resident

Community Resident

Community Resident

Community Resident

Executive Director, AmeriCares

Executive Director, Mid-Fairfield Child Guidance Center
Rewards Manager, Diageo, Inc.

Community Resident

Director of Client Services, ElderHouse

Director of Harbor Watch, Earthplace Harbor Watch Program
Executive Director, Positive Directions

Chair, Interagency and Partnership Advisory Panel on Lupus
Community Resident

Community Resident

Coordinater Senior Services, Wilton Department of Social Services
Community Resident

Qutreach Director, Norwalk Senior Center

Community Resident

Community Resident

Lieutenant, Norwalk Police Department

Community Resident

First Selectman, Town of Westport

Vice President, Human Resources, Financial Accounting Foundation
Community Resident

Director of Health, Darien Health Department

Community Resident

Police Chief, Norwalk Police Department

Member, Norwalk Board of Health

Teacher, Fox Run Elementary School,

Norwalk Public Schools

Public Health Nurse, Darien Health Department

Director, Norwalk Housing Authority

Community Resident

Community Resident

School Nurse, Brien McMahon High School, Norwalk Public Schools
Community Resident

Community Resident

Community Resident
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Maria Loya
Robert Mallozzi
Rocio Marcelino
Abel Marcelino
Dr. Susan Marks

Patricia Marsden-Kish

Graciela Martinez
Elda Mas-Portillo
Candace Mayer
Dr. Eric Mazur
Barbara McCabe
Bridget McCallum
David McCarthy
Patricia McCrae
Carol McDonald
Shawn Mee

Dr. Katherine Michael

Richard Moccia
Elayne Mordoff
Georgina Morgan
Ed Musante

Ed Nadriczny
Jane Nyce

Brody O’Brien
Dr. Jason Orlinick
Lilian Ortega
Paul Palermo
Mike Parlanti
Ricardo Partida
Veronica Partida
Merlin Perez
Christy Perone
Tia Perry

Susan Pfister
Catherine Pierce
Justin Poruban
Terry Quell
Jessica Reardon
David Reed
Joseph Riker
Milagros Rivera
Francine Robert
Ramiro Rojo
Ellen Ryan
Jutiette Salazar
Angelica Sanchez
Juana Sanchez
Maricela Sanchez
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Community Resident

First Selectman, Town of New Canaan
Community Resident

Community Resident

Superintendent, Norwalk Public Schools

Planning Facilitator, Choice Neighborhoods, Norwalk Housing

Authority

Community Resident

Community Resident

Deputy Director, Norwalk Housing Authority

Vice President and Chief Medical Officer, Norwalk Hospital

APRN, Clinic Director, AmeriCares

Community Resident

Councilman, Norwalk Commeon Council
Community Resident

Director of Human Services, Town of New Canaan
Regional Manager, Mutual Security Credit Union
Chair, Department of Psychiatry, Norwalk Hospital
Mayor, City of Norwalk

Community Resident

Community Resident

President, Greater Norwalk Chamber of Commerce
Chief of Police, New Canaan Police Department
Executive Director, Staying Put, New Canaan
Community Resident

Hospitalist, NHPS

Cormmunity Resident

Executive Director, Norwalk Senior Center/MOW
Community Resident

Community Resident

Community Resident

Community Resident

Sales and Marketing Manager, Brookdale Place, Wilton
Community Resident

Director, Department of Human Services, Westport
Municipal Agent, Wilton Department of Social Services
Community Resident

Member, Norwalk Board of Health

Special Education Teacher, Darien Public Schools
Director of Health, Town of New Canaan

Executive Director, CT Renaissance

Community Resident

Community Resident

Community Resident

Director of School Health Services, Darien Public Schools
Community Resident

Community Resident

Community Resident

Community Resident
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Rachel Satter
Mary Scalise
Brad Schmidt

Ed Schwartz
Libby Scott

Rose Sellers
Kristin Sinatra
Yolanda Skinner
Dr. Vicki Smetak
Eileen Smith
Yary Solano
Audrey Spellman
layme Stevenson
lane Stikkel
George Taube
Marcha Taube
Mary Ann Tessier
Rudean Thomas
Tanasia Ticking
Dr. Ed Tracey
Terry Tumpane
Sarah Turbert
Chet Valiante
Lynn VanDeusen
Aideen Vergara
Danielle Waddell
Denise Walsh
Gayle Weinstein
Ruthann Walsh
Monica Wheeler
Valerie Williams
Shawn Wang Won
Darlene Young
Bethany Zaro
Mariel Zeccola
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Teacher, Holmes Elementary School, Darien Public Schools
School Psychologist, Darien Public Schools

Community Resident

Officer, Norwalk Police Department

Community Resident

Community Resident

Director of Marketing, Waveny Care Network

NAACP Health Chair

Pediatric Chairman, Norwalk Hospital

Executive Director, Soundview Medical Associates
Community Resident

Special Educator, Family First Early Intervention Project
First Selectman, Town of Darien

Clinical Supervisor, Connecticut Hospice

Community Resident

Community Resident

Professor and Chair of Nursing, Norwalk Community College
Community Resident

Community Resident

Member, Norwalk Board of Health

Administrator, Waveny Home Health

Director of Youth Developmental Services, Norwalk YMCA
Publisher/COOQ, The Hour Publishing Company

Community Resident

Occupational Health Nurse Practitioner, GE Capital/Norwalk Hospital
Community Resident

Chair, Fairfield Board of Health

First Selectman, Town of Weston

Director of Corporate Citizenship, Pepperidge Farm

Director of Community Health, Westport Weston Health District
Executive Director, Keystone House

Community Police Lieutenant, Norwalk Police Department
Mentoring Program Coordinator, City of Norwalk

Public Health Nurse, New Canaan Health Department
APRN, Pediatric Development & Therapy Center, Norwalk Hospital
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Hollie Bentham-Rice

Michele Bullock
Angelica Camacho
Rhonda Capuano

Yohanna Cifuentes
Larry Cross

Carol Frank

lim Garland

Shaun Mee

Kim O’Rielly

Toni Petrucci

Ellen Rogan
Valerie Wiiliams
Mariel Zeccola

Obesity Work Group

Theresa Argondezzi
Maria Borges-Lopez
Michael Case
Patricia DiPietro
Karen Gottlieb
Darleen Hoffler

Jim Garland

Dr. Janet Karpiak
Kimberly Kuta

Barbara McCabe
Barry McGovern
Peter McKnight
Erin Moriarty
Judy Prager
Amy Taylor

Jery! Topalian
Ruthann Walsh
Monica Wheeler
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APPENDIX C: CHIP PLANNING SESSION WORKGROUP MEMBERS

Mental Health Work Group

Disabilities and Mental Health Manager, NEON Child Development
Program

Manager of Patient Access, St. Vincent’s Behavioral Health
Behavioral Health Coordinator, Day Street Community Health Center
Director, Dr. Robert E. Appleby School Based Health Centers, Human
Services Council

Senior Bilingual Clinician, Mid-Fairfield Child Guidance Center

Chief Executive Officer, Norwalk Community Health Center

Chair, Norwalk Human Relations Commission

COO0 /CFO, Norwalk YMCA

Regional Manager, Mutual Security Credit

Executive Director, Southwest Regional Mental Health Board
Manager Hospitality Services, Norwalk Hospital

Director, Department of Psychiatry, Norwalk Hospital

Executive Director, Keystone House

APRN, Norwalk Hospital, Pediatric Development & Therapy Center

Health Educator, Norwalk Health Department

Board of Trustees, Norwalk Hospital

CEO, Norwalk YMCA

Business Manager, Norwalk Health Department

Executive Director, AmeriCares

Clinical Supervisor, Norwalk Health Department

COO/CFO, Norwalk YMCA

Pediatrics, Norwalk Hospital & Norwalk Board of Health
Director of Research & Evaluation, Stepping Stones Museum for
Children

APRN, Clinic Director, AmeriCares

Associate Executive Director, Keystone House

Manager, Clinical Nutrition Services, Norwalk Hospital

NEON Development Center

Nutrition Consultant, NEON Child Development Program
Administrative Assistant to the Director, Day Street Community
Health Center

Director of Planning & Business Development, Norwalk Hospital
Director, Corporate Citizenship, Pepperidge Farm

Director of Community Health, Westport Weston Health District
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CHIP Planning Session Workgroup Members - continued

Substance Abuse Work Group

Eva Beau

Rowena Bergmans
Donna Glen

Lauren Hughes

Alan Mathis

Dr. Katherine Michael
Linda Mosel

Coral Presti

2012 Greater Norwalk CHA-CHIP

Community Qutreach Coordinator, Norwalk Community Health Center
Consultant, Norwalk Hospital

Senior Analyst, Planning & Business Development, Norwalk Hospital
Coordinator, Senior Services, Wilion Department of Social Services
President & CEQ, Liberation Programs, Inc.

Chairman, Department of Psychiatry, Norwalk Hospital

Chief Operating Officer of Outpatient Services, CT Renaissance

Interim Director of Nursing and Allied Health, Norwalk Community
College
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APPENDIX D: GLOSSARY OF CHIP TERMS

Goals - identify in broad terms how the efforts will change things to solve identified
problems

Objectives - measurable statements of change that specify an expected result and
timeline, objectives build toward achieving the goals

Strategies - action-oriented phrases to describe how the objectives will be approached

Outcome Indicators - the changes that occur at the community level as a result of
completion of the strategies and actions taken

Output Indicators - specific deliverables that are the result of the completion of the
strategies and actions taken

Priority Areas - broad issues that pose problems for the community
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APPENDIX E: ADDITIONAL DATA TABLES

DEMOGRAPHICS AND SOCIAL DETERMINANTS

Affiliation CON-514

Table A: Population Change by Age in Connecticut, Greater Norwalk Area, and Towns, 2000 and 2010

Pop Change Pop % % Change % Change % Change % Change

Number Change Age 0-14 Age 15-24 Age 25-64 Age 65+
Norwalk 2,652 3.2% 0.3% 11.2% 2.7% 3.3%
New Canaan 343 1.8% -3.5% 40.9% -2.5% 6.4%
Westport 642 2.5% 1.1% 52.8% -4.6% 8.8%
Weston 142 1.4% -9.5% 59.7% -2.8% 15.1%
Wilton 429 2.4% -3.7% 44.1% -3.2% 16.1%
Darien 1,125 5.7% 8.4% 55.4% 0.0% -2.4%
Fairfield 2,064 3.6% 7.1% 22.1% 0.0% -4.6%
Greater Norwalk Area 7,397 3.2% 1.5% 25.9% 0.0% 2.7%
Connecticut 168,532 4.9% -6.2% 18.4% 5.6% 7.7%

SOURCE: U.S. Census Bureau, 2000 Decennial Census and 2010 American Community Survey

Table B: Population Change by Racial/Ethnic Group in Connecticut, Greater Norwalk Area, and Towns,

2000 and 2010

Pop % Po Whi ian Other/ Hispanic

::;nbg:r Changpe {% chaize) {% ?:r::ge) {%‘:::ange) (x:;g:::} %;n;‘;:::}

Norwalk 2,652 3.2% -4.1% -3.8% 51.8% 67.9% 60.2%
New Canaan 343 1.8% 0.0% -2.0% 49.0% 46.0% 68.6%
Westport 642 2.5% -0.3% 4.5% 67.5% 85.4% 54.8%
Weston 142 1.4% -1.5% 48.9% 51.3% 101.4% 63.1%
Wilton 429 2.4% -1.1% 69.8% 74.5% 89.8% 99.6%
Darien 1,125 5.7% 3.7% 16.9% 57.0% 64.9% 73.2%
Fairfield 2,064 3.6% -0.4% 74.8% 88.1% 85.9% 123.8%
Greater Norwalk Area 7,397 3.2% -1.2% 0.9% 62.4% 70.9% 66.5%
Connecticut 168,532 | 4.9% -0.3% 16.9% 64.7% 30.4% 49.6%

SOUCRE: U.5. Census Bureau, 2000 Decennial Census and 2010 American Community Survey
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Table C: Foreclosures, Connecticut, Greater Norwalk Area, and Towns, 2010

Affiliation CON-515

Housing Units *Pringe | ¥ er 1,000 wnite”
Norwalk 38,025 138 3.63
New Canaan 7,203 12 1.67
Westport 10,243 18 1.76
Weston 3,507 11 3.14
Wilton 6,197 11 1.78
Darien 7,051 14 1.99
Fairfield 20,537 51 2.48
Greater Norwalk Area 92,763 255 2.75
Connecticut 1,475,657 6,582 4.46

SOURCE: Connecticut Housing Finance Agency

Table D: Home Sales, Connecticut, Greater Norwalk Area, and Towns, 2010

Housing | ¢ fome | satesper | (Median | oM R e

Sales 1,000 units Connecticut Median
Norwalk 38,025 848 22.30 365,000 166
New Canaan 7,203 290 40.26 1,250,000 568
Westport 10,243 444 43.35 950,000 432
Weston 3,507 141 40.21 800,000 364
Wilton 6,197 221 35.66 729,000 331
Darien 7,051 291 41.27 1,250,000 568
Fairfield 20,537 793 38.61 480,000 518
Greater Norwalk Area 92,763 3,028 32.64 631,808 300
Connecticut 1,475,657 36,798 24.94 220,000 100

SOURCE: Connecticut Housing Finance Agency

Table E: Public Assistance and Food Stamps, Connecticut, Greater Norwalk Area, and Towns, 2010

With cash public .

Households (:f;:s;;';fcf_:::;'::) Sst:;';/:g:?y a‘sn;lig;:ac::: :rullgt!it:d

(%) (%) Stamps/SNAP (%)
Norwaik 35,133 2.9 2.9 5.8
New Canaan 6,767 0.2 2.2 2.4
Westport 9,302 0.5 0.3 0.8
Weston 3,270 09 0.0 09
Wilton 5,994 0.6 0.2 0.8
Darien 6,713 1.1 0.6 1.7
Fairfield 19,220 1.0 14 2.4
Greater Norwalk Area 86,399 1.6 1.8 3.4
Connecticut 1,359,218 2.6 5.4 8.0

SOURCE: Source: U.S. Census Bureau, 2010 American Community Survey
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Affiliation CON-616

Table F: Employment by Occupational Categories, Connecticut, Greater Norwalk Area, and Towns,

2010

Management, Sales and

sencasia | Seices | office’ | (el | producion

rts

Norwalk 40.2 16.2 27.0 9.6 7.1
New Canaan 59.7 7.3 28.6 3.0 14
Westport 64.7 6.4 24.8 27 15
Weston 71.0 4.8 18.6 2.8 238
Wilton 61.0 7.8 243 3.5 3.4
Darien 645 3.7 26.1 4.2 1.4
Fairfield 51.5 114 285 4.9 3.8
Greater Norwalk Area 51.1 115 26.7 6.2 45
Connecticut 40.0 16.8 25.0 8.0 10.2

SOURCE: U.S. Census Bureau, 2010 American Community Survey

Table G: Employment by Industry Sectors 2010 - Broad Classifications, Connecticut, Greater Norwalk

Area, and Towns, 2010
2 L = =
® 3 2 5 £ c 3 g% g
E | 2| &8 | 5|2 | 2| € |§Eg £
2 2 2 2 S 3 s 624 8§
Agriculture 0.2 0.2 0 0 03 0.1 0.5 0.2 0.4
Construction 7.9 4.4 4 36 5 4.2 5.6 6.1 6.4
Manufacturing 8.4 45 5.6 3.8 8.2 6.1 7.7 7.3 11.8
Wholesale 2.8 2.7 3.2 3.3 1.7 2.4 2.6 2.7 2.7
Retail 11.9 8.6 8.4 7.4 8 6.1 9.7 9.9 11.1
Transport and Utilities 3.2 2 1 1.8 1.7 1.2 2.5 2.4 3.8
Information 3.7 4.5 3.3 6.5 4.5 4.9 4.1 4.1 2.6
Finance and Real Estate 113 25.4 22.8 20.1 21 349 14.1 16.8 95
AL LU LU 168 | 207| 225 224| 229| 187| 157| 182| 107
and Management
Ll LRI 191 161| 166| 19| 167] 121| 224 188! 249
Social Services
Entertainment, Hotel, 69| 48| 62| 47| 47! 42| 74! 6a 8
Food Service
Public Administration 5.9 3.7 4.4 4 4 3.4 4.2 4.8 4.5
Other Services 1.8 2.4 2 3.3 1.3 1.7 3.4 2.3 3.8

SOURCE: U.S. Census Bureau, 2010 American Community Survey
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Affiliation CON-517

Table H: Crime Rate per 1,000 Population, Connecticut, Greater Norwalk Area, and Towns, 2010

Crime Rate

Crimes Against

Crimes Against

Persons Property
(# per 1,000) {# per 1,000) {# per 1,000)
Norwalk 25.62 3.94 21.68
New Canaan 6.78 0.05 6.73
Woestport 15.14 0.52 14.62
Weston 6.55 0.09 6.46
Wilton 5.24 0.00 5.24
Darien 7.10 0.05 7.05
Fairfield 18.00 0.60 17.40
Greater Norwalk Area 17.09 1.62 15.47
Connecticut 24.79 2.70 22.09

SOURCE: Source: Connecticut Uniform Crime Data retrieved 5-16-12 from

http://www.dpsdata.ct.gov/dps/ucr/ucr.aspx Crimes against persons: murder, rape, robbery and
aggravated assault. Crimes against property: burglary, larceny, and motor vehicle theft.
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HEALTH BEHAVIORS — ADULTS

Figure A: Percentage of Obese Adults by County, State, and US, 2010
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SOURCE: Behavioral Risk Factor Surveillance S'ystem (BR'FSS). Woeight classification b\} _Body Mass Index {BMI) —
Obese defined as BMI of 30.0 - 99.8. Demographic data is for State of Connecticut. Demographic breakouts for
Fairfield County are not available due to small sample size.
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Figure B: Percentage of Aduits Reporting Physical Activity in the Past Month by County, State, and US,
2010

.5,
Connacheut
tairfield County

<High &choul
H 5, ar GED
“ome Past H.S.

Coliage Graduate Pﬂmwmmm #3.6
H

$15,000-38 545 e R . B 5

525’("(30.3&%9 T T e i i30

GA% OO 00, G e o Nl e T W
Ssu'uu{j‘ b e on b o e e e L e ks R S— TR,

wwihite R i e i e S e bR —— T —
HISpanhy | e e o A A SRl 1 3]
Dtth ﬂ.af.E PP a1 L o B o e e e e o R T ki o ;6!.[1‘

Mge 18-24
Age 35-34
Aga 3544
Age 45-54
Sge 35-84

fge b

Female
Male

Percentage

SOURCE: Behavioral Risk Factor Surveillance System (BRFSS). Demographic data is for State of Connecticut.
Demographic breakouts for Fairfield County are not available due to small sample size.
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Figure C: Percentage of Adults Reporting Recommended Daily Fruit and Vegetable Consumption by
County, State, and US, 2009
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SOURCE: Behavioral Risk Factor Surveillance System (BRFSS). Recommended daily fruit and vegetable consumption for adults i.s

defined as consuming fruits and vegetables five or more times per day. Demographic data is for State of Connecticut.

Demographic breakouts for Fairfield County are not available due to smal sample size.
* Not available because the unweighted sample size for the denominator was < 50 or the Cl half width was > 10 for
any cell, or if the state did not cotlect data for that calendar year.
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Figure D: Percentage of Adults Reporting Binge Drinking by County, State, and US, 2010
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SOURCE: Behavioral Risk Factor Surveillance System (BRFSS). Binge drinkers (males having five or more drinks on
one occasion, females having four or more drinks on one occasion) Demographic data is for State of Connecticut.

Demographic breakouts for Fairfield County are not available due to smail sample size.
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Figure E: Percentage of Adults Reporting Fair or Poor Health by County, State, and US, 2010
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SOURCE: Behavioral Risk Factor Surveillance System (BRFSS). Demographic data is for State of Connecticut.
Demographic breakouts for Fairfield County are not available due to small sample size.
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Figure F: Percentage of Women Aged 40+ whom Reported Having a Mammogram in Past 2 Years by
County, State, and US, 2010
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SOURCE: Behavioral Risk Factor Surveillance System (BRFSS). Demographic data is for State of Connecticut.
Demographic breakouts for Fairfield County are not available due to small sampie size.

* Not available because the unweighted sample size for the denominator was < 50 or the Cl half width was > 10 for
any cell, or if the state did not collect data for that calendar year.
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Figure G: Percentage of Women Aged 18+ whom Reported Having a Pap test in Past 3 Years by
County, State, and US, 2010
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SOURCE: Behavioral Risk Factor Surveillance System {BRFSS). Demographic data is for State of Connecticut.
Demographic breakouts for Fairfield County are not available due to small sample size.

* Not available because the unweighted sample size for the denominator was < 50 or the Cl half width was > 10 for
any cell, or if the state did not collect data for that calendar year.
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Figure H: Percentage of Adults Aged 50+ whom Reported Having Ever had a Colonoscopy or
Sigmoidoscopy by County, State, and US, 2010
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SOURCE: Behavioral Risk Factor Surveillance System (BRFSS). Demographic data is for State of Connecticut.
Demographic breakouts for Fairfield County are not available due to small sample size.

Affiliation CON-525

* Not available because the unwelighted sample size for the denominator was < 50 or the Cl half width was > 10 for

any cell, or if the state did not collect data for that calendar year.
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Figure I: Percentage of Men Aged 40+ whom Reported Having a PSA Test in the Past 2 Years by

County, State, and US, 2010
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Demographic breakouts for Fairfield County are not available due to small sample size.
* Not available because the unweighted sarmple size for the denominator was < 50 or the CI half width was > 10 for
any cell, or if the state did not collect data for that calendar year.
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Figure I: Percentage of Aduits Who Have Ever Been Told They Have Diabetes by County, State, and US,
2010

LY. i 2.
Cannecticut !.3
Fairfietd Caunty B0

<High School
H.% or GED
Some Post H.A.
Coliega Graduate

=515 fi
515, 000- 2%, 5460
$25,000- 54 51
S35 00049 599
E50,U0G

White
Black
Hispanic
Other Hace

fge 1820 S 10
Nge 2534 SRR 2y

fge 3500 e § 7

.'l‘ged'j-ﬁd A U A A By
Age 5584 s R
fga b

Female
tale

SOURCE: Behavioral Risk Factor Surveillance System (8RFSS). Demographic data is for State of Connecticut.
Demographic breakouts for Fairfield County are not available due to small sample size.
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Figure K: Percentage of Adults Who Reported Being told they Currently have Asthma by County, State,
and US, 2010
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SOU RCE: Behavioral Risk Factor Surveillance System {BRFSS}. Demographic data is for State of Connecticut.
Demographic breakouts for Fairfield County are not available due to small sample size.
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Figure L: Percentage of Adults Who Reported Visiting a Dentist in the Past Year by County, State, and
us, 2010
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SOURCE: Behavioral Risk Factor Surveillance System (BRFSS). Demographic data is for State of Connecticut.
Demographic breakouts for fairfield County are not available due to small sample size.
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Figure M: Percentage of Adults Aged 65+ Who Reported Having a Flu Shot in the Past Year by County,
State, and US, 2010
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SOURCE: Behavioral Risk Factor Surveillance System (BRFSS}. Demographic data is for State of Connecticut.
Demographic breakouts for Fairfield County are not available due to small sample size.
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Figure N: Percentage of Adults Aged 65+ Who Reported Having a Pneumonia Vaccination in the Past
Year by County, State, and US, 2010
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SOURCE: Behavioral Risk Factor Surveillance System {BRF55). Demographic data is for State of Connecticut,
Demographic breakouts for Fairfield County are not available due to small sample size.
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Figure O: Percentage of Adults Who Reported Currently Having Any Kind of Health Care Coverage by
County, State, and US, 2010
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SOURCE: Behavioral Risk Factor Surveillance System (BRFSS). Demographic data is for State of Connecticut.
Demographic breakouts for Fairfield County are not available due to small sample size.
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HEALTH BEHAVIORS - YOUTH

Figure P: Percentage of Obese Students by State and US, 2011
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SOURCE: Youth Risk Behavior Surveillance System (YRBSS). Demographic data is for State of Connecticut.

Figure Q: Percentage of Students Reporting Physical Activity by State and US, 2011
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SOURCE: Youth Risk Behavior Surveillance System (YRBSS). Physically active defined as at least 60 minutes of

physical activity per day for 5 days. Demographic data is for State of Connecticut.
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Figure R: Percentage of Students Who Did Not Eat Fruit by State and US, 2011
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SOURCE: Youth Risk Behavior Surveillance System (YRBSS). Percentage of students who did not eat fruit in the
seven days prior to the survey. Demographic data is for State of Connecticut.

Figure S: Percentage of Students Who Did Not Eat Vegetables by State and US, 2011
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SOURCE: Youth Risk Behavior Surveillance System (YRBSS). Percentage of students who did not eat vegetables in
the seven days prior to the survey. Demographic data is for State of Connecticut.

2012 Greater Norwalk CHA-CHIP Page 107



06/13/2013 Affiliation CON-535

Figure T: Percentage of Students Who Report Current Alcohol Use by State and US, 2011
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SOURCE: Youth Risk Behavior Surveillance System (YRBSS). Percentage of students who had one drink of alcohal on
one day during the seven days prior to the survey. Demographic data is for State of Connecticut.

Figure U: Percentage of Students Who Report Binge Drinking by State and US, 2011
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SOURCE: Youth Risk Behavior Surveillance System (YRBSS). Percentage of students who had five or more drinks of
alcohal in a row within a couple of hours on at least 1 day during the 30 days before the survey. Demographic data
is for State of Connecticut.
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Figure V: Percentage of Students Who Report Current Marijuana Use by State and US, 2011
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SOURCE: Youth Risk Behavior Surveillance System (YRBSS}. Percentage of students who used marijuana one or
more times during the 30 days before the survey. Demographic data is for State of Connecticut.

Figure W: Percentage of Students Who Report Frequent Cigarette Use by State and US, 2011
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SOURCE: Youth Risk Behavior Surveillance System (YRBSS). Percentage of students who smoked cigarettes on 20 or
more days during the 30 days before the survey. Demographic data is for State of Connecticut.
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Figure X: Percentage of Students Who Reported Feeling Sad or Hopeless by State and US, 2011
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SOURCE: Youth Risk Behavior Surveillance System (YRBSS). Percentage of students who felt sad or hopeless almost
every day for 2 or more weeks in a row so that they stopped doing some usual activities during the 12 months
befare the survey. Demographic data is for State of Connecticut.

Figure Y: Percentage of Students Who Reported Considering Suicide by State and US, 2011
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SOURCE: Youth Risk Behavior Surveillance System (YRBSS}. Percentage of students who seriously considered
attempting suicide during the 12 months before the survey, Demographic data is for State of Connecticut.
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Figure Z: Percentage of Students Who Reported Being Bullied on Schoal Property by State and US,

2011
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SOURCE: Youth Risk Behavior Surveillance System {YRBSS). Percentage of students who reported being bullied on
school property during the 12 months before the survey. Demographic data is for State of Connecticut.

Figure AA: Percentage of Students Who Reported Being Electronically Bullied by State and US, 2011

0.5,
Lonmacncut

geh grace
14t grade
11th grade
1ith grade

Witk
Black
Hizpanic

Fenate
tzle

182
1&.3

epertcd | E B Rk, LB Tt P S AP OR PR SRR S P e L
B AT A R R e e e s B o e o e [ L 16.1

. R S T e e 149

e N G S A S S RO 15 7

" Bl i e b Mg o i i 175

P e . . 2

A e e e e e i

i B g

S Ay 1 P

1.2

T — . T ——
En 125
Percentage

il

o T R N i Sy e e B

SOURCE: Youth Risk Behavior Surveillance Systermn (YRBSS). Percentage of students who reported even being

electronically bullied including through e-mail, chat rooms, instant messaging, web sites, or texting during the 12
months before the survey. Demographic data is for State of Connecticut.
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HEALTH OUTCOMES

Figure AB: Age-Adjusted Death Rate per 100,000 Population in Darien and Connecticut, 2005-2009
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DATA SOURCE: Connecticut Department of Public Health Mortality Statistics, retrieved on 6-12-12 from
http://www.ct.gov/dph/cwp/view.asp?a=31328&9=397432
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Figure AC: Age-Adjusted Death Rate per 100,000 Population in Fairfield and Connecticut, 2005-2009
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Figure AD: Age-Adjusted Death Rate per 100,000 Population in New Canaan and Connecticut, 2005-
2009 average
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DATA SOURCE: Connecticut Department of Public Health Mortality Statistics, retrieved on 6-12-12 from
http://www.ct.gov/dph/cwp/view.asp?a=31328&qg=397432

2012 Greater Norwalk CHA-CHIP Page 114



06/13/2013 Affiliation CON-542

Figure AE: Age-Adjusted Death Rate per 100,000 Population in Norwalk and Connecticut, 2005-2009
average
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http://www.ct.gov/dph/cwp/view.asp?a=31328q=397432
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Figure AF: Age-Adjusted Death Rate per 100,000 Population in Westport and Connecticut, 2005-2009
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Figure AG: Age-Adjusted Death Rate per 100,000 Population in Weston and Connecticut, 2005-2009
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Figure AH: Age-Adjusted Death Rate per 100,000 Population in Wilton and Connecticut, 2005-2009
average
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APPENDIX F: HEALTH RELATED ASSETS AND RESOURCES

List of Health Related Assets and Resources
Identified by Community Members through the Community Health Assessment

GENERAL ASSETS AND RESOURCES

Assets

e Collaborations focusing on promoting health, healthy eating and active living. Collaborators include:
o Norwalk Health Department
o Local high schools
o Health fairs

= Commitment to helping others and sense of collective responsibility amongst residents
¢ Federally qualified health centers are well positioned to get federal funding
e Green space, parks, beaches
¢ Intellectual capital represented by large number of highly educated residents in the town and region
e Investment of families in addressing social and health concerns of their children
e Perceived low rates of crime and a general sense of safety in most areas
*  Presence of both public and private-funded programs and initiatives
Proximity to New York City for:

o Employment opportunities

o Medical resources
¢ Sociceconomic and racial and ethnic diversity of community
e Quantity of physicians in the region (but not all accept insurance or federally-funded insurance)
e Robust volunteer corps addressing health issues
e Transportation

o Public transportation

o Highways

o Trains
e Value given to education of youth in community; Well-rated schools
Resources
e 211

* Americares
» Christian Community Action- non-profit that offers food and financial assistance {covers same towns
as Norwalk CHA}
Darien Community Association
Darien Library
G.E. initiative called Health Ahead
Local health departments
Local schools
o Schocl based services for students
= Skilled teachers and tutors
= Behavioral and special needs specialists
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®  Availability of social worker within the school

= Well-trained nurses

s  School-based health centers

o Facilities — buildings, athletic venues, playgrounds

Local social service departments
NEON {energy assistance for low-income residents)
Norwalk Community Healthcare Center
Norwalk healthy families colaboration - Consortium of health care non-profits that are truly
interested in working together to understand needs in an organized way
Norwalk Hospital
e Operation Fuel- heating and utility assistance {income cut-off is 60% of area median income)

OBESITY AND CHRONIC DISEASE

Assets

e Dedication of parents to health and sacial issues facing their family

e Gardens at Norwalk schools — a dynamic effort to introduce fruits and vegetables and influence
families

e Green space, parks, beaches

e Local initiative between Norwalk Hospital and Jefferson Elementary School targeting better nutrition
and increased physical activity to lower BMI
Local school systems

® Proactive health department, which is open to new ideas and collaborations

Resources
* Accountable Care collaboration between Norwalk Hospital, NCHC and large private practices
* ACHIEVE grant, which is trying to implement policy change {effort led by Norwalk Health
Department)
Beaches, parks, walking trails, rowing clubs, municipal golf course
Boy & Girls Clubs
Catholic Family {Senior meal program)
Cooking program at housing developments
Day Street Community Health Center
Farmer’s market coupons for eligible low-income residents
Fitness clubs/gyms
Food rescue organizations
Headstart program
Live Weli {Chronic Disease Self-Management) program
¢ Evidenced-based program, delivered in a number of communities for free to assist
adults with the problems commonly shared by those with chronic conditions, no matter
the cause. Developed for people over 55, age for participation is now 18 and older.
Local city and town planners
Local health departments
Lower Fairfield County Food Bank
Local Schools
o School-based health centers
o physical education department
o Board of Education
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o Principals
o Teachers
o Those who decide on/manage food choices
Meals on Wheels
Medicare obesity program (counseling program)
Norwalk Chamber of Commerce
Norwalk Early Childhood Coalition
Norwalk Health Department
Norwalk Hospital
Parks and Recreation Departments in all towns
Project Lean
RWIJ grant supported development of jogging and fitness stations
Senior Centers: Nutrition classes, exercise classes
Stew Leonard's
US Department of Agriculture
WIC
Wilton Family YMCA - 16-week CDC program addressing pre-diabetes
YMCA

SUBSTANCE ABUSE

Assets

e Many police officers have Crisis Intervention Training (CIT)
e Private, non-hospital based psychologists and psychiatrists
e Schools

Resources

s 211

® 24-Hour Crisis Intervention Services (for adults through Dubois Center; for children through Child
Guidance of Southern CT)

¢ Alcoholics Anonymous or other self help programs

s Americares

e CT Community for Addiction Recovery

¢ CT Counseling Centers, Inc

o CT Depariment of Mental Health and Addiction Services

o DMHAS Prevention Unit “Regional Drug Profile Priority” - Collaborative process lead by

the Regional Action Councils in each region

e CT Renaissance

¢ DARE programs in schools

¢ Day Street Community Health Center

e EMS

e Faith-based organizations

¢ Family & Children’s Agency {Project Reward)

¢ Fire Departments

e Law enforcement with Crisis Intervention Training (CIT)

¢ Liberation Programs — Family and Youth Options
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Local faith and clergy members

Local social service departments
Mid-Fairfield County Regional Action Council
Mid-Fairfield Substance Abuse Coalition
Norwalk Hospital

Positive Directions { in Westport)

Silver Hill Hospital { in New Canaan)

St. Vincent’s Behavioral Health Services

MENTAL HEALTH

Assets

Advocacy amongst parents of children with disabilities at the state and national level
Collaborations among towns and executive offices around mental health

Community is very accepting about behavioral issues

Counseling agencies already exist

Extra-curricular activities for youth

federaily qualified health care centers

Green space, parks, beaches

Police have been understanding of behavioral issues and proper treatment (e.g., connect persons
with behavioral issues mental health services rather than criminalizing behavioral issues)
Positive youth development collaboration with Wilton, Weston, Westport and Fairfieid
Private counseling services

e Social service directors in suburban towns who meet together regularly

¢ & & & » 0 & @

Resources

211

24-hour Crisis Intervention Services

Beaches, parks, walking trails, rowing clubs, municipal golf course
Catholic Charities

Center for Hope - Program for boys 8-11 to work on esteem

Child Guidance of Southern CT

CT Counseling Service

CT Council of Family Service Agencies

CT Department of Children and Families

CT Department of Mental Health and Addiction Services

CT Renaissance

Day Street Community Health Center

Department of Children and Families Regional Advocacy Council
Department of Mental Health and Addiction Services (DMHAS) {2)
Domestic Violence Crisis Center

Fairfield County Medical Association (for lists of mental health physicians by specialty)
Families United for Children’s Mental Health

Family & Children’s Agency

Family Centers, Inc.

Human Services Council’s Mentor Program

Human Services Council’s School Based Health Centers — medical/mental health
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Jewish Family Services
Keystone House

Law enforcement with CIT (Crisis intervention Training)

Local faith and clergy leaders
tocal schools
o School-based health centers
o School nurses
o Guidance counselors
o Special education teachers
Local social service departments
Mid-Fairfield County Child Guidance
NAMI
Network of Care for Behavioral Health
Norwalk Child Guidance Center
Noarwalk Community Healthcare Center
Norwalk Hospital - Ambulatory psychiatric care
Positive Directions
Shelter
Silver Hill
Southwest Regional Mental Health Board
5t. Vincent's Behavioral Health Services
Warm Line
Water Street Clinic
YWCA - Parent awareness programs, guest speakers
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Introduction

The first release of the Community
Report Card for Western
Connecticut in 2009 established a
baseline profile of community
health in the Housatonic Valley
Region (HVR) by assessing key
demographic, socioeconomic, and
health status indicators. The HVR is
comprised of ten distinct
municipalities {(herein referred to as
the “community”) including: Bethel,
Bridgewater, Brookfield, Danbury,
New Fairfield, New Milford,
Newtown, Redding, Ridgefield and
Sherman. The 2009 Community
Report Card focused on indicators
in the following areas:

= Fconomic Stability

= Fducation

= Health Status

= Health and Lifestyle
Behaviors and Risk Factors

= Diseases

The 2012 Community Report Card
for Western Connecticut contains
an update of the original key
indicators, and integrates relevant
findings from seiected national and
state health assessments and
surveys, and the U.S. Census.
Comparison of trends for the same
indicators over time permits health,
human services, and community
leaders to measure improvements,
identify disparities, and establish
priorities to improve the health-
related quality of life and well-being
of residents throughout the region.
This includes collaboration among
health and community leaders to
identify opportunities to improve
access to health-related services,
cost-effectiveness of services, and
service quality.

This report was commissioned by
the City of Danbury Health and
Human Services Department,
Western CT Health Network/
Danbury Hospital-New Milford
Hospital, United Way of Western
Connecticut, and Western
Connecticut State University

{WCSU). The collective thoughts,
opinions, and expertise of a regional
Steering Committee - including
health care providers, educational
institutions, community-based
providers, and local government
agencies - guided the development
of this report. The Community
Report Card represents a
collaborative effort of community
members, leaders, and
organizations whose mission is to
identify priority health needs in the
region and mobilize resources to
address those needs.

This update was prepared by a
team of WCSU experts, led by Dr.
Robyn Housernann, Associate
Professor and Co-Chair of WCSU's
Department of Health Promotion &
Exercise Science. Final editing and
updating, focus group pfanning and
administration, and survey analysis
and reporting were conducted by
Mary Bevan, M.P.H and Mhora
Lorentson Ph.D., of The Center for
Healthy Schools & Communities at
EDUCATION CONNECTION,

Funding for this report was provided
by Aetna Foundation, the CT
Department of Pubiic Health,
Western CT Health Network/
Danbury Hospital-New Milford
Hospital, the Peter and Carmen
Lucia Buck Foundation, Inc.,
Savings Bank of Danbury, Union
Savings Bank, and United Way of
Western Connecticut with in-kind
support from Western Connecticut
State University.
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Objectives

1. Provide a narrative and
statistical update of key
indicators in the areas of
economic stability, education,
health status, behavioral risk
factors, and diseases for HVR
residents.

2. Provide current
recommendations on how

provider and community
parinerships could improve the
health and well-being of HVR
residents,

3. Provide more in-depth insight
on the health and social needs
of older adults living in our
community.

Methods

The Report Card combines narrative
information and statistical data
(tabtes, charts, and graphs) drawn
from focal, state, and federal
sources. The report is intended to
be descriptive and not analytical;
therefore data is presented for
general reference and, in most
instances, has not been analyzed
for statistical significance.
Whenever possible, indicators are
presented at the municipal (town or
city) level. In the case of certain
indicators, the statistical data is not
available for lesser populated
towns. In addition, health data is
not published at the town level
when there are a very small number
of events, due to validity and
confidentiality concerns. State and
federal statistics are also inctuded
for certain indicators to provide a
perspective on how the Housatonic
Valley Region compares to the state
and nation. The process of how the
indicators were selected is
described in the initial version of
the Report Card (2009). For this
Report, the data was obtained from
the original sources when available.
If the data was no longer available
from the original source then
searches were conducted and the
new source is noted. There are
some indicators where the data was
collected in a different manner; in
these instances an explanation is
included to describe the changes
and any implications.

With the growth in the population
ages 65 and over in the region, the
2012 version of the Community
Report Card contains a section
specifically dedicated to the health
of older adults. "Seniors in our
communities are healthy and thrive
is the vision statement crafted by
the Steering Commiittee for the
older adult component of the 2012
Community Report Card. Four
topics were identified to enable
public health, hospitals, hurman
service providers, and the general
public to better assess if older
adults in the region exemplify this
vision statement:

"

¥ Housing. This includes
availability of housing options,
skilled nursing, assisted living,
and hospice facilities.

» Support Services. This
includes services which
promote access to health care
and human services, such as
public transportation, fuel
assistance, Meals on Wheels,
senior centers, etc.

» Quality of Life. This includes
demographics, socioeconomic
status, social supports,
recreation, and spirituality.

» Physical and Mental Health.
This includes risk factors,
disease (morbidity) and death
(mortality) rates.




06/13/2013

Methods, cont’d.

Affiliation CON-558

The survey design team at WCSU
reviewed published senior health
report cards to select indicators for
an Older Adult Health Survey.
These included the Naugatuck
Valley 2007 Senior Needs

Assessment
hitp://www.valieyunitedway.or,
7/SeniorN ecutive

Summary.pxif, Seniors in Canada
2006 Report Card hitp://dsp-
psd.pwgsc.ge.ca/Collection/HP30-
1-2006E.pdf, and improving Health
Literary for Older Aduilts, 2009 hitp:
//www.cde gov/healthmarketing/
healthliteracy/reports/olderaduits.
pdf.

After selection of relevant
indicators, Senior Center and Social
Services Directors from HVR
municipalities reviewed both the
topics and the indicators and
commented on the usefulness of
compiling information on these
indicators. Feedback confirmed that
the needs of clder adults are
covered by the four topics and the
indicators were then finalized.

Older Adult Health surveys were
developed by the project team at
WCSU from validated survey
instruments for completion by clder
adutfts throughout the region. Long
and short versions were developed

for a general health and a general
health plus dental survey. An effort
was made to distribute surveys
equally across all 10 HVR
municipalities based on the
population ages 65 and older. The
target population was older adults
who had the ability to complete the
survey and also had an
understanding of the needs in their
community. Ninety-one sites were
identified for survey administration.
Although many sites were
interested in receiving the results of
the survey, permission to conduct
the surveys was obtained from only
20 of these sites and completed
surveys were received from only 10
sites. A total of 123 surveys were
received. The majority of these
surveys were collected at a regional
volunteer recognition luncheon.
Although this is not a representative
sample of the older adult
population in the HVR, as
community volunteers, survey
respondents are potentially more
aware of available services and
service gaps. Survey results are
presented in The Older Adult Health
Survey and Focus Group Summary
section of this report.

Health: A Definition

The World Heatth Grganization defines health as “a state of complete
physical, mental and social well-being and not merely the absence of

disease ar infirmity."

{http:/fwww.who.inl/governance/eh/who constitution_en.pdf)

The phrase “health status” refers to
the current condition of wellness
and iliness In our community, which
is defined by measures of both
positive and harmful behaviors, the

existence of symptoms and
conditions of iliness and wellness,
and the prevalence of specific
diseases.
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Findings and
Recommendations

The findings and recommendations
presented in this report are
designed to promote discussion
among alf stakeholders on the
health and well-being of the
community as well as access and
quality of health delivery systems in

the region. The overarching intent
is to identify priority needs for
health improvement within the
Housatonic Valley Region and
provide a starting point for a more
comprehensive health assessment
in the future.

Looking Back

In April 2011, health care provider
agencies and community members
were asked to participate in a brief
questionnaire as past recipients of
the 2008 Community Report Card
for Western Connecticut, This
survey was designed to capture
perspectives on the value of the
Report Card, i.e., how its content
was used to support grant requests
and funding, foster alignment of
programs and services and
partnerships, and advance a
particular community health
improvement initiative. Assessment
of progress towards the five key
consensus recommendations of
community stakeholders presented
in the 2009 Community Report
Card was also part of the survey. A
29% response rate was achieved
(133 distributed surveys with 38
completed} and respondents
in¢luded health care providers,
community agencies, and
community members.

The majority of respondents (63%;
24 individuals) indicated that they
had received a copy of the 2009
Community Report Card for Western
Connecticut. Of the individuals
who indicated they did not receive a
copy, nearly half noted they had
heard of the Report Card. An
overwhelming majority (97%)
indicated they would like {0 receive
a future version of the Report Card.
A summary of all survey respondent
findings, including reported
progress towards the 2009 Report
Card's consensus
recommendations, follows.

1. Use of the Community Report
Card

More than half of the respondents
(54%) indicated they had utilized
information provided in the Report
Card during the past two years. The
primary use was for discussion
purposes, followed by facilitation of
program development/
implementation and funding
requests, and education ahout
community needs.

2. Five Key Recommendations

Recommendation # 1 - The
community should capitalize on
existing collahorations, initiatives,
partnerships and programs to
develop and embrace educational
strategles across a broad
continuum of providers that will
expand and strengthen the focus
on prevention, particularly
targeting childhood obesity, heart
disease, cancer, diabetes, and
tick-bome iliness.

Twenty-two (22) respondents
indicated they had developed or
partnered with another entity to
address one of the recommended
programs: Childhood Obesity (18),
Diabetes (9), Heart Disease (8),
Tick-borne lliness (8) and Cancer

(7).

Highlights of programs and/or
partnerships cited include the
United Way Obesity initiative;
HVCEO Tick lliness Prevention Task
Force; Ridgefield BLAST Lyme
program; WCSU Health Service
“biggest loser” program;
Connecticut Institute for
Communities, inc. colorectal cancer
screening and establishment of a
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Looking Back, cont'd.
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Federally Qualified Community
Health Center; Danbury Public
Schools School-Based Health
Centers and American Heart
Association and American Cancer
Society's awareness activities
targeting the school age population;
Ann’s Place partnership with the
Hispanic Center to address the
needs of Hispanic/Latino cancer
survivors; Americas Free Clinic
emphasis on outreach and care for
uninsured diabetics; Town of New
Milford Walking Project; Town of
Bethel 2-1-1 referral program,;
Regional YMCA of Western
Connecticut Coalition for Healthy
Kids and Diabetes Self-
Management Education program
with Danbury Hospital, and Danbury
Hospital's Healthy Heart screening
and education initiatives.

Recommendation # 2 - Data
indicates the Greater Danbury
area generally is very healthy
across many indicators, Including
the 10 leading causes of death.
Public health, hospitals and
human services providers should
be recognized for their efforts
toward preventive, interceptive
and ongolng care and supports for
our community. They should also
continue to strive for ways to
maintain existing and pertinent
programs and to find new and
creative solutions to address
emerging needs,

Nearly two-thirds (65%) of
respondents indicated they
implemented ways to maintain
existing and pertinent programs.
Seventeen (17) individuals
indicated they found solutions to
address emerging needs.

Recommendation # 3 - While
indicators show the community
has fairly substantial access to
care In our reglon, lacking health
insurance should not be a barrler
to receiving care. The community
should continue to work toward
ensuring access to quallty,

affordable care for residents. The
community should make the public
hetter aware of state health
insurance Initiatives such as
HUSKY and Charter Oak In a
continuing effort to bridge barrlers
to care.

The maijority of respondents (72%)
indicated they have undertaken
efforts to make the community
more aware of health insurance
initiatives.

Activities identified include
evaluating clients for eligibility for
public assistance and increasing
awareness of state insurance
initiatives. Specifics cited include
Newtown's parent awareness of
HUSKY programs as part of Free
and Reduced Lunch programs;
Danbury Department of Health and
Human Services TB clinic referrals
to Danbury Hospital’'s Financial
Counseling; Danbury Housing
Partnership educating the public on
housing and homeless issues; the
3Rs coliaborative and Danbury
Children First's dissemination of
information about HUSKY and
pediatric clinics at events and
through their Parent to Parent
Newsletter; Women's Center of
Greater Danbury referrals for
resources; Boys & Girls Club of
Ridgefield newsletter link to the no-
cost and anonymous screener:
www.oualiivdeare.com; Town of
Bethel referral to 2-1-1 if the health
department does not have the
specific referral information sought;
and Danbury Hospital’s Families
Network at Children's Day.

Recommendation # 4 - The
community should develop a plan
to better promote 2-1-1 (United
Way Info Line) as a source for
available services for the general
provider populations.

Approximately 75% of respondents
have not yet developed a plan to
promote Info Line. Ten (10)
individuals noted they provided
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Looking Back, cont'd.

specific presentations at networking
meetings, written identification in
communications such as program
directories, workplace campaigns,
electronic communication,
newsletters and annual reports,
Development of referral procedures
for handling information requests
and a reference directory of current
health information, subject matter
experts and agency information to
provide residents/others to assure
they receive the information they
need to help themseives was also
noted.

Recommendation # 5 - The
Community Report Card for
Western Connecticut should be
used as a source of Information
and a forum for education that
spurs discussion and moves all
stakeholders into action, and it
should be revised biennlally.

An overwhelming majority indicated
support for ALL of the initiatives for
helping the community prepare for
future reports. These include
collecting community-specific data
where there is none; determining
“target” populations and collecting
relevant data for these populations;
conducting focus groups with target
populations; prioritizing needs;
conducting a Resource Assessment
(scan of what resources are
available) and identifying unmet
needs and creating a plan to
address them; identifying evidence-
based strategies/programs to meet
the needs and evaluating programs
and monitoring indicators.

Respondents noted that while all of
the activities are possible and
desirable, sufficient human and
financial resources and the right

leadership are needed to
implement and sustain these
activities. Highlights include:

Success Iis dependent on key
stakeholders being on board
and adequate resources being
available.

This requires organization,
motivation and support.

Coflaborative, facilitated
community conversations can
fead to prioritization of needs,
Jjoint data gathering exercises,
and resource assessments.

There are many services in our
area but there are many who
are not aware of them. Efforts
should be made to broaden
awareness and utitize many of
the individual agency efforis as
a starting point.

The community should and can
prepare for future reports, by
expanding the Steering
Committee (in numbers and
scope) and build on the
foundation of the first
Community Report Card.

To improve health disparities, it
is important to collect more in-
depth data especially through
focus groups to better align
community resources with gaps
identified by the community.

The Community Health
Committee representing the
towns and cities should use a
community health linkages
model to obtain data and
support to refine what the area
health problems are and the
priority fist with a targeted plan
of action.

10



06/13/2013

Affiliation CON-562

Moving Forward

Connecticut Health
Rankings

According to the United Health
Foundation, in 2011 Connecticut
ranks third in health status in the
country overali, a continued positive
trend from the 2009 seventh rank
and 2010 fourth rank. Strengths
include low rates of smoking, a
lower prevalence of obesity when
compared to other states in the
nation, a low percentage of children
in poverty, a low rate of uninsured
population, high immunization
coverage, and relatively high
proportion of primary care
physicians. Areas where
improvement is needed include a
high prevalence of binge drinking
and moderate levels of air pollution.
The report indicates that
Connecticut has demonstrated
suceess in reducing deaths from
cardiovascular disease and cancer
and, in the past ten years, smoking
prevalence has decreased
dramatically. Although Connecticut
has a relatively low rate of
uninsured, the percent uninsured
has increased from 9.7% in 2009 to
11.1% in 2011. Highlights include:

= While Connecticut has one of
the lowest obesity rates in
the U.S., 634,000 adults in
Connecticut are obese, an
increase of 188,000
individuals in the past 10
years.

= Inthe past year, smoking
decreased from 15.4 percent
to 13.2 percent of adults.
There are 364,000 adults in
Connecticut who still smoke.

= |nthe past year, diabetes
increased from 6.6 percent to
7.3 percent of adults. There
are 201,000 adults in
Connecticut who have
diabetes.

= Compared to other health
measures, the rate of
preventable hospitalizations
remains high in Connecticut
at 63.1 discharges per 1,000
Medicare enrollees.

= Health Disparities - In
Connecticut, obesity is more
prevalent among non-
Hispanic blacks at 39.5 %
than non-Hispanic whites at
20.8 %. Diabetes also varies
by race and ethnicity in the
state; 11.5 % of non-Hispanic
blacks have diabetes
compared to 6.7 % of non-
Hispanic whites.

Source: United Health Foundation (2011}
“America’s Health Rankings®: A Call to
Action for Individuals and Their
Communities” 22nd edition
http://www.americashealthrankings.org/CT/
2011, accessed 1/12/12).

Healthy People 2010 and
2020

Any report of community health
indicators should include Healthy
People 2010 and Healthy People
2020. This comprehensive set of
national disease prevention and
health promotion goals for the
nation targets measureable health
objectives in 28 focus areas. The
final Healthy People 2010 report
and the newly released objectives
for Healthy People 2020 can be
accessed at

hitp:/ fwww heaithypeople.gov.

The overarching goal of Healthy
People 2020 is to increase both the
quality and years of healthy life, and
eliminate health disparities. A report
on statewide progress towards
achievement of Healthy People
2010 targets was compiled by the
CT Department of Public Health in
June 2010. Findings from this
report, Healthy Connecticut 2010,
are incorporated into the Report
Card sections as relevant. The
entire report is available at:

hidg /A et gov/dph/lib/dph/stat

e _health planning/healthy people/
het2030 final rep jun2010.pdf.

11
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Our Community The Housatonic Valley Region (HVR) comprises ten municipalities in
- e S o . . :
Population :fi,;_ern Connecticut in close proxirnity to the New York metropolitan

Data from the United States Census time they represented 6.6% of the
Bureau shows that as of 2010, the state population. By 2030, the HVR

population of this region was is projected to be at 7.1% of the
224 616, an increase of 12,368 state population. Table 1 outlines
since Census 2000. The HVR has projections to the year 2030
grown at a faster rate than any compiled by the Connecticut State
her region in Connecticut. In the Data Center. It is important to note
1950s these 10 communities that these projected population
represented only 2.9% of numbers are derived from historical
Connecticut's population; in 2000 patterns of population change and
they represented 6.2% of the state that there is no guarantee that past
population. This growth trend patterns will hold constant in the
continued through 2010 at which future,

Table 1: Population Projections for HYR Municipalities, 2015-2030

Town C;ggﬂfaﬁggo 2015 2020 2025 2030
Bethel 18,584 22,486 24,223 25,779 26,878
Bridgewater 1,727 2,057 2,134 2,216 2,271
Brookfield 16,452 17,756 18,424 19,065 19,644
Danbury 80,893 79,403 81,665 83,813 85,754
New Fairfield 13,881 15,196 15,624 16,012 16,249
New Milford 28,142 31,156 32,682 33,953 35173
Newtown 27,560 30,147 32,242 34,242 36,161
Redding 9,158 8,092 7,721 7,436 7,225
Ridgefield 24638 25,676 26,483 27,142 27,729
Sherman 3,581 4,430 4,586 4,724 4,823
HVR Totals 224,616 236,399 245,664 254,382 261,907
Connecticut 3,408,029 3,573,885 | 3622774 | 3,669,900 | 3,702400
Source: Connecticut State Data Center, University of Connecticut,
hitp:/ictsdc.uconn.edu/projections/ct_towns.himl, accessed 5/28/2011

12
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Our Community cont’d.

Demographic Profile

The Housatonic Valley Region has
become much more ethnically
diverse in recent years. From 2000

the largest populations in the region
are Puerto Rican (19% of the total
Hispanic/Latino population),

Ethnicity and Race to 2010, the Black/African Ecuadorian (15%), Dominican
Ametican population in the region (14%), and Mexican (12%). The
increased from 6,527 to 7,671, or region aiso had a substantial
17.5% of the total population. in population of residents of Irish,
2010, 75.6% of the region's italian, German, and Polish ancestry
Black/African American population in 2000 - 23%, 20%, 17%, and 6%
resided in Danbury. The respectively. (Source: Housatonic
Hispanic/Latino population in the Valley Council of Elected Officials,
region nearly doubled from 2000 to  hitp://hvceo.org/tables/TABLE P18 php
2010, and currently comprises 12% :cc;sse\(;cB/:f'/rll ; les/TABLE_P20.ph
of the region's population. Three- - iy L
fourts of the Hispanic/Latino S 411 tmeof pblcator,Conss
population in the reg_lon re,s'des.'n available, so no comparisons of growth
Danbury. In 2000, Hispanic/Latino in specific nationalities are available.
residents in the region represented
many nationalities; the groups with

Age

The population distribution among
age groups in the region is similar to
the distribution in the state and in
the nation. However, four
communities in our region have a
larger percentage of adults in the
50 and over range than either the
state (34.4%) or the nation (33.3%).
Bridgewater has the highest
percentage of adults over the age of
50 with 49.1% of the population in
this category, followed by Sherman

{39.4%), Redding {36.8%), and
Brookfield (35.3%). As expected,
the median age in these
communities is also higher than the
state average. Communities with
older poputations usually have a
greater demand for heaith care
services, in the present and in the
future. The proportion of each HVR
municipality population by age
range in 2010 is shown graphically
below:

Figure 1: HVR Municipality Population by Age, 2010

100% - -
96%
§ 0% |
8 70% |
g- | n65+
g 80% n50 to 64
= 50% 025te 49
E 40% - O18to 24
“ 309% B5t0 17
2 20% O0tod
S 10%
o XN
Q,é& &q"'g} @Q}b 6°§\ < \b@\\éb & B Ob&(@ e'.\‘e}b 6@0 e,@é\ ﬁ&
F o F LN E S TS
& \;?7‘\ < ,\6‘\ o

Source: Conneciicut Economic Resource Center hitp/Avwaw cerc.comitownprofiles accessed 47112011
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Our Community cont'd.
ty 0 Median age projections for the HVR influenced by factors such as aging
Age, cont'd. as compiled by the CT Data Center in the "baby boomer" generation
for 2000-2030 show an overall and the state’s declining birth rate.
increasing trend through 2015,
Figure 2: Area Median Age O Connecticut
2000 to 2030 QArea
o #16%2% 412413 415413
13,400 9 37.6 37.7 38.2 38‘7
N
-]
2350
=
300 T " T T T . ,
2000 2005 2010 2015 2020 2025 2030
Populatioli Trends

Careful examination of changes in
population statistics over time, or
temporal trends, is an imporiant
compoenent of community health

assessment and planning. A

summary of population trends in
HVR municipalities over the past
decade by race/ethnicity follows.

Table 2: HVR Municipality Census 2000 and 2010 Population Counts by Race/Ethnicity

S T:;;'uf;'i‘::f White Population B:;j:ké?ga:{ N Astan Population Hls"Tan::;haot':no

2000 2010 2000 2010 2000 2010 2000 2010 2000 2010
Bethel 18,067 18,5684 16,692 16,504 228 343 641 833 669 1419
Brookfield 15,664 16,452 14,926 15,285 119 177 388 598 372 710
Danbury 74,848 80,893 56,853 55,202 5,060 5,803 4,082 5474 11,791 | 20,185
Fa?l:l‘:ld 13,953 13,881 13,511 13,161 54 149 177 232 393 611
Newtown 25,031 27,560 23,815 25914 437 444 351 648 590 1,033
Redding 8,270 9,158 7,952 8,693 62 63 147 200 122 237
Ridgefield 23,643 24,683 22,726 23,147 146 179 492 788 465 941
Sherman 3,827 3.581 3,726 3,469 21 15 26 35 66 76
Bridgewater 1,824 1,727 1,779 1,681 17 14 13 16 9 26
New Milford 27121 28,142 25,583 25,809 383 484 518 779 751 1,693
HVR Total 212,248 | 224,661 | 187,563 188,865 6,527 7,671 6,835 9,603| 14,477 | 26,931

Source; CT State Data Center, University of Connecticut, hitp://

cisde.uconn.edw/../2010_2000_PL_Census_data_comparison_towns, accessed 1/12/12

* Note - subgroup population numbers do not equal the total population numbers as ethnic/racial subgroups with fewer than
10 residents for one or more municipalities and “other” were not included.

14
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Our Community, cont'd.

Poputation Trends, cont'd.

In interpreting the significance of
the percentage change in
population by racial/ethnic
subgroup, it is important to also
reference the absolute change in
population numbers from 2000 to
2010 to gain perspective, Even
small numeric changes in evenis

with fewer cccurrences may result
in {arge percentage changes. This is
referred to as small numbers effect
or phenomenon. For example, a
numeric increase of 10 from 10 to
20 represents a 100% increase, as
does a numeric increase of 1,000
from 1,000 to 2,000.

Table 3: HVR Municipality Census 2000 and 2010 Number and Percentage Population Change
Municipaiity | Total Poputation White Population Black/African Asian Population Hispanic/ Latino
F::mpz:'a‘;ﬂ)"n Population
Number Y Number % Number % Number % Number %
Change | Change | Change | Change | Change | Change | Change | Change | Change | Change
Bethel 517 29 -188 -1.1 115 50.4 192 30.0 750 1121
Brookfield 788 50 359 24 58 48.7 210 54.1 338 90.9
Danbury 6,045 8.1 -1,651 -29 743 14.7 1,392 34.1 8,394 71.2
lﬁ‘:“;"ﬂ - 72 05 -35 -28 95| 1759 55 311 218 55.5
Newtown 2,529 10.1 2,099 8.8 7 16 297 846 443 75.1
Redding 888 10.7 741 9.3 1 1.6 53 36.1 115 94.3
Ridgefield 995 4.2 421 19 33 226 296 60.2 476 102.4
Sherman -246 -6.4 -257 -6.9 -6 -28.6 9 346 10 15.2
Bridgewater -97 -5.3 -98 -5.5 -3 -17.7 3 23.1 17 188.9
New Milford 1.021 38 226 09 101 26.7 261 50.4 942 1254
HVR Total 12,413 58 1,302 0.7 1,144 17.5 2,768 40.5 12,454 86.0

Source: CT State Data Center, University of Connecticut, http://
ctsde.uconn.edw/.. /2010_2000_PL_Census_data_comparisen_towns, accessed 1/12/12

Overall, review of population
changes from 2000 to 2010
indicate that there is considerable
variation in population growth rates
among HVR municipalities as well
as increasing ethnic and racial
diversity throughout the region. The
most consistent population growth
in the region has occurred in Asian

and Hispanic/Latino subgroups. In
addition, the population growth rate
for the region has slowed over the
past decade at 5.8% compared with
13% from 1990 to 2000,

Additional population statistics for
the region are available at

bbps s Awoww. hveeo.org/areainfo.php,
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Economic Stability:
Indicators and Findings
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H is well documented that persons of higher sacioeconormic status
are more likely to have health insurance, participate in health
screenings and regular health care, obtain a higher level of
education, reside in safer neighborhoods, and exhibit healthier
personal lifestyle habits. In sharp contrast. persons living in poverty
iend to have fragmented haalth care; low educational attainmeni; live
in substandard housing and unsafe neighhorhoods; and experience
higher rates of unemployment, crirme, tobacco use, substance abuse,
menial iliness, and certain chronic health conditions such a5 ohesity
and diahetes. Healthy People 2010 and 2020 both ermphasize the
inseparable connections among individual health status and the
social factors and physical conditions in the envircnrment in which
people are horn, live, learn, play, work, ancl age.

Income and Poverty

Affiliation CON-567

The median household income in
the region varies widely. In 2010,
the annua! household median
income in HYR municipalities
ranged from a low of $62,582 in
Danbury to a high of $131,677 in
Ridgefield. All municipalities except
Danbury have median household
incomes well above the state and

national average. Asindicated in
Figure 3, since 2009 there has
been a decline in the median
household income in all HVR
communities with the exception of
Bridgewater. Danbury and New
Milford experienced the smallest
decline.

Figure 3: Median Household Income, 2007 - 2010
$145,000
Bethel
$135,000 : Bndgewater
$125,000 e Brookfield
$115,000 Danbury
o $105,000 S = New Fairfield
2 v R - New Mitford
95,000 i _ﬂ._ﬁa
g ¥ ] z - i e Newlown
i T Pl B - — 3 i
&£ §$85000 M = : : Redding
$75,000 4 17| e Riggefield
$65,000 L7 & 4‘2——“_1 Shamman
$55,000 == Connecticut*
us-
$45,000 T T
2007 2008 2009 2010
Year
Source: Connacticut Economic Resource Center hiip/iwww. cerc comvtownprofiles!, accessed 3/23/2011 + e-mail
communication from Dale Sharnon, Senicr Economist CERC 6/6/2011
* United States Census Bursau Medien Household Income 1-year Estimates hitp//www.census.gov'did/wwwi/saipefcounty.htni
accessed 6/2/2011
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Economic Stability:
Indicators and
Findings, cont’d.

Income and Poverty, cont'd.

In 2012, the official U.S. federal
poverty level for a family of four was
set at an annual income of $23,050
ot less. {Source; US Department of
Health and Human Services
hittp://aspe.nhs.govy poverty)
12poverty.shtml, accessed
1/27/2012). In geographic areas
with a high cost of living such as our
region, even persons living above
200% of the poverty level struggle
to make ends meet. The federal
poverty guidelines, or percentage
multiples of them (such as 130
percent, 150 percent, or 185
percent), are used to determine
eligibility for a number of federal
and state assistance programs,
including the National School Lunch
Pregram, Supplemental Nutrition
Assistance Program (formerly the
Food Stamp Program), the
Temporary Assistance for Needy
Families Program, and the WIC
Program.

With the current economic
downturn, a growing number of
individuals and families in the
region are entering the ranks of the
“working poor.” These individuals,
underemployed and/or employed in

low wage jobs, earn toc much
money to qualify for federal or state
assistance programs, but not
enough money to experience a
decent quality of life or meet many
of their basic needs. The working
poar are also more likely to not
receive health insurance benefits
through their employers.

According to the U.S. Census
Bureau, 42.9 million Americans
(14.3% of the US poputation) lived
in poverty in 2009 (Source: US
Census Bureau, “Poverty: 2008 and
2009, American Community Survey
Briefs" hitp://www.census.gov/
rody 2010pubs/acsbr09-1.pdf
accessed 8/12/2011). The
proportion of Americans living in
poverty has increased aver the past
decade. Table 4 shows that our
community poverty rates fall below
both the state and national rates.
Danbury's level of poverty is
considerably higher than the other
municipalities in the region and
comparable to the state. It should
be noted that throughout the state
and region, significant disparities
exist with minority populations
disproportionately living in poverty.

Table 4: Economic Characteristics of HVR Municipalities
Town Median Household Poverty Rate in
Incomein 2010 ($) 2009 (percent)
Bethel $77.625 4.8%
Bridgewater $107,934 2.9%
Brookfleld $92,731 2.4%
Danhury $62,582 8.5%
New Fairfield $100,202 2.9%
New Milford $80,887 2.1%
Newtown $105,744 2.2%
Redding $119,788 1.6%
Ridgefield $131,677 1.8%
Sherman $90,638 2.2%
Connecticut” $54.851 8.7%
United States” $49,777 14.3%
Source: Connecticut Economic Resource Center, Inc. Town Profiles 2011 www,cerc.org
accessed 8/17/2011
* United States Census Bureau Median Household Income 1-year Estimates
htip:ffwww.census.govididiwwwisaipalcounty_htim| accessed 6/3/2011
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According to State Department of
Labor data reports, Connecticut and
the HVR municipalities have
recently experienced a decline in
the unemployment rate. The state’s
unemployment rate in July 2011
was 9.1%, and as of December
2011 this had declined to 7.6%,

below the national unemployment
rate of 8.5%. In December 2011,
unemployment rates in the region
ranged from a low of 4.4% in
Bridgewater to a high of 6.4% in

Sherman. (Source: Connecticut
Department of Labor,

http://www .ctdol.state. ct.us/ accessed
8/18/2011 & 1/27/12).

Free and Reduced Price
School Meals

Free or reduced price school meals
are available for all children
attending public schools whose
families are income eligible. The
income eligibility for free meals is
130% or below the federal poverty
level; for reduced meals it is more
than 130% up to 185% of the
federal poverty level. The
percentage of children receiving
free or reduced price school meals
is a highly useful indicator of the
extent of poverty and economic
stability in our community.

Since 2000, data indicate that the
region tends to fall below the
statewide average for free or
reduced price meal eligibility. This

is consistent with the region’s
overall higher average median
household income, Danbury is the
exception with the percentage of
students eligible for free/reduced
price meals generally exceeding the
state average. In 2009-2010, one
out of every three Danbury children
was eligible to receive free/reduced
price meals. The Danbury Promise
for Children Partnership’'s 2011
Community Report Card on
Danbury’s Young Children states
this had increased to 46% in 201.0-
2011. itis notable that over the
past two years, there has been an
increase in the number of eligible
children in all HYR communities.

Figure 4: Percent of Students Eligible for Free/Reduced Price Meals,

0% 2001-2010
- Bethe!
Brookfield
30% 1 Danbury
£ 2% New Fairfield
b3 New HMilford
4 )
ol —t Newtown
159, Redding
=g Ridgeiisld
1030 o 1 Sheman
e . B i 3 | | == Gonnectiut
0% Jement= : -l . : :
2001-  2002- 2003-  2004- 2005- 2006- 2007- 2008- 2009-
2002 2003 2004 2005 2006 2007 2008 2302 2010
School Year

Source: Connecticut State Depariment of Education, Student Need Data

hitp://sdeportal ct.goviCedarsWEB: ct_report/StudentNeedDT aspx accessed 3:23/2011
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Homelessness
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The Nationai Alliance to End
Homelessness defines
homelessness as a complex
problem with a simple solution -
housing. People hecome homeless
when they cannot find housing that
they can afford. It is estimated that
there are 643,067 people
experiencing homelessness on any
given night in the United States with
238,110 people in families, and
404,957 individuals. These
numbers are from point-in-time
counts conducted in communities
throughout the country on a single

night in January every other year.
(Source: The National Alliance to End
Homelessness, Snapshot of Homelessness,

ntte/fwww.endhomelessness.org/section/
about_homelessness/snapshot of
nomelessness accessed 8/29/2011).

Homelessness results from many
factors. Economics is a major driver

Affiliation CON-570

of homelessness across the nation.
In Connecticut, the economic
pressures are particularly acute
with the relatively high cost of living
and scarcity of low cost housing, In
the Danbury metropolitan area, the
estimated 2011 living wage to
afford a one bedroom apartment
was $24.27 per hour; the minimum
wage in 2012 is only $8.25 per
hour. (Source: Fiscal Year 2011 Finat Fair
Market Rents for Existing Housing,

htos vww universalivingwage.org,
accessed 1/30/12).

The data in Table 5 indicates that
4,451 pecple were homeless in
Connecticut on January 27, 2011.
Table 5 shows the Point-in-Time
Count of homeless in the Greater
Danbury area and Connecticut from
January 2008 through January
2011.

Table 5: Homelessness Point-in-Time Counts for Connecticut and Greater Danbury, 2008-2011

January 30, 2008 January 30, 2009 January 27, 2010 January 27, 2011 T?::g%%%":f;&"fe
Greater Greater Greater Greater Greater
Danbury | Stetewide | Danbury | Slatewide | Danbury | Statewide | Danbury |Statewide| Danbury | Statewide
Area Area Area Area Area
Total 123] 3444 103 2,824 127 3829 158 | 445 285% | 20.0%
Single Adults 115 2,847 91 2414 95 2,508 130 3,064
Fotal Families (1] 482 12 423 1" 521 1 533
e ol 19 0 17 0 18 0 0
chitenin %] 873 3 703 20| 82| 17| sse

Note: an unsheftered homeless person resides in a place not meant for human habitation, such as cars, parks, sidewalks,
abandoned buiffings, or on the street, and a shelfered homeless person resides in an emergency shelter or transitional
housing for homelkess persons who originally came from the streets or emergency shelters.

Source: CT Coalition to End Homelessness hitpifwww.cceh, org/publications/, 2010-2011 data update accessed 1/27/12.
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Economic Stability:
Indicators and
Findings, cont’'d.

Homelessness, cont'd.

In 2005 Danbury Mayor Mark D,
Boughton commissioned a Task
Force to develop a comprehensive
and detailed plan to end
homelessness in Danbury within 10
years. The plan was unveiled in
February 2006 with four objectives:

1. Increase the supply of
permanent housing units to
meet the projected need of
hometess persons.

2. Keep people housed and
reduce the number of
people becoming homeless
and specifically reduce the
number of people being
discharged into
homelessness by state and
local institutions and
agencies.

3. Ensure that there are
adequate, appropriate and
sufficient services to assist
homeless or at-risk persons
in accessing and retaining
housing.

4. Develop a strategy io ensure
that the plan is both
implemented and monitored
to completion.

The Task Force's report stresses
urgency in ending homelessness.
The cost of long-term homelessness
is “most acutely felt by the health

and mental health systems. A
recent study found that hospitalized
homeless people stay an average of
more than four days longer than
other inpatients and that almost
half of medical hospitalizations of
homeless people were directly
attributable to their homeless
condition and therefore
preventable.” Homeless individuals
“are three times more likely to use
hospital emergency rooms than the
general population, and are at
higher risk for emergency
department services because of
their poor health.” The American
Academy of Pediatrics has found
that homeless children are more
likely than other children to
experience trauma-related injuries,
developmental delays, chronic
disease, and poor academic

achievement. (Source: The Mayor's Task
Force to End Homelessness,

www.di.danburv.ctus, accessed 11/9/08.)

The Greater Danbury Continuum of
Care and the Danbury Housing
Partnership are working with a
broad range of partners throughout
the region to address the
multifaceted needs of the homeless
population. The Partnership website
can be accessed at: www.danbury

housing partnership.org.
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According to the National Center for

higher paying jobs with health

and Findings Education Statistics (NCES), an benefits, and practice healthy
individual's level of education is lifestyle habits.
i ith ifi .
Qéi?éigggggfﬂlﬁ:: orﬁggc:_fg'; The Connecticut State Department
example, a high school graduate of.Ed_u_catllon thlS Caelal Sl )
tends to achieve more stable priorities in their 2006 - 2011
employment and a higher income Sog:jrgfhenswe Elan dfor I-iQUcaltlon
level than a high school dropout. a‘::hi Veerﬁsegfps In educationa
According to the NCES, students © nt.
who do not graduate from high 1. High-guality preschool
schoot are more likely to rely on education for all students.
public assistance and have poorer 2. High academic achievement
physical health thap individuals who for ali students in reading,
completed graduation writing, mathematics and
requirements. Data also indicates science.
that the sociceconomic and quality .
of life benefits of education 3. High school reform so that all
continue with further advances in students graduate and are
educational attainment. Higher prepared for lifelong learning
education is strongly associated arc:)cia\reers In a competitive
with improved health status, access global economy.
to health care, increased income, The ability to achieve these
and job opportunities. Persons with priorities within our local schools
higher educational attainment are will have a direct impact on the
more likely to live in safe future quality-of-life for our students
neighborhoods, be employed in and the economic well-being of our
communities,
Figure 5: High School Graduation Rate, 2004-2008
99% ; |
97% + Bethol
. Brookfield
S . Danbusy
§ 93% 4 E New Fairfield
g T —— i New Hitford
a 91% —/ i o= Newtown
9 == Ridgedield
89% - - = ' e CORNECEH CUL
87% s = 1
{
85% : —— |
2004 2005 2006 2007 2008
GraduatingClass

Source: Connecticut State Department of Education CEDAR |
http. sdeportal.ct gov/Cedar/WEB‘ct_report/GradualionDT aspx accessed 3/24/2011
Note: Bridgewater. Redding, and Shemman are excluded as their students attend high schools located in other towns.
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Education: Indicators
and Findings
High School Graduation

and Higher Educational
Attainment
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As indicated in Figure 5, the
graduation rate for most HVR
municipalities is well above the
state rate. Danbury, a priority
school district, is the exception with
a graduation rate consistently below
the state average. According to the
NCES, the national graduation rate
in 2008-2009 was 75.5%,
compared with Connecticut’s rate of
92%. This rate varies greatly by
race/ethnicity and was highest for
Asian/Pacific islanders at 91.8%,
followed by White students at 82%,
Hispanic students at 65.9%, Native
American students at 64.8% and
African-American students at
63.5%. (Source: National Center for
Education Statistics, www.nces ed.gov,
accessed 8/16/2011).

Four-year cumulative data for the
2009 cohort of high school
students in Connecticut shows an
overall decline in graduation rates
and considerable disparities in
these rates by socio-demographic
group: Hispanic/Latino (58.1%),
African American/Black (66.2%),

low income (59.9%), limited English
proficiency (53.4%), and special
education students (53.4%)
compared with (86.8%) for White
students. (Source: Connecticut
Department of Education. Commissioner
Calls for Action. “New Formula, Unique
Student Data Produce More Accurate State
Graduation Rates”, Press Release. March
23, 2010).

Table 6 summarizes existing data
relating to the level of educationai
attainment by HVR residents age 25
and over in the last decade. During
this period of time, the overall level
of education has consistently
increased. With the exception of
Danbury, residents ages 25 and
over throughout the region were
more likely to graduate from high
school and to receive advanced
degrees than the average
Connecticut resident. Residents in
eight out of ten HVR municipalities
exceeded the state average for
attainment of a bachelor's degree
or higher.

Table 6: Educational Attainment in HVR Residents Ages 25
and Over, Census 2000 and 2010
High School Graduate or Bachelor's Degree or
Higher Higher
Municipality

Census Census Census Census
2000 2010 2000 2010
Bethel 89% 91% 37% 40%
Bridgewater 93% 96% 48% 52%
Brookfield 93% 94% 44% 46%
Danbury 77% 84% 27% 33%
New Fairfield 94% 96% 41% 44%
New Milford 91% 95% 31% 35%
Newtown 93% 95% 50% 53%
Redding 97% 98% 63% 65%
Ridgefield 96% 97% 66% 67%
Sherman 94% 95% 42% 45%
State (CT) 84% 89% 3% 35%

Sources: CERC 2011 Town Profiles and Census 2000: Summary Social, Economic and Housing Characteristics (Table 4),

22



06/13/2013

Education: indicators
and Findings, cont’d.

High School Graduation
and Higher Educational

Among the public school districts in
our region, in 2009-2010 Danbury
had the highest concentration of
racial/ethnic diversity with over half
of the students enrolled being

Affiliation CON-574

]

percentage of minority students
from 2001-2002 through the
2009-2010 school years. This
growth trend in the proportion of
minority students in public schools

Attainment, cont'd. minority (52%), followed by Bethel is consistent across all HVR
at 19.7%. Figure 6 shows the municipalities.
o Figure 6: Percent of Minority Students Enrolled, 2001-2010
- Bethel
50% — o | s Brookfield
Danbury
- 0% — New Fairfiald
s | New Milford
Q0 30% | == Newiown
& Redding
20% s - —— Ridgefiold
Sherman
10%
0%
2001-2002 2002-2003 2004-2005 2005-2006 2006-2007 2007-2008 2008-2009 2009-2010
School Year
Source: Connecticut State Department of Education, Strategic School Profiles,
http://sdeportal ct.gov/CedarrWEBMResearchandReports/SSPReports. aspx  accessed 5:31/2011
Note: Bridgewater is included in the Region 12 School District.

High Scheol Dropout Rate As shown in Figure 7, many

municipalities in the region have on
average maintained a low dropout
rate with the exception of
Brookfield, Danbury, and New

Milford where the dropout rates
remain above the regional average
(and exceed the state average in
the case of Danbury).

Figure 7: High School Dropout Rate, Grades 9 -

12, 2003-2010

School Year
Source: Connecticut State Department of Education, Dropout Rate

Note: Bridgewater is inciuded in the Region 12 District
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hitp//sdeportal.ct.gov/Ceder/WEB!ct_reporyDropoutDT aspx accessed 3/24/2011
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Education: Indicators . o . . .
. . , Special education involves the receive an appropriate public
and Findings, cont'd. provision of individualized education at no cost to the family.

educational services for students
with a wide range of disabilities.

child with an identified disability
who needs specially designed
instruction to meet his/her unique
needs and to enable the child to
access the general curriculum of
the school district. A child who is
eligible for special education
services is entitled by federal law to
receive a free appropriate public
education (FAPE). FAPE ensures
that all students with disabilities

Danbury, and Redding.

The percentage of K-12 students
Students with Disabilities  special education is provided to a sl AU T 2 1)
is presented in Figure 8. This
percentage has held fairly constant
for many municipalities over the
past four years. Sherman has
experienced a steady decling in the
percent of students with disabilities
and there has been an overall
increase in the percent of students
with disabilities in New Milford,

Figure 8: Prevalence Rate Students with Disabilities*, 2006-2010
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Source. Connecticut State Depariment of Educalion, Students for Whom District is Fiscally Responsible,
htlp #/sdeportal et gov/CedarAWEB/ct_report/SpecialEducationResourseDT aspx  Accessed 3/23/2011
* Past reports used file "Percent of Students with Disabifities for Whom the Dislrict is Fiscally Responsibls”
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Education: Indicators
and Findings, cont’d.

English as a Second

Language (ESL)

There are frequently socioeconomic
disparities between ESL residents
and residents whose primary
language is English. Disparities are
seen in both children and adults
and are reflected in many of the
other issues examined within this
report.

Students with limited English
proficiency, or English Language
Learners, tend to have poorer
academic performance than
children who are fluent in English.
Children residing in ESL homes are

Affiliation CON-576
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also less likely to have health
insurance and more likely to be
living in poverty.

Although the percent of students
with a non-English home language
is increasing in the majority of
municipalities in our region, it is
clearly impacting Danhury to a far
greater degree. As presented in
Figure 9, Danbury's level is
considerably higher than the state,
while all other municipalities fall
below the state percentage.

40%
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Figure 9; K-12 Students with a Non-English Home Languags, 2004-2010
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Health Status:

: : Having public or private health insurance coverage is a potent
Indicators and Findmgs predictor of both access to and regular use of all types of healih care
Health Insurance Coverage Seivices - preventive, screening, and diagnostic and treatment.

Studies demonstrate that care results in overuse of costly
individuals without health insurance emergency department services

are far more likely to receive and premature death and disability.
fragmented health care and As shown in Figure 10, Connecticut
experience delayed access to falls well below the national average
health screenings and treatment for in the percentage of residents who
disease. In addition to the negative are uninsured. During the past few
impact of delayed access to care on years, however, this percentage has
individual health, the economic been increasing at a faster rate in

costs to society are high. Research CT than in the U.S. as a whole.
has shown that delayed access to

Figure 10: CT and U.S. Percent Uninsured Population, 1999-2009
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Source: US Census Bureau, Historical Health Insurance Data,
hitp//www . census govihhes/www/hithins‘dete/historicalfindex htmi, accessed 3/24/2011%
Note Population as of March ofthe following vear.
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Health Status:
Indicators and
Findings, cont’d.

Health Insurance Coverage,
cont'd.

According to the CT Department of

Public Health's report, Healthy
Connecticut 2010, the likelihood of
being insured in our state varies
considerably for different population

subgroups. As shown in Figure 11,

children in Connecticut are more

W

likely than adults to have health
insurance, females are more likely
than males, and white non-Hispanic
residents are significantly more
likely than non-Hispanic Black and
Hispanic residents to have health
insurance coverage.

FIGURE 11

Source: Behavioral Risk Factor Surveillance Sysiem as cited in Healthy

Connecticut 2010

Note: Data for children 0-18 years of age not avaitable until 2002

Factors Influencing
Insurance Status

There are several key reasons why
individuals and families may or may
not be insured, most notably
employment status and availability
of employer-sponsored health
insurance, eligibility for public
health insurance, and affordability
of insurance for persons who are
self-insured.

HUSKY Health is Connecticut’s
comprehensive public health
insurance program for children,
parents, relative caregivers, senior
citizens, individuals with disahilities,

aduits without children and
pregnant women who meet income
and citizenship eligibility guidelines.
HUSKY Health is designed to reduce
the number of uninsured families in
Connecticut and increase access to
preventive care and diagnostic and
treatment services, It is important
to note that our region has a
growing number of undocumented
residents. These individuals are
categorically ineligible for public
health insurance programs, such as
Medicaid, which require proof of
citizenship (natural-born citizen,
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e.':'l tus: naturalized citizen, or U.S. national). HUSKY C, formerly known as Title

Indicators and HUSKY A (Medicaid) provides 19, or Medicaid for the for the

Findings, cont’d. benefits to CT children under the Aged/Disabled, provides coverage

Factors Influencing
Insurance Status, cont’d.

age of 19 and their parents or a
relative caregiver with incomes at or
below 185% of the federal poverty
level and low income pregnant
women. HUSKY B, also known as
the Children’s Health Insurance
Program or CHIP, provides benefits
to children under the age of 19 who
are not eligible for HUSKY A and live
in households with incomes
between 185-300% of the poverty
level. HUSKY A provides free health
care coverage for children under
the age of 19 and parents or
relative caregivers who live with a
child under the age of 19. HUSKY B
plans include co-payments and/or
premiums based on family
composition and income.

Both plans cover comprehensive
preventive and illness-refated
health care, including physician
visits, emergency and hospital care,
immunizations, prescriptions, and
vision care. Dental care is provided
through the Dental Health
Partnership. Children with mental
health and substance abuse
concerns are served through the
Connecticut Behavioral Health
Partnership. For children with
special physical health needs, the
program provices coverage for
additional services.

to income-gligible CT residents ages
65 or older, and ages 18 to 64 who
are blind or have another qualifying
disability. HUSKY D, formerly known
as Medicaid for Low Income Adults,
provides coverage for persons ages
19-64 who do not qualify for HUSKY
A and do not receive Supplemental
Security Income or Medicare.
(Sources: United

Way of CT 2-1-1 HUSKY Health Plans,
nttpsinfoline org, and

vrer Nskvhealin com, accessed 1/31/12).
in 2009, 10% of Connecticut’s
population was uninsured, which is
considerably below the U.S. average
at 16.7%. Data for individual
municipalities in the HVR region are
not available, however according to
the U.S. Census Bureau, Fairfield
County's uninsured population was
10.8% in 2007 for persons under
the age of 65 (Source: U.S. Census
Bureau, Smal! Area Heaith Insurance
Estimates, hito//www.census.gov/
did/www/sahje/index htm] accessed
7/7/2011). Interestingly, from 2008-
2009 there was a reporied
decrease in the percent of persons
covered by public insurance in the
state in contrast to an increase in
the country.

Table 7: Health Insurance Coverage by Type, Percent of Total Population, 2007 - 2009
Connecticut United States
Type 2007 2008 2009 2007 2008 2009
Covered by Private or Government 90.6% 90.0% 88.0% 84.7% 84.6% 83.3%
Private 76.3% 74.9% 75.3% 67.5% 66.7% 63.9%
Empioyment-based 68.0% 65.7% 66.3% 59.3% 58.5% 55.8%
Direct Purchase 9.4% S5.4% 9.6% 8.9% 8.9% 8.9%
Government 25.8% 27.0% 24.7% 27.8% 29.0% 30.6%
Medicaid 11.2% 11.8% 9.6% 13.2% 14.1% 15.7%
Medicare 14.3% 14.9% 14.7% 13.8% 14.3% 14.3%
Military Health Care 1.9% 2.1% 2.2% 3.7% 3.8% 4.1%
Source: US Census Bureau, Historical Health Insurance Data,
htip:/iwww.census.gov/hhes/wwwihlthins/data/historical/index.html, accessed 3/24/2011
Note: Population as of March of the following year,
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Overall enrollment of CT children in
the HUSKY A and B Plans has
increased from 2010 to 2014,
holding relatively constant during

January 2009, January 2010 and
for January and December 2011.
Seven of the ten HVR municipalities
experienced an increase in HUSKY

Factors Influencing

Insurance Status, cont'd.

2011. The datain Table 8 shows

A child enrollment in 201.1;; five

the number of children enrolled in

the region and in the state for

experienced an increase in HUSKY
B enrcfiment.

Table 8: Number of Children Enrolled in HUSKY A and B Comparison, 2009 - 2011
January 1, 2009 January 1, 2010 January 1, 2011 December 1, 2011
Husky A| Husky B | Husky A | Husky B | Husky A | Husky B | Husky A Husky B
Bethel 584 120 685 127 777 130 792 123
Bridgewater 27 <b 32 6 35 * 30 *
Brookfield 277 52 295 93 395 61 400 70
Danbury 5,620 542 6,348 561 7,174 499 7,426 518
New Fairfield 266 73 354 63 397 63 408 67
New Milford 915 167 1,121 188 1,237 181 1,220 182
Newtown 383 81 494 154 618 93 604 99
Redding 80 18 99 42 130 27 139 22
Ridgefield 37 31 203 36 224 39 242 32
Sherman 76 17 97 19 112 24 115 18
Connecticut 331,519 13,654 | 238,531 15,657 | 256,808 14,874 | 256,052 14,874
Source: State of Connecticut Department of Social Services, Healthcare for UninSured Kids and Youlh (HUSKY),
http:/iwww.ct. gowfhh and hitp:ifwww.huskyhealth.com/hhiibhhipdi/ReportsMUSKYBEnraliment01 10.pdf, accessed
3242011 and 1/31/12
*indicates < 5

Findings: Although publicly-funded
insurance programs are in place in
the region and state to serve low
income children and adults, they
are not available for persons who
do not meet income or citizenship
eligibility requirements. lncome
thresholds for HUSKY are also more
stringent for non-pregnant adults
without children, and access to
providers is limited in some areas.

In 